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Abstract 

Background: An examination of the current national and international literature 

regarding Christian clergy health and wellbeing indicates significant health deficits against 

comparative adult populations. To date, UK research is scant, with no published works 

concerning the holistic health, wellbeing, and self-care behaviours of Baptist church clergy. 

The potential influence of clergy within communities, known health disparities, and the lack 

of UK-specific research highlight an imperative for further investigation in this occupational 

group.  

Methods: Four interrelated investigations are presented in this thesis. The first 

comprises a quantitative profile of clergy health and wellbeing based on survey responses 

from 55 UK Baptist clergy. Study two used qualitative methods to explore the rich lived 

experiences of 20 UK Baptist clergy in relation to their barriers and facilitators to positive 

self-care behaviours. Study three presents a systemised literature review of clergy health and 

wellbeing interventions, including what elements are shown to be acceptable, feasible, and 

effective at promoting behaviour change. The final component builds on the first three stages 

and considers the views of 11 UK Baptist clergy on the acceptability and feasibility of a 

tailored holistic self-care intervention. 

Results: Data from Study one highlighted that respondents’ health and wellbeing 

profile was generally similar or inferior to that observed in clergy from other denominations 

and wider adult population. In the interview phase, clergy indicated a range of overlapping 

self-care barriers with particularly prominent features in the social and spiritual domains. 

Identified facilitators included the necessity to take time out, the experience of inter-related 

health facets (mental and physical) and biblical imperatives to self-care e.g., the example of 

Christ. Study three identified prominent characteristics from 18 international clergy health 

and wellbeing interventions. These components included taught sections, self-reflection, 
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group work, and a theological foundation. The final intervention showed acceptability and 

feasibility across evaluation criteria.  

Conclusions: The research in this thesis adds to the limited scientific knowledge base 

on clergy health and wellbeing in several ways. The studies presented are the first of their 

kind involving UK Baptist clergy. Findings have highlighted the need for change and 

improvement in clergy health and wellbeing at the individual, church, and support agency 

level. Additionally, these works provide a valuable foundation and framework for future 

health and wellbeing research and interventions in Baptist clergy.  
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Preface  

Thesis Stimulus  

On the 22nd May 2017 the Manchester Arena was hit by a suicide bomb killing 23 

people, including the bomber. Following the attack, in September 2017 Dr Nasser Kurdy was 

stabbed outside a mosque in Altrincham, my then hometown, in an anti-Islamic hate crime. 

Anecdotally, I observed these events, both the bombing and retaliation hate crimes, deeply 

affecting my community. In the wake of the events, I observed an outpouring of emotional 

and practical gestures from faith leaders (and local citizens) supporting and upholding those 

in physical, mental, and/or spiritual crisis. However, at times, it was evident this support was 

given to the detriment of the leader’s wellbeing. The year’s events appeared to be taking their 

toll, with some leaders exhibiting noticeable symptoms of poor self-care. This was not the 

first time in my Christian journey that I have witnessed faith leaders (namely clergy) 

succumbing to compassion fatigue, stress, and general ill-health owing to job demands. These 

historic and current events provided the inspiration for this thesis investigation. Upon 

discussion with my supervisor, I expressed my desire to scientifically explore the beliefs, 

behaviours, and general health profiles of Christian clergy. I wanted to offer the research field 

and denomination results which could further inform practice and policy improvement.  

The initial stimulus of this thesis was born out of a time of community crisis. 

Moreover, the global issues of 2020 onwards have further solidified the necessity for 

improved clergy self-care education and support. Pandemic-era research indicates various 

UK denominations have seen an increase in church attendance and interest, and the church 

remains, for many, an essential community hub (Evangelical Alliance, 2020; Giles & Dyas, 

2021). Yet, research also indicates an increase in clergy and congregant mental (ill)health and 

relationship issues, increased church financial concerns, and clergy role redevelopment 
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(Evangelical Alliance, 2020; McFerran & Graveling, 2022). It is my hope, therefore, as job 

demands and pressures appear to be increasing, that the research contained in this thesis will 

provide a useful contribution to the contemporary issue of clergy self-care. 

Thesis Structure  

Chapters one and two introduce the field, present a mapping literature review, and set 

the theological context. Behavioural drivers for many Christians are rooted in theology 

(Baptists Together, 2013; Wright, 2016). Examining and defining the theological basis for 

health and wellbeing choices, beliefs, and behaviours, therefore, is a valuable foundational 

step for impactful Christian research. This section concludes by indicating what is known and 

not known, to date, from clergy health and wellbeing research, presenting a rationale for the 

studies described in subsequent chapters.      

Chapter three details the first stage of investigation, profiling the current health of 

practicing Baptist clergy. This exploratory investigation profiles the health and wellbeing of 

55 Baptist church leaders and examines the results against comparative adult populations and 

clergy groups. The chapter concludes by presenting a rationale for further exploration into the 

barriers and facilitators for clergy self-care, based on the observed health disparities.   

Chapter four discusses the findings from 20 Baptist clergy interviews which explored 

perceived barriers and facilitators to holistic self-care. Two reflexive thematic analyses 

(Braun & Clarke, 2006) were conducted using the socioecological model of health as a 

framework for theme generation. The chapter concludes by presenting the interviewees’ 

interlinked understanding of health and their specific barriers and facilitators to self-care.  

Chapter five details the systematised literature review of clergy health and wellbeing 

interventions. The chapter concludes by drawing together key features of the interventions, 

with these informing Study four.  
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This final study (Chapter six) explores the acceptability and feasibility of an 

intervention to support and promote self-care in Baptist clergy. This intervention was piloted 

with 11 participants and showed feasibility and acceptability across the evaluation criteria. 

The chapter concludes by presenting some possible modifications for future piloting and full-

scale roll out of the intervention.  

Finally, Chapter seven draws together the research findings, conclusions, 

contribution, strengths and limitations, and the place of these works in the wider research 

field. Finally, the chapter presents evidenced based recommendations for future practice 

using the socioecological model of health.  
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Table 1 

Summary of Thesis Research Questions, Aims, Methods, and Location Within the Thesis  

Research questions 
 

Study 

 

Data sources 

 

Methods used 

 

Thesis chapter  

1. What is the holistic (spiritual, mental, physical, 

social, financial, and occupational) health and 

wellbeing profile of UK Baptist clergy? 

2. How does the sample’s health and wellbeing 

profile compare to that observed in the extant 

literature pertaining to clergy from other Christian 

denominations and general UK adult populations? 

 

One Questionnaire 

responses  

Descriptive analysis  Three  

What are the perceived barriers and facilitators to the 

holistic (physical, mental, spiritual, and social) self-

care practices of UK Baptist clergy? 

 

Two UK Baptist clergy 

online mediated 

interviews  

Reflexive thematic 

analysis 

Four 

Aim - To explore the existing literature and ascertain 

the key characteristics, approaches, and 

methodologies to include / exclude to promote 

maximal fit and efficacy in a UK Baptist clergy health 

promotion intervention.  

 

Three  Published works 

pertaining to clergy 

health and wellbeing 

interventions 

Systematised literature 

review  

Five  

To what extent is a tailored holistic self-care 

promotion intervention considered acceptable and 

feasible by UK Baptist clergy? 

Four  Clergy pre and post-

intervention survey 

responses  

Critical evaluation 

against Gadke et al.’s 

(2021) criteria 

Six  
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Note - Nazarene Clergy Exclusion  

This investigation originally sought to compare findings of the small Church of the 

Nazarene denomination’s clergy with the larger Baptist denomination. Participation by the 

Church of the Nazarene was limited, and an insufficient number of responses were obtained 

in the first two studies to conduct any meaningful analyses. As such, the pragmatic approach 

was taken to exclude the minimal gathered responses from analyses and discontinue 

exploration of this denomination. It is understood, however, that this denomination’s health 

and wellbeing may be an area for necessary future research.        

Conference Presentations  

Conference presentations and posters can be found in Appendix R. 

 

2022 (March) – Green, J. (2022, March 29). Baptist clergy: Investigating barriers, 

facilitators, and promoting holistic self-care [Oral presentation]. Sue Watson Postgraduate 

Presentation, The University of Nottingham, virtual event.  

2020 (September) – Green, J. (2020, September 18). Baptist church clergy health 

and wellbeing self-Care [Oral presentation]. School of Medicine Research Impact Forum, 

The University of Nottingham, virtual event.  

2019 (November) – Green, J., Houdmont, J., & Thomson, L. (2019, November 6-9). 

Baptist church clergy health & wellbeing self-care: A mixed methods study [Poster 

presentation]. American Psychological Association Annual Work Stress and Health 

Conference, Philadelphia, PA, United States. Retrieved October 15, 2024, from https://sohp-

online.org/wp-content/uploads/2024/08/WSH-2019-program.pdf   
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PhD Adjacent Achievements 

During my studies, I had the opportunity to develop my presentation and teaching 

skills through the University of Nottingham Researcher Academy. These opportunities 

helped fortify my skill base for the confident and pedagogically sound design and delivery of 

the intervention described in Chapter six. 

• 2021 (July) - Fellowship with Advance HE  

• 2020 (June) - Preparing to Teach in Higher Education certification  

In 2020 I reflected on my academic experiences as a student with learning differences 

and published a support article in postgraduate psychology journal, PsyPAG:  

Green, J. (2020). 10 top tips for completing your postgraduate studies with a learning 

difference. The Quarterly (PsyPAG Quarterly), (117), 34-37. 

https://doi.org/10.53841/bpspag.2020.1.117.34  
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Chapter 1: Introduction to the Theological Context and Key Terms 

1.1 Thesis Overview  

This thesis explores the holistic health and self-care beliefs and behaviours of 

UK Baptist clergy using a four-part sequential investigation. Due to the lack of UK 

works, and the clear health disparities clergy in other denominations and countries 

are experiencing, this thesis aims to break ground on a new area of UK Baptist 

clergy health research. The investigations aim to profile health, explore self-care 

drivers, and investigate health behaviour change promotion in view of offering 

professional recommendations for real-world practice.  

1.1.1 Context and Author Contribution  

This four-stage investigation was designed, funded, and conducted by the 

author in sole fulfilment of the degree of Doctor of Philosophy. As a practicing 

Christian, the author’s anecdotal observations of poor clergy holistic health and self-

care stimulated the research. The work, although supported by the Baptist Union of 

Great Britain, did not receive any organisational or academic contributions beyond 

traditional PhD supervision. 

1.1.2 Research Approach  

The works conducted in this thesis comprise four interrelated studies where 

the results of each investigation provided a foundation and / or framework for the 

approach in the subsequent studies (Figure 1).  
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Figure 1 

Thesis Investigation Flow Diagram 

 

Mapping literature review

What is known / not known re 
clergy health?

Study three -
Systematised 

literature review

What health 
intervention features 
show acceptability 
and suitability in 
clergy cohorts?

Study four - Holistic self-
care acceptability and 
feasibility intervention

The intervention showed feasibility 
and acceptability across the 

assessment criteria. Piloting and full 
scale roll out, with minor edits, is 

possible and suitable.

Key components identified 
including a taught section, group 

work, holism, theological 
components, personal reflection, 
and a multidisciplinary approach. 

No UK Baptist clergy holistic 
health research, to date. 

International works show health 
deficits against comparative 

adult populations. Significant 
research gap identified. 

Study one - Baptist clergy 
holistic health survey 

What is the current state of 
Baptist clergy holistic 

health?

Significant health inequalities 
identified including, burnout risk, 
low mental wellbeing, fatigue and 
sleep dysregulation  social health 
challenges, high BMI, spiritual 
health challenges, and high job 

demands. 

Study two - Baptist clergy self-care 
barrier and facilitator interviews 

What are the perceived barriers and 
facilitators to self-care behaviour 

amongst Baptist clergy?

Complex perceptions of health identified, 
barriers and facilitators plotted across the 
socioecological model of health. Health 

barriers prominent in the social and 
spiritual domains. Facilitators included  the 

necessity to take time out, notable 
experience of the inter-relationship 
between the health facets and select 

behaviour stimulating biblical imperatives 
e.g., the example of Christ.
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1.1.3 Chapter Overview 

This chapter introduces the theological basis of holistic health and self-care 

in the Protestant trinitarian context. Proeschold-Bell et al. (2011) state that when 

considering an effective intervention, one must explore the individual’s daily 

demands and pressures, as well as the specific cohort philosophies and beliefs. 

Exploring and understanding the doctrine of bodily care in the Christian context aids 

in understanding why some may overlook or neglect self-care. Notably, the 

examination of the biblical principles provides a clear directive for clergy to protect 

and promote health and wellbeing as a core ‘aid’ in the Great Commission (Jesus’ 

directive to teach and make disciples of all peoples, [section 1.3.2]).       

1.2 Introduction  

Many Christians emphasise the importance of spiritual health, taking steps 

through prayer, meditation on the word (the Bible) and fellowship with other 

believers, to strengthen their spiritual health. However, often care of the body, mind, 

and other facets of holistic health, are not offered the same consideration, with some 

influencers within the Christian church deeming the self-care movement as 

theologically irrelevant, sinful, and self-indulgent (Fuller, 2018). Christians look to 

the Bible for their life reference. However, emphasis on texts such as Colossians 3:2, 

“Set your minds on things that are above, not on things that are on earth,” and 1 

Samuel 16:7, “Do not look on his appearance or on the height of his stature, … for 

the Lord does not see as mortals see; they look on the outward appearance, but the 

Lord looks on the heart.” (New Revised Standard Version Bible: Anglicised, 

1989/2017) and the further texts in 1 and 2 Corinthians regarding heavenly or 

imperishable bodies, have caused some to abandon the good stewardship of their 
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earthly, perishable bodies in favour of spiritual activities. Many post-reformation 

trinitarian denominations often deem the spiritual welfare directives in these texts as 

somewhat more important than care of a body that will one day be replaced, as 

indicated in 2 Corinthians 5:1-10 (New Revised Standard Version Bible: Anglicised, 

1989/2017). Ultimately, Jesus’ message in John 3:6-8 (New Revised Standard 

Version Bible: Anglicised, 1989/2017) that humans are spiritual beings residing in 

an earthly vessel (the body) takes precedent, with many concluding that the greater 

emphasis should be on the spirit or soul over the body.  

From a theological perspective, however, holistic care of the body is 

prevalent in the foundations of many Christian denominations. Methodist minister 

John Wesley, for example, was especially fervent in his care of the body. A keen 

equestrian, he kept several contraptions such as his Chamber Horse, akin to modern 

gym equipment, to keep in shape when the riding season was over (Iovino, 2017). 

The North Eastern Benedictine monks showed great restraint and commitment to 

their dietary intake, consuming healthful vegetarian, pescatarian and vegan diets 

(Lawrence, 2019). The Rule of St. Benedict, a guidebook to monastic life written in 

the sixth century, sets out clear rules for eating and drinking and restoring the body 

from illness (The Holy Rule of St. Benedict, 516/1949). Dating back further, 

references to the Order of the Widows, who later developed into learned women of 

theology (Kroeger, 1988) sought to meet the holistic needs of often marginalised and 

forgotten societal groups. Care was offered that aimed to improve physical and 

mental health, preventing social isolation, poverty, and by extension death (Kaveny, 

2005). This ancient trend of self-care is scripturally sound when examining several 

biblical texts such as Romans 12:1, “I appeal to you therefore, brothers and sisters, 

by the mercies of God, to present your bodies as a living sacrifice, holy and 
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acceptable to God, which is your spiritual worship.” (New Revised Standard Version 

Bible: Anglicised, 1989/2017). However, despite doctrine remaining unchanged, 

today’s Christian leaders, in some denominations, appear less focussed on holistic 

self-care. Global research as explored in Chapter two, shows leaders giving of 

themselves to the point of burnout, type II diabetes, cardiovascular disease, and other 

serious physical and mental illness leading to significantly increased mortality rates 

against comparative adult populations (Cowper, 2012; Lifeway Research, 2015; 

Proeschold-Bell & LeGrand, 2010; WesPath Benefits / Investments, 2015; 2017; 

2019).  

The following passage from notable Christian author Selwyn Hughes (2010) 

highlights the importance of self-care as an essential component to whole Christian 

living:  

It is accepted today that body and soul are in unity, that a sick soul can 

produce a sick body, just as a healthy spirit contributes to a healthy body. It 

also works the other way around – a healthy body can contribute to good 

emotional and mental health. We Christians tend to overemphasise the 

spiritual side of life while underestimating the importance of physical facts 

like body chemistry, weather, water, air pollution, and nutrition. But through 

ignorance of the way in which body and soul are related, we succeed only in 

tearing them apart. I believe what is said about husband and wife in the 

marriage service can also be applied to the body and soul: “Therefore what 

God has joined together, man must not separate” (Mt 19:6). 

A good pianist may be able to get a lot out of a poor instrument, but he 

cannot give full expression to the music if the piano is out of tune. You 
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cannot ignore the physical if you want to stay spiritually fresh (Hughes, 

2010, p. 1012). 

Despite the clear biblical imperative and the ancient self-care examples, 

international works present an argument for significant multifaceted ill-health in 

practicing clergy (Cowper, 2012; Lifeway Research, 2015; Proeschold-Bell & 

LeGrand, 2010; WesPath Benefits / Investments, 2015; 2017; 2019). There appears a 

prominent disconnect between key theology and practice in clergy self-care which 

requires further investigation.  

1.3 Key Terms and Occupational Context 

This section comprises key terms pertaining to the research topic and cohort 

under investigation, aiming to contextualise the work.  

1.3.1 Common Titles of a Christian Church Leader   

UK Christian church leaders can be identified under several titles, commonly, 

Reverend, Minister, Pastor, Vicar, Chaplain, Brother, Rector, Preacher, 

Clergy/person/man/woman, Cleric and Padre. All titles include male and female 

practitioners. As different denominations and practitioners can use different titles 

both within and across denominations, for clarity within this thesis, the broad term 

clergy will be applied to all participants. Clergy has been selected due to its 

generalised use within the English language to denote religious leadership. This term 

is used to define practitioners where formal Christian church leadership is their 

primary job role. ‘Church’, in Christian biblical terms, refers to the people, not the 

building (Ephesians 1:22-23, New Revised Standard Version Bible: Anglicised, 

1989/2017). Ergo, churches may convene in unlikely settings such as cafes, pubs, 

hospitals, or army camps, among others.  
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1.3.2 The Demands of a Christian Church Leader – The Great Commission  

Before the formal development of the church, Jesus set out clear principles 

for all Christ followers. This is often referred to as the Great Commission:  

And Jesus came and said to them, ‘All authority in heaven and on earth has 

been given to me. Go therefore and make disciples of all nations, baptizing 

them in the name of the Father and of the Son and of the Holy Spirit, and 

teaching them to obey everything that I have commanded you. And 

remember, I am with you always, to the end of the age’ (Matthew 28:18-20, 

New Revised Standard Version Bible: Anglicised, 1989/2017). 

This directive is often put at the centre of Christian life. For Christian leaders 

however, the Great Commission is at the centre of a unique, complex, multifaceted, 

and often demanding role. Leadership requirements have moved far beyond the 

perceived Sunday sermons and leisurely pastoral visits. A typical minister’s job 

description includes the expected personal Christian skills, practices, and attributes 

such as a sound knowledge of the bible, prayer life and spiritual growth (Baptists 

Together, 2011). However, although not demanded, there is an expectation that a 

leader will also engage in community outreach activities, be a team leader, mentor 

and educator, counsellor, events manager, director of communications and 

safeguarding lead. Some roles also require a basic knowledge of building and 

construction for maintenance and upkeep of the church, as well as an array of other 

‘key skills’ (Andover Baptist Church, n.d.; Blackburn Baptist Church, n.d.; Church 

of the Nazarene, 2017; Edmondson, 2015; Heaton Baptist Church, 2017; Oakham 

Baptist Church, 2019). Additionally, some ministers are bi-vocational, engaging in 
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the aforementioned activities alongside a secondary role (Beverley Baptist Church, 

n.d.; OSCAR, 2024).  

Within the Baptist denomination, the primary role of a minister is to have an 

unencumbered deep relationship with God, to share that relationship with others, and 

be an example to the church and local community of Christ centred living (Baptists 

Together, 2011). The specific ministerial demands on clergy (including hours, skills, 

and necessary availability) however, are vague when considering denominational 

guidelines and available job descriptions. For example, the Baptist guidelines for 

ministry state that ministers should maintain a level of “availability”, which relates 

to the role moving beyond a nine-to-five job to a “way of life” (Baptists Together, 

2011, p. 3). Although the guidance does not set out specific hours, nor does it 

advocate for unreasonable working hours, this lack of specificity leaves ministers in 

a potentially vulnerable position. What one minister may view as an optional add on 

to their role, e.g., attending an evening house group, another may view as essential, 

being a sanctified example to their church congregation. Although on a whole clergy 

research is sparse, international trans-denominational figures show many ministers 

succumbing to physical and mental ill-health, with health profiles falling short 

against comparative adult populations (Cowper, 2012; Lifeway Research, 2015; 

Proeschold-Bell & LeGrand, 2010; WesPath Benefits / Investments, 2015; 2017; 

2019). As such, within the Baptist context, it is worth investigating if elements such 

as role ambiguity, or absence of clear self-care guidelines / policy, influence 

individual self-care behaviours.  
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1.3.3 Rationale for Selecting the Baptist Denomination – Size, Scope, and Place of 

the Baptist Church in UK Christianity  

International published research relating to clergy health is sparse and mainly 

limited to the Methodist and Anglican denominations. Prominent works have been 

conducted by US Methodist researcher Rae Jean Proeschold-Bell (Duke University, 

2018) who leads one of the only research groups to comprehensively examine 

Methodist clergy health. UK Anglican researcher, The Reverend Canon Professor, 

Leslie J. Francis (Warwick University, 2024) has extensively explored only the 

psychological component of clergy health. As such, UK clergy holistic health 

research is scant and limited to select denominations.  

1.3.3.1 Historical Formation of Protestant Christianity and Denomination 

Comparison.  

To appreciate how the Baptist denomination may compare with the Anglican 

and Methodist denominations (where the primary body of published works reside) it 

is useful to briefly explore the history and formation of Protestant faith. In 1517 

Martin Luther, a German monk and theologian, began a dispute with the Roman 

Catholic Church. He challenged key issues in the church hierarchy, 

transubstantiation observance, and most importantly, how one may obtain salvation, 

not by works as believed in the Catholic Church (Hillerbrand, 2019). This was a 

major turning point in the Christian Church known as The Reformation, out of which 

the western Protestant church was born.  

Some western Christian denominations differ on beliefs and practices such as 

the transubstantiation, modern day saints, prayer to the saints, set liturgy and the 

place of Mary (mother of Jesus). Others differ on more critical elements such as the 
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trinity, namely the place of Jesus the Christ within this. Those who observe the 

triune God, God in three entities, Father in heaven, Holy Spirit to intercede, and Son, 

God in flesh, living sacrifice, go by the title trinitarian denominations.  

To accurately compare the research from more than one Christian 

denomination (e.g., Baptists to Anglicans) it is essential that they share some similar 

occupational demands, and the same (or very similar) doctrinal views which often 

drive occupational and life practices. Despite the similarities in doctrine and 

worshipful practices, the Church of England does have vastly different 

organisational and operational structures to other UK denominations e.g., finance. 

Although not employers, the Church of England does pay clergy and lay workers a 

stipend (The Church of England, n.d.-a). This is not the case for other denominations 

such as the Baptists, which are self-governing and operate as independent businesses 

responsible for their own income and salary (Baptists Together, n.d.-c). However, as 

both Anglican communion and Methodist denomination (in which the existing body 

of research is orientated) are trinitarian Protestant, it is useful to analyse further 

Protestant trinitarian denominations.  

1.3.3.2 Size and Scope of the Baptist Denomination.  

In the 2011 census, approximately 59% of the UK population self-defined as 

Christian (Religion Media Centre, 2018). The largest UK Protestant Christian 

trinitarian denomination is the Anglican communion (Church of England or C of E). 

This is followed by the Baptist church, Methodists, Presbyterians and 

Congregationalists and the Charismatics and Pentecostals (Religion Media Centre, 

2018). The second largest Christian denomination in the UK is the Roman Catholic 

church (Religion Media Centre, 2018). The Catholic church, however, has 

significantly differing operational and doctrinal structures to Protestant 
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denominations as explored in Chapter two. After the Anglican and Roman Catholic 

church, the Baptist church, one of the largest denominations globally, has had the 

third largest church attendance in the UK since 1980 (Faith Survey, 2022). Figures 

from 2021 show the Baptist church has 1,931 UK churches, with 105,277 adult 

members, 47,335 child members and 22,093 youth members, including many more 

informal attendees (Baptists Together, 2021a). The Baptist Union of Great Britain 

(BUGB) which serves as a support agency to UK Baptist churches and training 

colleges, has several categories of recognition and accreditation (Baptists Together, 

n.d.-b). Upon personal discussion with the BUGB, the current publicly available 

listings in these categories do not provide an accurate and up to date picture of active 

ministers, many of those who retain accreditation are, for example, retired. It was 

stated that the BUGB has an estimated 1,400 accredited UK Baptist clergy (T. 

Fergusson, personal communication, October 6, 2021). Some of these may be 

current active church leaders fitting the clergy inclusion criteria of this thesis, or 

more general church / community workers e.g., evangelists. Further to this, there are 

approximately 600 clergy who choose not to seek BUGB accreditation (T. 

Fergusson, personal communication, October 6, 2021). 

1.3.4 Holistic Health, and Wellbeing  

Within the nursing model of health, a holistic approach is often applied, that 

is, a consideration of the whole of the individual, not merely a focus on the 

presenting medical issue. Within the National Health Service (NHS) this most 

commonly includes physical, mental (emotional), spiritual and social health 

(National Institute for Health and Care Excellence [NICE], 2019; NHS, 2019). The 

optimum desired state of health therefore, being a harmonious relationship between 
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the factors (Journal of Holistic Nursing, 2019). Other health models, such as the 

socioecological approach, include further facets such as financial, environmental, 

cultural, occupational, intellectual health and more (Khenti et al., 2015; Kilanowski, 

2017; Proeschold-Bell et al., 2011; Roger Williams University, 2019). 

Holistic health is important in the context of influencing behaviour change or 

the analysis of illness. Without considering the impact of an individual’s complete, 

holistic health, a comprehensive picture cannot be obtained, and thus interventions 

may be ineffectual. Current research, from a variety of disciplines, indicates a 

substantial significant linkage between the health facets (Hamer et al., 2009; Koenig, 

2012; Ohrnberger et al., 2017). Psychoneuroimmunological works for example 

suggest mental health, specifically psychological distress, impacts the immune 

response to the degree of influencing pain response, mood, neuroendocrine function, 

and morbidity (Antoni, 2003; Cummings & Pargament, 2010). Separating the health 

facets during the patient journey, such as physical health and spirituality, is a recent 

western phenomenon, and has potentially detrimental effects to patient outcomes 

(Koenig, 2012). Considering holism in workplace health and occupational 

psychology therefore, allies with the contemporary US “Total Worker Health” 

method. The premise being that most workers spend more than half of their lives in 

the work environment, as such, this environment should protect and promote health 

(Adams, 2019).  

Within this thesis a holistic understanding of health will be used. The exact 

facets under investigation, where necessary, are detailed. A pragmatic approach to 

the selection of the facets under investigation has been taken in line with other 

prominent clergy and occupational health research. It is, however, understood, that 

holistic health is extremely broad and comprises many facets that may affect health.  
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Distinct from health, the term ‘wellbeing’ will also be used throughout this 

thesis. Although no singular definition exists, wellbeing is understood in the UK to 

encompass an individual’s thoughts and feelings about themselves and their lives, 

this includes their purpose and satisfaction (Department of Health, 2013; NHS 

Digital, 2022; What Works Wellbeing, 2014). Wellbeing is included, as it differs 

from illness (or objective health measurements) and considers the subjective positive 

factors that promote personal flourishing, indicative of personal resilience and 

resources.  

1.3.5 Religious Coping  

It is suggested that negative factors in demanding roles such as ministry are 

somewhat moderated by religiosity, religious coping methods, and work 

sanctification which may promote positive health outcomes (Backus, 2013; 

Pargament et al., 2000). Religious coping is defined as the religious drivers, 

frameworks, and sacred practices that an individual may physically and emotionally 

employ (actively or passively) when reacting to an event (Cummings & Pargament, 

2010). Religious coping can offer a sense of power to persevere or accept the 

situation (Cummings & Pargament, 2010). Additionally, religious coping can offer a 

sense of understanding to the extreme challenges of daily life, thus perpetuating 

meaning in otherwise distressing personal scenarios (Wortmann, 2013). It can instil 

the believer with essential tools in any given situation, such as the fruits of the spirit 

(patience, kindness, joy, peace, self-control, etc. [Galatians 5:22-23, New Revised 

Standard Version Bible: Anglicised, 1989/2017]) as well as closeness with God, the 

self, and others (Wortmann, 2013). As such, when used alongside other personal 
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holistic health and wellbeing tools and skills, religious coping may be perceived as a 

positive personal coping strategy.  

When theories surrounding work outcomes and religious practice are cross-

referenced with contemporary neurobiology, a distinct picture of the interrelationship 

between spirituality and health develops. The quantifiable impact of religious coping 

can be appreciated from a neurotheological approach. Neurotheologists such as 

Newberg (Tedx Talks, 2016) present a clear connection between neurological 

functioning and religious practices. Newberg’s work shows quantifiable changes in 

chemical output and brainwave function when a participant engages in prayer or 

meditation. Although more research is needed in this area, this correlates with 

current research on the religious coping phenomena. For example, patients with 

coronary heart disease (CHD) who prayed have had fewer post-operative 

complications, similarly, prayerful groups of HIV positive patients showed improved 

blood counts and longer five-year survival rates (Cummings & Pargament, 2010). 

Due to these known phenomena, The World Health Organisation (WHO) and the 

World Psychiatric Association have produced a position statement detailing the 

necessity for mental health professionals to recognise the impact of religion and 

spirituality in treatment protocols (Moreira‐Almeida et al., 2016). Referencing over 

3,000 empirical studies, the statement suggests that this often-overlooked component 

of health can be a significant influencing factor in patient outcomes, quality of life 

and wellbeing. 

Religious coping however, does have a less desirable side. As stated in 

Cummings and Pargament’s (2010) work, it is paramount to discern the intention 

behind the application of the sacred practice, such as prayer, and its content. For 

example, clergy may pray through a particularly difficult period of work, for strength 
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and endurance in their calling and vocation. This is not to dispute the power of God 

to uplift and fortify the individual, however, in doing so, some level of justification 

of the stressor is sought. In patients with chronic or life-threatening illness, this 

stressor justification (e.g., I am being tested, moulded or punished) can lead to 

negative mental and physical health outcomes (Cummings & Pargament, 2010). In 

the context of clergy experiencing work-related health issues, they may for example, 

seek inner change (strength and endurance) instead of seeking practical steps to offer 

a sustainable healthful occupational improvement. Therefore, in the context of this 

thesis, spirituality, how it is used, and the potential positive and negative effects on 

clergy will be considered.   

1.3.6 Burnout    

In the 1970s, clinical burnout was described as a phenomenon with physical 

and behavioural symptoms that those in the caring professions were often subject to 

(Freudenberger, 1974). As research on the subject has developed, the consensus 

emerged that burnout is no longer limited to specific occupations. Burnout is now 

recognised in all professions where workers may be subject to emotional and mental 

exhaustion resulting from work activities (Iacovides et al., 2003). One may be called, 

or receive substantial fulfilment in their job role, however, if the appropriate 

measures are not put in place, such as rest, reflection, and recreation etc. burnout 

may occur. Clergy, therefore, who for multifactorial reasons invest significant 

amounts of time, energy, and both physical and mental effort without stopping to 

refuel, may be susceptible to burnout (Rolph & Rolph, 2008). When exploring 

Freudenberger’s (1974) seminal early work on burnout, in the section “Who is prone 

to burnout”, the descriptors could easily be referencing clergy: 
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The dedicated and the committed. Now that may sound foolish. But just think 

for a minute. Those of us who work in free clinics, therapeutic communities, 

hot lines, crisis intervention centers, women’s clinics, gay centers, runaway 

houses, are people who are seeking to respond to the recognized needs of 

people. We would rather put up than shut up. And what we put up is our 

talents, our skills, we put in long hours with a bare minimum of financial 

compensation. But it is precisely because we are dedicated that we walk into a 

burn-out trap. We work too much, too long and too intensely. We feel a 

pressure from within to work and help and we feel a pressure from the outside 

to give. When the staff member then feels an additional pressure from the 

administrator to give even more, he is under a three-pronged attack. 

(Freudenberger, 1974, p. 161) 

Contemporary works on denomination specific clergy burnout (Adams et al., 

2017; Miner, 2007; Rolph & Rolph, 2008) indicate a significant issue within this 

occupational group which requires further research. As such, this thesis aims to 

examine burnout risk as part of a health profile.  

1.3.7 Self-care, the Benefits, and Importance  

The WHO defines self-care as, “the ability of individuals, families and 

communities to promote health, prevent disease, maintain health, and to cope with 

illness and disability with or without the support of a healthcare worker” (WHO, 

2019, para. 1). This encompasses many factors and practices including but not 

limited to, nutrition, exercise, general health and hygiene, living conditions, social 

factors, beliefs both religious and cultural, as well as finance (WHO, 2019). It is 

widely accepted that self-care practices, however far apart they may appear from the 
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stressor itself, can significantly positively alter neurological and biological processes 

underpinning positive holistic health (Alexander et al., 2015; Beresin et al., 2016; 

NHS, 2018; NICE, 2018; Lee, & Miller, 2013). Acute stress for example, is known 

to flood the brain with dopamine (similar to illicit drugs and alcohol). Although 

dopamine produces health in our brains, too much can inhibit rational thought 

processes and impair judgement (MHFA [Mental Health First Aid] England, 2019). 

A calm mind (one which is not flooded with stress related neurochemicals) is widely 

known to increase a person’s reasoning ability, allowing them to strategize 

reasonable logical solutions to life’s issues (MHFA England, 2019). These positive 

physiological effects further promote resilience (a learnable skill [Beresin et al., 

2016]) whereby an individual may increase their coping ability by drawing on 

supportive mechanisms e.g., mindfulness.  

Due to the unique nature of ministry and the many known facets of the 

vocation, parallels can be drawn between many professions, most notably that of 

counsellor. In an article on the ethical, but often neglected, imperative of self-care in 

the role of the clinical psychologist, Barnett et al. (2007, p. 609) highlight the critical 

importance of the “person” in the role. The person themselves being a vital 

instrument in practice, with the individual skills of the person potentially 

determining the success of the therapeutic exchange. Going so far as to suggest skills 

such as decision making, capacity to reflect, wisdom and general self-care 

collectively impacting the competence of the practitioner (Barnett et al., 2007). In 

the case of clergy therefore, the mental and physical health outcomes of parishioners 

may be significantly influenced by clergy’s counsel. The person of the clergy, 

therefore, is an essential instrument in the counselling exchange, and thus dependent, 
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at least in part, on their self-care ability. As such, this creates a further rationale to 

explore the self-care practices of this occupational group.  

The WHO states that self-care principles are individual to the person (e.g., 

diet and socialisation) but also suggest major influences from outside the self, in the 

greater community (WHO, 2019). In the context of clergy barriers and facilitators to 

self-care, it is important to consider the impact of these influences on health 

behaviours. Clergy’s decision making and practice are influenced by many factors, 

with a primary factor being their interpretation (denomination dependant) of 

scripture and relationship with God. Influence also comes from working as office 

holders, as respected figures in community, as parents, husbands, and wives, as 

members of their specific geographical community and their individual personality 

traits (Dankasa, 2015; Francis & Rodger, 1994; Harmon et al., 2018). What factors 

commonly influence self-care practices in Baptist clergy will be examined in this 

thesis. 

1.3.8 The Christian Context of Holiness and the Self-care Movement  

Christians are called to be holy “in all they do” (1 Peter 1:14-16, New 

Revised Standard Version Bible: Anglicised, 1989/2017) “word and deed” 

(Colossians 3:17, New Revised Standard Version Bible: Anglicised, 1989/2017). 

Many somewhat cherry-pick these verses to be outward expressions of faith in how 

they interact with others (e.g., care, respect, dignity, honesty etc.) overlooking self-

care in the treatment of God’s gift of the body. In doing so it can be observed, both 

anecdotally and in the international literature, clergy experiencing burnout, obesity, 

hypertension, stress, depression, CHD, and other serious physical and mental health 
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issues (Cowper, 2012; Lifeway Research, 2015; Proeschold-Bell & LeGrand, 2010; 

WesPath Benefits / Investments, 2015; 2017; 2019).  

The word ‘holy’ is used in many world religions, each with a slightly 

different view on its origin and meaning. The word holy in the original Hebrew is 

‘qadosh’, meaning to be set apart, different from the norm, righteous and sacred. The 

English word holy derives from the Anglo-Saxon word ‘hălig’, from the Germanic 

Dutch influence ‘heilig’, in literal terms meaning well or whole. As humans 

encompass a mind, body, and spirit which make us unique individuals, to be holy in 

Christian terms therefore, one must be indeed set apart, righteous in spirit, but also 

whole and well in our person. This set-apartedness can arguably be applied to 

holistic care of the body, including abstinence from harmful practices and the 

inclusion of fortifying strategies, religious and otherwise.  

Holistic self-care in some Christian circles has coined the phrase ‘The self-

care movement’. A somewhat derogatory term whereby a number of Christian 

influencers, including some clergy, are voicing their reluctance to holistic self-care, 

deeming the practice inward looking, self-serving and ultimately not kingdom 

focussed (Fuller, 2018). Some of the negativity appears to stem from a critical 

misunderstanding of self-care. Some writers are voicing their concerns by viewing 

essential practices (e.g., me-time, stress management strategies, and breaks) as 

seeking life’s answers by looking inward (instead of upward) (Brownback, 2019; 

Liu, 2019; Segal, 2016). Some stating some aspects of self-care are “Practicing 

forgetfulness, rather than pursuing forgiveness.” (Segal, 2016, para. 5) and “…plain 

old self-indulgence.” (Brownback, 2019, para. 1). However, in the context of 

holiness, it could be argued that one cannot be fully whole when all focus is on 
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spirituality alone, and the vessel (the body) which holds the means of spirituality 

(our souls and minds) is neglected.  

This is not to suggest that care of the body cannot be done in a worshipful 

fashion as it is said “So whether you eat or drink or whatever you do, do it all to the 

glory of God.” (1 Corinthians 10:31, New Revised Standard Version Bible: 

Anglicised, 1989/2017). All Christians (including those who are differently-abled) 

are called to protect and promote their gifts (physical, mental, and spiritual etc.) in 

their entirety for the glory of God (Matthew 25:14-30, New Revised Standard 

Version Bible: Anglicised, 1989/2017). With reference to clergy self-care therefore, 

this means utilising the known positive and beneficial tools (e.g., exercise and 

mindfulness) in a Christ centred fashion, to promote healthy holistic functioning, and 

by extension the fullest expression of their gifts. This thesis, therefore, aims to 

explore some of the common barriers and facilitators to self-care which includes 

beliefs which may promote or hinder action. 

1.3.9 Workplace Wellbeing  

 

The International Labour Organization (ILO) (2020) describes workplace 

wellbeing as including all aspects of working life. This includes basic health and 

safety, perceptions about the work itself, suitability of the work environment, as well 

as organisational and hierarchical functionality. The goal of effective wellbeing 

interventions being to promote better engagement in the work, and healthy, fulfilled 

workers. Additionally, ILO (2020) state that a lack of attention to the wellbeing 

needs of workers can lead to significant physical, interpersonal, and psychological 

health issues. It is apparent from several robust health, safety, and support networks 

that wellbeing at work is paramount not only to longevity of the individual in post, 
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but to the effective functioning of any business (Advisory, Conciliation and 

Arbitration Service [ACAS], 2012; International Labour Organization [ILO], 2009; 

The Chartered Institute of Personnel and Development, 2019; The Institution of 

Occupational Safety and Health [IOSH], 2015). It could be argued that a church 

where its clergy are burnt-out, overstretched, or experiencing holistic health issues, 

and thus unable to meet the needs of the community, has become ineffectual. 

Therefore, as US clergy research indicate symptoms of work related physical and 

mental distress, and there is scant UK research, further investigation into UK clergy 

holistic health, self-care, and perceptions of support is warranted.  

 

1.4 Chapter Conclusion  

The understanding of clergy self-care perspectives, role demands, holiness, 

theological context, religious coping, and other key terms provide an essential 

foundation to this thesis’ investigations. These factors not only assist in reader 

comprehension of the works, but also direct study design in the maintenance of 

theological and cohort specific sensitivity. In the context of UK Baptist clergy, their 

job demands, alongside inter and intrapersonal coping tools, are important 

considerations in research design, including interventions. Attitudes, barriers, and 

facilitators to self-care will be explored in this thesis.   
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Chapter 2: Mapping Literature Review, Key Findings 

2.1 Introduction 

The previous chapter examined some of the biblical drivers for self-care and 

the potential demands on clergy, given their broad role descriptions. This chapter 

presents a further rationale for additional clergy occupational psychology research by 

exploring pertinent UK and international clergy works. This chapter presents a 

mapping literature review offering a critical summary of current clergy health and 

wellbeing research, highlighting strengths, limitations, and gaps in the research field. 

The chapter concludes by summarising what is known alongside the significant 

current gaps in Baptist clergy research. The findings of this chapter present a critical 

foundation and rationale for this thesis’ investigations.  

2.2 Method  

2.2.1 Research Questions 

The following research questions were explored in the current review: 

1. What is known regarding the current occupational health and 

wellbeing status of UK Baptist clergy? 

2. What gaps are present in the UK research pertaining to UK Baptist 

clergy occupational health and wellbeing? 

2.2.2 Mapping Review   

A mapping review methodology was selected as a suitable strategy to explore 

the current gaps in the research field. Mapping reviews are suitable for categorising 

theoretical approaches and highlighting gaps in the existing literature as a starting 



23 

point for primary research where in-depth analysis is not required (Grant & Booth, 

2009; Khalil & Tricco, 2022).  

An initial search matrix (Appendix A) was followed using the basic search 

concept ‘clergy holistic health behaviours, barriers and facilitators’ considering 

synonyms, broader and narrower terms, related terms, truncation, alternative 

spellings and variants. Using this framework, NUsearch (The University of 

Nottingham library database [The University of Nottingham, n.d.-c]) was searched to 

identify works in the UK and internationally.  

2.2.3 Exclusion of Catholic Leaders   

There exists several significant differences between Catholic and Protestant 

church leadership. These differences are such that despite potentially similar 

congregational challenges, the religious observance, operational, organisational, and 

support structures create significant distinctions (Del Rosario, 2014). Evidence 

indicates that Protestants and Catholics may also fundamentally differ on social 

ethics and psychological factors such as guilt (Arruñada, 2010; Sheldon, 2006). 

Catholic life expectations (such as celibacy, female clergy, and the hierarchical 

priesthood) response routes to daily challenges (such as confession, and prayer to the 

saints) and The Sacrament of Holy Orders, fundamentally distinguish Catholic and 

Protestant clergy. Although both may feel their vocation is a calling, Protestant 

clergy do not observe ministry as a sacrament or as having any higher authority 

(Signalness, 2016). The literature also points towards significant occupational 

wellbeing differences, where Protestant clergy have presented with higher levels of 

work-related stress than Catholic priests and nuns (Weaver et al., 2002, p. 393). Due 
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to these significant lifestyle, occupational, sacramental, and doctrinal differences, 

Catholic research was not explored in this thesis.  

2.2.4 UK Research Limitations and Review Sequence 

The following provides a mapping review of the current, to date, cross-

denominational published data, and relevant unpublished evidence. Due to the 

limited number and scope of UK publications, this literature review will take a 

sequential approach, identifying UK clergy projects closest to this thesis’ aims and 

goals (many unpublished) then moving on to consider other UK published work, and 

finally exploring the international literature. The number and type of retrievals can 

be viewed in Table 2. Summaries will be given at the end of each section to highlight 

key factors and their relevance to this thesis’ research.   
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Table 2 

Identified Literature     

Type of item Country of origin  Number of 

items included 

for review 

Journals UK 30 

Journals USA 25 

Journals Australia  5 

Journals Other international 3 

Internal reports and projects UK 3 

Internal reports and projects USA 4 

Dissertations and theses UK 1 

Dissertations and theses USA 7 

Dissertations and theses Other international 1 

Total number of items included  Journals  63 

 Internal reports and projects 7 

 Dissertations and theses 9 

 Overall total of works 

included  

79 

 

2.3 UK Findings – Internal Church of England Works 

The largest UK denomination, the Church of England, have conducted 

several internal works that were not published in the peer reviewed literature. These 

works were explored to ascertain a broad picture of contemporary UK clergy health 

and wellbeing, as well as the prevalence of research, preferred methodologies and 

approaches, and result dissemination methods.   
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2.3.1 The Church of England Living Ministry Programme 

The main body of UK clergy published and internal research to date, appears 

limited to the Anglican (Church of England) communion. The denomination website 

provides unpublished health and wellbeing documents informed by a longitudinal 

mixed methods investigation, The Living Ministry Programme (The Church of 

England, n.d.-b). The Living Ministry Programme is the most comprehensive clergy 

holistic health and wellbeing investigation in the UK. It is unclear however, given 

the in-depth, valuable insights that this work offers, why this data has not (and will 

not be [L. Graveling, personal communication, October 17, 2022]) published in peer-

reviewed journals for wider academic benefit. Although unpublished, the phased 

study provides an in-depth exploration into clergy wellbeing and ministerial 

outcomes (effectiveness) (The Church of England, n.d.-c, para. 4). The mixed 

methods project, (spanning 2016 to 2026) thus far has explored the mental, physical, 

financial, relationship, participatory, spiritual and vocational health facets 

(Graveling, n.d.). Results indicate positive self-rated wellbeing decreasing across the 

age groups, 89.7% of respondents in the under 31 group indicated good or excellent 

health, this reduced to 81.9% of the 32-54 group, and 77.7% in the 55 and over 

group (Graveling, 2018b). This may be a result of natural aging, age related health 

concerns, and reduced energy levels etc. however, the work did indicate some 

concerns with boundaries, demands, and relationships. Twenty six percent of 

respondents felt isolated in their roles, 22% stated they did not take a full day off 

each week, and 81% stated they were unable to mentally detach from work more 

than once weekly (Graveling, n.d.; Graveling, 2018b). Quotes from the qualitative 

sections indicated further concerns, particularly in job demands and the social health 

domain: 
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“You can have friends, but you have to be very careful about it” (Graveling, 

2018a, p. 54). 

“I have a lot of difficulty determining what is work and what is friendship. … 

so, day off, somebody phones you, is that work or is that friendship if they are in 

trouble” (Graveling, 2018a, p. 54). 

“I’m never really off, I think that’s the thing, you’re never really on leave if 

you’re in the vicarage” (Graveling, 2018a, p. 32). 

I do continually recognise the impossibility of the job and have to keep 

saying, okay Lord, what do you want me to focus on? Because if I try and do 

everything and I try to meet everyone’s expectations I will just not be able to 

cope mentally” (Graveling, 2018a, p. 32). 

These results raise questions regarding the health and wellbeing demands 

resulting from the role, particularly given the reducing self-rated wellbeing scores 

across the age groups. Ultimately, can clergy effectively sustain the ‘always on’ 

nature of the role combined with few social outlets (or complex social lives) without 

this having a detrimental effect on other holistic health facets? Notably, however, the 

research did highlight positive outlets and strategies for self-care, with some clergy 

citing the place of open communication, boundary setting, diet and exercise, books, 

courses and resources, and holidays (Graveling, n.d.). In relation to this thesis, it is 

not known whether this research is reflective of other trinitarian denominations, such 

as Baptists.   

2.3.2 The Church of England Covenant 

In addition to The Living Ministry Programme (The Church of England, n.d.-

b) the Church of England published a covenant born out of several years of internal 
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surveys, focus groups, and Francis et al.’s (see section 2.4) published works (Clift, 

2018). The “Covenant for Clergy Care and Wellbeing” acknowledges that clergy in 

the Church of England require support with their ministerial calling, and their 

personal and professional wellbeing (Butler, 2019; Cantuar, & Ebor, 2020). 

The covenant states: 

Conscious that such a calling is both a privilege and a demand, we commit 

together to promote the welfare of our clergy and their households.  

We undertake to work together to coordinate and improve our approach to 

clergy care and wellbeing so that the whole Church may flourish in the 

service of the mission of God (Butler, 2019, p. 15). 

This covenant, and its aligning resources, provide practical support for clergy 

as they navigate their calling, and encourage clergy in post to seriously consider the 

place of self-care in their daily lives (The Church of England, 2020; The Church of 

England, 2019b). This is indicative of the contemporary necessary nature of clergy 

self-care health promotion activities, providing a further rationale for this thesis’ 

works. Indeed Butler (head of the covenant working group) stated, “Our vision is 

that the work of supporting clergy in their ministry will become an integral part of 

the life of the Church and part of the DNA of every aspect of our mission and 

ministry” (Butler, 2020, para. 1).  

The synod summary paper sets out five notable goals: 

1. A shift towards the preventative 

2. A shift towards mutual responsibility 

3. A shift towards a coordinated response 

4. Culture change 

5. Achievability (Butler, 2019, pp. 5-6)  
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It is noted that the Church of England operates differently to many 

independent Baptist churches, and as such resides under different legal obligations. 

That said, this is an example of a strategic approach to clergy welfare that surpasses 

legal obligation, to moral Christian duty, of which Baptist churches, and support 

agencies, are bound.  

2.3.2.1 Terminology. 

Covenant – a formal agreement or promise often including a relational 

element to the commitment, e.g., between God and humans (The Baptist Union of 

Great Britain, 1999). This word is not used lightly and is an important feature in 

determining the seriousness of the Church of England’s stance on clergy wellbeing, 

and the place of clergy wellbeing in modern ministry.   

Synod – an ecclesiastical term used by Christian denominations where a 

council (usually of elders) are convened to discuss important issues relating to the 

life, work, and doctrine of the church (The Church of England, n.d.-d). Again, the 

convening of a synod to contemplate and debate the place of clergy wellbeing at the 

highest of levels, indicates the significance and place of clergy wellbeing in modern 

Protestant culture.  

2.3.3 The Church of England - Experiences of Ministry Project 

Partnering with King’s College London and Royal Holloway University, The 

Experiences of Ministry Project set out to investigate “…what best supports and 

sustains the well-being and effectiveness of priests within the Church of England” 

(King’s College London, n.d., para. 1). The project ran from 2011 to 2017, capturing 

the opinions of over 6,000 Church of England clergy (Clinton & Ling, 2017). 

Results suggest that those with a sense of purpose through their work were more 
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likely to thrive (Clinton & Ling, 2017). Diary data collected from 900 clergy 

regarding their calling suggests that although intense calling may have positives, it 

may also lead to longer working hours, reduced ability to switch off on leisure time, 

and subsequent reduced sleep quality and refreshment (Clinton et al., 2017). The 

report, overall, implied that clergy wellbeing was comparative to other occupational 

groups, however, those who were unable to cope did so due to a demands-resources 

imbalance and / or sacrificing their personal wellbeing (Clinton & Ling, 2017).  

This project, however, did not examine other intrinsic contributing factors to 

either ministerial flourishing or burnout. The report suggests wellbeing was 

examined using the psychological domain only, considering two dimensions of 

burnout coupled with psychological detachment (Clinton & Frasca, 2017). It appears 

that the concept of ‘wellbeing’ in this project (unlike the living ministry programme) 

was focussed on psychological factors alone, neglecting the potential impact of the 

broader spectrum of wellbeing.  

2.3.4 Ill-defined Wellbeing 

Wellbeing is an umbrella term that is defined slightly differently across 

organisations and institutes. The consensus within the NHS and UK government, 

however, is that wellbeing is in fact holistic, incorporating (but not limited to) 

dimensions of social, financial, physical, mental / emotional, and occupational health 

(Care Act 2014, 2014; NHS, n.d.-a; NHS Hertfordshire Partnership University, 

2017). In relation to the previous investigation therefore, wellbeing does encompass 

the mental and emotional health domains, however, it may be impacted or influenced 

by the other health facets (Care Act 2014, 2014; NHS Hertfordshire Partnership 

University, 2017). It would have been advantageous to explore the other influencing 
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facets of holistic health alongside the presented psychological components. This may 

have aided in gaining a deeper understanding of the occupational biopsychosocial 

impact on clergy, further informing future interventions and research.  

Notably, despite being carried out in the same denomination, the previous 

two works appear to approach wellbeing quite differently. The Living Ministry 

Programme highlights the necessity to further explore the interconnected nature of 

the holistic health facets (Graveling, 2018b) identifying that wellbeing in the clergy 

context comprises four factors:  

1. Wellbeing is varied  

2. Wellbeing is holistic  

3. Wellbeing is negotiated  

4. Wellbeing is the responsibility of multiple actors (Graveling, n.d., 

slide 5). 

Considering the place and purpose of clergy wellbeing identified in this 

denomination, it may be advantageous therefore, to have a common denomination 

specific definition of wellbeing. This may prevent ambiguity in the understanding of 

holistic wellbeing in policy and research, such as the discrepancy between the 

previous two projects. The works carried out in this thesis, therefore, would align 

with Graveling’s (n.d., slide 5) definition. Following their example, clear descriptors 

of holism and wellbeing, as used in this thesis projects, have been provided from the 

outset (Chapter one). 

2.3.5 Experiences of Ministry Project – Diocese of Sheffield Pilot  

The Experiences of Ministry Project’s internal and published outputs 

(Clinton et al., 2017; Clinton & Frasca, 2017; Conway et al., 2015; Sturges et al., 
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2019) were used to underpin an internal support project for ministers piloted in the 

Diocese of Sheffield (The Diocese of Sheffield, n.d.). This project focused heavily 

on occupational resources to support ministers (e.g., administrative assistance) to 

amend demands-resource imbalance. Despite the positive support nature of the 

project, the interventions proposed do not appear to support wellbeing in the holistic 

sense (The Diocese of Sheffield, 2014). The six-year project used a one-million-

pound grant to focus support on the reduction of clergy administration and 

‘paperwork’ tasks by employing 14 ‘Mission Partnership Development Workers’ to 

work across four parishes (Millar, 2017; The Diocese of Sheffield, n.d.; 2014). The 

aim being to support individual churches to become more self-sufficient in growth, 

congregant gift development, and finance, freeing up ministers to attend to more 

clergy role specific tasks i.e., Christian ‘mission’ (Millar, 2017). What is 

questionably sustainable, however, is the demands shift on some clergy. Examples 

given on the project website suggest clergy are freeing up time to offer to other tasks 

e.g., developing links with local credit unions (Millar, 2016, para. 8). Although this 

is likely welcomed by congregants, replacing one demand (e.g., administrative tasks) 

with other demanding projects, does not appear to be a sustainable approach in 

supporting clergy holistic wellbeing as per the Living Ministry project’s definition 

(Graveling, n.d., slide 5; Seeley, 2018, p. 3). In considering the demands-resources 

imbalance, the project does appear to offer support to increase personal resources, 

however, if these resources are then being applied to other occupational demands, 

the imbalance would theoretically not be appropriately restored. The initial 

documentation indicates that a goal of the project is to become sustainable beyond 

the six-year period (Millar, 2017) however, from the publicly available 

documentation it is unclear if the project has or will reach that goal, or if the project 
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has sustainably impacted clergy occupational wellbeing. As of Autumn 2024, there 

are no publicly available updates, data or conclusions relating to this project. 

Additionally, there is no further mention of Mission Partnership Development 

Workers on the diocese website, suggesting the project has now ended.  

2.3.6 The Church of England - Diocese of Ely  

The Church of England have other internal research, longitudinal 

investigations, and interventions ongoing. One five-year investigation took place in 

the Diocese of Ely (Wyatt et al., 2017). This investigation appeared to have a 

denominational health driver, i.e., healthier ministers equate to a healthier church. 

The diocese attempted to identify areas of challenge or difficulty that specifically 

impacted personal or professional wellbeing (Wyatt et al., 2017). The five-year 

investigation’s results indicated clergy needed role change, development, or clarity 

in the areas of professional relationships, communication, and workload (Wyatt et 

al., 2017). The 2019 report stated that 40% of the 96 respondents chose the word 

‘weary’, to describe their current state of wellbeing (38% in the 2016 survey) (Wyatt 

et al., 2019). It also showed an increase in the number of clergy missing days off and 

taking time in lieu (37.5% in 2016 to 45.8% in 2019) (Wyatt et al., 2019). Despite 

the smaller number of respondents in this investigation, the data adds to the overall 

picture of clergy health in the Church of England. The questionnaire explored some 

facets of wellbeing including self-rated emotional health, outlets, and professional 

flourishing; however, it does not appear to be as holistically comprehensive as 

Graveling’s (2018a; 2018b) work. This again highlights an internal issue of research 

sharing, dissemination, and clear professional definitions (e.g., wellbeing) in the 

denomination.  
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2.3.7 UK Internal Works Conclusion  

The available internal works suggest a core of established internal research 

and investigation teams within the Church of England. Given the methodology, core 

definitions, and publication disparities, however, there does appear a disconnect 

between the teams, in their approaches to results translation, and information 

dissemination. When considering real-world impactful research, it would be 

advantageous to have common objectives, themes, definitions, and processes within 

a singular denomination. This approach may aid in the often-sequential nature of 

research, building from one study to the next, and implementing recommendations 

into clergy daily practice.   

The evidence in these works indicate that clergy participants have a high 

workload (Wyatt et al., 2017; 2019) long working hours (Graveling, 2018b; Wyatt et 

al., 2017; 2019) and complex professional and personal relationships (Graveling, 

2018a; Wyatt et al., 2017; 2019). In the context of this thesis, it would be useful 

therefore to explore some of these factors within the Baptist denomination.  

2.4 UK Publications - Francis et al.  

A substantial body of UK research features the same author, Francis. These 

works primarily focus on the Anglican communion, with a small number featuring or 

comparing other UK and international denomination’s clergy (Warwick University, 

2024). Notably, however, despite the prolific nature of the works, the research 

appears to concentrate largely on clergy psychological health, type profiling, gender 

differences, and psychological factors impacting ministry and occupational health / 

satisfaction. The works, as with some of the other Church of England internal 
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investigations, do not appear to consider any other influencing, or affected, holistic 

health facets in-depth. 

2.4.1 FPTS 

Francis’ work in profiling and categorising psychological type in clergy has 

led to the design and validity testing of the Francis Burnout Inventory (FBI) (Francis 

et al., 2017b) and the 40-item Francis Psychological Type Scale (FPTS) (Francis et 

al., 2011a). The scale seeks measurement in the following areas, introversion and 

extraversion, sensing, intuition, judgment, thinking, feeling, and perceiving (Francis 

et al., 2017a). Although Francis et al.’s (2008; 2017a; 2017b) works are limited to 

psychological profiling, they do indicate areas of potential ministerial struggle or 

poor person fit based on learned or intrinsic personal qualities.  

In a study of 1480 Church of England clergy, the FPTS was used to explore 

characteristics of effective ministry based on innate factors and personal dimensions. 

Namely, which clergy characteristics help a church thrive and which are linked to 

church decline (Watt & Voass, 2015). Age was found to be a significant factor, 

younger clergy self-classifying as innovators with envisioning skills, whereas older 

clergy were cited as stating they were more persistent (Watt & Voass, 2015). The 

work overall was inconclusive, in that no specific single or group of personality 

factors were identified as ‘gold standard’ for ministry. Indeed, personality traits are 

somewhat ‘combined’ to affect, or be effective in ministry (Watt & Voass, 2015). 

The results do suggest that those clergy who scored high in both extroversion and 

intuition encapsulated some of the leadership qualities sought in this study (Watt & 

Voass, 2015). Yet, these traits are not always found in Church of England clergy, 

who are often defined as introverts (Watt & Voass, 2015). Most notably the study’s 
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conclusion comments on the acquisition of leadership skills, suggesting that the 

presenting skills of clergy may not always translate into their suitability for ministry, 

that some skills may be innate, and some may be learned (Watt & Voass, 2015). That 

learning may also occur by trial and error (a minister stepping into a job out of 

necessity and rising to the challenge) or be more conservative, through leadership 

skills courses and training etc. (Watt & Voass, 2015). Although not a specific health 

and wellbeing study, this investigation, and the works of Francis et al. (2017a) on 

personality type, may be an indicator of coping ability in the profession or indeed 

ability to learn self-care skills that may uphold the minister. This is a useful finding 

in relation to the works of this thesis, particularly when considering the potential 

openness of Baptist clergy to learn new self-care strategies.  

2.4.2 Francis’ Work Incorporating Baptist Clergy – Grouping Denominations 

In their earlier work on psychological type profiling, Francis et al. (2011b) 

compared the psychological types of Methodist and Baptist clergy, considering their 

differences with Anglican clergy. This study is one of two UK articles to date to 

consider Baptist clergy. This study comprised 80 Baptist and 109 Methodist clergy, 

and focussed on gender differences, but found few significant results (Francis et al., 

2011b). Some differences were found in thinking and feeling components, however, 

these differences were less pronounced than comparative adult populations (Francis 

et al., 2011b).  

The study groups the Methodist and Baptist clergy under the umbrella term 

of ‘free church ministers’, emphasising the differences with Anglicans as opposed to 

exploring the nuances of individual denominations (Francis et al., 2011b). As the 
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Methodist and Baptist denominations operate differently, it may have been 

advantageous to present denomination specific psychological type differences.  

The second study to feature Baptist ministers takes the same approach of 

grouping clergy together, where in a sample of 59 male clergy, 19 were Baptists 

(Francis & Robbins, 2002). The paper grouped participants together in the 

conclusion as ‘evangelical clergy’, claiming specific personality traits, such as 

attention to detail and adherence to tradition (Francis & Robbins, 2002). The study 

again, does not consider specific denominational or operational differences that may 

impact areas such as access to training, skill development, and other supportive 

strategies, these areas are known to differ trans-denominationally (Watt & Voass, 

2015).    

2.4.3 FBI 

Rooted in Maslach’s burnout inventory, Francis’ other significant research 

contribution is the 22-item FBI (Francis, 2017b; Francis et al., 2019; Randall, 2013). 

The FBI seeks to measure clergy burnout using two domains, assessing “…styled 

emotional exhaustion in ministry and satisfaction in ministry” (Francis et al., 2017b, 

p. 119). These two scales exclusively existing in a state comparable to the balanced 

affect model. The balanced affect model postulates that an individual may perceive 

high levels of both positive affect (work satisfaction) and negative affect 

(exhaustion) simultaneously, and it is the difference between the two which may 

indicate potential psychological disharmony (Bradburn, 1969; Francis et al., 2017b). 

This concept is rooted in biophysiology and biopsychology in the production and 

maintenance levels of neurotransmitters such as dopamine (associated with positive 

affect) and serotonin (associated with negative affect) (Nabi, 2008; Ostir, 2001). The 
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networks producing these chemicals exist on independent channels, positive and 

negative affect therefore, existing on separate scales, not, as many perceive, on one 

continuum (Francis et al., 2017b). Balanced affect author Bradburn (1969, p. 65) 

stated “Since the two dimensions are independent of one another, knowledge of 

person’s standing on one dimension will not enable us to predict his position on the 

other.” Ergo, presenting an argument for the necessity for holistic assessment in 

clergy. In the case of clergy therefore, aspects such as work sanctification, value, and 

satisfaction may be experienced at the same time as one or more negative issues such 

as compassion fatigue, physical fatigue, and cynicism. The positive affect and the 

negative affect exist on separate scales, however, the dissonance can indicate 

potential issues such as burnout perpetuating physical health risk e.g., coronary heart 

disease and stroke (Bradburn, 1969; Nabi, 2008; Ostir, 2001).  

2.4.4 Francis – Lack of Holism 

Despite balanced affect theory hinting at holism, Francis’ UK work presents 

little holistic awareness. Turton and Francis (2007) explore the effect of prayer 

(spiritual health) on burnout findings with positive effects, however, comprehensive 

holistic assessment is lacking from their work. In a later work with the Presbyterian 

church in the US, Francis et al. (2013) do attempt to consider coping strategies that 

may support satisfaction in ministry and prevent emotional exhaustion. Five specific 

strategies were selected by the church for investigation: “…the provision of 

sabbaticals, the availability of study leave, the use of a mentor, the use of a spiritual 

director, and the membership of a minister peer group” (Francis et al., 2013, p. 5). 

The article does state that other support strategies are available to the individual, 

however, the investigated factors were selected by the church specifically. Francis et 
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al. (2013) state that none of the five strategies were shown to reduce work-related 

burnout or enhance psychological wellbeing. However, in considering the presence 

of these support factors alone, without exploring their suitability, person fit, or how 

clergy engage, it is questionable if one can determine that these factors have zero 

effect on burnout or wellbeing. To gain a true picture of the suitability of these 

supports, it would be advantageous to further investigate factors such as how often 

clergy engage, if they are able to make the time amidst busy schedules, do they find 

the peer groups useful, and do they connect with mentors among others. This raises 

research reporting concerns, as if these findings are presented to policy makers and 

church hierarchy, is future support investment likely if these types of supports are 

presented as ineffective or have little ROI?  In this Francis et al. (2013) study, 

responsible real-world research dissemination is questioned, and the potential for 

confirmation bias is raised, particularly as this work does not suggest any study 

limitations.  

Notably, Francis appears as a fourth author on a UK United reformed 

Church’s study regarding rural ministries and the benefits of countryside walking as 

a tool to aid in physical and emotional wellbeing (Rolph et al., 2011b). This appears 

one of the only papers to consider health from a more holistic perspective, 

considering facets including physical, mental, and financial. Despite the beneficial 

nature of countryside walking, this study did indicate significant pressures in this 

clergy group. Participants exhibited symptoms of poor financial and physical health, 

and high instances of presenteeism and leavism (Rolph et al., 2011b). These 

participants were somewhat unable to engage in beneficial activities due to lack of 

resources (e.g., time, finance, general work pressure). Again, this highlights the 

necessity for a deeper understanding of the barriers and facilitators to engagement in 
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healthy, supportive activities, and not taking the somewhat myopic perspective of 

simple provision, as in Francis et al.’s (2013) work.  

2.4.5 Select Health Domains Study  

Francis appears again as second author with Rolph et al., (2011a) on a small 

UK United Reformed Church investigation of 22 female clergy. The study is framed 

as a health check and states it explores the physical, psychological, religious, and 

spiritual health domains (Rolph et al., 2011a). With regards to ascertaining a holistic 

health picture, however, the study is limited. The methodology and sampling 

procedure are unclear. The response rate is stated as 60%, reporting that 58 

questionnaires were returned. It appears, however, that only 22 responses were 

analysed. The study does not comment on why 36 responses were excluded and does 

not include a study limitations section to discuss this. The investigation asks about 

GP contact as a means of gauging the level of individual support (Rolph et al., 

2011a). It does not ask or leave space for any other aspects of physical health support 

e.g., weight management clubs, yoga, acupuncture, alternative therapies etc. The 

questionnaire did ask an open-ended question regarding what practices clergy engage 

in to keep themselves healthy. This provoked a variety of responses, from eating a 

healthy diet to engaging in prayer (Rolph et al., 2011a). The final aspect of 

determining level of physical health was asking when participants last had their 

blood pressure checked (Rolph et al., 2011a). This question alone suggests a 

misunderstanding of this clinical measure i.e., it is pointless having a blood pressure 

check if no healthy actions follow. Participants’ subsequent response to blood 

pressure analysis was not requested or discussed. GP contact and blood pressure 
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analysis are insufficient elements, in isolation, to determine true levels of physical 

health. 

Psychological health was measured using a list of stress symptoms and 

assessing contact with a counsellor (Rolph et al., 2011a). In assessing this domain, 

no consideration of positive mental supports were given. Religious health was 

examined by asking if the participants had spiritual needs, doubts, or time to meet 

their spiritual needs (Rolph et al., 2011a). More space was given to the spiritual 

health domain, exploring thoughts across the personal, communal, environmental, 

and transcendental facets (Rolph et al., 2011a). The conclusions from this study, 

considering the previous limitations, overstate findings. The study ascertains this 

group have poor levels of health across the investigated domains, also stating that 

clergy are under significant levels of pressure with inadequate support structures 

(Rolph et al., 2011a). It is questionable whether these conclusions can be drawn from 

the data provided in this publication. Despite the significant study limitations, it is 

one of few UK studies that attempts to consider a more holistic view of clergy 

health. Unfortunately, the study did not consider holism as per common medical 

models, or how to adequately gauge optimal / sub-optimal health across the domains 

investigated.  

2.4.6 Clergy Role Conflict  

In an early study, Francis et al. (2008) considered work satisfaction and 

churchmanship in 1071 Church of England clergy. The study considered the varying 

roles of clergy, identifying five distinct separate roles: “Religious Instruction, 

Administration, Statutory Duties (conducting marriages and funerals), Pastoral Care, 

and Role Extension (including extra-parochial activities)” (Francis et al., 2008, p. 
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327). This definition parallels with other works, however, perhaps presents a myopic 

view of the range of role demands, particularly in ‘role extension’. A piece in the 

Elim Pentecostal church, for example, examining job satisfaction, identified 20 

different roles: “administrator, apostle, counsellor, evangelist, fellowship-builder, 

fund-raiser, leader in local community, leader of public worship, man or woman of 

prayer, manager, minister of sacraments, pastor, pioneer, preacher, prophet, social 

worker, spiritual director, teacher, theologian and visitor” (Kay, 2000a, p. 91). 

Additionally, UK mental health research group Leavey et al. (2007; 2008; 2012; 

2016; 2017) has published several works regarding the place of clergy and faith-

based organisations as community supports and sign-posters in local level mental 

health care. Despite any differences in methodologies or focus in these pieces, it is 

evident that trans-denominational clergy roles are diverse. It is in this diversity 

where potential occupational health issues may arise, e.g., boundary setting, poor 

work life balance, effort-reward or job demands-resources imbalance.  

Role definition appears an important factor to clergy occupational health, 

indeed findings show both role ambiguity and role conflict perpetuate lower levels of 

role satisfaction in the clergy cohorts examined (Faucett et al., 2013; Kemery, 2006). 

One US Methodist study indicated a cumulative effect, with the high presence of 

both role ambiguity and role conflict leading to low occupational satisfaction 

(Kemery, 2006). However, a level of ambiguity (and low role conflict) has been 

shown to promote role satisfaction, potentially allowing space for role moulding and 

personalisation (Kemery, 2006). This may provide a potential rationale for the initial 

success of the Diocese of Sheffield (n.d.; 2014) project. Yet, a further US Methodist 

study showed no significant relationship when ambiguity was low, with role 

satisfaction and conflict (Faucett et al., 2013, p. 298). However, “…when role 
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ambiguity was high, there was a significant negative relationship between role 

conflict and intrinsic job satisfaction” (Faucett et al., 2013, p. 298). Irrespective of 

the cumulative or linear impacts, it is evident that role conflict and ambiguity may 

have a complex impact on clergy. Although the demands of the role cannot always 

be adjusted, in the context of this thesis it would be advantageous to begin to explore 

if UK Baptist clergy share similar role demands, in particular, how this may create 

barriers or facilitators to self-care. 

2.4.7 Francis et al. Conclusion  

Francis et al.’s (2008; 2011b; 2013; 2017a; 2017b; Francis & Robbins, 2002; 

Rolph et al., 2011a) work does not robustly explore health and wellbeing in the 

holistic sense, despite being one of the few groups to investigate UK clergy health. 

Although some works consider Baptist clergy, the authors group Baptists with 

general Free Church and other evangelical denominations, some with quite different 

organisational and operational structures (Francis et al., 2011b; Francis & Robbins, 

2002). This approach misses the opportunity for valuable Baptist data collection, 

comparison with other denominations, and highlighting significant differences.  

Some useful conclusions may be drawn from the use of tools such as the FBI 

and incorporating the balanced affect model, however, it does not appear, from the 

published works, that Francis et al. (2013; 2017b; 2019) have translated their works 

into real-world impactful recommendations for the cohorts under investigation. An 

argument is presented, through the use of the FBI and the FPTS, for stress 

symptoms, low levels of psychological wellbeing, person-role miss-fit, and 

dissatisfaction within the Anglican communion in the samples investigated (Francis 

et al., 2008; 2017b; Francis & Rodger, 1994; Rolph et al., 2014). 
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2.5 Other UK Publications  

A scant selection of other UK works across several denominations have been 

published and identified in this literature search. 

2.5.1 Rolph and Rolph (2008) – High Job Demands, Stress Symptoms  

Rolph and Rolph (2008) conducted a small qualitative study in rural clergy 

with similar results to Francis’ work. The study suggested high job demands and 

stress symptoms in the cohort. It did, however, place an onus for stress management 

on the individual and the wider church, concluding the study with a call for more 

research into clergy stress and wellbeing (Rolph & Rolph, 2008). Despite being an 

older article with only 11 participants, this piece adds to the small body of work in 

the UK to present an argument for further investigation.  

2.5.2 Kay (2000a; 2000b) – Pentecostal Studies 

Kay (2000a) produced a large UK Pentecostal male clergy study, with 699 

respondents, exploring ministerial job satisfaction. This study examines several 

Pentecostal sub-denominations e.g., Elim, Assemblies of God etc. grouped together 

under the Pentecostal umbrella. The study does state, however, that these groups 

have ‘broad similarities’ between their operational structures, yet differing 

governmental structures (Kay, 2000a, p. 90). As denomination specific governing 

bodies often oversee factors such as counselling, finance, and mentorship 

opportunities etc. it could be suggested, to obtain a fuller picture of ministerial job 

satisfaction, sub-denomination break down in this larger study would have been 

advantageous.  
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The study explored ministerial roles and satisfaction, asking clergy to rate 20 

identified roles on a seven-point Likert scale: “How much personal satisfaction they 

felt they derived from each role” (Kay, 2000a, p. 91). Notably within this group, role 

specific factors, evangelism, control, charismatic ministry factors and holiness, all 

showed statistically significant results to the p<.01 and p<.001 level in relation to 

ministerial satisfaction (Kay, 2000a). Yet, age, thoughts of leaving ministry and 

salary did not show a statistically significant impact on satisfaction (Kay, 2000a). 

These results are notable in the context of Watt and Voass’ (2015) Church of 

England work, which found age to show significant differences in older and younger 

clergy in terms of innovation, persistence, and envisioning skills. Despite the 15-year 

gap in the studies, this indicates some potential differences trans-denominationally, 

and further highlights the necessity for a specific denominational breakdown of 

results.  

The study concludes with the statement: “As they stand, however, they 

should give encouragement to ministers and those involved in their training, since 

they demonstrate that the motivation of ministers is not primarily fixed on earthly 

rewards or comforts” (Kay, 2000a, p. 95). This is a challenging conclusion, as it 

could be potentially misconstrued that salary or other supports are irrelevant to the 

minister’s ability to conduct their role, or in role satisfaction generally. Yet, when 

holistic health and wellbeing are considered, particularly the interrelationship 

between facets, such as financial and psychological health, it is known that one area 

can significantly impact another. This piece is a further example of necessity for 

balance when reporting results. Statements such as that cited above, have the 

potential to negatively impact the direction and focus of support strategies and 

interventions of governing bodies and training institutions.         
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This same data set was used in a subsequent publication where all 930 

questionnaires were used to explore subjective role conflict across the 20 identified 

clergy roles (Kay, 2000b). This exploration used the dissonance between questions 

“How much priority do you want to give to the following aspects of ministry?” (Kay, 

2000b, p. 121) and how much are you expected to give. Notably, 18 of the roles 

indicated subjective statistically significant role conflicts, with clergy rating their 

subjective external expectations across the 18 domains as significantly higher than 

their personal perceptions of role priority (Kay, 2000b). Factors “fellowship builder 

and leader in local community” showed no statistically significant difference (Kay, 

2000b, p. 121). These results indicate potentially high external and personal 

perceived expectations regarding their place in local communities. These perceptions 

further highlight the importance of self-care for role maintenance and as a potential 

community example.  

2.5.3 Kinman et al. (2011) – Social Support  

Kinman et al. (2011) undertook a study assessing emotional labour and the 

impact of job roles on the personal wellbeing of 188 UK clergy. This study does not 

state which denominations were under investigation. As previously stated, job 

demands and support do differ trans-denominationally, ergo in this investigation it 

may have been advantageous to differentiate. This study, in part, focused on 

relational aspects of the profession that may mitigate emotional labour, highlighting 

the role of social support in promoting emotional wellbeing and job satisfaction 

(Kinman et al., 2011). Most notably, it suggested that not all social support is created 

equal, in that some forms, such as community or professional networks, may be 

demanding and provide further emotional strain for the minister (Kinman et al., 
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2011). This work highlights the importance of person fit to the support strategy. The 

work also contrasts with the findings of Francis et al. (2013) where the simple 

‘provision’ of a mentor and / or peer group were suggested as stress reduction tools, 

yet ‘fit’ was not examined. In the context of this thesis therefore, barriers and 

facilitators to self-care activities in the social domain will be examined.  

2.5.4 Guthrie and Stickley (2008) - Spiritual and Mental Distress Perceptions 

A small Nottinghamshire study with six participants investigated clergy’s 

perceptions of spirituality and mental illness or mental distress (Guthrie & Stickley, 

2008). Within this study the inclusion criteria for ‘clergy’ was informal. Four 

participants belonged to the Church of England, two of which were chaplains, not 

working as formal church leaders. The fifth participant was a Salvation Army 

officer, and the sixth a Christian counsellor said to be ‘…representing a non-

denominational community church” (Guthrie & Stickley, 2008, p. 392). This broad 

inclusion criteria explores the range of contemporary clergy postings where leaders 

may be officially trained and / or ordained, or may be bi-vocational e.g., a health 

practitioner and a leader. Additionally, some clergy may have originally been in 

traditional church leadership, but then moved to alternative communities such as a 

hospital, college, prison, or served as regional chaplains (Baptists Together, n.d.-a; 

n.d.-b; 2016; Samushonga, 2019). Although the sample in this study is small, the 

work clearly states the sample is not representative of the wider population, but does 

provide a basis from which to frame other clergy spirituality and mental wellbeing 

studies (Guthrie & Stickley, 2008) remaining a valuable contribution to the limited 

research field. 
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Notably, the study used a traditional method of generating themes post-

transcription, forgoing contemporary programs e.g., NVIVO, in favour of hard copy 

colour coding with pens (Guthrie & Stickley, 2008).  

Despite not being a direct clergy health and wellbeing study, this work was 

useful in exploring clergy’s understanding of mental health, mental distress, and 

their causes. This topic in the theological sense has been historically challenging in 

some denominations. Some archaic views consider all mental health issues and 

mental distress as solely works of demonic forces, or indeed some discount the 

modern possibility of hearing directly from God in prophecies, visions, and dreams. 

Authors linked to Durham University Centre for Spirituality, Theology & Health, 

however, have produced several articles on perceptions of mental illness, religious 

coping, and hearing from God (e.g., hearing voices) (Cook, 2020; Dein & Cook, 

2015; Dein et al., 2010; Woods et al., 2014). These factors are important 

foundational considerations when exploring the mental health facet in Baptist clergy, 

namely how they may perceive and respond to their personal mental wellbeing. The 

Nottinghamshire study does point toward some churches having a damaging 

imbalance in their approach to mental health or ill-health:  

There was, however, a clear recognition of the damage caused by the church 

to people experiencing mental-health difficulties resulting from a ‘‘very 

black and white view of spirituality’’ (B), which resulted in them putting a 

greater emphasis on the spiritual influences in mental-health problems 

(Guthrie & Stickley, 2008, p. 396). 

The Nottinghamshire study, in essence, considers participants’ perceptions of 

what is understood as the mental health continuum (MHFA England, 2016, p. 43) a 

fluid notion of mental health, where all humans reside on a spectrum influenced by 
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events and actions both supportive and detrimental (MHFA England, 2016). Some 

participants appear to have a basic understanding of the fluidity of mental illness: “I 

think there is a very thin line between the two, you know, and crossing from one side 

to the other I’m not sure where that takes place” (Guthrie & Stickley, 2008, p. 393). 

Whereas others appear to struggle with the concept of recovery: “I would call mental 

distress any sort of upset, but when you get to mental illness it is more of an um. . . 

permanent nature than a temporary nature” (Guthrie & Stickley, 2008, p. 393). This 

misunderstanding of the permanence of mental illness is contrary to the approach of 

contemporary institutions such as MHFA England, which promote the understanding 

that recovery is possible, but said recovery looks different for different people 

(MHFA England, 2016, p. 39). Ergo, some in this cohort (and potentially other 

clergy cohorts) may adhere to this notion, creating further personal mental distress in 

times of crisis. All participants stated: “…everyone experiences mental distress at 

some point in their lives. This was said to be a normal emotion and expected reaction 

to general life experiences” (Guthrie & Stickley, 2008, p. 393). This, therefore, raises 

questions, if clergy expect some level of mental distress as a normal reaction to 

general life events, how do clergy personally respond in these situations, and most 

importantly, what do they engage with to bolster their mental wellbeing? This thesis 

will aim to explore the barriers and facilitators to self-care in several domains, 

including mental health and wellbeing.  

Finally, this study begins to explore the interrelatedness and holistic nature of 

health, namely between spiritual and mental distress, the study suggesting 

participants support the interlinked nature of health (Guthrie & Stickley, 2008, p. 

395). Overall, examining clergy’s understanding of holism, mental health and illness 

are useful considerations in the design of this thesis’ investigations.  
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2.5.5 Berry et al. (2012) - Welsh Clergy Stress Review 

Berry et al. (2012) conducted a study investigating work-related stress 

symptoms in 73 Welsh Anglican clergy. Seeking a broad profile, their work explored 

areas including personal health, stress symptoms, support, and relaxation (Berry et 

al., 2012). Participants were asked to self-rate their health and provide descriptors of 

stress symptoms, stress characteristics, causes, and sources of support etc. 

Participants identified a range of mainly psychological stress symptoms, indicating a 

limited understanding of the broad impact of stress (Berry et al., 2012). However, 

when asked about their own experiences, four out of five participants stated they had 

experienced physical symptoms of stress, including fatigue and sleep disturbances, 

they felt, as a direct result of stress (Berry et al., 2012). The causes of the 

experienced stress were most cited as volume of work (including meetings) conflicts 

and challenging people, administration, unrealistic expectations from others, and 

lack of support and understanding from congregants (Berry et al., 2012). These 

findings mirror the works of Graveling (2018b) and Wyatt et al. (2017; 2019) and 

the publications of Kay (2000b) and Rolph and Rolph (2008) building an overall 

picture and an argument for commonly felt stress symptoms in the profession. 

The second part of the study focussed on sources of support for stress, the 

most cited sources were personal relationships (friends, family, partners etc.) (Berry 

et al., 2012). When asked their thoughts regarding professional pastoral support, 

clergy were divided, some felt there were suitable options available, where others 

felt the issue was not with the options per se but with access and reluctance (Berry et 

al., 2012). These responses correlate with the findings of Kinman et al.’s (2011) 

investigation, who suggested that not all social support was created equal, and person 

fit was an important factor in suitability. When considering support and accessing it, 



51 

this study did highlight that some clergy viewed support seeking as being a sign of 

weakness or spiritual failure (Berry et al., 2012). This indicates a disconnect between 

their broad understanding of stress and their perceptions of who may experience 

stress.  

Berry et al. (2012) found that 55 of the 73 participants felt their initial 

training was insufficient to prepare them for the stresses of ministry. When clergy 

were asked what elements may improve this training, responses focussed heavily on 

placements, early practical parish involvement, and scenario practice (Berry et al., 

2012). Some did suggest stress management training or courses, but despite clergy 

citing forms of ‘relaxation’ in an earlier question, no participants cited these methods 

as suitable means of stress management in the professional sense. Again, this 

indicates lower levels of knowledge regarding the range of suitable self-care (stress 

management) strategies in the primary, secondary, and tertiary sense.  

2.5.6 UK Research Conclusion 

The UK works appear to be dominated by Francis et al., and the Anglican 

communion. There is little representation of other UK denominations, and where 

they do feature, differing denominations are often grouped together, offering a 

limited profile.   

Although in the cohorts investigated, some clergy report finding meaning and 

satisfaction in their vocations (Kay, 2000a; Kinman et al., 2011) some studies 

indicate a high number of job sub-roles within the clergy profession (Francis et al., 

2008; Kay, 2000a). Additionally, studies observed high job demands, role 

expectation / personal perception conflict, stress symptoms, and some potential 

differences in support strategies and focus across denominations (Berry et al., 2012; 
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Guthrie & Stickley, 2008; Kay, 2000b; Kinman et al., 2011; Rolph & Rolph, 2008). 

Some works highlight a potential disconnect between health understanding, current 

actions, support provision and person fit (Berry et al., 2012; Kinman et al., 2011). 

Despite two studies featuring some Baptist clergy (Francis et al., 2001b; 

Francis & Robbins, 2002) there are no comprehensive UK Baptist holistic health or 

self-care investigations to date. Despite this thesis’ focus on works pertaining to 

Baptist clergy, there appears, to date, a UK research neglect in other trinitarian 

Protestant denominations which should be a consideration for future researchers. 

The methodology and claims of some studies are challenging. This supports 

the need for thorough, clear, accurate, and contemplative study outputs, either in 

publication or denomination specific recommendations (Francis et al., 2013; Kay, 

2000a; Kinman et al., 2011).   

Overall, the available UK published works present an argument for personal 

and professional self-care challenges felt by some clergy in select denominations. 

The available UK evidence, to date, demonstrates a clear research gap in Baptist 

clergy occupational health research supporting the unique contribution of this thesis.  

2.6 International Research - USA  

This literature review identified a clear gap in UK clergy research, indeed, 

US researchers Proeschold-Bell and McDevitt (2012) suggest a significant deficit in 

international clergy works generally. As such, the wider international research was 

considered, however, the potential cohort differences are noted particularly where 

culture and lifestyle may differ significantly. The following, therefore, provides a 

succinct overview of some of the key international studies. 
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2.6.1 Duke Clergy Health Initiative  

The main body of international works focus on the United Methodist Church 

(UMC) the second largest formal Protestant denomination in the US (US Religion 

Census, 2020). The aim of these works, produced by Proeschold-Bell et al. in the 

Duke Clergy Health Initiative, was to profile and improve the health and wellbeing 

of UMC clergy serving in North Carolina (Duke Divinity School, n.d.-a; n.d.-b). The 

three-stage project appears, to date, to be the most comprehensive, holistic, 

theoretically founded, and real-world effectual clergy health investigation and 

intervention (Duke Divinity School, n.d.-b).  

2.6.1.1 Part One – UMC Health Profiling (Qualitative Stage).   

Part of this sizable $12 million project sought to develop a theoretical model 

of clergy health using 11 focus groups with 88 clergy and district superintendents 

(Proeschold-Bell et al., 2011; Proeschold-Bell & Byassee, 2018; Webb, n.d.). The 

team used the socioecological framework within this study to consider five factors 

that may influence health: “Intrapersonal, Interpersonal, Congregational, United 

Methodist Institutional, and Civic Community” (Proeschold-Bell et al., 2011, p. 

700). Socioecological theory, developed by Broffenbrenner in the 1970s, seeks to 

examine health holistically, namely the influence and interrelationship between the 

intrapersonal facets and wider environmental and social factors (Kilanowski, 2017). 

This is an important consideration in the context of clergy who are guided by larger 

country wide organisations such as the BUGB, where social and institutional norms 

may impact behavioural choices and sustainability.        

This primary stage’s outputs most notably support the relationship between 

the health facets positing that a singular self-care strategy may affect several areas of 
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health (e.g., exercise promoting both mental and physical health) (Proeschold-Bell et 

al., 2011). The team firmly state their holistic research approach: “In this model, we 

define our final health outcome holistically in order to indicate that health is not 

merely the absence of problems but is, rather, the presence of multiple life 

satisfactions” (Proeschold-Bell et al., 2011, p. 705). Further stating: “Ultimately, we 

believe the data suggest that physical and mental health and spiritual well-being are 

inextricably intertwined…” (Proeschold-Bell et al., 2011, p. 712). 

The team found 42 factors that may impact clergy health, those found to have 

the greatest impact were “…ability to set boundaries, perception that the pastor is 

available 24 hours/day, church health and functioning, itinerancy, and financial 

strain (Proeschold-Bell et al., 2011, p. 705). The first factors are notable in the 

context of UK Baptist clergy where they are called to be available, and where the 

expectation of ministry is a “way of life” (Baptists Together, 2011, p. 3).  

Proeschold-Bell et al. (2011) also found congregational support of clergy 

self-care a significant motivator for action. Several authors have too identified social 

support and ‘intrapersonal’ factors that play a significant role in upholding the 

minister, such as social support, acting as a job resource and, in some cases, being a 

predictor of burnout (Evers & Tomic, 2003; McMinn et al., 2005, p. 574; Rothmann 

& Buys, 2011; Tomic et al., 2004). McMinn et al. (2005) however, highlight the 

frequent lack of engagement clergy have with social circles, and the difficulties 

clergy may have in making and sustaining social relationships outside their 

immediate family (McMinn et al., 2005). The concept of congregation (and other 

external) support is a useful factor to consider, and one that will be explored in this 

thesis works.  
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2.6.1.2 Part Two – UMC Health Profiling (Quantitative Stage).   

The second stage invited all UMC clergy in North Carolina to participate in a 

self-report health survey, this had a remarkable 95% response rate (Proeschold-Bell 

& Byassee, 2018). The findings from the 1,726 clergy participants were compared 

with the general adult population showing: 

• Clergy experience depression at a rate 2.89% higher than the national 

average (Proeschold-Bell et al., 2013b).  

• BMI (body mass index) in those aged 35-64 was 10.3% higher than 

comparative adult populations (Proeschold-Bell & LeGrand, 2010). 

• Alongside 39.7% of participants being in the obese range, clergy also 

reported higher instances of “…diabetes, arthritis, high blood 

pressure, angina, and asthma compared to their NC peers” 

(Proeschold-Bell & LeGrand, 2010, p. 1867).  

Despite this body of work focussing on the state of North Carolina, 

unpublished works with a wider reach in the UMC paint a similar picture. WesPath 

Benefits / Investments’ (2017; 2019; 2021b) a not-for-profit financial support agency 

serving the UMC, 2019 figures of 1,200 clergy show: 

• 81% were in the overweight / obese category (78% in the 2012 

report). 

• 8% experience clinical depression (7% in 2017) and 29% feel down 

or experience feelings of hopelessness. 

The national UMC health disparities identified in these studies support the 

necessity to profile UK denominations. Data is needed to consider if UK clergy share 
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similar health concerns to their US counterparts, alongside the specific barriers and 

facilitators to health and wellbeing self-care.  

2.6.1.3 Part Three - ‘Spirited Life’ Intervention. 

Based on the findings from the previous two phases, the team delivered a 

tailored health improvement intervention in three staggered intakes between 2011 

and 2016 with 1,114 UMC clergy (Proeschold-Bell & Byassee, 2018; Proeschold-

Bell et al., 2017). Notably, the delayed participation dates were shown to be positive 

with some participants, allowing space to strategize time and resources to fully 

engage in the project (Proeschold-Bell & Byassee, 2018). The project sought to 

positively impact stress symptoms, depression, and symptoms of metabolic 

syndrome through a structured multidisciplinary program (Proeschold-Bell et al., 

2013a; 2017).  

Data showed statistically significant reductions at the two-year time points in 

central obesity, hypercholesterolaemia and hypertension, with all cohorts showing 

decreased incidence of metabolic syndrome, however no statistically significant 

findings were shown for stress or depression (Proeschold-Bell et al., 2017). Data 

analysis did, however, indicate the protective effect of spiritual health as a 

preventative measure for depressive symptoms and occupational distress, further 

evidencing holistic health interlinking (Milstein et al., 2020).  

In their book Proeschold-Bell and Byassee (2018) cite lessons learned, and 

specific successful factors arising from the intervention. Recommendations included 

working holistically, participant led content, discussing mental health in such a way 

that reduces stigma, and incorporating methods that promote ‘permission’ to self-

care (Proeschold-Bell & Byassee, 2018). Given the project’s success, considering 

these factors in the current thesis’ investigations may be useful. 
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2.6.2 Other US Works - Denominational Support of Self-care Strategies 

Independent large scale clergy research has been conducted by the Schaeffer 

institute into clergy wellbeing since the late 1980s. The latest data conducted 2015-

2016 research employed mixed methods, to explore the health and wellbeing of 

8,150 evangelic and reformed clergy (Krejcir, 2016, para. 7). Of those surveyed, 

90% felt honoured to be a pastor, yet, 54% worked over 55 hours per week (18% 

working over 70 hours) 26% expressed feelings of significant fatigue, 35% were 

depressed, 12% felt belittled, and 9% were classified as burnt-out. These results 

correlate with Clinton et al.’s (2017) UK work, where results suggested that intense 

calling may lead to long work hours, poor sleep quality and knock-on fatigue. 

Cultural sensitivity must be given to the powerful and often spiritual sense of calling, 

however, as indicated from the US and UK research, results point towards the 

necessity for supportive interventions in these denominations.  

Trihub et al. (2010) investigated the effects of support strategies including 

retreats, prayer and spiritual support, and time off etc. (Trihub et al., 2010). 

However, the study identified significant barriers to clergy engagement including 

cost or personal finances, time off to engage, as well as some clergy raising concerns 

regarding confidentiality and general lack of awareness of available services (Trihub 

et al., 2010). Bopp et al. (2013) also consider the wider influences on clergy health 

outcomes arising from organisational structures. They suggest the importance of 

balancing health interventions with current clergy demands (i.e., suitable time 

resources to engage) alongside implementing multi-level longitudinal approaches to 

tackle organisational concerns wider than the individual minister (Bopp et al., 2013). 

These findings suggest clergy must be educated as to what support strategies are 

available, and be able to freely (and confidentially) engage as required. The onus 
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being on the individual and the organisation, tackling clergy health, like Proeschold-

Bell et al. (2011) through a wider lens (e.g., the socioecological model of health). 

2.6.3 Dissertations and Theses 

In addition to the published works, several dissertations and theses are 

available, primarily from the US and North America, which provide further evidence 

of lower levels of clergy holistic health, and the necessity for interventions. A 

significant volume of these works focuses on clergy in the Southern Baptist 

Convention, with others examining the Church of the Nazarene and the Anglican 

communion. The investigations use a variety of methodologies and a wide range of 

participant numbers. Despite the differences in approaches and denominations, these 

works largely mirror the previous UK and international findings:  

• Clergy have an awareness of the necessity for care of the body, acknowledge 

holism, and the interrelationship between care of the spiritual self and care of 

the body (Cowper, 2012; Jenkins, 2018).  

• Clergy cite the biblical imperative to care for their physical health, and that 

they can honour God with their bodies (Cowper, 2012; Elders, 2010). 

• Clergy need to intentionally engage in self-care practices (e.g., journaling, 

prayer, bible study etc.) to support their health and wellbeing (Cowper, 2012; 

Jenkins, 2018; Larson, 2020). The degree of engagement in these coping 

resources, being a statistically significant predictor of exhaustion (Moore 

2010). 

• Clergy experience complex social relationships particularly with congregants, 

and boundary setting is necessary (Jenkins, 2018; Larson, 2020).  
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• There appears a disconnect between health knowledge / behaviours, and self-

rated health. For example, in Elders (2010) survey, many clergy reported a 

fitness level of >five (on a 10-point scale) having previously cited engaging 

in zero-one exercise episodes per week. 

• Some clergy self-report being overweight (Elders, 2010).  

• Some clergy are at significant risk of burnout, and consider leaving the 

vocation (Hollins, 2018; Rowell, 2010). In Rowell’s (2010, p. 71) Nazarene 

investigation, the top two most cited reasons for leaving or considering 

leaving, were fatigue and conflict with congregants.  

• Some clergy experience poor person fit with support personnel (e.g., 

denominational hierarchy, mentors, and training incumbents) (Marlow, 2017; 

Rowell, 2010).  

• Some clergy experience major depressive symptoms at a significantly higher 

rate than comparative populations (Proulx, 2008, p. ii). 

Due to limitations in sample size, limited denominations, and restricted focus 

on select health facets and outcomes in the available published works, these student 

works further strengthen the argument for more clergy health research, particularly 

in the UK.  

2.6.4 The Web of US Works  

The denominations investigated have varied, with some focussed solely on 

the UMC, where others investigated a specific occupational concern such as burnout 

across several denominations (e.g., Beebe [2007]). Where Baptist clergy were 

mentioned, they were grouped with other denominations with no obvious 

differentiation (Beebe, 2007; Darling et al., 2004; Holaday et al., 2001; Moore et al., 
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2017; Rowatt, 2001; Weaver et al., 2002). Proeschold-Bell et al. in their works 

(2010; 2011; 2012; 2013a; 2013b; 2017) have cited many of these clergy studies to 

underpin their large scale UMC study. Cumulatively, these US findings point to 

similar health concerns to those identified in the UK literature. These additional 

findings indicate US Clergy (in the cohorts investigated) present or are faced with: 

• Burnout (Chandler, 2009; Darling et al., 2004; Doolittle, 2007). 

• Challenges with poor work life balance and high job demands 

(Chandler, 2009; Hill et al., 2003; Meek et al., 2003; Rowatt, 2001; 

Weaver et al., 2002). 

• Damaging occupational criticism (Hill et al., 2003; Weaver et al., 

2002). 

• Depression (CREDO Institute, 2006; Doolittle, 2007; Holaday et al., 

2001). 

• Distress (Weaver et al., 2002). 

• Emotional exhaustion (Doolittle, 2007; Holaday et al., 2001). 

• Fatigue (Chandler, 2009). 

• Obesity and / or unhealthy eating behaviours (ELCA, 2002; Harmon, 

2013; Lindholm et al., 2016; Moore et al., 2017). 

• Social health challenges (Hill et al., 2003; Meek et al., 2003; Rowatt, 

2001; Staley et al., 2013; Weaver et al., 2002). 

• Spiritual health challenges (Chandler, 2009; Rowatt, 2001). 

• Stress symptoms (CREDO Institute, 2006; Doehring, 2013; Hill et al., 

2003; Holaday et al., 2001; Rowatt, 2001; Weaver et al., 2002). 
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2.7 Australia – The Australian National Church Life Survey 

The most prominent remaining work is The Australian National Church Life 

Survey. This survey has been conducted in intervals since 1991, exploring 

congregational, operational, and leader life. One of the largest quantitative studies in 

Australia, it reports the findings of 6,625 pastors, church counsellors, and elders 

across 23 denominations (Pepper et al., 2015). Findings from this study show 

significant similarities to other international works e.g., data indicate that religiosity 

and spiritual resources, were positively associated with work engagement and 

personal wellbeing (Dowson & Miner, 2015; Miner et al., 2015). Again, where 

Baptists did feature in reports, denominations were grouped and individual 

denominational differences were not discussed (Pepper et al., 2015). 

 Two examinations of the data set suggested higher work-related 

psychological health, and lower levels of burnout in extroverts, suggesting that 

personality type plays a statistically significant role as a predictor of burnout 

(Robbins et al., 2012; Robbins & Hancock, 2015). As with the previous UK studies 

however, this assertion may be somewhat limited when considering the clergy 

vocation. Clergy, as seen from the previously discussed literature, having complex 

personal and occupational health which is shown to be impacted by external factors 

such as support. Indeed Miner et al. (2015) notably reported on the complexities of 

clergy wellbeing. Although personality type may influence resilience and help 

seeking behaviour etc., to obtain a broad, robust picture of clergy health, other 

variables should be considered.  
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2.8 2024 Update   

During the execution of this thesis’ investigations, other research and 

intervention efforts have taken place which continue to highlight the health and 

wellbeing challenges clergy experience. These data point to similar holistic health 

concerns as this thesis’ results. Overall, these data suggest a need for more UK trans-

denominational research and interventions.    

2.8.1 UK Multidenominational Works. 

Contemporaries of Francis conducted a psychological type investigation 

within the BUGB (Garland & Village, 2022). They concluded that within their 

sample there were distinct differences in the psychological types of Baptist and 

Anglican clergy (Garland & Village, 2022) this is supportive of the necessity to 

conduct denomination specific research, as in this thesis. Most notably, their findings 

point toward strong core values, and an openness to well-planned strategic changes 

(Garland & Village, 2022). Ergo, if changes such as self-care practices are supported 

and well structured, they may be well received by Baptist clergy, further supporting 

the intervention approach in this thesis.      

Edwards et al. (2022; 2023) explored psychological factors in a variety of 

UK clergy, including a small number of Baptists. Their recent works highlighted 

that, despite religious coping, clergy cited a need for change within the church 

culture to better support them in their ministerial challenges (Edwards et al., 2022). 

The work explored some of the feelings of clergy and the resigned sacrifice that 

comes with the vocation: “And Jesus got crucified, so why should we expect 

anything any different?” (Edwards et al., 2022, p. 466). Notably, this thinking aligns 

with some of the findings of Study two where one participant stated: “…now and 
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then one has to have one’s Gethsemane and get on with stuff, but it shouldn’t be all 

the time” (B4). Additionally, clergy cited similar psychological strain to the findings 

of this thesis, reporting symptoms of exhaustion, depression, anxiety, and high job 

demands (Edwards et al., 2023). Most notably their work suggests that clergy report 

favouring support from informal sources (e.g., partners, friends, and other clergy) 

over professionals, with about 10% of their sample not seeking any support. These 

findings align with the peer support facilitators highlighted in Study two, and the 

design of Study four. This further affirms the suitability of the Padlet peer support 

section, and the general necessity for further clergy health interventions. 

2.8.2 General Biopsychosocial Landscape and Risk to Clergy Health  

A national government backed report by Mental Health UK (2024) surveyed 

working age UK adults in relation to burnout symptoms, risk, and support. The 

survey stated that since the COVID-19 restrictions, one fifth of UK workers have 

taken a leave of absence due to stress, 91% stated they were facing high or extreme 

stress, and 49% stated their employer does not have a plan in place to recognise and 

prevent stress and burnout (Mental Health UK, 2024, pp. 9-10). Most notably, those 

surveyed stated poor sleep, the cost-of-living crisis, physical health issues, and 

feeling isolated were significant contributors to their stress (Mental Health UK, 

2024, p. 9). Additionally, those factors which helped respondents alleviate their 

stress were reported as strong support networks outside of work, healthy work life 

balance, exercise, a supportive line manager, mental health support, work 

adjustments where necessary, and training around mental health at work (Mental 

Health UK, 2024, p. 11). Sport England (2024) however, reported that 63% of adults 
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have reduced disposable income, and 36% reported that the cost-of-living crisis was 

affecting their ability to engage in exercise.  

As shown in the OLBI figures in Study one, some Baptist clergy too appear 

to be experiencing similar burnout symptoms. However, the helpful support 

strategies suggested in the Mental Health UK (2024) report (e.g., strong support 

networks) appear to be significant areas of challenge for clergy. For those healthy 

clergy, it is highly likely given these figures, that they will have team members, 

clergy colleagues, and congregants experiencing high levels of stress and burnout, 

adding to their workload. These national stress and burnout figures, in conjunction 

with this thesis’ findings, provide a robust justification for contemporary strategic 

interventions, training, and support approaches.  

Although the UK no longer faces COVID-19 restrictions, it is clear, as 

previously discussed, that lasting health issues remain, in addition to other national 

and global socio-political issues. Church of England researcher Graveling (2000, p. 

7) states “It is important to take a wide perspective and not draw hard lines between 

ministry and other aspects of life”. Given the ministry landscape, possible increased 

occupational pressures, and the findings of this thesis, actively adopting strategies to 

promote holistic self-care in Baptist clergy (akin to the Church of England covenant 

[Butler, 2019]) appears logical. 

 

2.8.3 US  

In the US, internal figures and published works continue to demonstrate 

lower levels of holistic health and wellbeing against comparative populations. 
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WesPath Benefits / Investments (2017; 2021a; 2023) demonstrate a pattern of UMC 

clergy health and wellbeing decline in their latest 2023 figures: 

• 49% were obese (6% increase from 2017)  

• 14% have diabetes (2% increase from 2017) 

• 10% were experiencing depression (3% increase from 2017)  

• 52% were experiencing work related stress (7% increase from 2017) 

• 33% felt lonely and isolated in their work (3% increase from 2017) 

• 28% reported not feeling understood by family and friends (6% increase 

from 2017) 

Shaw et al. (2021) surveyed 93 clergy from a variety of unspecified US 

Christian denominations, their results show similar findings to that of the UMC. In 

their study, 50% reported mild, moderate, or moderately severe depression 

symptoms. In comparing their population means to a clergy sample from 2013, they 

found statistically significant experiential levels of demand, criticism, stress from 

criticism, loneliness, and stress from challenges (Shaw et al., 2021).  

Other researchers have observed similar recent clergy holistic health 

concerns: 

• Depression (Upenieks & Eagle, 2024) 

• Stress, vicarious trauma (Sielaff et al., 2021) 

• Lack of congregational support and need for congregational education to 

support clergy (Sielaff et al., 2021; Upenieks & Eagle, 2024) 

• Complex spiritual health needs (Terry & Cunningham, 2021; Upenieks 

& Eagle, 2024) 

• High job demands (Terry & Cunningham, 2021) 
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Notably, Case et al. (2020) conducted interviews with UMC clergy, linked to 

the Spirited Life intervention, to identify what facilitates positive mental wellbeing. 

Their results show that those clergy with positive mental wellbeing took an 

intentional approach to their personal health, as well as being aligned with God’s 

plan for their lives and setting clear boundaries (Case et al., 2020). Additionally, 

Sielaff et al. (2021) in their review, found that clergy who intentionally practice self-

awareness, e.g., in support groups and reflection, had increased resilience. 

Furthermore, Yao et al. (2023) found that those clergy who use theologically based 

messages to prompt behaviour change have greater success and sustainable changes 

in dietary choices, physical activity, and sleep quality. Most notably these 

approaches align with this thesis’ intervention, where reflection, peer support, 

theological messages, and personal goal setting were central.   

In lieu of UK Baptist data, these data provide useful reference points, despite 

the differing denominations, cultural and occupational demands. It appears, like the 

participants in this thesis, that some clergy in these US investigations are 

experiencing poor wellbeing, with few supportive interventions. Terry and 

Cunningham (2021) in their trans-denominational investigation of 332 clergy, stated 

that half of their respondents agreed that their work has a negative effect on their 

health. Secondary and tertiary interventions have their place, however, as stated by 

Case et al. (2020) more work should be focussed on primary prevention. 

Additionally, Sielaff et al. (2021) highlight that supporting clergy resilience 

development is multifaceted and requires input from support agencies, 

congregations, leadership teams, and individual clergy. As feasibility and 

acceptability were shown in this thesis’ intervention, these collective data provide a 
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further rationale for future interventions, research, and multilevel targeted strategies 

to support UK Baptist clergy holistic self-care.   

2.8.4 Canada  

Recent multidenominational clergy resilience research shows distinct 

similarities in facilitators to personal wellbeing to that of the generated themes in this 

thesis’ works including: 

• Spiritual support, calling, and personal relationship with God 

• Spiritual practices including retreats, solitude, daily offices, spiritual 

writings, prayer, and sermon preparation  

• Balance, holism, and rhythms  

• Select social supports including, family, friends both inside and outside 

the church, spiritual directors, mentors, counsellors, support agencies, and 

peer relationships (Clarke et al., 2022). 

Clarke et al. (2022, p. 217) also highlighted the distinct benefits from peer 

learning approaches in clergy stating, ‘equals’ can offer “…support … wisdom and 

openness resulting in learning from each other”. These findings, unlike the previous 

US works, begin to uncover the possible approaches that may be taken to support 

clergy self-care. When taken together, despite population differences, this study, and 

this thesis works break ground on possible primary prevention approaches for an 

occupational group with clear complex health and wellbeing needs. 

2.9 Chapter conclusion - Search Findings and Aims  

The existing literature points towards several broad clergy holistic health and 

wellbeing issues. Significant gaps in UK research have also been identified.  
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2.9.1 What is Known 

• Collectively the UK and international research presents an argument for 

holistic health concerns in clergy trans-denominationally across the mental, 

emotional, occupational, physical, spiritual, and social health domains. 

• Clergy health and wellbeing is complex. Health is holistic and multifaceted. 

To comprehensively explore clergy health and wellbeing, examinations must 

be executed using a holistic lens.  

In the denominations and cohorts investigated: 

• Clergy can experience feelings of strong role calling. However, clergy in 

their callings are not immune to significant holistic health issues.   

• Clergy roles are complex. Clergy undertake many sub-roles as part of their 

vocation. Due to role ambiguity, and ill-defined expectations, clergy, may 

experience high job demands and may be at risk of subsequent occupational 

health issues such as burnout. 

• Clergy occupational health transcends the individual, being both an 

individual and organisational responsibility.  

• Health is impacted by individual behaviours and wider influences (e.g., 

community, social norms, government agenda etc.). When considering 

occupational recommendations, the use of a framework, such as the 

socioecological model, may be beneficial.  

• Clergy health and wellbeing support appears on the radar of some 

denominations. There appears however, some issues with clergy’s ability to 

access or fully engage in said support due to resources (e.g., time or poor fit).  
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• Planned, tailored, longitudinal clergy health interventions (e.g., that of 

Spirited Life) (Proeschold-Bell & Byassee, 2018; Proeschold-Bell et al., 

2017) appear to promote significant positive health behaviour change. This 

suggests some clergy are open and willing to change.   

• There is a clear theological imperative to self-care. Researchers should be 

aware and sensitive to the place of theological, and religious practices, 

vocational calling, religious coping, spiritual experience, and manifestations 

(e.g., hearing from God).  

2.9.2 What is Unknown 

There is no UK occupational holistic health and wellbeing research, to date, 

in the Baptist denomination, as such, the following is unknown in the UK:  

• The current state of Baptist clergy holistic health.  

• The current self-care practices undertaken by Baptist clergy.  

• Their perceived barriers and facilitators to holistic self-care.  

• The barriers and facilitators to comprehensive congregant and church / 

organisational level clergy self-care support in the UK Baptist denomination.  

• The effects of any tailored occupational holistic health promotion 

interventions. Therefore, additionally: 

• The styles and features of health promotion interventions which 

are deemed acceptable and are feasible for promoting behaviour 

change in this occupational group. 
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Chapter 3: Health and Wellbeing of Baptist Church Clergy: A 

Descriptive Study 

3.1 Introduction  

As discussed in Chapter two, UK and international research highlights health 

and wellbeing concerns among clergy trans-denominationally. Little is known about 

the health and wellbeing of UK clergy in general, however, and there is no research, 

to date, profiling the health and wellbeing of UK Baptist clergy. This represents an 

important knowledge gap as population health profiling is a necessary foundational 

step prior to any action or intervention to address health disparities. In response to 

this distinct knowledge gap, the current study aims to establish a profile of the 

holistic health and wellbeing of UK Baptist, clergy comparing findings to general 

adult population data and available Christian clergy data.    

This chapter details the methodology used to obtain health and wellbeing 

data from a sample of UK Baptist clergy. Data were collected using an online 

questionnaire comprising validated quantitative measures of spiritual, mental, 

physical, social, financial, and occupational health. A description of the sample’s 

health and wellbeing is presented in relation to meaningful comparator data. 

Following the presentation of results, the findings are considered within the wider 

research context, including the impacts of COVID-19 and restrictions. Despite the 

sample being smaller than desired, sufficient data were collected to facilitate 

comparison with international clergy and general population data, providing a 

preliminary descriptive health and wellbeing profile. Findings suggested that the 

health and wellbeing profile of this sample was broadly consistent with that of clergy 

internationally.  
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3.2 Research Questions  

This exploratory study set out to address two research questions: 

1. What is the holistic (spiritual, mental, physical, social, financial, and 

occupational) health and wellbeing profile of UK Baptist clergy? 

2. How does the sample’s health and wellbeing profile compare to the 

extant trans-denominational Christian clergy literature and general UK adult 

populations? 

3.3 Method  

This study involved administration of an online questionnaire to UK Baptist 

clergy (Appendix C). The sections below detail the method used.   

3.3.1 Sampling 

This study set out to secure the participation of a representative sample of 

UK Baptist clergy to make generalisations concerning health and wellbeing in this 

population. Public data are not available on the precise number of practicing Baptist 

clergy; however, it is estimated that approximately 1,400 Baptist clergy are 

accredited and practicing with the Baptist Union of Great Britain (Baptists Together, 

n.d.-b; T. Fergusson, personal communication, October 6, 2021). On this basis, with 

the confidence level set at the 5% level (alpha = .05) a minimum sample size of 302 

cases was required to adequately power the analysis, according to the online sample 

size calculator (Calculator.net, n.d.).  

An invitation to participate in this study was posted on Facebook, LinkedIn, 

and The Sheldon Hub (a trans-denominational clergy support website). The 

invitation was also directly messaged by the author to individual churches. 
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Additionally, the flyer was posted in closed networks (such as private collaboration 

and prayer networks) and sent to personal contacts within the Northern Baptist 

Association, Scottish Baptist College, and South Wales Baptist Association. Clergy 

friends and family also voluntarily reposted the advert and snowballed the invite 

within their own networks.  

De Man et al. (2021, pp. 1-2) suggest five key considerations for online 

survey-based studies to maximise representativeness. These were adhered to as 

follows:  

1) The presentation of balanced information to avoid attracting sub-groups. 

This study was presented as a clergy health and wellbeing questionnaire. 

Participants were invited to share their health and wellbeing status as it relates to 

their ministry irrespective of current health, fitness, or disability status.  

2) Using a broad selection of items to measure the participant 

characteristics.  

Care was taken to obtain data on participant characteristics using items that 

collected rich individual data, whilst protecting anonymity.  

3) Using multimodal advertising strategies, and the inclusion of a quick 

response (QR) code on flyers.  

The invitation to participate was voluntarily distributed by supportive clergy 

to their colleagues. It was also emailed, posted on social media, featured on a 

prominent trans-denominational clergy support website, and included a QR code for 

ease of access. 
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4) Minimising questionnaire length.  

During piloting, the questionnaire completion time was confirmed at 

approximately 20-minutes. Where available, short, validated measures were used in 

preference to longer versions. For instance, the 7-item Short Warwick-Edinburgh 

Mental Wellbeing Scale (SWEMWBS [Stewart-Brown et al., 2009]) was used in 

preference to the original 14-item version. 

5) Disseminating results to participants.  

The participant information sheet indicated that results of the study would be 

disseminated on request to those who participated using clear language void of 

jargon.  

3.3.2 Questionnaire Piloting  

Prior to questionnaire administration, a pilot was run with five volunteers. 

The purpose of the piloting exercise was to ensure that the instructions and 

questionnaire items were understood, that all links worked across devices, and that 

the questionnaire took no longer than 20-minutes to complete. From this pilot, minor 

adjustments for clarity and clergy specificity were made.  

3.3.3 Questionnaire Administration  

Ethical approval for the study was granted in late 2019 and the questionnaire 

went live on 31st January 2020. The original intention was to make the questionnaire 

available for six months to maximise the likelihood of securing a representative 

sample. Due to the impact of COVID-19 however, it was decided, upon discussion 

with key clergy and the author’s academic supervisor, that the questionnaire should 
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close early. Despite initial interest, as the events of COVID-19 took hold, 

questionnaire responses dwindled, and eventually ceased. It was mutually agreed that 

due to the unprecedented additional psychosocial-spiritual demands created by 

COVID-19, the questionnaire may be perceived as an undesirable added burden on 

clergy. Moreover, it was feared that the extraordinary and unique pressures of the 

period may produce results that were not reflective of clergy health and wellbeing 

during ‘normal’ times additionally having limited applicability beyond this period. 

Data collection therefore ceased on 26th March 2020, coinciding with the start of the 

first UK lockdown.  

3.3.4 Analytical Approach  

To address the aims of this study, a two-fold approach was taken. On 

measures for which published threshold scores are available, descriptive statistics 

(means and standard deviations) were calculated. This included the measures of body 

mass, sleep quality, burnout, spiritual health, mental wellbeing, and work-related 

rumination. These scores were compared to data and norms from the general adult 

population. For other items, frequencies and percentages were calculated (e.g., social 

health items) and, where available, percentages were compared with UK population 

data. Findings were interpreted and compared, in the discussion section, to the extant 

trans-denominational UK and international clergy literature, describing the profile in 

the wider clergy context.  

3.4 Questionnaire Measures  

The questionnaire was divided into eight sections aiming to capture data across 

several demographic, health and wellbeing domains. Six widely used and validated 

multi-item measures of health and wellbeing were selected due to their use within 
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published UK occupational psychology research and thus available adult population 

data with which to compare findings. 

3.4.1 Consent Questions 

The questionnaire began with eight standardised consent questions for online 

questionnaires, set by the University of Nottingham ethics committee (see section 

3.5 for all ethical considerations). 

3.4.2 Occupational and General Demographic Data 

These sections included six items regarding level of leadership, 

denomination, size of congregation, rough location, years of service, and one 

screening question to ensure responses from UK church leaders only. Additionally, 

three demographic questions were included comprising gender, marital status, and 

age. These questions sought to describe the cohort and allow for stratification of 

findings according to these characteristics. These items and characteristics are 

similar to those used in UK and international clergy research (Hileman, 2008; Lee & 

Iverson‐Gilbert, 2003; Proeschold-Bell et al., 2017; Rolph et al., 2014; Rolph & 

Rolph, 2008). 

3.4.3 Working Hours 

As some clergy have definitive contracted hours and others have more fluid 

working time expectations, this question was split into two avenues. Initially 

participants were asked if they have contracted working hours, by a ‘yes’ or ‘no’ 

response. Participants were then taken to three designated questions exploring the 

number of hours worked in either their ‘contracted’ or fluid ‘expected’ hours.  
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As discussed in Chapter two, US research shows clergy willingly working 

excessive ‘on-call’ hours and spending substantial time in other unpaid work-related 

activities (Lifeway Research, 2015). Three items were therefore used to gauge the 

number of hours in activities relating to ministry: How many hours per week in 

‘expected’ or ‘contracted’ paid work activities, how many hours on call, and how 

many hours in unpaid additional activities (e.g., house group). Answer options were 

offered on Likert scale in four-hour bands from one hour to >61 hours.      

3.4.4 Spiritual Health 

Proeschold-Bell et al. (2014) state that measuring clergy spiritual wellbeing 

has been largely neglected in the literature, yet this is an important area to consider 

as positive spiritual wellbeing is shown to be a protective factor against depressive 

symptoms in clergy (Milstein et al. 2020). Amongst the available measures in 

clinical and psychological research, no agreed primary measure exists (Monod et al., 

2011, p. 1348). Many of the tools in use are also narrow in their search (e.g., 

exploring spiritual coping, or spiritual needs) neglecting the place of spiritual health 

as a general health facet. The freely available Spiritual Health and Life Orientation 

Measure (SHALOM) (Fisher, 2010) however, builds upon the Spiritual Health in 

Four Domains Index (SH4DI [Fisher et al., 2000]) tool, condensing the measure to 

20 items and rigorously validity testing the tool across populations and languages. 

The tool provides a reliable yet relatable tool for clergy to identify with (Fisher, 

2014; Timmins & Caldeira, 2017). The tool explores spiritual wellness across four 

domains: personal, communal, environmental, and transcendental. The questionnaire 

asks the participant to reflect on five questions in each domain, rating each twice on 

a five-point scale for current lived experience of spiritual wellbeing, and how 
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important the item is for their ideal state of spiritual wellbeing (Appendix C). Two 

scores are generated for each item, and the dissonance between the scores is used as 

a guide to individual spiritual health. The tool can be further subdivided into the four 

domains as follows: 

 Personal items - five, nine, 14, 16, 18 

Communal items – one, three, eight, 17, 19  

Environmental – four, seven, 10, 12, 20 

Transcendental – two, six, 11, 13, 15 

Comparing the lived experience to the individual ideals, calculating the 

dissonance between the two, indicates a level of perceived individual spiritual 

wellness. 

3.4.5 Self-rated Health  

Self-rated health measures are widely accepted in the UK and often used to 

explore the perceptions of individuals against more rigorous measurements (e.g., 

sedentary behaviour, disease risk, biomarkers etc.) (Chaparro et al., 2019; Kivimäki 

et al., 2004; ONS, 2019a; Wilson et al., 2019). Self-rated health was used in this 

study to gauge the knowledge and perceptions of participants’ health with other 

questionnaire measures e.g., SHALOM dissonance and self-rated spiritual health.   

Self-rated health data was collected across three health domains: spiritual, 

mental, and physical. Participants were asked in a single item for each “In general, 

how would you rate your (spiritual, mental or physical) health?” Five options were 

available ‘Excellent, Very good, Good, Fair, and Poor’. This item’s wording was 

taken from popular literature (e.g., Bennet & Lindström, 2018; Chaparro et al., 

2019). 
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3.4.6 Mental Wellbeing   

Mental wellbeing was assessed using the Warwick-Edinburgh Mental 

Wellbeing Scale (Warwick Medical School, 2021). To minimise questionnaire 

completion time, the short seven item SWEMWBS version was used in preference to 

the full 14-item version. This tool was selected due to its accuracy, validity, 

widescale international use, and positively worded questions. Despite the positive 

wording of the measure, and its focus on mental wellbeing, it has been benchmarked 

with common depression and anxiety scales (PHQ-9 and GAD-7) (Shah, 2020). This 

makes the short seven-item measure an ideal gauge of both mental health and 

wellbeing.  

SWEMWBS asks participants to describe their perceptions over the past two 

weeks in seven statements e.g., ‘I’ve been feeling optimistic about the future’, rating 

their experience on a five-point scale ‘None of the time, Rarely, Some of the time, 

Often, and All of the time’ (Stewart-Brown et al., 2009). Scores are given from one 

to five and totalled to provide an overall score. As SWEMWBS is a shortened 

version of WEMWBS, raw scores must be transformed to a metric score using the 

table provided by the measure’s authors (Stewart-Brown et al., 2009).   

UK population samples provide a mean score of 23.5 (SD 3.9) (Ng Fat et al., 

2017). It was determined that a low mental wellbeing range sits <19.5 and high 

wellbeing sits >27.5, with medium wellbeing sitting between these ranges (Ng Fat et 

al., 2017). With reference to the standardised PHQ-9 and GAD-7 depression and 

anxiety scales, scores >21 suggest no presence of depression or anxiety, scores of 

18-20 indicate possible depression or anxiety, scores of <18 indicate likely 

depression or anxiety (Shah, 2020).  
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3.4.7 Clinical Supervision Opportunities  

Although there is no single definition for clinical supervision, the Health and 

Care Professionals Council (2021, para. 1) state, “…at its core, supervision is a 

process of professional learning and development that enables individuals to reflect 

on and develop their knowledge, skills, and competence, through agreed and regular 

support with another professional.” Supervision, and / or talking therapies for 

debriefing around the role not only support the individual but aim to improve the 

quality of care that is provided to service users (in this case, congregants) (Health & 

Care Professions Council, 2021). Given the counselling style expectations in many 

ministry roles (Barnett et al., 2007) and the potential for harmful congregant ‘toxic’ 

approaches to their clergy (Proeschold-Bell et al., 2011) levels of support in the form 

of clinical supervision provision were assessed in this study using a single item.  

Participants were asked if they have the opportunity for regular clinical 

supervision, and given the options of: ‘No, Yes – self-funded, Yes – Church funded, 

Yes – funded by an outside agency, and Yes – I have the opportunity but I do not use 

this service’.  

3.4.8 Work Related Rumination   

Due to the intense work hours and way of life expectations on clergy 

(Baptists Together, 2011, p. 3; Lifeway Research, 2015) work related rumination 

was assessed. Concerning work related rumination patterns arise when thinking 

about work becomes uncontrollable or affects an individual’s health and wellbeing 

(Cropley et al., 2016, p. 2). Rumination may, in some circumstances, however, be 

positive and aid in problem solving (Cropley, 2015). Therefore, positive and 

negative ruminative thoughts were assessed using the validity tested and reliable 
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Work Related Rumination Questionnaire (WRRQ) (Cropley et al., 2012; Cropley & 

Collis, 2020; Querstret et al., 2016; Syrek et al., 2017). This 15-item measure, 

assesses rumination across three categories: problem solving rumination, 

detachment, and affective rumination.  

This measure asks participants’ current feelings on a set of 15 items with five 

possible responses, rated one to five e.g., ‘Are you troubled by work-related issues 

when not at work?’, ‘Very seldom, Seldom, Sometimes, Often, Very often or 

always’ (Cropley et al., 2012). Low rumination scores across the three sub-categories 

range between five and 10, medium between 11 and 19, and high rumination scores 

range between 20 and 25 (Cropley, 2015).  

3.4.9 Social Health  

Due to the known complexities in clergy social health expression and 

maintenance (Graveling, 2018a; Jenkins, 2018; Larson, 2020) two single item 

questions were included. Measures of social health were taken from the large scale 

repeated European Social Survey (European Social Survey European Research 

Infrastructure [ESS ERIC], 2018). The first single item asked participants how often 

they met socially with friends, seven possible answers were provided: ‘Never, Less 

than once per month, Once per month, Several times per month, Once a week, 

Several times a week, Every day’. The second item asked, by answer of yes or no, if 

participants had anyone with whom they could discuss their intimate and personal 

matters with.    

3.4.10 BMI 

BMI is a widely accepted method used in global health to assess an 

individual’s body weight to height ratio, it assesses if the individual carrying too 
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much weight for their height, and given their described lifestyle, if this extra weight 

is likely to be fat or muscle (NICE, 2022). This questionnaire asked participants to 

provide their height and weight (in metric or imperial units) their BMI was 

calculated at data cleaning using a standard BMI calculation chart (British Heart 

Foundation, n.d.).  

The NICE (2022) guidelines were followed regarding scoring: 

Underweight – scores <18.5 

Healthy weight – scores between 18.5 and 24.9 

Overweight – scores between 25 and 29.9 

Obese – scores between 30 and 39.9 

Severely obese – scores >40 

3.4.11 Physical Activity   

When exploring leisure time physical activity, it is useful to consider length 

of time, intensity, and number of days in which the activity is carried out. The NHS 

(2021c) recommends strengthening activities on at least two days per week, and at 

least 150-minutes of moderate intensity (or 75-minutes of vigorous intensity) activity 

spread over four to five days per week.  

The validated Nordic Physical Activity Questionnaire-short (NPAQ- short 

[Danquah et al., 2018]) which combines moderate and vigorous physical activity, 

asks participants on a typical week how much time they spend in moderate and 

vigorous physical activity, recording sessions that last over 10-minutes. This study, 

in response to some participant comments during piloting, expanded answer options 

from the original measure’s five potential hour and minute bands, to 10-minute 
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increments starting at zero to >150-minutes. Additionally, this study asked how 

many days per week participants engaged in this type of exercise.  

Strengthening exercises are important throughout the lifespan to maintain 

muscle and bone strength (Department of Health and Social Care, 2019; Mayo Clinic 

Staff, 2023). Although no strict time guidelines are given, it is recommended that all 

major muscle groups are worked twice a week, where the muscles become 

temporarily fatigued (circa 20 – 30-minutes) (Davies et al., 2019; Mayo Clinic Staff, 

2023). A second item, therefore, following the same answer options as moderate and 

vigorous physical activity (the amount of time and number of days) was included for 

strengthening exercises. 

3.4.12 Sleep Quality  

Quality sleep is an essential, but often neglected, component of health and 

wellbeing (Pacheco & Singh, 2023; Summer, 2022). One in six UK adults are 

surviving on an unhealthy six hours or less of sleep per night, and one in three 

reports sleeping seven hours per night (Smith, 2020). Waking impairments, accidents 

and injuries can be seen at this level of sleep (e.g., car accidents) (Sprajcer et al., 

2022). This study, therefore, sought to profile the quality and possible subsequent 

day time fatigue in this cohort.  

The Basic Nordic Sleep Questionnaire-short (BNSQ – short) provided a 

validated, reliable, and well cited measure to analyse this cohorts’ sleep quality. The 

full measure consists of 21 items (Partinen & Gislason, 1995) but was successfully 

shortened to a five-item measure by Dalgaard et al. (2014). The measure asks 

participants to rate their experience of five items in the past four weeks e.g., Have 

you had difficulties falling asleep? Five possible responses are offered, rated one to 
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five: ‘Never or almost never, Less than once per week, On 1-2 days per week, On 3-

5 days per week, Every night or almost every night’. Scores are totalled with 

possible ranges from 5-25, the higher the score the greater the presence of 

dysregulated sleep.  

Although there are no strict score bands for this measure, Dalgaard et al. 

(2014) in their study of workers experiencing occupational stress, cited 13.73 as a 

mean score in their treatment group, and 14.46 in their untreated control group at 

four-month follow up. These figures may be used as a guide in addition to analysis 

of the volume of participants experiencing regular difficulties with sleep quality or 

daytime fatigue.    

3.4.13 Past Medical History  

Certain long-term health conditions are associated with increased mortality 

risk, co-morbidities, and reduced quality of life (NHS Digital, 2019a, 2019b). To 

comprehensively profile the whole health of clergy, obtaining a picture of underlying 

illness, disease, and disease risk is advantageous.  

Participants were asked to select from a range of common disabling physical 

health conditions ticking all that apply, a free text ‘other’ option was also provided. 

The items listed were known common health conditions, largest causes of health 

impairment, working days lost, disability, and death. They were selected from the 

latest UK data on disability, disease, and occupational health and wellbeing (Allergy 

UK, n.d.; Department of Health, 2014; Harvard Health Publishing, 2022; NHS, 

2021a; NHS Digital, 2019a; 2019b; ONS, 2019b; Schat et al., 2005).  
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3.4.14 Nutritional Intake and Awareness 

Several clinical measures exist to assess nutritional intake, however, these are 

usually used for at risk patients to ensure optimal nutritional intake during illness and 

recovery. The assessment of dietary healthfulness in healthy adults is more 

challenging. The author sought the advice of Professor Langley-Evans, head of 

Biosciences at the University of Nottingham, used government guidelines (NHS, 

2021b; Public Health England, 2016a, 2016b) the Whitehall II - Stress and Health 

Study (University College London, 2012) Diet Quality Index (INDDEX Project, 

2018) and personal clinical knowledge as a registered healthcare professional to pose 

questions that would assess both nutritional intake and knowledge.  

This section comprised three questions. The first question asked participants 

to select their usual type of diet e.g., ‘No restriction, Flexitarian, Vegan, Pescatarian’ 

etc. This was an assessment of knowledge on healthful nutritional choices (Song et 

al., 2016; Tomova et al., 2019) and bio-spirituality (e.g., that observed by long living 

Seventh Day Adventists) (Nath, 2010). 

The second question sought to assess knowledge, and posed four statements 

around knowledge of portion size, macro and micronutrients, government guidelines, 

and processed food consumption e.g., ‘I am aware of the saturated fat, sugar, salt 

guidelines and generally stick to them’. Five response options were provided: 

‘Strongly agree, Somewhat agree, Neither agree nor disagree, Somewhat disagree, 

and Strongly disagree’.   

The final question, 11 items, asked participants over the past 12 months on 

average how much they consumed the items listed. The items included red meat, 

wholegrains, heavily processed foods, added salt, added sugar, and fruits and 

vegetables etc. The 10 answer options aligned with the Whitehall II - Stress and 
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Health Study (University College London, 2012) and included: ‘Never, Less than 

once / month, 1-3 per month, Once a week, 2-4 per week, 5-6 per week, Once per 

day, 2-3 per day, 4-5 per day, 6+ per day’.   

3.4.15 Burnout  

To assess burnout, this study used the 16 item Oldenburg Burnout Inventory 

(OLBI) (Demerouti et al., 2001) that measures disengagement and exhaustion. The 

OLBI was selected in preference to the widely used Maslach Burnout Inventory (on 

which the FBI is based) based on length (16 items versus 22) and cost (the OLBI is 

freely available without a royalty payment to the copyright holder). The components 

of the Maslach Burnout Inventory are very similar to the OLBI, however, the OLBI 

is preferred by some due to the acknowledgement of both the physical and cognitive 

elements of the exhaustion factor (Nwosu et al., 2020). Additionally, the 

‘psychometric balance’ has been praised due to the use of both positive and negative 

wording (e.g., ‘I always find new and interesting aspects in my work’, and 

‘Sometimes I feel sickened by my work tasks’) (Demerouti et al., 2003; Nwosu et 

al., 2020, p. 2). Finally, the convergent validity of the OLBI with the Maslach 

Burnout Inventory has been tested and supported (Demerouti et al., 2003). 

Eight items each cover disengagement and exhaustion. Four possible answer 

options are provided, scored one to four (seven items are reverse scored): ‘Strongly 

agree, Agree, Disagree and Strongly disagree’. The items relating to either 

disengagement or exhaustion are totalled, and the mean score is used to gauge 

unhealthy levels in each domain. A mean score >2.25 indicates high levels of 

exhaustion, and scores of >2.1 indicate high levels of disengagement (Peterson et al., 

2008). 
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Scores can be further categorised as follows (Peterson et al., 2008): 

Non-burnout - Low exhaustion and low disengagement     

Disengaged - Low exhaustion and high disengagement   

Exhausted - High exhaustion and low disengagement   

Burnt-out - High exhaustion and high disengagement  

3.4.16 Financial Health  

As it is known that some clergy are bi-vocational (Samushonga, 2019) a 

single item was included asking if participants hold any secondary employment to 

supplement their church income. Three answer options were provided: ‘Yes, I have a 

second job where I am employed, Yes, I am self-employed in another role; and No, I 

do not have any other form of employment’.  

Additionally, a further single item was adopted from a highly cited British 

article exploring the relationship between subjective financial wellbeing and health, 

namely personal economic strain (Arber et al., 2014, p. 14). The item asked 

participants to consider their weekly or monthly income and rate their ability to 

make ends meet. Four options were given: ‘Very easily/ easily, Fairly easily, With 

some difficulty, or With difficulty/ with great difficulty’.  

3.4.17 Holistic Health Comprehension and Perceived Permission to Self-care  

Two final questions were included to align with data produced in Proeschold-

Bell et al.’s (2011) theoretical model of clergy health. This work identified the 

complex web of knowledge, skills, support, and environmental determinants that 

influence a clergy members self-care adherence.  

The first two item question asked if participants feel they have permission 

and support to self-care by their church leadership, and secondly by their 
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congregation. Four answer options were available: ‘Yes always, Yes sometimes, 

Only on rare occasions, and No never’. The second question sought to gauge 

individual knowledge on holistic health as it relates to self-care and ministry.  The 

question asked if clergy felt that caring for their physical and mental health was an 

important factor for ministry. Four answer options were available: ‘Yes definitely, 

Yes, but not as important as my spiritual health, Not really, only when I have time, 

energy etc., and Not at all important’.   

3.5 Ethical Considerations 

3.5.1 Institutional Approval  

Ethical approval for this study was granted on the 2nd December 2019 by the 

University of Nottingham, faculty of Medicine and Health Sciences (reference 

DPAP -2019-0393-2) (Appendix P).  

3.5.2 Consent  

Consent was obtained at the start of the questionnaire. Participants could not 

proceed without acknowledging eight standardised consent questions approved by 

the University of Nottingham, faculty of Medicine and Health Sciences ethics 

committee. These questions confirmed the participants age, their awareness of where 

to seek support if they had study related questions, alongside confirming they had 

read and understood the study outline, procedure, expectations, and voluntary nature 

of the study.  
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3.5.3 Risk of Coercion  

To avoid any undue pressure or implied coercion, advertising materials were 

worded neutrally. Generic flyers (Appendix Q) were designed and distributed via 

social media and through links with the BUGB. The wording and imagery selected 

was clear, concise, informal, and non-judgemental. It was clear in email and social 

media advertising that participation was voluntary.  

3.5.4 Confidentiality and Anonymity  

Confidentiality and anonymity were maintained through the data collection 

processes employed and the use of Online Surveys (Online Surveys, n.d.). 

Participants did not divulge any identifying data and submitted all responses through 

the secure online questionnaire hosting site. Due to the nature of the questionnaire 

design, once submitted, it was not possible to identify any specific individuals. This 

process was clearly outlined in the participant information sheet which was attached 

in the consent section at the start of the questionnaire.  

3.5.5 Further Support  

Participants were provided with a list of support agencies at the end of the 

questionnaire. The contact details of agencies including Mind, Crossline, and the 

NHS website, were provided should participants feel the need to discuss or explore 

any of the health and wellbeing matters raised in the questionnaire. 
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3.6 Results  

3.6.1 Demographic Characteristics  

As detailed in section 3.3.1, the study was promoted through various 

channels, and it is impossible to know what proportion of the approximately 1,400 

UK Baptist clergy viewed the invitation to participate. As such, a response rate 

cannot be determined.   

Participants’ socio-demographic characteristics are displayed in Table 3. 

Fifty-five respondents completed the questionnaire. Participants ranged from 21 - 69 

years old, with the mean age of 34 (SD = 11.15). The gender split in this sample 

(67% male), is similar to that of Proeschold-Bell et al.’s (2017) study where 69% of 

their participants were male. Similarly, in both this study and Proeschold-Bell et al.’s 

(2017) work, 89% of participants were married. 

Table 3 

Participant Sociodemographic Characteristics 

 
N (%) 

Gender  

Male 37 (67) 

Female  18 (33) 

Age  

<29 2 (<5%) 

30-39 11 (20) 

40-49 10 (18) 

50-59 20 (36) 

60-69 12 (21) 

Marital status   

Single 4 (7) 

Married 49 (89) 
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Divorced  2 (<5%) 

Note. Percentages have been rounded to the nearest whole number. 

3.6.2 Occupational Characteristics  

Participants’ occupational-demographic characteristics are displayed in Table 

4. Most respondents (85%) identified as the main pastor in their church, while a 

further 9% reported being an associate pastor. The remainder were youth pastors 

(<5%) and one person was a ‘minister to ministers’.   

Respondents reported having a mean of 16 years (SD = 12.09) of professional 

experience, and 93% of clergy served congregations of <200, with a majority serving 

an urban community.   

Table 4 

Participant Occupational Characteristics 

 
N (%) 

Role    

Main minister (e.g., senior pastor) 47 (85) 

Co-minister (e.g., associate pastor) 5 (9) 

Youth pastor / leader 2 (<5%) 

Other  1 (<5%) 

Years of experience   

<5 13 (24) 

6 -10 13 (24) 

11-20 12 (22) 

21-30 9 (16) 

31-40 8 (14) 

Congregation size   

50 or less 19 (34) 

51-100 20 (37) 

101-200 12 (22) 
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201-300 1 (<5%) 

301-400 1 (<5%) 

401-500 1 (<5%) 

More than 501 1 (<5%) 

Community style  

Rural  9 (16) 

Urban  26 (47) 

Mixed  20 (37) 

Note. Percentages have been rounded to the nearest whole number. 

 

3.6.3 Descriptive Statistics and Internal Consistency  

Descriptive statistics and scale reliability coefficients are displayed in Table 

5. The Cronbach’s alpha coefficient was used as a measure of internal consistency 

for multi-item scales, with a coefficient of >.7 indicating acceptable internal scale 

reliability (Morgan et al., 2013). Using this threshold, the BNSQ-short α fell just 

below this threshold at .69.  

The detachment sub-scale of the Work-Related Rumination Questionnaire 

was eliminated due to a coefficient of .32. Selective use of the questionnaire’s sub-

scales is consistent with the approach of the measure designers, who have selected 

from the three sub-scales, eliminating elements to provide the most meaningful 

analysis (Cropley et al., 2016; Cropley et al., 2017; Firoozabadi et al., 2018; 

Querstret et al., 2017). 
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Table 5 

Descriptive Statistics and Internal Reliabilities  

Measure  
 Items Observed Range 

(possible range) 

M SD α 

SHALOM
a,e

  – Part A  20 72 – 98 (20 – 100) 83.9 6.4 .78 

SHALOM
e
 – Part B  20 41 – 96 (20 – 100) 68.5 10.9 .90 

SHALOM
e
 – difference    N/A 0 – 36 (0 -99) 15.4 8.99 N/A 

SWEMWBS
b
  7 16.4 – 35 (7 -35) 21.7 3.5 .86 

Affective rumination  5 5 – 25 (5 – 25) 16.2 5.3 .96 

Problem-solving rumination   5 10 – 25 (5 – 25) 17.2 3.0 .72 

Detachment   5 8 – 20 (5 – 25) 14.3 2.2 .32 

BNSQ
c
 Short

 
  5 6 – 25 (5 -25) 14.4 4.4 .69 

OLBI
d
 – Disengagement   8 1 – 3.25 (1 – 4) 2.16 .48 .73 

OLBI - Exhaustion   8 1 – 3.75 (1 – 4) 2.51 .52 .83 

a - Spiritual Health And Life-Orientation Measure (SHALOM) 

b - Short Warwick Edinburgh Mental Well-Being Scale (SWEMWBS) 

c - BNSQ - Basic Nordic Sleep Questionnaire (BNSQ Short) 

d - Oldenburg Burnout Inventory (OLBI) 

e - Partial listwise deletion was used on the SHALOM data, see section 3.9.5. 
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3.6.4 Spiritual Health  

SHALOM relies on participants providing two scores. A third score is 

calculated indicating the dissonance between their ideal state of spiritual wellbeing 

and their current lived experience. Results are displayed in Table 6. Lived experience 

and ideal spiritual wellbeing totals produced a mean difference of 15.4 with an 

observed range of 0-36 (possible range 0-99). This is substantially higher than other 

high-pressure roles such as palliative care doctors, who showed a dissonance of 1.5 

(Fisher & Brumley, 2012). 

SHALOM can be further sub-divided in to four categories of spiritual 

wellbeing, personal, communal, environmental, and transcendental. Other than the 

environmental domain, there appears a substantial difference between participants 

ideals and their current lived experiences. Previous studies that have used this 

measure (with participants both with and without a declared religious orientation) 

have found a difference, however, that difference has been small (Fisher, 2012; 

Fisher & Brumley, 2008, 2012). A tentative takeaway, therefore, from this cohort 

may be that their perceptions of ideal spiritual wellbeing may be unattainable or 

unrealistic when considering their lived experiences, creating a potential spiritual 

wellbeing disharmony. To ascertain a deeper understanding of the general 

dissonance, suitability, accuracy, and acceptability of this measure further research 

among UK clergy would be advantageous.  
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Table 6 

The Dour Domains of SHALOM 

 
Ideal  

M (SD) 

Current lived 

experience  

M (SD) 

Dissonance 

Personal  22 (2) 17.8 (3.7) 4.2 

Communal 23.3 (1.8) 18.9 (3.2) 4.4 

Environmental 14.4 (4) 13.8 (4.4) 0.6 

Transcendental  23.8 (1.4) 18 (3.2) 5.8 

 

3.6.5 Mental Wellbeing  

Mental wellbeing was gauged using SWEMWBS, an item regarding 

psychological support, and one item regarding self-rated health. The mean wellbeing 

score ascertained from SWEMWBS in this cohort was 21.7 (SD = 3.5). This score 

falls below the national average of 23.5 (SD 3.9) (Ng Fat et al., 2017). As per the 

tool’s instructions, there are no definitive score ranges for wellbeing. The tool, 

however, uses the mean population score and standard deviation to estimate high 

wellbeing at >27.4 and low wellbeing at <19.6 (Warwick Medical School, 2021) 

medium wellbeing sitting in between those scores. Based on this, it can be 

determined that the current study’s clergy fall below the national average and sit at 

the lower end of medium (Ng Fat et al., 2017). Overall, 16 participants (29%) sat in 

the low wellbeing range and three participants (5%) sat in the high wellbeing range. 

With reference to the PHQ-9 and GAD-7 depression and anxiety scales, therefore, 

29% of this cohort may be experiencing depression and / or anxiety (Shah, 2020). 

Notably at the item level of SWEMWBS (Table 7) 16 (29%) stated they have never 

or rarely been feeling relaxed, and 11 (20%) stated they have never or rarely been 



95 

feeling close to others over the past two weeks. Additionally, when asked to self-rate 

their mental health, 24 (44%) participants in this study self-rated their mental health 

as poor or fair, and 31 (56%) rated their mental health as good, very good, or 

excellent.  

Table 7 

SWEMWBS Item Level Responses  

SWEMWBS items   
Number of participants citing in the last two 

weeks, they have never or rarely been: 

n (%) 

Feeling optimistic  4 (7) 

Feeling useful  7 (13) 

Feeling relaxed 16 (29) 

Dealing well with problems  7 (13) 

Thinking clearly 2 (4) 

Feeling close to others 11 (20) 

Able to make up own mind 1 (2) 

Note. Percentages have been rounded to the nearest whole number. 

 

Due to the known stressors of the role, clergy mental health concerns 

internationally, and varied role expectations, participants were asked if they had 

access to psychological support. Results are shown in Table 8. It is notable therefore 

that only 11 (20%) had access to church or outside agency funded support. Six 

(11%) participants were seeking self-funded support, and 38 (69%) stated they did 

not have any access to psychological support.  
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Table 8 

Phycological Support  

Do you have the opportunity for regular clinical 

supervision, counselling, or other talking therapy for 

reflection regarding your role?   

N (%) 

Yes – self-funded 6 (11) 

Yes – church funded 5 (9) 

Yes, funded by an outside agency 1 (<5%) 

Yes, I do have the opportunity but do not use it 5 (9) 

No  38 (69) 

Note. Percentages have been rounded to the nearest whole number. 

 

The SWEMBS score, self-rated health, and access to support suggest there 

are a significant proportion of clergy in this study with lower mental health and 

wellbeing, and there appears a deficit in support being accessed and / or provided. 

This highlights the necessity for future research, interventions, and evidenced based 

support strategies, to support clergy in the facet of mental health and wellbeing.  

3.6.6 Physical Health  

Clergy physical health was measured using a combination of tools, measures 

and self-rated items including, BMI, nutritional status, past medical history, physical 

activity, sleep, and self-rated health.  

3.6.6.1 Past Medical History. 

Participants were asked to select any past physical medical history against 

common medical problems linked with poor quality of life, related illness, and 

disease. Results (Table 9) show 27 (49%) participants stated they did not have past 

or current physical health concerns, while three (6%) voluntarily disclosed mental 
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health issues. Amongst those with physical health issues, the most commonly cited 

were hypertension (nine, 16%), and musculoskeletal issues (six, 11%). These figures 

are notable in terms of potential absenteeism. In an analysis of working days lost in 

the UK in 2018, 19.7% were due to musculoskeletal issues, and 3.4% were due to 

hypertension (ONS, 2019b).  

The current study showed 28 (51%) had a longstanding medical condition. In 

a 2018 review of 8,178 adults, 43% of UK adults were shown to have a longstanding 

medical condition (physical and mental) (Moody, 2019) this is slightly lower than 

the current study. The most commonly cited concerns in this same 2018 review 

indicated that 17%, cited musculoskeletal issues (higher than the current study’s 

findings) and 11% cited heart and circulatory issues (substantially lower than the 

current study’s findings) (Moody, 2019). The current study’s data, therefore, indicate 

similar common health concerns to the UK adult population, with some greater 

health deficits in certain conditions and number of presenting health issues.  
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Table 9 

Medical History, Current, and Chronic Conditions 

In the last 5 years, has your GP (or another physician) diagnosed 

you with any of the following conditions?  

N (%) 

None   27 (49) 

High blood pressure (hypertension) 9 (16) 

Musculoskeletal issues (osteoarthritis, joint disorders, gout, back 

pain, repetitive strain injury) 

6 (11) 

Chronic fatigue and immune disorders 4 (7) 

Gastrointestinal issues (e.g., IBS) 4 (7) 

Migraines or frequent headaches 4 (7) 

Respiratory disease (COPD, asthma, obstructive sleep apnoea) 4 (7) 

High cholesterol 3 (6) 

Stomach issues, pain bloating, nausea, vomiting, increased or 

decreased appetite 

3 (6) 

Skin conditions such as Eczema 2 (<5%) 

Type 2 diabetes 2 (<5%) 

Coronary heart disease / cardiovascular disease (CHD) 1 (<5%) 

Gallstones  1 (<5%) 

Stroke or mini stroke (CVA or TIA) 1 (<5%) 

Other:   

Anxiety and depression 1 (<5%) 

Bipolar disorder 1 (<5%) 

Depression 1 (<5%) 

Hypothyroidism  1 (<5%) 

Note. Percentages have been rounded to the nearest whole number. 

3.6.6.2 Body Mass Index. 

BMI results can be observed in Table 10. Only 16 (29%) participants sat in 

the normal weight range, while 20 (36%) were overweight, 17 (31%) were obese and 

two (<5%) were severely obese (ranges as per NICE guidelines [2022]). The average 

BMI for this cohort was 28.3, higher than the UK mean in 2018, which was 27.5 
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(NHS Digital, n.d.). Due to the nature of calculating the mean, outliers at the higher 

end of the scale may impact the mean, and thus interpretation of the results for the 

cohort as a whole. However, when using partial listwise deletion for the two largest 

scores >40, the cohort’s mean BMI still remains higher than the national average at 

27.8. Whilst excluding the two largest scores, 67% were in the overweight or greater 

range, higher than national figures where 64% of the UK population sat in this range 

(NHS Digital, 2019c). Overall, these data indicate a potential height / weight ratio 

issue in this cohort. 

It can be argued that BMI is not an exact science due to the inability of the 

measurement to differentiate between muscle and fat. It does, however, act as an 

indicator (in combination with other measures and lifestyle factors) for risk of illness 

and disease, including type II diabetes, hypertension, heart disease, stroke, 

obstructive sleep apnoea, metabolic syndrome, fatty liver disease, osteoarthritis, and 

other concerns (National Institutes of Health, 2018).  

Table 10 

BMI 

Measure  
Range M SD Normal 

range N 

(%) 

Overweight 

N (%) 

Obese 

N (%) 

Severely 

obese N 

(%) 

Body 

Mass 

Index  

20.8 – 

47.2 

28.3 5.2 16 (29) 20 (36) 17 (31) 2 (<5%) 

Note. Percentages have been rounded to the nearest whole number. 
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3.6.6.3 Nutrition.  

The nutritional intake healthfulness in this investigation was varied. Thirty-

nine (71%) stated they consumed an unrestricted diet, including meat poultry, and 

eggs, and 44 (80%) stated they consumed these items >twice per week (Table 11). 

Red and processed meats are associated with bowel cancer (NHS, 2021b) and animal 

protein consumption increases the risk of hypercholesterolaemia and hypertension 

due to the saturated fat content (NHS, 2021b). NHS guidelines, therefore, suggest 

varying protein intake including plant sources such as beans and pulses (NHS, 

2021b).  

Despite the known health benefits of plant-based diets and the significant 

increase in vegan dietary adherence between 2014 – 2019 (The Vegan Society, n.d.) 

only three (<5%) respondents stated they fully or partially restricted animal products 

(vegetarian or vegan). In the current study, 12 (22%) stated they followed a 

flexitarian diet, yet UK data indicate that around half of the population are set to 

follow a flexitarian diet by 2025 (Hughes et al., 2019) indicative that this cohort are 

falling behind UK nutritional trends. 
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Table 11 

Dietary and Nutritional Choices  

Usual diet 
N (%) 

No restriction (standard unrestricted diet, consuming meat, fish, 

poultry, dairy, and eggs etc.) 

39 (71) 

Flexitarian (consumes meat, fish, poultry, dairy, and eggs but 

significantly restricts consumption, e.g., ‘meat-free Mondays’) 

12 (22) 

Lacto-ovo vegetarian / standard vegetarian (does consume eggs 

and dairy, but avoids meat, fish, and poultry) 

2 (<5%) 

Vegan / fully plant based (avoids all animal-based products such 

as meat, fish, poultry, eggs, and dairy) 

1 (<5%) 

Other:  

Lactose intolerant  1 (<5%) 

Note. Percentages have been rounded to the nearest whole number. 
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Table 12 

Dietary Component Consumption Volume    

Measure  
Never < once 

per 

month 

 

1-3 

times 

per 

month 

Once 

per 

week 

2-4 

times 

per 

week 

5-6 

times 

per 

week 

Once 

per day 

2-3 

times 

per day 

4-5 

times 

per day 

6 + 

times 

per day 

  N% 

Meat, poultry, and eggs 0 1 

(<5%) 

3 (6) 7 (13) 23 (42) 12 (22) 6 (11) 2 

(<5%) 

0 1 

(<5%) 

Oily fish 4 (7) 6 (11) 14 (25) 26 (48) 5 (9) 0 0 0 0 0 

Meat and protein alternatives 16 (29) 11 (20) 5 (9) 12 (22) 7 (13) 2 

(<5%) 

1 

(<5%) 

0 1 

(<5%) 

0 

Wholegrains  0 1 

(<5%) 

1 

(<5%) 

13 (24) 11 (20) 9 (16) 13 (24) 4 (7) 2 

(<5%) 

1 

(<5%) 

White refined grains 6 (11) 9 (16) 7 (13) 12 (22) 11 (20) 3 (6) 4 (7) 3 (6) 0 0 

Cheese 1 

(<5%)  

2 

(<5%) 

5 (9) 8 (15) 14 (25) 18 (33) 6 (11) 0 0 1 

(<5%) 

Heavily processed foods and / or 

deep-fried foods 

6 (11) 11 (20) 15 (27) 7 (13) 7 (13) 4 (7) 3 (6) 2 

(<5%) 

0 0 

Sugar in drinks or desserts 33 (60) 3 (6) 2 

(<5%) 

2 

(<5%) 

4 (7) 2 

(<5%) 

5 (9) 1 

(<5%) 

1 

(<5%) 

2 

(<5%) 

Salt during or after cooking 13 (24) 7 (13) 2 

(<5%) 

4 (7) 14 (25) 1 

(<5%) 

9 (16) 4 (7) 0 1 

(<5%) 

Fruits  0 0 2 

(<5%) 

1 

(<5%) 

6 (11) 3 (6) 13 (24) 22 (40) 5 (9) 3 (6) 

Vegetables 0 0 0 0 2 

(<5%) 

4 (7) 11 (20) 29 (53) 4 (7) 5 (9) 

Note. Percentages have been rounded to the nearest whole number. 
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It is suggested that the most healthful intake of fruit and vegetables is two 

portions of fruits and three portions of vegetables per day (Godman, 2021). The 

slight variation in consumption arises from the nutritional benefits, particularly of 

leafy vegetables (e.g., kale) where the whole plant, leaves, stem, bulb (and 

sometimes roots) are consumed, as opposed to the pollinated flowers in fruits 

(Meeks & Sherrell, 2021). In the current study 12 (22%) were consuming more fruit 

than vegetables, and 24 (44%) were consuming an equal amount of fruit and 

vegetables (Table 12). The overall fruit and vegetable intake was higher than the 

national average however, where only 28% of UK adults were consuming the 

recommended five portions per day (NHS Digital, 2018) only six (11%) were 

consuming fruit and / or vegetables once per day only. 

Nutritional knowledge varied in this cohort and did not appear to correlate 

with BMI findings. Thirty-eight (69%) stated they agreed (strongly or somewhat) 

with the statements around consuming an adequate portion size, and 32 (58%) stated 

they agreed (strongly or somewhat) that they were aware, and stick to, the dietary 

guidelines regarding salt, fat, and sugar (Table 13). Yet, only 16 (29%) sat in the 

normal weight range on BMI calculation. Although, BMI does not account for 

muscle mass, these data, for some, are suggestive of a nutritional knowledge / action 

imbalance. 

A nutritional knowledge deficit is further supported by participants’ 

statements around white refined grains, ultra-processed foods (UPF), added sugar 

and salt consumption. Twenty-one participants stated they consumed white refined 

grains >2 times per week. These grains are known to increase blood sugar and so 

risk for diabetes and other health issues (Cleavland Clinic, 2020). Similarly, health 

risks are potentially increased with added salt, sugar, and UPF, fifteen (27%) 
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participants add sugar to their drinks or desserts, 29 (53%) add salt to their food, and 

16 (29%) consume UPF >2 times per week. 

Table 13 

Nutritional Awareness  

Measure  
Strongly 

agree 

 

Somewhat 

agree 

Neither 

agree 

nor 

disagree 

Somewhat 

disagree 

Strongly 

disagree 

 N (%) 

On a typical day I 

consume sensible food 

portions for my gender, 

e.g., not filling the plate 

to the edges. 

9 (16) 29 (53) 8 (15) 9 (16) 0 

I am aware of where I 

get my basic nutrients 

from such as iron, 

protein, B12, calcium, 

fibre, vitamins C and D, 

and fatty acids. 

15 (27) 23 (42) 8 (15) 5 (9) 4 (7) 

I am aware of the 

saturated fat, sugar, and 

salt guidelines and 

generally stick to them. 

14 (25) 18 (33) 14 (25) 8 (15) 1 (<5%) 

I (or my family), cook 

food from scratch, e.g. 

we do not use jar sauces 

or ready meals. 

22 (40) 13 (23) 8 (15) 6 (11) 6 (11) 

Note. Percentages have been rounded to the nearest whole number. 
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3.6.6.4 Physical Activity. 

In the current cohort 10 (18%) participants stated they engaged in the 

recommended >150-minutes (NHS, 2021b) per week of moderate intensity exercise, 

five of these were in the over 60s age group (Tables 14 and 15). No participants 

under 45 stated they met the >150-minutes goal. These clergy data for physical 

activity show lower engagement than the UK adult population where one in six 

adults are achieving >150-minutes of moderate intensity exercise per week (Sport 

England, 2020). 

Although the UK Chief Medical Officer’s report (Department of Health and 

Social Care, 2019) suggests that adults may achieve health benefits by completing 

the 150-minutes in one or two sessions, to reduce the effects of sedentary lifestyles, 

spreading exercise over several days is still NHS recommended (NHS, 2021c). In the 

current study, 17 (31%) spread their exercise over the recommended four to five 

days per week (NHS, 2021c). 

Thirty-four (62%) did not engage in any strengthening exercises, and only 11 

(20%) met the recommendations of strengthening exercises on two or more days per 

week (NHS, 2021b). Notably, only one 60+ female participant met the strengthening 

exercise guidelines. Strengthening exercises are important for all genders across the 

life span, however, women during menopause may significantly benefit from 

strengthening due to reduced oestrogen production which can affect bone density 

and muscle mass (Mitchell, 2022; Public Health England, 2020). 
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Table 14 

Time Engaged in Moderate Intensity Exercise and Strengthening Exercise 

Measure  
0-minutes 

 

< 30-minutes  40 – 70-minutes  80 – 110-minutes  120 -149-minutes  >2.5 hours  

 

 N (%) 

Minutes per week of 

moderate – vigorous 

physical activity  

4 (7) 12 (22) 15 (28) 10 (18) 4 (7) 10 (18) 

Minutes per week of 

strengthening 

exercises   

33 (60) 10 (18) 9 (16) 2 (<5%) 2 (<5%) 0 

Note. Percentages have been rounded to the nearest whole number. 
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Table 15 

Days Engaged in Moderate Intensity Exercise and Strengthening Exercise 

Measure 
0 days 

per 

week 

1 day per 

week 

2 days per 

week 

3 days per 

week 

4 days per 

week 

5 days per 

week 

6 days per 

week 

7 days per 

week 

 N (%) 

Moderate – 

vigorous physical 

activity  

6 (11) 9 (16) 8 (15) 15 (28) 2 (<5%) 7 (13) 4 (7) 4 (7) 

Strengthening  34 (62) 10 (18) 2 (<5%) 5 (9) 0 2 (<5%) 1 (<5%) 1 (<5%) 

Note. Percentages have been rounded to the nearest whole number.
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3.6.6.5 Sleep.  

Mental Health UK (n.d.) states that one in five people are not getting 

sufficient sleep. Not only does lack of sleep affect mental wellbeing, but The Sleep 

Charity (2021) suggests dysregulated sleep can have harmful effects on the 

cardiovascular system and increases the risk of stroke, heart disease, type II diabetes, 

and inflammatory disorders. Dysregulated sleep, fatigue, and sleep quality was 

assessed using the BNSQ short measure. The mean score for this cohort was 14.4 

(SD 4.4). Possible scores range from 5-25, with lower scores indicating no or few 

problems with sleeping. An intervention, using the BNSQ short, of workers 

experiencing occupational stress and absence, and undergoing cognitive behavioural 

therapy, cited their four month follow up score as 13.73 (Dalgaard et al., 2014). 

Notably the intervention’s untreated control group’s mean score was 14.46 

(Dalgaard et al., 2014). Ergo, the current clergy mean BNSQ-short score is close to 

that of the control group’s workers who were experiencing work related stress.   

Additionally, the current study’s results show 43 (78%) waking in the night 

at least once a week, 11 (20%) waking in the night three to five times a week, and 19 

(35%) waking every (or almost every) night. In addition, 33 (60%) reported feeling 

excessively sleepy in the daytime at least once a week, and 20 (36%) reported 

feeling excessively sleepy >three days a week. Philips (2019) Global Sleep Survey 

found that 67% of adults wake in the night, and six in 10 adults experience daytime 

sleepiness >twice per week. These data suggest that the clergy in this study 

experience less refreshment and poorer quality sleep than global comparative adult 

populations.       
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3.6.6.6 Self-rated Physical Health. 

Participants were asked to self-rate their physical health, results are shown in 

Table 16. Twenty-eight (51%) self-rated their physical health as fair or poor, while 

27 (49%) self-rated their physical health as >good. This is lower than UK national 

averages where 69% of UK adult respondents stated they were in good health (ONS, 

2019a). 

Table 16 

Self-rated Physical Health 

Measure  
Poor N 

(%) 

Fair N 

(%) 

Good N 

(%) 

Very good N 

(%) 

Excellent N 

(%) 

Self-rated 

physical 

health   

3 (6) 25 (46) 15 (27) 10 (18) 2 (<5%) 

Note. Percentages have been rounded to the nearest whole number. 

3.6.7 Social Health  

Social health was measured through the lens of social contact and available 

emotional support, results are shown in Table 17. In this study, 46 (84%) stated they 

do have individuals with whom they can discuss their personal matters. This figure is 

slightly lower than UK survey data, where 97% stated they had this outlet (European 

Social Survey European Research Infrastructure [ESS ERIC], 2021).  

No participants from this clergy cohort stated that they met socially with 

friends every day (13% of UK adults meet socially daily [European Social Survey 

European Research Infrastructure [ESS ERIC], 2021]). Most participants stated they 

have a social engagement several times a month. Conversely, several times a week 

was the most commonly cited frequency in UK population data (European Social 

Survey European Research Infrastructure [ESS ERIC], 2021). In the current study 17 
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(31%) clergy stated they met socially with friends >once a week, this is substantially 

lower than the 73% of UK adults who stated they met socially at this frequency 

(European Social Survey European Research Infrastructure [ESS ERIC], 2021). 

These figures are indicative of potentially low social wellbeing in this cohort.  

Table 17 

Social Health  

Measure 
Never N 

(%) 

Less than 

once per 

month  

N (%) 

Once a 

month  

N (%) 

Several 

times a 

month  

N (%) 

Once 

a 

week  

N (%) 

Several 

times a 

week N 

(%) 

How often do you 

meet socially with 

friends, relatives, 

or work 

colleagues? 

1 (<5%) 13 (24) 10 

(18) 

14 (25) 11 

(20) 

6 (11) 

 Yes N 

(%) 

No N (%)     

Not including 

paid 

professionals, do 

you have anyone 

with whom you 

can discuss 

intimate and 

personal matters? 

46 (84) 9 (16)     

Note. Percentages have been rounded to the nearest whole number. 
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3.6.8 Financial Health  

In this study, 11 (20%) participants stated they had a second job to 

supplement their church income (Table 18). In 2019, 4% of the UK population had 

second jobs (ONS, 2020). Additionally, 13 (24%) clergy participants stated they had 

difficulty making ends meet, this figure is considerably higher than the 14.1% of the 

UK population who cited this difficulty (ONS, 2019a). The data collected in the 

current study are indicative of financial stress in some clergy participants.      

Table 18 

Financial Health 

Measure 
Very easily 

/ easily N 

(%) 

Fairly 

easily  

N (%) 

With some 

difficulty N 

(%) 

With 

difficulty / 

with great 

difficulty N 

(%) 

Thinking of your 

household’s total 

monthly or weekly 

income, is your 

household able to 

make ends meet? 

19 (34) 23 (42) 11 (20) 2 (<5%) 

 Yes, 

employed  

N (%) 

Yes, self-

employed  

N (%) 

No N (%)  

Do you hold any other 

jobs to supplement 

your church income?  

9 (16) 2 (<5%) 44 (80)  

Note. Percentages have been rounded to the nearest whole number. 
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3.6.9 Occupational Health  

Occupational health and wellbeing were assessed in terms of working hours, 

work-related rumination, and burnout.   

3.6.9.1 Working hours.  

Participants cited varied working patterns and hours. Due to the nature of 

some clergy working contracts and role expectations, participants were asked to state 

if they had expected or contracted working hours. Additionally, the cohort were 

asked to estimate their average weekly hours in their primary role, work on call, and 

other expected but unpaid work (e.g., house groups, and church events). A 

breakdown of these hours can be viewed in Table 19.  
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Table 19 

Working Hours 

Measure  1-10 11-20 21-30 31-40 41-50 >51 

 N (%) 

N=40 participants with expected working hours:        

Hours in paid work activities  2 (<5%) 2 (<5%) 3 (7) 11 (28) 13 (33) 9 (23) 

Hours on call  5 (13) 3 (7) 4 (10) 3 (7) 0 25 (63) 

Worked hours not part of expected hours 32 (80) 3 (7) 3 (7) 2 (<5%) 0 0 

N=15 participants with contracted working hours:        

Hours in paid work activities 0 3 (20) 4 (27) 4 (27) 2 (13) 2 (13) 

Hours on call 1 (7) 1 (7) 1 (7) 0 2 (13) 10 (66) 

Hours in work not part of contracted hours 9 (60) 4 (27) 2 (13) 0 0 0 

   

The maximum stated weekly hours exceed 48 hours   Yes n (%) No n (%) 

  33 (60)   22 (40)  

Note. Percentages have been rounded to the nearest whole number. 
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Most notably, 60% of clergy appear to work in their primary role and 

additional church activities in excess of the 48-hour weekly limit set out in the 

Working Time Directive (The Working Time Regulations, 1998). Additionally, 40% 

report working 51 hours or more (16% > 61 hours). These stated full time working 

hours are significantly higher than the national average hours of 36.3 for full time 

workers in January – March 2020 (ONS, 2023). Additionally, 47% of respondents 

reported working over six hours or more in unpaid expected church activities per 

week. Over five billion UK workers report an average of seven and a half hours 

unpaid work every week (Trades Union Congress, 2019).  

Of those who stated they had contracted working hours, 66% reported 

additionally being on call >51 hours or more (63% for those with expected hours). 

The notion of ‘on call’ being somewhat subjective and difficult to define in ministry, 

it was defined in this questionnaire as ‘time in which you could be called without 

prior notice, outside your usual expected work hours’. This may differ from secular 

roles where on call hours are defined as actual work undertaken (ACAS, 2023). 

Being on call, whether engaged in actual tasks or simply being available, may 

however, be damaging to health. Being always available (even if not engaged in 

work) has been shown to lead to undesirable neurochemical outputs, agitation, low 

energy levels, altered sense of control, detachment, and affected recovery ability 

(Dettmers et al., 2016).  

3.6.9.2 Work related rumination.  

Work related rumination was gauged using the WRRQ (Cropley et al., 2012). 

As discussed in 3.6.3, for the purposes of this analysis, affective rumination and 

problem-solving rumination only were used due to the low Cronbach’s alpha 

coefficient in the detachment domain. 
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Rumination scores can be observed in Table 20. The mean affective 

rumination score for this group was 16.2 (SD 5.3) which sits in the medium 

rumination range (Cropley, 2015). Similarly, problem-solving rumination was 17.2 

(SD 3.0) which again sits in the medium ruminator range (Cropley, 2015). This 

study showed 47 (85%) experienced medium or high levels of affective rumination, 

where thoughts of work provoke negative mental reactions. Additionally, 54 (98%) 

experienced problem-solving rumination where thoughts of work and work-related 

activities invade leisure time. Problem-solving rumination, however, is not 

necessarily perceived as a negative state. Often those who engage in thinking 

through work challenges outside of work tend to enjoy their roles and do not 

ordinarily see this type of thinking as negative (Cropley, 2015). As with all work 

however, it is necessary to have suitable breaks and uninterrupted downtime 

(Cropley, 2015). This group, therefore, may be at risk of prioritising work activities 

over mental boundary setting and detaching, which are important self-care elements.  

Conversely affective rumination is linked with several health issues including 

sleep disturbances and fatigue, exhaustion, cognitive issues, mental ill-health, and 

compromised immunity (Cropley, 2015; Cropley et al., 2016; Firoozabadi, 2018; 

Querstret & Cropley, 2012; Watkins, 2008). This may be observed in some of this 

cohort’s health facet assessment scores. Notably, 41 (75%) participants met or 

exceeded the threshold for exhaustion (see OLBI scores in section 3.6.11.3) and the 

mean cohort SWEMWBS score was lower than the national average (21.7, SD 3.5). 

Additionally, the mean BNSQ score showed similar results to that of workers 

experiencing work related stress symptoms (Dalgaard et al., 2014). This indicates 

that some of this group’s work-related thought patterns may be potentially harmful 
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to other areas of their health and wellbeing e.g., exhibiting dysregulated sleep 

symptoms. 

Table 20 

Rumination Scores  

Categories  
n (%) 

Low affective rumination  8 (15) 

Medium affective rumination 33 (60) 

High affective rumination 14 (25) 

Low problem-solving rumination 1 (<5%) 

Medium problem-solving rumination 43 (78) 

High problem-solving rumination 11 (20) 

Note. Percentages have been rounded to the nearest whole number. 

3.6.9.3 Burnout.  

Burnout was measured using the OLBI, scores can be observed in Table 21. 

This measure is scored by calculating the mean score for the items relating to 

exhaustion and disengagement with the suggested thresholds of >2.1 for 

disengagement and >2.25 for exhaustion (Peterson et al., 2008). In the current study 

the mean score for disengagement was 2.16 (SD = 0.48) and exhaustion 2.51 (SD = 

0.52). Forty-one (75%) participants met or exceeded the threshold for exhaustion and 

32 (58%) met or exceeded the threshold for disengagement, suggesting high levels of 

both in this cohort. Taken together, scores in these domains are indicative of the 

following (Peterson et al., 2008, p. 87): 
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Table 21 

OLBI Scores  

Categories  
n (%) 

Non-burnout - Low exhaustion and low disengagement  9 (16) 

Disengaged - Low exhaustion and high disengagement  5 (9) 

Exhausted - High exhaustions and low disengagement  14 (26) 

Burnt-out - High exhaustion and high disengagement  27 (49) 

Note. Percentages have been rounded to the nearest whole number. 

These scores suggest that 27 (49%) of this cohort are burnt-out (experiencing 

high levels of both disengagement and exhaustion) indicative of a job demands-

resources imbalance. Peterson et al. (2008, p. 91) suggest those with similar high 

OLBI sub-section scores may be at risk of health impairment including associated 

mental ill health, musculoskeletal complaints, sleep disturbances, and cognitive 

impairment. Additionally, in a study of therapists, high OLBI sub-section scores 

were associated with poor job satisfaction and negative patient outcomes 

(Delgadillo, 2018). This is notable when considering the role of clergy and their 

potential impact on local communities and those who may be struggling or in crisis. 

Further research is required to determine if this is a concern limited to this cohort or 

the wider Baptist clergy population.  

3.6.10 Importance of Self-care and Permission to Act 

Despite some of the health and wellbeing concerns highlighted in this study, 

27 (49%) felt they were always supported in their self-care pursuits by their church 

leadership, and 21 (38%) felt this support from their congregations. However, 10 

(18%) participants highlighted they were only supported to self-care on rare 

occasions by their church leadership, and 14 (26%) on rare occasions by their 

congregants (Table 22). 
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Managerial support and encouragement are known to be drivers for employee 

self-care practices (Horstmann, 2018; Lemmons & Zanskas, 2019). Although clergy 

do not have a traditional management structure, support from their leadership teams 

and congregations may assist in self-care strategies, and the lack of perceived 

support in this cohort may be a barrier to healthful behaviours. This was observed in 

Proeschold-Bell et al.’s (2011) work, where clergy reported that the support they 

receive from their denominational hierarchy and congregations affects self-care 

action. 

Table 22 

Permission and Support for Self-care  

Do you feel you have ‘permission’ and are 

supported to take time out to care for your 

physical and mental health needs by: 

Your church 

leadership 

N (%) 

Your church 

congregation 

N (%) 

Yes always 27 (49) 21 (38) 

Yes sometimes 17 (31) 20 (36) 

Only on rare occasions 10 (18) 14 (26) 

No never 1 (<5%) 0 (0) 

Note. Percentages have been rounded to the nearest whole number. 

 

The final item in this study briefly highlights a knowledge gap in some 

participants regarding the importance and interrelationship of the holistic health 

facets (Table 23). Positively, even if not reflected in action, 44 (80%) of clergy in 

this study agreed that self-care of other health facets was an important factor for 

ministry. Yet, 11 (20%) still felt physical and mental care was a less important factor 

for ministry.  
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As discussed in Chapter one, there remains among some Christians a critical 

misunderstanding of the place and purpose of holistic self-care, with the results of 

this study indicating a similar perception amongst some participants. An argument 

could be made, therefore, for investment in this knowledge development from 

multilevel support agencies. Improved self-care practices, as previously discussed, 

may improve health, both personal and occupational, and by extension the quality 

and provision of care and evidenced based wellbeing advice to congregations.  

Table 23 

Importance of Caring for Health  

Do you feel caring for your physical and mental 

health is an important factor for ministry?  

           N (%) 

Yes definitely  44 (80) 

Yes, but not as important as my spiritual health   6 (11) 

Not really, only when I have time, energy etc.   5 (9) 

Not at all important  0 (0) 

Note. Percentages have been rounded to the nearest whole number. 

 

3.7 Discussion  

This study was conducted as a response to the current deficit in UK Baptist 

clergy health and wellbeing research as identified in Chapter two. This current study 

sought to quantitatively explore and profile the holistic health and wellbeing of UK 

Baptist clergy. Data was collected in select health and wellbeing facets in view of 

comparing these findings to similar adult population data, highlighting if these 

clergy experience similar occupationally related health inequalities as their 

international counterparts.  
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The research questions addressed by this investigation were: 

1. What is the holistic (spiritual, mental, physical, social, financial, and 

occupational) health and wellbeing profile of UK Baptist clergy? 

2. How does the sample’s health and wellbeing profile compare to the 

extant trans-denominational Christian clergy literature and general UK adult 

populations? 

3.7.1 Observations from this Study  

It is evident from the data collected in this study that the health and wellbeing 

of Baptist clergy in this cohort is impaired in some facets against comparative adult 

population data. Table 24 provides a summary of the study’s key findings relating to 

each facet.  
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Table 24 

Key Findings  

Health facet  
Finding 

Spiritual health 
• The SHALOM measure appeared to be misunderstood by some participants, where some participants rated 

their ideal health with a lower score than their current lived experience, giving an overall impossible 

negative outcome. After partial listwise deletion of seven participants, some still self-rated their spiritual 

health as poor, fair, or good with only a small difference (<10) between their ideal and lived scores. 

Similarly, 12 participants who had a large difference (>20) self-rated their health as very good, good, or fair. 

This indicates that despite using the same wording as directed in Fisher’s (2010) original measure, the 

understanding of this measure was generally poor in the context of this cohort. Results of this measure, 

therefore, are interpreted with caution.      

• The average dissonance between ideal and lived experience was 15.4. This is significantly higher than other 

high-pressure roles.   

• Fourteen (26%) participants self-rated their spiritual health as poor or fair.  

• Fourteen (26%) rated their spiritual health as >very good. 

• Spiritual health appears to be varied in this cohort, some experiencing low levels and some higher levels.  

Mental health  
• The mean cohort SWEMWBS score was 21.7 (SD 3.5) this falls below the national adult average.  

• Sixteen (29%) participants sat below the low wellbeing threshold, only three (5%) sat in the high wellbeing 

range.  

• Twenty-four (44%) participants in this study self-rated their mental health as poor or fair. 

• Thirty-one (56%) rated their mental health as good, very good, or excellent. 
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• Cumulatively these scores indicate that a substantial proportion of participants may be experiencing low 

mental wellbeing / health. 

• Despite the clear lower levels of mental wellbeing in some participants, 38 (69%) stated they did not have 

any access to psychological support in relation to their role.  

 

Physical health   
• Nine (16%) stated they experienced hypertension higher than national adult data. 

• BMI - 16 (29%) of participants sat in the normal weight range, 39 (71%) were >overweight. The mean BMI 

was 28.3, which is higher than the national average  

• Nutritional intake was varied in this cohort. Despite the known risks of animal product rich diets, 39 (71%) 

stated they consumed an unrestricted diet. Thirty-eight (69%) stated they agreed (strongly or somewhat) 

with the statements around having an adequate knowledge of essential macro and micronutrients. These 

data suggest a nutritional knowledge gap in some participants. Notably, 30 (55%) of this cohort were 

seeming to meet the five a day guidelines, higher than the national average. 

• Only 10 (18%) participants stated they engaged in the recommended >150-minutes per week of moderate 

intensity exercise. Additionally, 34 (62%) stated they did not engage in any strengthening exercises. This 

suggests only a small proportion of this cohort are meeting the recommended weekly physical activity 

guidelines.  

• BNSQ-short sleep scores in the cohort appeared high at 14.4, indicative of sleep dysregulation when 

compared to other international sleep research and studies that have used the BNSQ-short.   

• Over half of this cohort self-rated their health as fair or poor. These data suggest poorer levels of self-rated 

physical health compared to national averages.  

Social health 
• This study’s data regarding social health suggests that these clergy experience poorer social health than the 

UK adult population. No participants stated they met socially daily, and only 17 (31%) clergy stated they 

met socially with friends >once a week, which is substantially lower than UK adult data. 
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Financial health  
• The number of clergy in this study with a second job was 7% higher than the UK national average. 

Additionally, the number of clergy in this study who stated they had difficulty making ends meet was 10% 

higher than the UK adult population. These figures are indicative of financial difficulty in some 

participants.  

Occupational health  
• Forty percent of clergy in this study report working 51 hours or more (16% > 61 hours) weekly. This is 

substantially higher than the national average weekly working hours. Sixty-six percent of those with 

contracted hours reported being on call for >51 hours or more. These levels of working and on call hours 

are shown to be significantly harmful to health.  

• Forty-seven (85%) experienced medium or high levels of potentially harmful affective work-related 

rumination, and 54 (98%) experienced potentially helpful problem-solving rumination.  

• Forty-one (75%) participants met or exceeded the threshold for exhaustion, and 32 (58%) met or exceeded 

the threshold for disengagement. Most notably 27 (49%) participants in this cohort sat in the burnout 

category where both disengagement and exhaustion means were high. These figures are indicative of a job 

demands-resources imbalance in some participants.  

Support to self-care 
• Notably, 27 (49%) felt they were always supported in their self-care pursuits by their church leadership and, 

21 (38%) by their congregations. This suggests that over half of this cohort do not feel supported to practice 

self-care activities by their church leadership or their congregations. This type of support is shown to 

provide a significant motivating factor to self-care in employees.  

Note. Percentages have been rounded to the nearest whole number. 
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3.7.2 Interpretation of Findings  

The main findings of this research indicate some health risks and issues in 

this clergy cohort. Despite the small sample, these results reflect those observed in 

clergy trans-denominational research as discussed in Chapter two.  

In the US where clergy research is more prevalent, very similar health issues 

and concerns were highlighted: 

• Burnout (Darling et al., 2004; Doolittle, 2007; Chandler, 2009) and 

challenges with poor work life balance and high job demands 

(Chandler, 2009; Hill et al., 2003; Meek et al., 2003; Rowatt, 2001; 

Weaver et al., 2002). 

Almost half of this study’s cohort sat in the burnout category where both 

exhaustion and disengagement scores were high, this is suggestive of a job demands-

resource imbalance.  

• Mental wellbeing concerns  

Depression (CREDO Institute, 2006; Doolittle, 2007; Holaday 

et al., 2001). 

Distress (Weaver et al., 2002). 

The mean SWEMWBS score in the current study sat below the national 

average, and 24 (44%) participants self-rated their mental health as poor or fair. 

• Emotional exhaustion (Doolittle, 2007; Holaday et al., 2001). 
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Forty-one (75%) participants in the current study met or exceeded the 

threshold for exhaustion. 

• Fatigue (Chandler, 2009). 

The BNSQ sleep scores in the current study were indicative of sleep 

dysregulation and subsequent waking and daytime fatigue. 

• Obesity, unhealthy eating behaviours (ELCA, 2002; Harmon, 2013; 

Lindholm et al., 2016; Moore et al., 2017). 

The mean BMI in the current study was higher than the national UK average. 

Additionally, some participants indicated a disconnect between nutritional 

knowledge and action. 

• Social health challenges (Hill et al., 2003; Meek et al., 2003; Rowatt, 

2001; Staley et al., 2013; Weaver et al., 2002). 

Data from the current study suggests clergy experience lower levels of social 

health than the UK adult population. 

• Spiritual health challenges (Chandler, 2009; Rowatt, 2001). 

Despite the challenges in SHALOM interpretation by some, the mean 

dissonance in this cohort was higher than other high demand care giving professions. 

Additionally, 26% of respondents in the current study self-rated their spiritual health 

as poor or fair, suggesting some spiritual health concerns in some participants.  

UK works also observed frequent instances of similar occupational health 

concerns including job demands, role expectation / personal perception conflict, 

stress symptoms, and some potential differences in support strategies and focus 
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across denominations (Berry et al., 2012; Guthrie & Stickley, 2008; Kay, 2000b; 

Kinman et al., 2011; Rolph & Rolph, 2008). Although not all of these areas were 

addressed in the current study, the data point toward issues with high demands 

(where 66% of those with contracted hours reported being on call for >51 hours or 

more) and low support (where over half of this cohort do not feel they have the 

appropriate support to self-care from their church communities). In addition to the 

commonalities identified with current research, this study also highlights, in some 

participants, harmful levels of work-related rumination, disengagement, low levels of 

leisure time physical activity and potential financial difficulty.     

Although inferential testing was not carried out in this investigation, some 

variable linkages may be observed e.g., nine (16%) participants, in the >overweight 

BMI range cited being diagnosed with hypertension or heart disease. Similarly, 15 

(27%) participants who cited their mental health as fair or poor also fell into the 

burnt-out range. Additionally, 16 (29%) of those who self-rated low mental health 

also showed sleep dysregulation. These types of potential linkages are suggestive of 

common systemic health issues in some participants in this cohort, but robust 

conclusions cannot be drawn due to the sample size. It would be advantageous 

therefore, to replicate this study with a larger sample to explore meaningful 

relationships through regression analysis. This may assist in latent class and profile 

analysis and clustering participants according to health profiles, for example, 

metabolic syndrome risk. 

3.7.3 Directions for Future Research 

Due to the small sample size, as discussed in 3.7.2 it would be advantageous 

to replicate this study to attempt to achieve a sample that may be deemed 



127 

representative of the wider Baptist clergy population. Inferential testing may be 

applied to a larger sample to explore linkages between the variables under 

investigation. Any correlations may be explored through the lens of the job 

demands-resources model (Bakker & Demerouti, 2007) which may further unpin 

policy and practice review. 

Due to the nature of this study’s design, causality cannot be predicted 

between variables. However, this study points to the usefulness of future 

longitudinal, multipoint data collection to examine any linkages between facets e.g., 

leisure time physical activity and mental wellbeing. This may yield useful data from 

which to develop wellness campaigns at demanding times of year (e.g., Easter, 

Christmas etc).  

In a larger replication of this study, it would be useful to incorporate common 

occupational health screening elements to provide data from which specific internal 

health campaigns could draw (e.g., Proeschold-Bell et al.’s [2017] work). Objective 

measures (e.g., blood pressure, cholesterol levels, blood glucose testing, urinalysis, 

and waist measurement etc.) could not be obtained in 2020. However, in future 

iterations of this study, these measurements may provide a valuable addition to the 

health profile building of this denomination’s clergy. The accurate collection of these 

data may help support the argument for improved hierarchical clergy health support 

additionally underpinning positive individual healthcare at relatively low cost. 

Indeed, Proeschold-Bell et al. (2017) in their profile and intervention, used these 

types of measurements to gauge progress and detail healthfulness and health risk to 

their clergy participants.  
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3.7.4 Strengths and Limitations  

The small sample size of this study remains a limitation. Had the study 

attracted a larger sample, statistical tests would have been applied to explore 

relationships between variables in order to identify at-risk groups for impaired 

health. Despite this limitation, the study offers a unique and significant contribution 

to the current data pool on clergy, and paints a preliminary picture of Baptist clergy 

health, the first study to do so, to the authors knowledge, in the UK, to date. 

Additionally, despite the small sample size, it was agreed that enough data and 

sufficient insight was obtained to inform Study two’s qualitative investigation. 

Every effort was made to select tools and measures that were appropriate for 

this cohort, and to capture rich data on select facets of health. That said, despite its 

wide use and known validity and reliability, it appeared that some participants 

misunderstood the SHALOM tool. Five participants provided impossible responses, 

and as such were eliminated. It would be useful to ascertain in future research if 

these responses were an anomaly limited to this group, or if this tool is unsuitable for 

this denomination.  

As with all voluntary survey-based studies, caution must be taken when 

drawing conclusions, owing to potential bias in participant responses. Snowball 

sampling may attract a variety of participants, with some providing positive or 

negative bias. Although this limitation cannot be completely eliminated, mitigation 

may be somewhat achieved by repetition with a larger sample in an attempt to obtain 

the widest variety of Baptist clergy representative responses. 

Although results remain restricted, this study’s data provide an indication of 

potential holistic health and wellbeing issues and may act as a springboard for 

individual churches and overarching organisations e.g., BUGB to begin to explore 
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the prevalence and impact of these issues amongst the wider Baptist clergy 

population. The study also provides a rationale for further research, internal health 

and wellbeing discussion, action, policy review and implementation within the UK 

Baptist clergy community at a local and national level.  

3.7.5 COVID-19 Impact 

Due to the commencement of this study being quickly followed by the first 

UK lockdown in 2020, the data collection period was cut short, and so the cohort 

sample size was significantly smaller than anticipated. This study aimed to collect 

data from a volume of clergy that would be representative of the UK Baptist clergy 

population. The early closure of this study was unavoidable due to the global events 

of 2020, and the desired sample size was not achieved. Rich data was, however, 

collected from this cohort, and this pioneering study provides a rationale and starting 

point from which to build future clergy holistic health studies.  

3.8 Conclusion 

Questionnaire data was collected on a host of health and wellbeing 

dimensions from 55 UK Baptist clergy. These data highlighted that respondents’ 

health and wellbeing profile was generally similar or inferior to that observed in 

clergy from other Christian denominations and the wider adult population. Findings 

indicate health deficits in this cohort in relation to comparative adult populations 

including mental wellbeing issues and lack of psychological support, physical health 

issues including high BMI and sleep dysregulation, and social health concerns 

including lack of social outlets. Most notably 85% of respondents met the threshold 

for harmful work related rumination, 75% were occupationally exhausted, 58% were 
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disengaged, 49% were burnt out, and over half stated they were not supported to 

self-care by either their church congregation or their leadership.  

This study was pioneering in profiling UK Baptist clergy holistic health, it is 

the first of its kind, to date, and has provided a valuable contribution of new 

knowledge to clergy health and wellbeing research. Current UK works, as discussed 

in Chapter two, remain limited in their holistic scope. This is the first UK clergy 

study of its kind, to date, to examine holistic health and wellbeing using a 

combination of validated and widely used tools and measures to obtain an in-depth 

profile. Previous published UK works have predominantly had a narrow focus 

examining areas such as emotional wellbeing, psychological type profiles, and job 

satisfaction. This study adds new knowledge as it is the first UK clergy study (other 

than elements of the unpublished Living Ministry Programme [The Church of 

England, n.d.-b]) to comprehensively explore holistic health. This study has 

collected new clergy data on health components such as sleep quality, nutritional 

status, physical activity including strengthening, psychological supervision 

opportunities, and perceived permissions to self-care etc. in one questionnaire. 

Additionally, in relation to the US and wider international literature, this study 

introduces the use of measures such as SWEMWBS, BNSQ-short, NPAQ- short, and 

WRRQ in clergy research, a further contribution to the research field. 

Due to the comprehensive nature of the investigation, it would be valuable to 

replicate this study to obtain a larger sample size. This would not only provide more 

data to add to the limited UK clergy research pool, but would also allow for 

inferential tests to be applied to explore clergy occupational health through the lens 

of the job demands-resources model (Bakker & Demerouti, 2007).      
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This study, despite its limitations, has also provided data from which future 

investigations, interventions, internal discussions, and health awareness projects can 

draw. Moreover, in providing a baseline profile of the health and wellbeing of UK 

Baptist clergy, the findings offer a foundation for the study that follows, in Chapter 

four, which sought to explore the views of UK Baptist clergy on perceived barriers 

and facilitators to health and wellbeing. This in turn is a precursor to the 

development, in Chapter six, of an intervention to support the health and wellbeing 

of UK Baptist clergy.      
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Chapter 4: Baptist Church Clergy Self-care: A Qualitative Investigation 

of Perceived Barriers and Facilitators. 

4.1 Introduction 

The second phase of investigation builds on the findings of Study one which 

highlighted specific holistic health concerns faced by some participants which were 

comparative or inferior to UK adult population data, and clergy health studies. Study 

one, however, was unable to identify individual drivers of positive and negative 

health behaviours. Stage two therefore, aimed to map the rich lived experiences of 

clergy in terms of their subjective barriers and facilitators to positive self-care across 

health domains. Data collection took place between December 2020 and March 

2021. A total of 20 online (Microsoft [MS] Teams) interviews were conducted 

before pragmatic data saturation was determined. Interviews were recorded, 

transcribed verbatim, and thematically analysed. Two thematic analyses were 

conducted (one for barriers and one for facilitators). This study ascertained some 

distinct self-care barriers (e.g., lack of policy) and facilitators (e.g., support from 

other clergy groups, mentors, and spiritual directors). Moreover, clergy in this 

investigation cited complex dynamics with their individual social and spiritual health 

maintenance in relation to occupational demands. The following chapter details the 

procedure and results of this qualitative investigation, the first of its kind, to date, in 

the UK. 

4.1.1 Research Question  

What are the perceived barriers and facilitators to the holistic (physical, 

mental, spiritual, and social) self-care practices of UK Baptist clergy? 



133 

4.2 Ethical Considerations 

4.2.1 Institutional Approval  

Ethical approval for this study was granted on the 20th November 2020 by the 

University of Nottingham, faculty of Medicine and Health Sciences (reference 

DPAP - 2020  - 1658 - 2) (Appendix P).  

4.2.2 Consent  

Consent was obtained during booking at the start of the internet mediated 

demographics questionnaire. Participants could not proceed to book an interview 

without acknowledging nine standardised consent questions approved by the 

University of Nottingham, faculty of Medicine and Health Sciences ethics 

committee. These questions confirmed the participants’ age, awareness of where to 

seek support if they had questions relating to the study, alongside confirming they 

had read and understood the study outline, procedure, expectations, the voluntary 

nature of the study, right to withdraw, and that recordings of the interviews would be 

made, transcribed and anonymised.  

4.2.3 Risk of Coercion  

To avoid any undue pressure or latent coercion, advertising materials were 

worded neutrally, in that no standard of health was implied or required to participate, 

interviews sought individual views and opinions only. Generic flyers (Appendix Q) 

were designed and distributed via social media and through links with the BUGB. 

The wording and imagery selected was clear, concise, informal, and non-

judgemental. It was made clear in email and social media advertising that 

participation was voluntary.  
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4.2.4 Confidentiality and Anonymity  

Confidentiality and anonymity were maintained through the interview data 

collection processes employed and the use of Online Surveys (Online Surveys, n.d.). 

Participants were made aware at the time of booking that the names and email 

addresses provided would be used to book the interview only. These person 

identifiable booking data and demographic data were stored on the secure survey 

hosting site Online Surveys. After recording, transcription, and anonymisation, it 

was impossible to link respondents’ answers back to their person identifiable data.  

Recordings were taken of each interview using the inbuilt function on MS 

Teams, which after the interview, stores the MP4 recording in a password protected 

Stream cloud drive. After each interview, the MP3 audio file was extracted and the 

MP4 files were deleted. The MP3 audio files were auto transcribed using the 

University of Nottingham’s secure Automated Transcription Service (The University 

of Nottingham, n.d.-a). Once returned, the transcripts were accuracy checked. During 

this process, any person, church, or location identifiable data was redacted. After this 

final accuracy check against the original audio, the MP3 files were deleted. All steps 

in the interview process, including where data was stored, how it was used, and how 

anonymity was protected, were clearly outlined in the participant information sheet 

included in the consent section of the demographics questionnaire.  

4.2.5 Further Support  

Participants were provided with a list of support agencies at the end of the 

demographics questionnaire. The contact details of agencies including Mind, 

Crossline, and the NHS website were provided, should participants feel the need to 

discuss or explore any of the health and wellbeing matters raised in the interview. 
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4.3 Method  

UK Baptist clergy participants were invited to take part in a recorded 30 - 45-

minute semi-structured interview hosted on MS Teams. Due to the ongoing impact 

of COVID-19, online interviews were selected. This did, however, allow for clergy 

to participate from across the UK at their convenience. 

4.3.1 Booking  

Participants were invited from a QR-code link in the interview flyer to read 

the participant information, and if they wished to participate, answer the subsequent 

consent, demographic, and self-rated health questions. Participants were then asked 

to submit three convenient dates and times for the interview to take place. The author 

selected one of these dates and booked the interview via MS Teams. This sent a 

booking confirmation to the participant and some basic instructions for the interview, 

(e.g., ensuring they were undisturbed for the duration of the interview, and they had 

any required comfort items to hand such as spectacles or drinks etc).       

4.3.2 Camera Use During the Virtual Interview   

Participants were invited to join with their cameras off whilst the 

interviewer’s camera remained on. This method was adopted in an attempt to mimic 

a traditional face to face conversation without the thumbnail video of themselves 

being a distraction. The year 2020 saw a sudden surge of hyper-digitalisation, as 

many meetings adopted distance practices using video conferencing software. 

Subsequently, the term ‘Zoomed-out’ rose in popularity as a descriptor of the 

physical, mental, and emotional strain this ‘technostress’ elicited (Bullock et al., 

2022; Ciaunica et al., 2021; Murgu, 2021). As such, the aforementioned approach 
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was taken in an attempt to relax participants. Although, turning their camera off may 

be perceived as a disadvantage, as the interviewer may miss non-verbal cues from 

the participant, this did not appear to negatively affect communication. Participants 

appeared to relax in taking this ‘camera off’ approach, with some occasionally 

forgetting their cameras were off and pointing to and discussing things in their 

immediate surroundings such as books and paintings. It is noted that online 

interviews may not produce the same response as in-person interactions. 

4.3.3 Semi-structured Interview Schedule   

Semi-structured interviews were selected as they allow for the rich 

exploration of health and wellbeing experiences across select domains, whilst 

maintaining the flexibility to further discuss pertinent points as guided by the 

participant. A degree of flexibility was necessary in this study, as there are no UK 

works, to date, with which to compare. Semi-structured interviews do have some 

disadvantages, such as greater possibility for the interviewer to influence the data 

collection through on-the-spot digression, subsequently missing other topics 

(Coolican, 2006; 2019). That said, the advantages, for the purposes of this study 

outweighed the disadvantages. The semi-structured approach for example, allows for 

spontaneity and encourages responsiveness to the participants account, allowing the 

interview to appear relaxed and informal, much like a ‘chat’ (Coolican, 2006, p. 87; 

2019). This gives space to both the interviewer and participant to respond to 

thoughts and ideas as they emerge, allowing for a more developed picture of the 

“participant’s unique perspective” (Coolican, 2019, p. 185). This approach aligns 

with the overarching aim of the study, offering a logical and practicable approach 

where there are no other UK works with which to compare.  
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4.3.3.1 Theoretical Underpinning. 

Questions were informed by the theory of planned behaviour (Ajzen, 1991; 

2012) which posits that behaviours are influenced by attitudes towards the behaviour 

(behavioural beliefs), perceived social norms (normative beliefs), and perceptions of 

control over the ability to perform the behaviour (control beliefs), as shown in Figure 

2.  

Figure 2 

The Theory of Planned Behaviour  

 

Note. From “The theory of planned behavior,” by I. Ajzen, 1991, Organizational 

behavior and human decision processes, 50(2), p. 182 (https://doi.org/10.1016/0749-

5978(91)90020-T). Copyright 1991 by Elsevier Inc.  
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This theoretical approach was selected as it has proven efficacious for the 

identification of behavioural barriers and facilitators in other areas of health (Bayley 

et al., 2009; Eyre et al., 2022; Houdmont et al., 2019; Scannell et al., 2020). 

Additionally, this theory has been successfully applied to a variety of 

biopsychosocial behavioural explorations in several thousand studies (Ajzen, n.d.; 

2020, p. 316; Bosnjak et al., 2020). 

The interview questions sought to explore actions and beliefs around the sub-

sections of the Theory of Planned Behaviour. The following prompt questions are 

examples of the theoretical sub-section application: 

• Attitudes – What does health mean to you? 

• Subjective norms – Thinking about your health and wellbeing in 

general, do you feel being healthy (e.g., looking after your body and 

mind) is required of a Christian and of a minister?  

• Perceived behavioural control – What, if anything, hinders or 

prevents you from looking after your physical health? 

The present study acknowledges that human behaviour is influenced by 

several factors, as broadly encapsulated in the theory of planned behaviour. These 

influencing factors include the attitudes, perceptions, and social norms within an 

individual’s sphere (Bosnjak et al., 2020). Questions and prompts have been 

carefully considered to attempt to explore beliefs and actions that may be further 

tackled in policy and intervention.  

4.3.3.2 Overview of the Interview Schedule.  

The interview schedule (Appendix I) sought to explore the drivers and 

barriers to positive self-care across select facets of health (physical, mental, spiritual, 
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and social) commonly featured within the NHS (NICE, 2019; NHS, 2019). Although 

these select health facets took a primary focus, the semi-structured interview format 

allowed participants to discuss any pertinent facets of health they saw fit (e.g., 

financial health).  

The wording of the interview questions and prompts were carefully 

constructed in view of the common problems of questionnaire wording such as 

lengthiness, ambiguity, jargon, and leading questions (Oppenheim, 1992). The 

interview began with a simple introductory question to ‘settle’ participants “Let’s 

start by having you briefly describe your current role”. This was followed by a 

question which sought to ascertain their individual understanding of health. 

Following these initial warmup questions participants were then sequentially asked 

to describe what helps them maintain, and what, if anything, hinders them from 

looking after their health in each of the selected health domains. Some prompts were 

included against each question to support discussion where necessary (e.g., “Do you 

have a health routine, habits, strategy, or plan?”). The penultimate question sought to 

ascertain their understanding of theological drivers to health, whereby they were 

asked if they felt looking after their health was required of a Christian and of a 

minister. This question sought to identify any disconnect between their theological 

underpinning, perceived norms and their actions and behaviours. The interview 

concluded by asking participants if they had the opportunity or resources, what area 

of health would they improve? This question sought to gauge individual ideals of 

health, and general barriers to their perceived ideal state of health.  
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4.3.4 Philosophical Underpinning  

As qualitative research is about meaning and subjective interpretation of the 

data from the researcher’s unique perspective (Braun & Clarke, 2013, p. 20-21) it is 

important therefore to state how the researcher observes the world, and how they 

deduce meaning from experience. It is evident with qualitative research that a truth, 

will be surmised from the data, however, it is worth noting that another researcher 

with a different ontological stance may obtain additional truths based on their unique 

bias and subjective interpretation. This does not dismiss the first researcher’s 

findings, it only adds to the rich exploration of the subject’s understanding of their 

world. Data in this study were examined acknowledging the bias and subjectivity 

with which the author approaches data analysis. 

4.3.4.1 Ontology.  

Research design, data interpretation, and ultimate sense making, are 

influenced by our individual ontological and epistemological stances. Ontology 

refers to how we as humans determine and make sense of our reality, our 

separateness or interconnectedness (Braun & Clarke, 2013; Grant & Giddings, 

2002). The meanings obtained from an interview are deduced from participant truths. 

The author approached sense making from this study’s interviews by adopting a 

critical realist approach. This stance perceives truth as something that can be only 

partially accessed, as the social structures of society influence interaction and 

meaning deduction of both the participant and researcher (Ballinger, 2004; Braun & 

Clarke, 2013, p. 27). There is an ultimate truth, however, the interpretation of this 

truth is influenced by the subjectivity of the individual identifying it. Braun and 

Clarke (2013, p. 27) summarise this approach in the following example: 



141 

The critical realist position holds that we need to claim that some ‘authentic’ 

reality exists to produce knowledge that might ‘make a difference’ (Stainton 

Rogers & Stainton Rogers, 1997). For example, we would need to be able to 

claim that the shame and embarrassment that (some) fat people experience in 

airline seats (Farrell, 2011) is real to produce knowledge that might mean 

airlines change standard seating sizes. In this position, an external reality 

(people’s feelings of shame) provides a foundation for knowledge.  

4.3.4.2 Epistemology.  

Epistemology refers to the acquisition and classification of knowledge, how a 

researcher can obtain knowledge and know that it is trustworthy. As with ontology, 

there are different stances. The author approached this work from the contextualist 

approach. Like constructionism, this acknowledges multiple truths and realities 

emerging from the context in which they were observed or obtained (Braun & 

Clarke, 2013; Jaeger & Rosnow, 1988; McKenna, 2015). Like constructionism, it 

too adopts various methodologies to ascertain the valid knowledge. It does however, 

like positivism, suggest a truth, but various routes may be taken to obtain that truth, 

and that knowledge may be true and valid depending on the context (Braun & 

Clarke, 2013; McKenna, 2015).  

4.3.4.3 Author Stance in Context.  

In the context of this study, the author’s stance assumes that there is a true 

meaning of health and healthy behaviours. It is understood, however, that this truth 

is impacted by both the author’s and individual’s perceptions, experiences, and 

personal understanding of healthfulness. For example, a participant may experience a 

debilitating condition, exercise for 30-minutes twice weekly and deem themselves 
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healthy. It is understood that their condition impacts their biological functioning and 

comorbidity risk factors (the overarching truth). However, the context, pain levels, 

sense of health, achievement and overall wellbeing are true. The author understands 

that the interpretation of this truth is based on their professional medical knowledge 

and experience. 

Knowledge obtained from the current study is valid under the contextualist 

stance. Again, using the previous analogy, the knowledge obtained does not fit into a 

singular reality, healthfulness in relation to physical activity is both true and untrue 

in this scenario. The feeling of the person being healthy is valid and true knowledge, 

however, this is only understood when combining the individual context with the 

author’s professional knowledge and experience.  

4.3.4.4 Reflexivity.   

In addition to the authors ontological and epistemological stances, the 

personal makeup of the author may influence or inflict bias on the work. Social 

scientist Krieger (1991, p. 89) describes the impact of the researcher on the data 

analysis using the analogy of Pueblo native pottery:   

The pot carries its maker’s thoughts, feelings, and spirit. To overlook this fact 

is to miss a crucial truth, whether in clay, story, or science. To ignore the 

continuity between maker and made is to describe a world of objects where 

the individual is not seen, where the presence of the artist is not recognized in 

her work, the presence of a scientist not acknowledged in a study.  

 

Differing from reflection, reflexivity seeks to understand the complex, 

present, and continual relationship the author has with the data and the participants 

(Finlay, 2002; Wilkinson, 1988). Providing a clear reflexivity statement on the work 
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helps readers and future researchers contextualise the work and increases credibility 

by means of transparency (Dodgson, 2019; Gough & Madill, 2012). In the context of 

this study therefore, in addition to being a registered nurse, the author is a practicing 

Christian and has personal links to several Northern Baptist ministers. Four 

participants were personally known to the author through links to local churches. 

These participants requested to be interviewed and appeared keen to share their 

stories. It is acknowledged however, that some information may not have been 

shared due to the historical relationship dynamic of pastor and congregant. This, 

however, did not appear to hinder deep personal discussion, with one participant 

openly discussing their experience of professional burnout and mental ill-health 

(B12).  

The author being a Christian aided discussion, as faith specific terms and 

practices were easily understood and exchanged with participants (e.g., house group, 

Christian accountability, worship, and quiet time etc.) in some cases, this aided in 

doctrinal discussion. A level of objectivity was maintained, however, as although the 

author was an ‘insider’ to the spiritual life component, they remained an ‘outsider’ 

with respect to the role of minister. It is known that the concepts of insider and 

outsider stance may be fluid over the course of the research, and both come with pros 

and cons (Gough & Madill, 2012; La Gallais, 2008). It is acknowledged, within the 

present study, that despite the seemingly positive effect of being a Christian insider, 

analysis may be unintentionally influenced by the author’s faith, their personal 

experience in churches, and their sub-conscious preconceptions of the role, place, 

and biopsychosocial expectations of clergy.    

Other than those known to the author, no participants disclosed that they 

knew the professional medical background of the author, this did not appear to 
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restrict or coerce discussions on health. It is however, acknowledged that being a 

medical professional may sway discussion, where the interviewee may not want to 

appear unhealthy to a professional. Sense-making from interview data may also be 

unintentionally affected, based on the professional experience of the author and 

previously observed patterns, and consequences, of health behaviours.   

Finally, the author’s personal health journey and individual makeup may also 

influence discussion. These factors may include being a female researching a 

predominantly male profession, being an accented North Easterner, 35 years old at 

the time of the investigation, and having a history of physical ill-health that has 

strongly shaped personal health beliefs and behaviours. It is acknowledged that some 

of these factors may aid or hinder discussion and disclosure. 

4.3.5 Analytic Approach 

To categorise, analyse, and interpret findings from these interviews, reflexive 

thematic analysis was selected as the most appropriate approach. Since the seminal 

Braun and Clarke (2006) paper, “Using thematic analysis in psychology” was 

published, it has been cited over 165,000 times.  

Reflexive thematic analysis offers an “…accessible and theoretically flexible 

approach to analysing qualitative data” (Braun & Clarke, 2006, p. 77). Reflexive 

thematic analysis is suggested as a primary analytical method to master, yet the 

beauty of this robust data analysis framework is that it is not constrained by any 

philosophical or theoretical underpinning (Braun & Clarke, 2006; 2013; 2019a). In 

the context of the current study therefore, reflexive thematic analysis was the most 

appropriate choice, based on the author’s level of experience, the flexibility of the 

approach, and its acceptability amongst the scientific community. 
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N.B. – The title ‘reflexive thematic analysis’ rather than simply thematic 

analysis is used here, as it aligns with the author’s evolution of thinking on the 

method. This title includes the researcher as an integral part of the research and sense 

making in considering their reflections and reflexivity in relation to the work (Braun 

et al., 2022). This is of particular importance in relation to generating and defining 

themes, as opposed to their original phraseology of searching for emergent themes 

(Braun et al., 2022). 

4.3.5.1 Reflexive Thematic Approach. 

Thematic analyses were not conducted for the individual health domains 

investigated (e.g., physical, mental, social etc.) as during stage one, data 

familiarisation (Braun & Clarke, 2006) it was evident that responses overlapped 

considerably. Therefore, categorisation followed the approach of Lim et al. (2020) 

who generated themes across the socioecological model. Notably, this approach 

mirrors Proeschold-Bell et al.’s (2011) work where themes were instead grouped in 

the levels intrapersonal, interpersonal, institutional / organisational, community, and 

societal / policy. Two thematic analyses were therefore carried out within these 

overarching categories, first for barriers and second for facilitators to positive 

holistic self-care behaviours.  

4.3.5.2 The Six Stages of Reflexive Thematic Analysis.  

Reflexive thematic analysis uses six stages to organise and interpret data: 

1) Data familiarisation  

2) Generating initial codes 

3) Generating initial themes  

4) Reviewing themes  
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5) Defining and naming themes  

6) Writing the final report  

(Braun & Clarke, 2006, p. 87; 2013, p. 202-203; 2019a, p. 593) 

4.3.5.3 Stage One - Data Familiarisation. 

Interviews were conducted solely by the author. Once complete, the 

recordings were transcribed using the University of Nottingham’s Automated 

Transcription Service (The University of Nottingham, n.d.-a) and then a manual 

accuracy check was performed against the original recordings. These steps provided 

an opportunity for the author to become familiar with the data, begin to observe 

patterns and common ideas across the dataset, and generate initial notes regarding 

the observed patterns and commonalities. 

N.B. – During the transcription process speech fillers were removed and 

where necessary, minor wording and grammar was edited for readability. No edits 

were made to the interviewees chosen vocabulary. 

4.3.5.4 Stage Two - Generating Initial Codes. 

Although specialist software is frequently used to organise (but not analyse) 

qualitative data, the author opted to use more simplistic traditional methods for 

coding. Coloured pens and print outs were deemed more suitable for the author’s 

preferred visual and kinaesthetic learning style. This is the same approach taken by 

clergy authors Guthrie and Stickley (2008) as discussed in Chapter two. Once this 

initial coding was complete, the author organised the data into simple Excel 

spreadsheets for easy navigation.         
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4.3.5.5 Coding Style.  

The current study began with deductive coding driven by the author’s 

understanding of health, the facets of health under investigation, and theory of 

planned behaviour as a framework. However, upon data familiarisation and the 

process of generating initial codes, this shifted to inductive and participant driven, as 

the lack of definitive distinction between the facets became evident. This is not an 

uncommon approach, examples of this can be seen in the work of Mackenzie et al. 

(2019) and Sliter and Jones (2016).  

4.3.5.6 Stage Three - Generating Initial Themes. 

Once the data was coded and collated in to the Excel spread sheet, the data 

was separated into 13 sheets covering the main categories explored or emergent 

through the interviews: 

1. Breaks  

2. Pressure  

3. Biblical perceptions of health  

4. Lockdown  

5. Mental health  

6. Physical health 

7. Social health  

8. Spiritual health  

9. Support  

10. Policy and supervision  

11. Work life balance  

12. Theory of planned behaviour  
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13. Miscellaneous  

Each sheet, with its corresponding codes, was then explored for emergent 

themes across the five categories of the socioecological model:  

1. Intrapersonal 

2. Interpersonal  

3. Institutional / organisational 

4. Christian community network 

5. Societal / policy 

Generated themes across the socioecological model from the 13 broad 

deductive category’s codes can be observed in Table 25. As participants discussed 

health in an overlapping and interrelated way, and analysis began deductively and 

transitioned to inductively, in some instances, codes were combined from two or 

more of the initial 13 categories to generate a theme. 
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Table 25 

Theme Generation Facilitators and Barriers  

Socioecological 

model 

categories  

Initial categories Barrier or 

facilitator  

Generated theme Sub-theme 

Intrapersonal Biblical 

perceptions of 

health 

Facilitator  To serve others, they need to be healthy  

 Lockdown Facilitator Lockdown positives New healthy habits e.g., daily 

walking 

 Miscellaneous, 

Mental health, 

Physical health 

Facilitator Exercise promotes good mental health  

 Breaks, Mental 

health, 

Miscellaneous, 

Spiritual health, 

Support,  

Facilitator Reflection, space away / alone to think  

 Breaks, 

Miscellaneous, 

Physical health, 

Work life 

balance 

Facilitator Regular annual retreats including quiet days and 

conferences 

 

 Miscellaneous, 

Theory of 

planned 

behaviour 

Facilitator Noticeable effects / interrelationships between 

facets 
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 Miscellaneous, 

Physical health, 

Theory of 

planned 

behaviour 

Facilitator  Underlying health issue  

 Spiritual health Facilitator Specific supports for spiritual health 1. Liturgy, frameworks, habits, 

morning routine 

2. Doing the job e.g., sermon prep 

3. Doing a passive activity e.g., 

walking 

 Lockdown, 

Mental health  

Barrier  Lockdown negatives 1. Low mental health 

2. Recreational impacts (days off, 

holidays, weekly clubs) 

 Breaks  Barrier Poor at taking breaks  

 Miscellaneous, 

Pressure  

Barrier Self pressure, unrealistic work goals, fear of 

letting others down 

 

Interpersonal  Lockdown Facilitator Lockdown positives More intentional about socialising 

 Mental health, 

Support 

Facilitator Family and friends prompt  

 Spiritual health  Facilitator Family or staff prayer time  

 Social health, 

Theory of 

planned 

behaviour 

Facilitator  Specific social health prompts 1. Friendships in church 

2. Friends from university and / or 

outside of church 

3. Has Christian friends 

4. Uses hobbies to meet people 

5. Prefers non-Christian friends 

 Lockdown  Barrier Lockdown negatives Missing informal social interactions 

e.g., football, jive class 
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 Social health Barrier Don’t always see closest friends. Try to 

maintain relationships from a distance 

 

Institutional / 

organisational 

Biblical 

perceptions of 

health, 

Miscellaneous 

Facilitator Being healthy is a requirement of a minister and 

a Christian   

Want to follow the example of 

Christ and other biblical figures 

 Lockdown Facilitator Lockdown positives Shorter day, increased time, pre-

recorded services 

 Mental health Facilitator Access to the counselling service, awareness, 

current or past use 

 

 Miscellaneous, 

Support, Policy 

and supervision 

Facilitator Support / peer relationships Mentoring 

Church team 

Peer supervision 

Spiritual director 

Regional and BUGB support 

 Lockdown Barrier Lockdown negatives Rapid technology skill building and 

overuse 

 Miscellaneous Barrier Lack of self-care training at theological college 1. Witnessed colleagues' / graduates' 

lack of adequate self-care 

knowledge and skills 

2. Received little or no training on 

self-care at theological college 

 

 Breaks Barrier Only one full day off  

 Spiritual health, 

Work life 

balance 

Barrier Personal spiritual engagement is restricted / 

directed by the role 

Recognise the need to separate 

personal and work spirituality 

 Work life balance Barrier Sometimes the job takes over / no limit to the 

role 
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Christian 

community 

network 

Support Facilitator Support 1. Feels people in the church are 

supportive 

2. Friends doing the same job / 

someone external to their church 

3. Congregation encourages time off 

 Spiritual health, Facilitator Preach, music, podcast, author  

 Breaks, Spiritual 

health 

Facilitator Northumbria community  

 Social health Barrier Don’t have friends at church Work and friendships blur and can 

have negative consequences 

 Miscellaneous, 

Support 

Barrier Role pressures from congregation A few support, most don’t 

Societal / 

policy 

Miscellaneous, 

Physical health 

Facilitator Health understanding 1. Being able to do what they want 

to 

2. Holism / balance / Jewish Shalom 

 Policy and 

supervision 

Facilitator A form of appraisal, review, check in  

 Policy and 

supervision 

Barrier  No health and wellbeing policy  
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4.3.5.7 Stage Four and Five - Reviewing Themes and Defining and 

Naming Themes. 

Once an initial set of themes was generated for barriers and facilitators across 

the five categories, a process of review and refinement was conducted. It is known in 

thematic analysis that there is no set frequency of instances that a code must occur to 

be included in the analysis as a theme (Braun & Clarke, 2006) as such, an objective 

approach was taken in this study. As the overarching aim of this thesis was to 

produce real world recommendations, themes were included that were deemed an 

important issue to raise for individual or wider corporate health, and that may be 

tackled through inventions and policy changes. This approach is deemed appropriate 

as per Braun and Clarke (2006, p. 82) who highlight the importance of the 

researcher’s judgement in theme determination.  

 Although Braun and Clarke (2019b) argue against the use of numerical cut 

off points, in the context of this study during stages one and two it was evident that 

codes at three occurrences either did not produce fully developed themes, or the 

themes could be combined with others to produce stronger themes. Therefore, a 

general cut off for this study was four or more occurrences to produce a fully defined 

theme. Following this procedure, the final themes were defined and named.  

These first five steps were carried out by the author, then a reliability check 

and clarification of the final themes were carried out by the author and their 

supervisor. Where further verbal explanation of the theme titles was required, theme 

names were adjusted to ensure they were concise, yet clearly described the theme. 

The final themes across the two thematic analyses can be viewed in Section 4.4. 
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4.3.5.8 Stage Six - Writing the Final Report. 

The results of this study are presented in Section 4.4 onwards. These results 

provide an evidence base to inform Study four of this thesis, alongside real-world 

practice recommendations.     

4.3.5.9 Pragmatic Data Saturation, Sample Size. 

A pragmatic approach was taken to ending data collection. Twenty 

interviews were conducted, at this point two factors were considered prior to ceasing 

data collection, pragmatic data saturation, and the practical answering of the research 

question. This approach is supported by Braun and Clarke (2019b) in reflexive 

thematic analysis.  

4.3.5.10 Participant Name Number Substitution. 

 For the purposes of differentiation between participants, participant numbers 

are used to denote authorship against all quotes. This study did not use pseudonyms, 

as these may inadvertently suggest personal or identifiable characteristics such as 

gender (Johnston et al., 2023).   

4.3.5.11 Rigour. 

Rigour in this study was assessed using elements from Ballinger’s (2004, p. 

542) and Whittemore et al.’s (2001) overviews of qualitative rigour and 

“trustworthiness” evolution, and Tracy’s (2010, p. 840) “Big-Tent” criteria. These 

criteria seek to promote reflection in research, from across the ontological spectrum 

by exploring the credibility of research from perspectives such as consistency, 

triangulation, and confirmability. The criteria researchers use to reflect on their 

rigour differ slightly across the literature (Henare et al., 2003; Lincoln & Guba, 
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1985, p. 290; Mays & Pope, 2000; Tracy, 2010). Although these approaches are 

criticised by some (Smith & McGannon, 2017) a prominent feature across the 

approaches is researcher reflection and some degree of credibility check. For the 

purposes of this study therefore, the author carried out the following: 

1) Data triangulation – Due to the nature of the semi-structured interviews, 

if a theme was raised by a participant in relation to a schedule question, it 

was further explored in subsequent interviews with different participants. 

This proved particularly useful in this study when exploring the complex 

facets of personal spiritual engagement and social health.  

2) Reflexivity and philosophical underpinning - The author spent significant 

time considering their personal impact on the research. It is clearly noted 

that another researcher may have extracted additional truths / codes / 

themes from the interviews.   

3) Personal reflection – Following each interview the author spent time 

reflecting on the process, line of questioning, emergent topics, and their 

potential personal impact on the interaction. These critical reflections 

helped guide data analysis discussions with the author’s supervisor and 

critical friends. 

4) Confirmation – Throughout the process, after interviews, generating 

initial codes, and defining themes etc. anonymised extracts, themes, and 

topics were discussed with the author’s supervisor and critical friends. 

These discussions sought to minimise author bias, clarify and confirm 

ideas, themes, and emergent pertinent factors in relation to the research 

question.          
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This selective, reflective, and pragmatic approach to rigour analysis is 

supported by the literature. Maxwell (1992, p. 284) states: “Validity is not an 

inherent property of a particular method, but pertains to the data, accounts, or 

conclusions reached by using that method in a particular context for a particular 

purpose”.    

4.4 Results 

All participants engaged fully in the interviews answering or expanding on 

all questions / question prompts. Interviews lasted between 45-minutes and one hour. 

Participants appeared keen to use the full allotment or give more time for example 

participant B17 stated, “Sorry I realise that your time has gone, but for instance in 

church…” 

4.4.1 Demographics and Sample Characteristics  

Over the course of four months, 20 participants (16 male and four female) 

were interviewed providing insights into their holistic self-care barriers and 

facilitators. Although in some circumstances, the data provided by females may 

differ from that of males, in this study no obvious differences were presented in their 

accounts. The smaller number of females, therefore, did not appear to impact the 

results and generated themes in this study. Of those interviewed, 16 were aged >50 

and 18 were married. Participants were predominantly main ministers, and 13 

interviewees had >11 years of experience. Participant sociodemographic and 

occupational characteristics data can be observed in Tables 26 and 27.  
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Table 26 

Participant Sociodemographic Characteristics 

 
N (%) 

Gender  

Male 16 (80) 

Female  4 (20) 

Age  

<29 1 (5) 

30-39 2 (10) 

40-49 1 (5) 

50-59 10 (50) 

60-69 6 (30) 

Marital status   

Single 1 (5) 

Married 18 (90) 

Divorced  1 (5) 

Note. Percentages have been rounded to the nearest whole number. 
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Table 27 

Participant Occupational Characteristics 

 
N (%) 

Role    

Main minister (e.g., senior pastor) 16 (80) 

Co-minister (e.g., associate pastor) 1 (5) 

Youth pastor / leader 2 (10) 

Other:  

                    Regional minister 1 (5) 

Years of experience   

<5  3 (15) 

6-10  4 (20) 

11-20  7 (35) 

21-30  4 (20) 

31-40  2 (10) 

Note. Percentages have been rounded to the nearest whole number. 

4.4.2 Self-rated Health  

The self-rated health in this group was generally good, results can be 

observed in Table 28. Most rated their health across the four domains of spiritual, 

mental, physical, and social as ‘good’ or ‘excellent’. Notably, eight participants self-

rated their mental health as fair, and seven rated their social health as fair. Caution 

must be taken when interpreting these results however, due to the historical period in 

which the interviews were conducted (i.e., during, or recently emerging from, the 

UK COVID-19 lockdown). 
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Table 28 

Self-rated Health 

Measure  
Very 

poor  

          

Poor  

           

Fair  

         

Good  

   

Excellent  

 N (%) 

Spiritual health 0 0 2 (10) 17 (85) 1 (5) 

Mental health  0 0 8 (40) 10 (50) 2 (10) 

Physical health   0 0 1 (5) 15 (75) 4 (20) 

Social health 0 0 7 (35) 12 (60) 1 (5) 

Note. Percentages have been rounded to the nearest whole number. 

 

4.4.3 Generated Themes  

Figures three to seven represent the generated themes obtained from the 20 

interviews. Figures three, four and five pertain to the facilitators for positive self-care 

practices, and Figures six and seven present the cohort’s cited barriers to positive 

self-care behaviours.    

The following number of themes and sub-themes were generated for self-care 

facilitators:  

• Intrapersonal – eight themes (four sub-themes) 

• Christian community network – four themes (two sub-themes)  

• Social / policy – two themes (two sub-themes) 

• Interpersonal – five themes (three sub-themes) 

• Institutional / organisational – five themes (six sub-themes) 

The following number of themes and sub-themes were generated for self-care 

barriers:  
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• Intrapersonal – three themes (two sub-themes) 

• Christian community network – three themes (three sub-themes)   

• Social / policy - one theme  

• Interpersonal – two themes (one sub-theme)  

• Institutional / organisational – five themes (two sub-themes) 

It is acknowledged that a degree of subjectivity was exercised when 

categorising the themes under the socioecological headings. A different author may 

categorise the themes differently, for example, placing items such as biblical 

prompts in to the intrapersonal or interpersonal category. Despite the author’s chosen 

categorisation, this does not detract from the content of the participants’ responses. 

4.5 Facilitators to Positive Holistic Self-care Engagement  

The following five subsections describe the responses of participants relating 

to the facilitators for holistic self-care in the intrapersonal, Christian, community 

network, societal /policy, interpersonal, institutional / organisational categories 

(Figures three, four, and five).  
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Figure 3  

Themes and Sub-themes Across the Intrapersonal Category that Facilitate Positive Holistic Self-care  

 

Intrapersonal 

To serve others, they need to be healthy

Lockdown positives New healthy habits e.g., daily walking 

Exercise promotes good mental health 

Reflection, space away / alone to think

Regular annual retreats including quiet days and 
conferences 

Underlying health issue

Noticeable effects / interrelationships between facets 

Specific supports for spiritual health 

Liturgy, frameworks, habits, morning 
routine 

Doing the job e.g., sermon prep 

Doing a passive activity e.g., walking
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Figure 4 

Themes and Sub-themes Across the Christian Community Network and Societal / Policy Categories that Facilitate Positive Holistic Self-care 

 

Christian community network  

Support 

Feels people in the church are supportive 

Friends doing the same job / someone external to their church

Congregation encourages time off

Preach, music, podcast, author 

Northumbria community 

Societal / policy  Health understanding Being able to do what they want to

Holism / balance / Jewish Shalom
A form of appraisal, review, check in
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Figure 5 

Themes and Sub-themes Across the Interpersonal and Institutional / Organisational Categories that Facilitate Positive Holistic Self-care 

 

Interpersonal

Lockdown positives More intentional about socialising 

Family and friends prompt

Family or staff prayer time

Specific social health prompts 

Friendships in church

Friends from university and / or outside of church

Has Christian friends 

Uses hobbies to meet people

Prefers non-Christian friends 

Institutional / 
Organisational

Being healthy is a requirement of a minister and a 
Christian  

Want to follow the example of Christ and other biblical 
figures 

Lockdown positives Shorter day, increased time, pre-recorded services 

Access to the counselling service, awareness, current or past use

Support / peer relationships

Mentoring 

Church team 

Peer supervision 

Spiritual director 

Regional and BUGB support 
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4.5.1 Intrapersonal  

This category included themes which related solely to the individual 

participant’s ideas, practices, experiences, values, and beliefs not prompted by 

external factors. This category comprised eight themes: 

4.5.1.1 Theme One.  

Title - To Serve Others, They Need to be Healthy 

Clergy described the importance of self-care across various domains of health 

as a foundation to serve others within their churches and wider communities, not just 

for personal benefit.  

B24 - So we have to love ourselves first. If we don’t love ourselves first, 

we’ve got no chance of loving somebody else … It’s not being selfish but making 

sure you’re well so that you can actually do the work that God’s given you to do. 

B5 - I think those things are essential as a minister to be able to serve the 

Church. And as a Christian I would argue it’s even more essential because if we 

want to share the love of God to the community around us, we have to be, healthy 

and well ourselves. 

These quotes highlight the vocational nature of ministry, and that participants 

feel they have been tasked with specific work by God. In order to do a good job as a 

minister, or more generally as a Christian, they must first ensure they are healthy and 

able to execute the task at hand. 

4.5.1.2 Theme Two. 

Title - Lockdown Positives  

Sub-theme - New healthy habits e.g., daily walking. 
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Participants openly discussed a variety of factors pertaining to the UK 

COVID-19 lockdown which either facilitated self-care or negatively 

impacted their health and wellbeing. This current theme and sub-theme 

highlighted the opportunity clergy had to undertake new healthy habits for 

their personal wellbeing during this period of public restriction.  

B24 – I’ve taken up running in lockdown … I walk the dogs as well. 

B4 - …the lockdowns and restrictions have been helpful in that they have 

meant I’ve developed a habit of walking a bit every day. 

4.5.1.3 Theme Three. 

Title - Exercise Promotes Good Mental Health 

Clergy cited the noticeable effects of physical activity on their mental health 

and wellbeing. They personally observed positive emotional effects from physical 

actions that prompted them to maintain the activity.  

B18 - A good game of squash puts a lot of things into perspective. 

B21 - …every Sunday afternoon I would say I’m going to get my head 

straight and I would go walking in the (Location) typically on my own, maybe with 

our dog, just to have time alone and for me, that’s a big part of my mental health. 

B23 - Doing the exercise, the running and cycling I guess probably helps my 

mental health because sometimes it gives me a chance to reflect and think. 

4.5.1.4 Theme Four. 

Title - Reflection, Space Away / Alone to Think 

Clergy considered the importance of time away or alone to think and reflect. 

This appeared to be a key factor in maintaining positive mental wellbeing. Several 

clergy cited these practices in response to periods of personal mental ill-health.  
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B17 - And I think with having more time and more space, I’ve probably dealt 

with some little issues that have come my way a bit better than I might have done 

when I was too busy. 

B16 - I tend to be quite reflective now and that’s developed over time and so 

if there’s a problem an emotional problem or a mental problem or a relationship 

problem, I’ll be fairly quick to ask myself right what’s going wrong here? What, 

needs to happen? What needs to change? 

B11 - And also that quiet time of just, you know 40-minute walk in the 

morning or something just to be. 

4.5.1.5 Theme Five.  

Title - Regular Annual Retreats Including Quiet Days and Conferences 

In addition to designated regular time to reflect, clergy cited the benefits of 

retreats, conferences, and quiet days. This is scheduled time in their working year 

where they were provided uninterrupted space to focus on God and their relationship 

with the Creator. Some also use this time to reflect on their ministry, calling and 

church or community goals. These retreats came in various forms from guided weeks 

away at centres like the Northumbria Community, or uninterrupted self-guided 

personal time using aids like spiritual labyrinths.  

B4 - …in the past I’ve been to a thing called the Northumbria Community a 

few times. Done some guided retreats there and found those immensely helpful. 

B6 - Retreats tend to be much more about my walk with God than actually 

my ministry.  

B27 – I’m a great believer in retreat. Great believer in silence, you know, 

and I just love that whole aspect of reflection. 
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4.5.1.6 Theme Six. 

Title - Underlying Health Issue 

Several participants disclosed underlying health issues. These issues were 

discussed as a driver for participants to maintain self-care strategies to support their 

overall health, and to prevent exacerbation of their conditions or deterioration of 

their overall quality of life.  

B18 - I have high blood pressure, I’ve had it for a dozen years, so I take 

tablets for that, that’s why I’ve been conscious of watching my weight and always 

wanted to play squash better… 

B2 - A few years ago I had problems with my heart which resulted in getting 

a stent fitted in one of my arteries. So that’s affected my health and how I try to do 

my job actually and how I try to cope with stress and diet so that’s an ongoing thing 

for me now … I can’t do as much as I used to do so I try and work smarter. 

4.5.1.7 Theme Seven. 

Title - Notable Effects / Interrelationships Between Facets 

A driver for many participants to maintain self-care strategies was the 

noticeable effects of one activity on another area of their health. Participants were 

acutely aware of the interrelationship between some health facets through their own 

experiences of positive or negative health and their responses e.g., “And for myself, 

in a ministry post you need to do exercise to keep your sense of wellbeing” (B19). 

Some cited specific effects on their mental or physical health e.g., “I try my best not 

to use a phone or a computer or what have you in the last sort of two hours before 

bed. And if I do for whatever reason, I do struggle to sleep” (B23). Or a simple 
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visual stimulus e.g., “But what I have found is that if I’ve walked, my weight goes 

down a bit” (B4). 

Some described the positive effects on areas like mental wellbeing more 

generally. When discussing dog walking, one participant stated the activity 

supported their mental health as, “what I describe as keeping my head straight” 

(B21) another said, “There’s something about walking that helps you process your 

thoughts” (B2). Another participant discussed exercise generally, “Like obviously it 

is good for you physically. I think it’s good for me head wise, just gets you out of the 

house, gets you a bit of fresh air” (B9). Despite not using the accurate medical 

terminology these participants were likely describing the neurochemical release, 

oxygenation, increased cerebral blood flow and increased general cerebral 

functioning during physical activity (Deslandes et al., 2009). They could feel the 

effects even if they could not accurately articulate why, clearly acknowledging a 

strong health interrelationship for them individually.   

4.5.1.8 Theme Eight. 

Title – Specific Supports for Spiritual Health 

Sub-themes: 

1. Liturgy, frameworks, habits, morning routine.  

2. Doing a passive activity (e.g., walking). 

3. Doing the job (e.g., sermon prep).  

Likely due to their roles, participants cited specific supports for their spiritual 

wellbeing, appearing keen to discuss these in-depth. Many cited routines, rhythms 

and habits that support their spiritual wellbeing: 
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B27 - I sometimes use liturgy or something like that to help me. Celtic Daily 

Prayer or … the order of Baptist Ministry have seven days’ worth of things to help in 

prayer. 

B8 - I try and start each morning with a time of prayer and reflection …  just 

having that moment to centre myself and reflect on scripture and things. 

 

Notably, several cited the benefits of a passive or mindful activity where they 

allowed themselves dedicated time to focus on their personal spirituality whilst 

completing another activity.  

B9 - I quite enjoy washing the dishes to be honest as well … that just gives 

me half an hour and your head can go to somewhere else. So, you know, sometimes 

I’ll just put on the music or stick on a preach or talk or something while I’m doing 

that. 

B24 - If I’m out running I normally run to Rend Collective Experiment (a 

lively Christian worship band) because they’re quite bouncy and I actually found 

that running has become a form of worship. 

 

Although many discussed negatives of their ministry roles on their personal 

spirituality (see barriers section) some cited a specific support derived from 

performing their role. 

B20 - I learn so much from preparing a sermon which obviously I’m 

delivering to somebody else, but the first person that it’s got to be delivered to is me. 

B24 - I actually really enjoy preparing for sermons because again, it means I 

can really get into a bit of Bible study, into a real juicy bit of Bible study. And I often 

find that the person who benefits most from me preparing a sermon is me. 
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4.5.2 Christian Community Network   

The themes in this category related to the church community, which is the 

congregation, and the wider community of Christians (nationally and 

internationally). Traditionally, a community may be perceived as those within a 

physical locality. In Christian terms, both from a biblical and social perspective, 

however, community often also includes those within the wider Christian church 

with whom they interact. This may be through proximity at church, or through 

music, the arts, podcasts, or online preaches etc. Through these tools believers may 

gain focus, clarity, comfort, and direction. This is often referred to as the priesthood 

of all believers and has its theological basis in the life of Paul, who spoke God’s 

word to churches across the middle east through letters (Shaw, 2013; Weaver, n.d.). 

Due to the example of Paul and adoption in the Baptist denomination of this 

priesthood, it is widely accepted that God can speak to individuals through this wide 

network and by various means (Lape, 2021; Lauder, 2023; Petersen, 2022). 

Therefore, in the context of this category, ‘Christian community network’ facilitators 

may be physically close to the minister or derived from the wider national and 

international Christian community. This category comprised four themes: 

4.5.2.1 Theme One. 

Title – Support  

Sub-themes: 

1. Feels people in the church are supportive.  

2. Congregation encourages time off. 
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3. Friends doing the same job / someone external to the church.   

Although many clergy felt the congregation did not understand their role and 

were not supportive of their personal health and wellbeing (see barriers section) 

some reported positive experiences with their congregations actively supporting their 

self-care.  

B8 - We are a very compassionate church and so it was actually their 

instigation that led to the compassionate leave. Because they could see that I was 

feeling quite weighty upon me, they could see that I looked heavy in my eyes and not 

really energised. 

B19 - …they assume the minister would do too much rather than too little, 

and that the minister should be protected from themselves... 

B24 - One or two in the congregation will always check in on me. And if I’ve 

not had a day off, or if I’m working too hard, I get told off (laughs) which is lovely. 

 

In addition to congregational support, support from friends and those external 

to the minister’s church featured as a common theme amongst this group. Gaining 

perspective from people outside the situation, and those who understand the role, 

appeared important.   

B5 – I’ve got a friend … and we speak extremely regularly on the telephone, 

and we have a similar background in Churchmanship and in size and style of 

Church and ministry. That helps greatly because he understands where I’m coming 

from. 

B12 - I have two other minister friends who I’ve known for 25-30 years who 

we meet on Zoom every month or so and have an hour or so where there’s no 
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pretention whatsoever. Everyone knows each other, you can’t pretend about stuff. 

That’s a really useful sounding board for where I’m up to. 

4.5.2.2 Theme Two. 

Title – Preach, Music, Podcast, Author  

Support for many Christians is found through meditating on Christian 

publications including, music, writing, and art, carefully incorporating these tools 

into their daily Chrisitan journey. These tools, in this group, appear to offer a 

significant support to their personal wellbeing and spiritual health. 

B27 - I do a little bit of Roman Catholic reading with people like Richard 

Rhor and Henri Nouwen, and that keeps me balanced I would say spiritually. 

B10 – I like a journal at the end of each day, but very simple journal. So, 

Ignatian Spirituality, what’s brought you life, what’s been the opposite of that, … it’s 

expanded, so it’s Pete Greig from 24/7. 

4.5.2.3 Theme Three. 

Title – Northumbria Community  

There are several well used Christian retreats nationally, arguably one of the 

most well-known and used in the UK is the Northumbria Community. As well as 

offering a retreat space, this group offers daily meditations, prayer guides, books, 

and other distance support under the banner of the Celtic tradition (Northumbria 

Community, 2020). The Celtic tradition is notable in the context of this thesis as they 

seek a life in balance, promoting holism of self and environment (Miller, n.d.; Smith, 

2022). It is notable therefore that the community was well known within this cohort 

and many participants had some contact with the community, either by their 

publications or physically visiting the centre.  
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B5 - I found the Northumbria Community Office and discipline of saying that 

everyday, very beneficial. 

B6 - I think the discipline of a rhythm and routine is definitely a good thing. 

And that’s something that’s been encouraged through my walk with the 

Northumbrian community. 

B27 - But what really has benefited me beyond anything else and I return to 

it when I’m in difficulty or I’m stressed, or whatever, is a Celtic way of looking at 

Christianity. 

4.5.3 Societal / Policy  

This category explored themes relating to societal norms and policy 

(organisational and wider, e.g., national). These factors have not necessarily been 

developed by the individual but are understood, believed, or adhered to, and govern 

self-care practices in this group. This category comprises two themes: 

4.5.3.1 Theme One.  

Title – Health Understanding  

Sub-themes: 

1. Being able to do what they want to. 

2. Holism / balance / Jewish Shalom.  

This theme explored the participants understanding of health and wellbeing. 

What being healthy means to them on an individual level, and their personal basis 

for health. This theme had two distinct sub-themes. Some clergy felt the basis of 

health was physical and / or mental ability, being able to achieve their intended daily 

goals without difficulty: 
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B4 - Being able to do whatever one feels one should be doing or wants to do, 

without a sense of physical or mental issue holding one back. 

B5 - Physical health basically means I can physically do what I want so I can 

go walking, which is my big thing. I should be able to put my backpack on and go for 

an 18 mile walk without feeling it. 

This understanding appears limited, and suggests health or healthfulness is 

being able to function and do so without pain or difficulty. This suggests little 

understanding of ill-health, underlying conditions, or protecting against illness and 

disease.  

Conversely, several clergy discussed health in terms of holism, balance and 

the Jewish tradition of holism, holiness and Shalom: 

B12 -…the Old Testament Jewish idea, they had a very connected 

understanding theologically of health, which would be much more than just physical 

health and would be very holistic, so would recognise the impact of physical poor 

health on our mental health and vice versa. So that very holistic understanding 

would be my understanding of health. 

B16 - I look at the Hebrew word Shalom as a good starting point which 

encompasses the physical, the mental, the social, the spiritual, every part of life and 

I think for good health, all those need to be encompassed in some way. 

This understanding of health is extremely valuable in approaching the topic 

of ministerial health improvement. Those that understand holism and balance may be 

more open to multifaceted health interventions, where those who feel health is 

functioning without issue may be less inclined to participate in primary prevention.  

4.5.3.2 Theme Two. 

Title - A Form of Appraisal, Review, Check in 
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Despite the lack of formal health and wellbeing policy across all interviewed 

churches, those interviewed cited creative alternative strategies to voice needs and 

concerns. Many relied on open communication with their teams and informal check-

in’s. Others cited more formal appraisals and review, using these annual 

opportunities to discuss concerns and seek support. Although these communication 

strategies are valuable, and appear to support team cohesion and communication, the 

beneficial effects of these in addition to formal health and wellbeing policy are 

unknown.  

B12 -…I think what the team is good at is that the language of care and 

concern is very readily talked about and expressed. … it’s not taboo in the staff 

team. 

B27 - I do have an annual appraisal and I always have done. And then in 

between we meet for more informal meetings, so I find that really, really useful. 

…it’s a time for me to reflect, for them to reflect, for them to feedback to me. 

4.5.4 Interpersonal  

This category pertains to themes where the minister interacts with other 

people or groups, separate from themselves, but where there is a level of interaction. 

This category comprises four themes.  

4.5.4.1 Theme One.  

Title – Lockdown Positives  

Sub-theme: 

• More intentional about socialising.  
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A specific positive that was born out of the UK COVID-19 lockdown, was 

the importance of socialising and by extension social healthfulness. The restrictions 

placed upon the nation, brought into sharp relief the necessity of interaction with 

others (family and friends). Although clergy appear to have complex social health 

(see the barriers section) they cited significant effects from the restrictions, 

prompting them to seek out social opportunities, and recognise their benefits. One 

participant, with regards to socially distanced walking, said: “I’m gonna keep this up 

when things ease a bit, it’s not something that I was doing much before and I think, 

it’s quite therapeutic and it’s a good thing to do in terms of friendships” (B2).  

The COVID-19 restrictions meant that in-person contact was extremely 

limited for prolonged periods of time. As such, a significant proportion of in-person 

contact (e.g., teaching, church services and work) was transferred online through 

platforms like Zoom and MS Teams. Notably, many in the public utilised these 

communication methods for socialising, this was true of this cohort, with one 

participant summing the benefits as such: “I have done more social calls via Zoom 

and on Skype and these kind of things with people who actually you think we don’t 

need to wait every however long before we talk to each other, we can do it much 

more regularly online … in some ways I’ve felt more socially engaged with some 

people in the last year then less” (B16). 

It would appear from these responses that this seemingly negative period has 

prompted some in this group to consider positive health change in the social domain. 

The sustainability of this type of social engagement, however, is unknown.       

4.5.4.2 Theme Two.  

Title – Family and Friends Prompt  
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This theme encompassed behaviours where clergy were prompted to self-care 

by others within their communities. From simply making sure they received 

adequate rest e.g., “…she’s good at telling me to stop, let’s just go out for a walk and 

that kind of thing…” (B2) to encouraging open dialogue about mental health and 

wellbeing with peers or the wider church:  

B10 - I suppose I just confide in a lot of people; you know general people; I 

think that’s really helpful. 

B12 - …we have had services … where we’ve talked about mental health, we 

have had various members of congregation talk about their own experiences and 

that I wanted to normalise that kind of language and talking at (Church name). 

4.5.4.3 Theme Three. 

Title - Family or Staff Prayer Time   

Clergy cited that sharing their personal spiritual practices, namely prayer, 

with close colleagues and family formed a significant part of their spiritual 

wellbeing.  

B9 - …now we try to pray as a family each day. So that’s part of our rhythm. 

B11 - So that whole rhythm of prayer is something that we’re acutely aware 

of the importance of that in our own lives, and of building that now into the daily life 

of the church. 

This is notable, as these participants appear to be supported spiritually by 

these prayer times with others. Therefore, encouraging more of these kinds of 

practices may work towards supporting the sometimes neglected and seemingly 

complex (see barriers section) personal spiritual health of clergy.   
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4.5.4.4 Theme Four.  

Title – Specific Social Health Prompts  

Sub-themes: 

1. Friendships in church.  

2. Friends from university and / or outside of church.  

3. Has Christian friends.  

4. Uses hobbies to meet people.  

5. Prefers non-Christian friends.  

Friendships and social health in ministry appeared complex within this group. 

The most commonly cited promoters to their individual social health are outlined 

across the above five sub-themes. Some clergy had strong feelings regarding having 

friendships with their congregation, and this appeared to split the group, with many 

citing they did not feel they could be friends with their congregants (see barriers). 

Some in this group, however, felt as part of their role they needed to be friends with 

their congregation: “I think it’s important to the role, you should have a minister, 

you deserve a minister who likes you, who you can engage with. So, I have lots of 

friendships with people in the church across the board” (B12). Some reported the 

positive effects of friends in the church: “…there are people in the church that I 

would count as friends and I could guarantee that they would be there for me come 

what may. And whatever we talked about would never ever go to anyone else. So, I 

feel kind of pretty blessed in that way” (B21). One participant drawing on their 

theological basis stated: “I often go back to thinking about where Jesus said to his 

disciples, I no longer call you servants but call you my friends. I think well, if Jesus 

called His disciples friends then surely we can have friends in church” (B23). 
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Several participants cited the importance for them to have friends outside of 

church, either physically or those who are non-Christian. This may be friends from 

university, friends at a social group, or other clergy at other churches. Several 

discussed the personal importance of non-Christian friendships to them, citing the 

grounding nature of these relationships: “I have friends who know me as (Name), not 

reverend (Name) or pastor (Name), they know me as (Name). And those 

relationships are really important because they ground me and remind me that I am 

just like everybody else” (B20). Another stated: “…my best friend is probably what 

I’d say non-Christian, non-churched person … we do talk to each other, but I guess I 

wouldn’t talk to him at all about church stuff. I’d talk to him mainly about maybe 

family stuff just how I am as an individual. We have a very good friendship... I don’t 

have to be on duty at all with him” (B23).  This participant summed up the overall 

comments of the group in their quote: “…having a very close friend that made a 

difference who was completely outside of the church, just gives you a different 

perspective on life. Actually, you know there’s more to life than church. So, I would 

see that as vital for any minister, to kind of have friends outside the church…” (B6). 

In addition to their non-Christian friends, several participants discussed the 

benefits of meeting with other Christians and / or local ministers to discuss church 

matters and gain perspective. This participant simply summed up the benefits in their 

comment: “I’ve got mainly Christian friends I’ve got to say and that’s really helpful 

because when I talk spiritually with them and they with me, we have an 

understanding of each other” (B27).  

Of the health facets explored in this study group, social health in this group, 

appears the most complex, with clergy requiring a balance of people and influences 

to support and balance them spiritually and personally.  
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4.5.5 Institutional / Organisational 

This category considered promoters for health that were related to the 

institutions and organisations to which the clergy belong. These include the Christian 

church generally, the Baptist denomination, The Baptist Union of Great Britain, 

regional Baptist associations, individual churches, and theological training colleges. 

This category has four themes.    

4.5.5.1 Theme One.  

Title - Being Healthy Is A Requirement of A Minister and A Christian  

Sub-theme:  

• Want to follow the example of Christ and other biblical figures. 

The clergy in this group unanimously cited a requirement to care for their 

personal health and wellbeing, specifying various biblical imperatives. This 

participant, for example, shared their perspective and the necessity to also share this 

message with their congregation: “I preach this regularly to people in my church 

who are also horrendously bad at looking after themselves … I would say to them, as 

Christians there’s that bit that Jesus tells us, he says, you know we’ve got to love the 

Lord our God with all our heart and soul and mind, and we have to love others as we 

love ourselves. So, we have to love ourselves first. If we don’t love ourselves first, 

we’ve got no chance of loving somebody else” (B24). Another discussed scriptural 

examples: “…the fact that God calls us to steward and look after the whole of 

creation, so as we are part of creation, that’s an important part of that call really. 

…So, it’s all there in scripture about making sure we are looking after ourselves 

really. …it’s not just beneficial, but is scriptural” (B6).  
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Many participants cited passionate rationales for self-care and whole health 

e.g., B20 – I’m very, very firmly of the belief that God is interested in the whole 

person. ...I would argue against the view that God’s is only about pie in the sky when 

we die. Yet, this participant summed up the general feeling of many in the group, 

suggesting that the awareness of the commandments on self-care is there, however, 

there appears a struggle in practical application: “…the greatest commandment, you 

know love God, love others as you love yourself. That’s always been like you just 

trail off at the end, as you love yourself” (B8). 

4.5.5.2 Theme Two.  

Title – Lockdown Positives  

Sub-theme: 

• Shorter day, increased time, pre-recorded services.  

Indicative of the known demands on clergy’s time, a notable facilitator to 

self-care within this group was the COVID-19 lockdown mediated shorter working 

day on a Sunday. This, for some, left more time for the self and family, activities, 

and increased spiritual wellbeing, through the use of pre-recorded services, or shorter 

meetings.  

B11 - Interestingly, in the current climate, because we pre-record everything, 

we’ve sort of got our Sundays back, which is rather nice. 

B20 - I have to say that one of the benefits of COVID has been the increased 

time that we have which I think has been used by Christians to, to draw closer to 

God. 

B23 - Sunday afternoon again, rest family time ... at the moment nothing 

really hinders it and I think that a large degree of that is probably down to the fact 
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that we’re in a pandemic and there’s really not much else to do. So, for me to go off 

cycling for say three hours on a Saturday morning isn’t too bad, whereas I think 

when we’re able to do stuff again to give three hours on a Saturday wouldn’t be 

appropriate or appreciated. 

4.5.5.3 Theme Three. 

Title – Access to the Counselling Service, Awareness, Current or Past Use. 

Several ministers were aware of, or had used, the Churches Ministerial 

Counselling Service. This service provides free or low-cost counselling support to 

clergy (and adult family members) from several denominations including the BUGB 

(Churches Ministerial Counselling Service, n.d.). The availability of this service 

appeared to significantly support the mental wellbeing of some clergy in this group. 

One participant spoke about the vital skills they had learned: “I’m now far more kind 

of self-aware and recognise some of the signs and the stresses and the issues and I’ve 

been fine” (B20). Some discussed the awareness of the service and the support it 

provided in knowing there was someone to reach out to: “You contact your area 

organiser and say I need some counselling … So, I feel very much supported by the 

Church, the denomination in that” (B5).  

Although available through the BU, no participants cited using pastoral 

supervision, akin to clinical supervision in other professional caring roles (Baptists 

Together, 2023).   

4.5.5.4 Theme Four. 

Title – Support  

Sub-themes: 

1. Mentoring.  
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2. Church team. 

3. Peer supervision.  

4. Spiritual director.  

5. Regional and BUGB support.   

In addition to the support from the counselling service, ministers spoke at 

length about support from a range of useful formal peer relationships. All 

participants had either, or both, a mentor or spiritual director. The role of a mentor is 

to “…listen to the issues that you bring to them and then ask questions so that you 

see matters in the round and can identify ways of moving forward” (Baptists 

Together, 2023, p. 1). A spiritual director stimulates the spiritual health of the 

individual, assisting reflection and a deepening of their relationship with God, 

assisting clergy to become more aware of the presence of God, and respond 

appropriately (Baptists Together, 2023, p. 1). Clergy generally spoke very positively 

about these relationships e.g., “I have a both … my spiritual director, I guess, keeps 

me accountable on my spiritual walk, whereas my mentor is simply giving advice 

and helpful insights and resources to do with the work in ministry” (B6).  

Notably, several clergy discussed the benefits of a formal peer supervision 

relationship. These are formalised regular meetings with other clergy performing the 

same or similar roles. 

B20 - So, I have good relationships with other ministers in the area and we 

meet regularly. We have a good moan to one another about what’s going on 

(laughs). It’s really nice to be able to confide with somebody who is outside your 

own little congregation, but who is going through similar life experiences.  

General comments pointed toward having and finding these professional 

relationships useful and necessary to their roles. One participant commented: “I’m 
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not really that fussed what it looks like as long as people are supported and not 

isolated. If that’s better as peer to peer, then great. If that’s better as mentoring or 

something else, great, as long as people aren’t feeling isolated or abandoned in 

ministry, I don’t really mind what their structure of support is” (B9). Overall, this 

points towards the potential for isolation and requirement for outside support for 

health in their ministerial roles.   

4.6 Barriers to Positive Holistic Self-care Engagement  

This second reflexive thematic analysis explored the same previously 

discussed categories, but for barriers to positive self-care engagement (Figures six 

and seven). The following describes the responses of participants in these areas. The 

category descriptors remain the same as the previous facilitator section. 

 



185 

Figure 6 

Themes and Sub-themes Across the Intrapersonal, Christian Community Network and Societal Policy Categories that Create Barriers to 

Positive Holistic Self-care 

 

Intrapersonal

Lockdown negatives Low mental health

Recreational impacts (days off, holidays, weekly clubs)
Poor at taking breaks

Self pressure, unrealistic work goals, fear of letting others down 

Societal / policy   No health and wellbeing policy

Christian community 
network 

Don’t have friends at church Work and friendships blur and can have negative consequences 

Role pressures from congregation A few support, most don’t 
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Figure 7 

Themes and Sub-themes Across the Interpersonal and Institutional / Organisational Categories that Create Barriers to Positive Holistic Self-

care 

 

Interpersonal
Lockdown negatives Missing informal social interactions e.g., football, jive class 

Don’t always see closest friends. Try to maintain relationships from a 
distance 

Institutional / 

Organisational

Lockdown negatives Rapid technology skill building and overuse

Lack of self-care training at theological college

Witnessed colleagues' / graduates' lack of adequate self-care 
knowledge and skills 

Received little or no training on self-care at theological college
Only one full day off

Personal spiritual engagement is restricted / directed  by the 
role 

Recognise the need to separate personal and work 
spirituality

Sometimes the job takes over / no limit to the role
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4.6.1 Intrapersonal 

This category explored the barriers to intrapersonal self-care across three 

themes.  

4.6.1.1 Theme One. 

Title - Lockdown Negatives  

Sub-themes: 

1. Low mental health. 

2. Recreational impacts (days off, holidays, weekly clubs). 

Due to the period in which the interviews were conducted, the impact of the 

UK COVID-19 restrictions featured heavily as a barrier to positive self-care. As seen 

in the following theme, clergy in this group cited that they were generally poor at 

taking breaks, lockdown however, appeared to impact the little time they did engage 

in recreation by limiting or stopping rest time, holidays, weekly clubs, or even 

standard days off.  

B5 - This year is the first year in, ever, I haven’t had a retreat week. 

B8 - But then COVID hit, and we had to cancel my sabbatical. So, it meant in 

terms of health, I was on the fumes, like the tank was empty… 

B19 - The March to July that was pretty mental to be frank … I worked solid. 

This was probably 17-hour days. The first fortnight, ensuring, along with others, that 

people in our church and community were taken care of for food provision all the 

rest of it … Obviously, every time we booked a holiday or planned time off the 

restrictions came in … I’ve not really had proper time off, which is not great really. 
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Unsurprisingly, a further effect of these restrictions and lack of adequate rest 

was poor mental wellbeing.  

B10 - …like lockdown, and that, emotionally wrecks you basically, … and 

actually, over lockdown and the last year or so, I felt like my mental health hasn’t 

been the best, which is hard to take. 

B27 - I would say probably my mental health has dipped along with I would 

say, a high percentage of the population in COVID. 

4.6.1.2 Theme Two. 

Title – Poor at Taking Breaks 

The clergy in this sample, stated they were poor generally at taking breaks 

and getting the rest they required. This appeared to be due to feelings of duty, 

responsibility or calling.   

B11 - We tried to make Mondays our day off, but it notoriously didn’t happen 

for a variety of different reasons, because there’s always something that needs to be 

done. So, we’d both say that neither of us are particularly good at protecting our 

time in that respect. 

B21 - Well, it does vary to be frank and I’m not particularly good at days off 

if I’m totally honest. 

4.6.1.3 Theme Three. 

Title – Self Pressure, Unrealistic Work Goals, Fear of Letting Others Down  

One potential rationale for the poor levels of breaks and rest in this group is a 

sense of self-pressure, self-imposed unrealistic volumes of work, and fear of letting 

others down.  
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B2 - …the job can sometimes take over a bit and sometimes you put 

unreasonable pressures on yourself … You think you’re doing it because the church 

expects it, but actually people don’t necessarily expect you to do all those things that 

you end up trying to do, and it’s actually just you yourself that’s putting that 

pressure on yourself.  

B17 - But when you’re in ministry, it strikes me as it’s all your problem and 

it never really goes away. …but I think the whole lot becomes a bit of a calamity, a 

perfect storm, and even the things that you’re self-aware about, you don’t do as well 

as you know you should be doing, and then you beat yourself up about it and feel 

worse. 

B20 - …I started to suffer from real anxiety and panic attacks, and it was 

depression. And I’ve never experienced it before. It came as a big shock to me … 

that I was letting people down, that I was a failure. 

  

4.6.2 Christian Community Network 

This category explored the barriers to self-care created by the Christian 

community network across two themes.  

4.6.2.1 Theme One. 

Title – Don’t Have Friends at Church 

Sub-theme: 

• Work and friendships blur and can have negative consequences.  

One of the most discussed aspects of ministry in this group was the issue of 

having friends in church, if it was possible to have friends in their congregations, and 
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some of the negative consequences some ministers have experienced in these 

relationships. One participant summarised the concern: “Been there, done that and 

got burnt I would say” (B27). This participant discussed a possible rationale for the 

friendship complexities with regards to the relationship having two levels, minister 

and friend: “Sometimes though in a church setting if you do something that that 

person disagrees with it can lead to them withdrawing their friendship” (B2). A 

further participant elaborated on this: 

B5 – I’ve never been able to be friends with people in my church. Partly 

because you’ve got a duty of pastoral care to them. I’ve had quite a few people stab 

me in the back as a minister from time to time, which is painful, especially if you 

think that they’re your friend. People leave churches over stupid things, and it hurts 

greatly when that happens. 

Other clergy discussed the necessity to maintain boundaries so they could 

minister to their congregants in a suitably beneficial way and discuss the hard topics. 

B18 - But I remember one particular situation where a guy I had played with 

several times and his marriage was in a bit of a mess really. And he came to see me 

in the house and went to my study and we sat down, and I realised that we’d entered 

the banter of friendship. And as we sat down, I realised I need to change gear, 

otherwise, I was not going to be able to help him. I need you to be his pastor, not his 

friend at that moment, I also needed to challenge him. 

B9 - You know there are people who I would consider friends within church. 

But I’m also really acutely aware of the tension of being someone’s friend at the 

same time as being their minister. Which just sometimes makes things a little more 

complex than if you weren’t their minister. 
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It is evident from these responses, and the previous facilitator responses 

regarding friendships in church, that this is a very complex issue for clergy in this 

group.   

4.6.2.2 Theme Two. 

Title – Role Pressures From Congregants  

Sub-theme: 

• A few support, most don’t.   

Several clergy cited the lack of support from their congregation, this 

appeared largely due to a lack of understanding of their role, demands, pressures, and 

complexities.  

B24 - To be honest …  if I was to ask any of them what do I do day to day, 

most of them would say you just work Sunday’s, don’t you? 

B21 - I think there are some folk that have a reasonable understanding of 

that, but I think the general, the average person in church probably has little concept 

of what is involved and what the strains and stresses might be at a particular time. 

B3 - …this last nine months of COVID, its demonstrated that a lot of people 

don’t actually understand what goes on in a pastor’s work and mind… 

 

There appeared to be a significant demand from their congregations to care 

for the community which was not readily reciprocated to the minister when it came 

to general support, or support for rest and necessary reflection.    

B17 - I think there’s a culture of yes, we look after ministers, but in reality I 

think we look after churches better than they look after ministers. 
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B10 - It feels like a lot of, any sort of support is self-generated, so I have to 

almost like ask for support. 

4.6.3 Societal / Policy 

This category explored the barriers to self-care across one theme relating to 

societal and policy factors.  

4.6.3.1 Theme One. 

Title – No Health and Wellbeing Policy  

This group unanimously cited that they did not have any formal health and 

wellbeing policies in place. They discussed general safeguarding etc. for the church 

community, and one participant (B24) discussed developing a mental health policy 

born out of challenging situations during lockdown. Another stated: “…it’s been 

really brought into focus by the pandemic, that there is a need to have a wellbeing 

policy … we don’t have anything formal yet, but I think it’s one of those things 

that’s going to be very much at the top of our agenda” (B20). Upon discussion of the 

lack of formal policy in the interviews, several stated that this was something that 

they should perhaps work on e.g., “Probably not, actually, it’s something that you 

raised, that’s probably something on a to do list that I need to look at” (B8) and “We 

don’t have a specific policy that covers that, and that’s an interesting question, and 

maybe it’s one to take back to the team…” (B16). 

4.6.4 Interpersonal  

This category explored the barriers to self-care relating to intrapersonal 

factors across two themes.  
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4.6.4.1 Theme One. 

Title – Lockdown Negatives 

Sub-theme: 

• Missing informal social interactions e.g., football, jive class etc.  

A further barrier imposed by the UK COVID-19 lockdown was the 

restriction some clergy experienced in attending social outlets. Several clergy 

commented on how restricted they felt in these usually supportive social events: 

B4 - The fact we’ve not been able to do the ride outs we would normally do 

this year, we’d normally have a week in Scotland or something, and stay at a youth 

hostel or whatever … So, not being able to do that has been really tough. 

B8 - …when I think about my social health, which is attached to the physical 

health, the thing that I’ve missed the most because of lockdown is playing football on 

a Monday night. 

B5 - Jive class … it was a good social outlet on a Monday night. And we 

haven’t been since … but it was great because Monday night was jive night and I 

protected that. 

4.6.4.2 Theme Two. 

Title – Don’t Always See Closest Friends. Try to Maintain Relationships 

From a Distance  

In addition to the previously identified complex social relationships in this 

group, a frequently highlighted theme regarded their closest friendships being 

maintained at a distance, with infrequent in-person contact.  
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B5 - …we’ve maintained friendship with them over the years, but because 

one lives in (Location) one lives in (Location) it’s difficult to actually have a regular 

meet up or get together so we don’t do it that often. 

B16 - I have a wide circle of friends spread out all over the place as I guess 

it’s the norm these days. 

B21 - …there is one interesting couple that are nothing to do with our 

church, don’t even live close, they live probably 50 miles away … who are probably 

in the category of our best friends. 

B23 - …my best friend doesn’t live too far away, so that’s quite good. He’s 

still 50 miles, but it used to be about 200, so that’s pretty good. 

These distance relationships, coupled with the other challenges of friendship 

in church, highlights a potential issue in maintaining good social health in this group. 

4.6.5 Institutional / Organisational  

This category explored the barriers to self-care created by institutional and 

organisational factors across five themes.  

4.6.5.1 Theme One. 

Title – Lockdown Negatives  

Sub-theme: 

• Rapid technology skill building and overuse.  

A further negative of the COVID-19 lockdown period was a significant 

overuse and overreliance on technology. Some felt that due to the lack of IT skills 

within the church community, much of the work to keep the church running virtually 

fell to them e.g., “I’m horribly indispensable in terms of even just the functioning of 
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a live stream … and even though we have lots of great people in the church trying to 

team build at a time like this, it’s really, really hard” (B4).  

Others cited the mental and physical draining nature of the rapid shift to extra 

technology use: 

B10 - …lockdowns made it worse because your mental energy is drained as 

well from always being on Zoom … 

B11 - …the challenge with all of that is that you prepare your service like 

you would normally then you go and record it, then you gotta come back and edit it, 

so it takes two or three times longer than it would do if you were actually delivering 

the service on a Sunday… 

B27 - I had never heard of Zoom or Teams before lockdown … We have our 

services on Zoom, we have church meetings on Zoom, prayer meetings on Zoom, 

individual chats on Zoom. And so, I had to have my eyes tested in February … my 

eyes were under terrible strain, you know they hurt sometimes and my head aches. 

Although online meeting platforms have proved effectual for maintaining a 

degree of normality during this global disruption, it is evident that for some within 

this group, this has caused a significant degree of pressure, physically, mentally, and 

occupationally.   

4.6.5.2 Theme Two.   

Title – Lack of Self-care Training at Theological College    

Sub-themes: 

1. Received little or no training on self-care at theological college. 

2. Witnessed colleagues’ / graduates’ lack of adequate self-care 

knowledge and skills.  
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Most participants stated they received no formal training at theological 

college regarding health, wellbeing, or self-care. Despite many receiving their 

training a number of years ago, several participants stated they had observed recent 

graduates with a similar lack of knowledge and skills in this area. One participant 

stated: “I am disturbed, just listening to the comments of people who come out of 

colleges having finished ministry training courses. I’m disturbed about the lack of 

adequacy of what’s been offered” (B19). Additionally, another participant stated, “I 

would say people coming out of Bible College, seminaries, should be coming out 

with a good practice already embedded in them, but I don’t know how much that 

happens” (B2). Reflecting on their own experience, a further participant stated: “…I 

don’t want to sound overly critical, but I think it did not focus on the individual 

wellbeing of the minister … I didn’t think that was ever part of the picture in 

anything like sufficient amounts” (B21).  

A further participant summed up the general feelings of the group:  

B8 - There is so much that we feel like we have to carry that I think that, how 

to love yourself, so that you can love, and so that you can serve, really doesn’t get 

emphasised a lot really in that formation and training. 

A potential reason for this lack of self-care focus was summarised by a 

further participant when discussing the formal academic nature of theological 

training: 

B16 - …the place where I did my training at (College name and location) 

which of the Baptist colleges, it’s probably the most academically focused at of all 

our training colleges. So that’s where the energy goes, certainly in trying to push 

you academically. 
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4.6.5.3 Theme Three. 

Title – Only One Full Day Off  

Most participants stated they only had one full uninterrupted day off for 

personal rest per week. Several cited the Jewish sabbath principle of sundown to 

sundown to take one full 24-hour period spread across two days: 

B16 – Usually, I take Saturdays as a day off so, often I do it in the kind of 

Jewish sabbath principle of sunset to sunset. So, Friday night, once it gets to dinner 

time the evening then I down tools and I have Friday night, and then through to 

Saturday dinner time as a complete day off. 

B23 - I try to have this idea of like Sabbath rest starting on Friday afternoon 

evening. So normally from when I start, when I leave the church to pick up the 

children, I try to have some rest. 

Some cited they may take some evenings during the week, or one day off 

plus a separate sabbath day, however, the majority stated they had only one full 24-

hour period of rest per week. 

4.6.5.4 Theme Four. 

Title – Personal Spiritual Engagement is Restricted / Directed by the Role 

Sub-theme: 

• Recognise the need to separate personal and work spirituality. 

In addition to the complexities of friendships within this group, the other 

most highly discussed facet of health was spiritual wellbeing. Some discussed the 

difficulties in separating spiritual activities for themselves, or for the church: 
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B8 - …in terms of being a minister, the spiritual health is really complex. 

…if you work for the church it kind of feels like, when you wake up and spend time 

praying or reading your bible, is that for church or is that for me? 

B6 - A lot of times during my holiday, I don’t tend to read the Bible or pray 

as much because it just reminds me of work. 

B17 - …it just becomes a chore to do anything, and I found for me, I lost my 

way in what was my own spiritual devotions and what was the stuff I was having to 

churn out every week. That has never really fully recovered. 

B3 - You end up by reading the Bible and praying, because you’ve got a list 

of people that you promised to pray for, and therefore that’s part of the job, and 

because you’ve got events that are coming up, and situations that you need to pray 

for… 

One participant succinctly summed their feelings by saying “I do struggle 

sometimes with me and God being work colleagues…” (B10) 

A further participant discussed the blurring nature of the role in their personal 

spirituality: 

B12 - …because it’s not a secular job. It’s not like I’m a bus driver, but I’m 

not driving the bus. I can’t drive a bus coz I’m at home, it’s definitely separate. 

Whereas for a minister you can engage with God through your work and engage 

with God in your downtime, so that is blurred. 

Some discussed the challenges of separating work from personal time with 

God, and stated the necessity for intentionally separating the two to have spiritual 

time for themselves before others: 

B9 - I feel like there’s been times over the years where I have been reading 

the Bible for what God might wanna say to others and it’s not a healthy or 
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sustainable place to be … I’ve found I’ve got to read it for myself, I’ve got to be with 

God for myself, if I can’t lead myself then I can’t lead others. 

B16 - …it’s making sure that in my mind I separate off this is time for 

(Name) and this is time for the ministry. …I mean, sometimes inevitably there’s 

overlap… 

It was evident in this group that there were complex feelings around the 

maintenance of their personal spiritual health whilst navigating the necessary 

occupationally related spiritual practices.   

4.6.5.5 Theme Five. 

Title – Sometimes the Job Takes Over / No Limit to the Role   

A final highly discussed demand on clergy, was the role having no set limits 

or boundaries, and as such, becoming all consuming: 

B18 - Whether you’re a part time minister or a full-time minister, you’re 

always wholly the minister. You’re never not the minister. …and it’s a bit like being 

a parent in some ways you know. I was never not Dad. I might have been asleep but 

I was still Dad. 

B19 - The difference with people work is that you could spend 24 hours a day 

seven days a week and there would still be stuff to do. 

B21 - I feel all of those lines are fairly blurred. So, if there’s a real problem 

in the Church it dominates the whole of my life, and I can’t kind of walk away from 

it. 

B11 - …work as a minister is a calling, so it’s a vocational thing, it’s not a 

case that you are working from nine to five and get renumerated from that, it’s much 

bigger. The inherent understanding that, therefore, it’s a serving role, it’s a sacrifice 

and there is no end to the demands. 
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Due to the demanding nature of the role, self-care can be at risk. This 

participant summarised some of the challenges of the never-ending role: “…you 

begin to cheat yourself for the sake of other people. So, you begin to try and squeeze 

more in, and try and do more, which means that your mental emotional health can 

feel a bit more squeezed, your spiritual health, you just ask for forgiveness and a 

quick God help me and forgive me (laughs) I haven’t spent any time with you for a 

week” (B8). 

Evidently, within this group, work life balance was a significant challenge 

and posed a substantial potential holistic health barrier.   

  

4.7 Discussion 

This second study was conducted as a sequential response to the findings of 

Study one and the lack of UK Baptist clergy insight into self-care practices, namely 

the perceived barriers and facilitators to holistic self-care practices. Study one 

indicated unique deficits in select areas of health. This study, therefore, sought to 

gain a deeper understanding of some personal beliefs and rationales surrounding 

self-care behaviours using qualitative semi-structured interviews informed by the 

theory of planned behaviour. Reflexive thematic analysis was conducted on the data 

using a six-stage framework (Braun et al., 2022; Braun & Clarke, 2006) 

The research question addressed by this investigation was: 

• What are the perceived barriers and facilitators to the holistic (physical, 

mental, spiritual, and social) self-care practices of UK Baptist clergy? 
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4.7.1 Observations and Interpretation of Findings  

A significant initial observation from this investigation, was that clergy 

discussed health in a multifaceted way. The initial strategy to conduct barrier and 

facilitator thematic analyses for the select domains of health under investigation 

quickly required adjustment. Instead, the socioecological model of health was used 

to explore the facets. This observation highlighted the complexity of real-world 

holistic health practices and perceived influencing factors in this group. Additionally, 

these findings also highlight the necessity for pre and post-training, policy, and 

BUGB support strategies, to consider self-care holistically. In a recent physical 

activity engagement investigation, using a similar methodological strategy to the 

present study, comparable findings were generated regarding the complex 

influencing factors to self-care engagement. The authors too suggest a recognition of 

holistic factors in policy and practice for sustainable change (Eyre et al., 2022, p. 

10).  

The findings from this study call into question the support (perceived and 

actual) clergy have to maintain their personal health and wellbeing. It is known in 

occupational health and wellbeing that there is a place, and arguably a need, for 

multi-level, primary, secondary, and tertiary, health and wellbeing interventions. 

These interventions support individuals when symptoms begin to arise, but they are 

still able to work e.g., stress (secondary) or when a person is diagnosed with a mental 

health issue (tertiary) e.g., counselling. What appears to be lacking, from the 

experiences of this group, and the research of available UK Baptist services, is 

primary support. It was almost unanimously agreed within this group that self-care 

training was lacking in their pre-placement education. It is acknowledged, however, 

that the clergy role is complex in that they are not classed as employees, but rather 
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office holders, which does place health and wellbeing onus on the individual rather 

than legally on any organisation or individual church. That said, the biblical 

imperative to self-care is clear, and as disciples in Christ, irrespective of the lack of 

any legal obligation, organisations may have a theological and indeed moral 

imperative to provide suitable training and support for clergy holistic health.  

The results from the present investigation most notably indicated that some 

of the generated themes appear the same, or similar, to the identified themes in 

Proeschold-Bell et al.’s (2011) clergy health barrier and facilitator exploration. 

Although, this data is not from Baptist ministers, it is suggestive of similar strains 

and stressors that may impact holistic health and self-care behaviours. The clergy in 

Proeschold-Bell et al.’s (2011, p. 708) investigation cited: 

• Lack of understanding from the congregants regarding their role 

• High expectations and demand from congregants  

• High job demands due to complex roles  

• Putting the needs of others before their own 

• High self-pressure  

The current findings also align with other US Methodist work which 

similarly suggested clergy in their investigation have a demanding role, experience 

unrealistic congregational demands, and put the needs of others before their own 

(Lindholm et al., 2016, p. 104). Further still, another US Protestant study showed 

similar clergy self-care barriers, where they felt overwhelmed by the job demands 

and pressures, difficulty in congregational relationships (lack of trust) lack of close 

friends and isolation (Hill et al., 2003). Finally, an evangelical Protestant 

investigation evaluated by McMinn et al. (2005) showed very similar findings to the 
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present study, where pastors found challenges in their personal spiritual 

relationships, strength from accountability and peer relationships, hobbies, and time 

out and / or away. In addition to similar barriers and facilitators in these international 

investigations, the present study also highlighted specific health concerns in the 

social and spiritual domains. Social support in particular, is cited as being an 

important factor for personal wellbeing (Lee & Iverson-Gilbert, 2003; Wells, 2013; 

Zavaleta et al., 2017). The data generated from the present study adds to the research 

field, further strengthening the argument for the complex nature of clergy health in 

some denominations, and the need for interventions.  

Proeschold-Bell et al. (2017) found significantly poor presenting health and 

self-care practices in their Methodist ministers. The intervention sought to radically 

overhaul the health of ministers (many presenting with significant co-morbidities) by 

using a multimodal intervention delivered by health care professionals. Notably, the 

results from this thesis’ investigations show similarities with this and other 

international literature. The question arises therefore, should institutions and 

agencies be investing in the health of their clergy by offering training, monitoring, 

and support pre and post-seminary to promote improved health and role function 

using a similar model to Proeschold-Bell et al. (2017)? Overall, these works suggest 

a need for improved support strategies, and most importantly, further research 

regarding the suitability, feasibility, and acceptability of models of support for UK 

Baptist clergy.   

It is evident from the present study that clergy self-care practices in this 

group are complex. This study (and this thesis’ previous quantitative investigation) 

has uncovered some notable preliminary UK Baptist data and added to the trans-

denominational research pool regarding the occupational health needs of clergy. 
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What has been clearly highlighted is the need for more research and strategies to 

support these influential office holders (Harmon et al., 2021) and by extension, the  

communities in which they serve. 

4.7.2 Directions for Future Research 

This study indicated that positive holistic self-care engagement in this group 

is complex. Based on the findings, the following provides suggestions for future 

research directions: 

Clergy appeared to be able to discuss facilitators for self-care practices more 

easily than barriers, thus more themes were generated in this thematic analysis. 

Further research would be advantageous to explore the rationales for this, as the 

results of Study one indicate holistic health in this cohort requires some 

improvement. It would be useful to investigate for example, if this is due to wanting 

to appear healthy, due to the innate nature of the clergy role as being on display to 

the community. Conversely, it may be useful to explore if clergy lack the knowledge 

base to articulate the precise areas necessary for improvement, or practices which 

may produce negative effects on health and wellbeing.   

Due to the nature of the qualitative design, results of this investigation cannot 

be generalised to the wider Baptist clergy population, nor was this sought. However, 

further quantitative exploration, using the generated themes as a basis would be 

advantageous, to determine if the highlighted barriers and facilitators are felt more 

widely across the population. Such exploration may assist policy makers to produce 

guidance that is widely relatable, useful, and applicable to the wider UK Baptist 

clergy community.  
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Given the almost unanimous agreement in this group, regarding the lack of 

ministerial self-care training, it would be advantageous to explore the acceptability 

and effectiveness of specific self-care training modules and programs delivered by 

trained practitioners. This approach would offer primary prevention for poor 

occupational health and wellbeing. This approach of dedicated and trained health 

personnel is similar to that of Proeschold-Bell and Byassee (2018). Despite being 

delivered by healthcare personnel, seminary training could feature cohort specific 

biblical rationales (as cited in this study) in an attempt to prompt personal individual 

improvements in self-care beliefs and behaviours.  

4.7.3 Strengths and Limitations  

This study is the first UK study, to date, to qualitatively explore holistic 

health beliefs and behaviours in UK Baptist clergy. This study offers a unique 

contribution to UK clergy research and the wider international research field where 

clergy investigations are scant.  

The methodology adopted in this investigation attempted deep reflection, 

reflexivity, acknowledgment of the potential influence of the author, and rigour 

practice. This approach, although potentially rejected by some other ontological 

stances, is a transparent reflection of the author’s approach and impact on the piece, 

seeking to support the reading of the data interpretation (Ballinger, 2004; Braun & 

Clarke, 2019; Braun et al., 2022; Mays & Pope, 2000).  

Although the results of the present study cannot be generalised (by statistical 

probabilities) to the wider Baptist clergy population, as the results from this study 

bear significant similarities to other clergy research, a degree of naturalistic 

generalisability may be assumed. Given the wider international works the current 
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study bears similarities that may be recognised by other Baptist clergy and readers 

through their own experiences or observations (Hays & McKibben, 2021; Smith, 

2018; Tracy, 2010). Additionally, due to the clear similarities to other works, the 

current study may be considered transferable, in that the results may be transferable 

to other settings (e.g., other churches, or locations etc.) (Hays & McKibben, 2021; 

Smith, 2018; Tracy, 2010). Following on from this, the work may also elicit 

generativity, where a reader is prompted to act, as they have been impacted by the 

testimony of another (even if they do not directly identify with it) (Smith, 2018). 

This is a particularly useful consideration, given the support strategies clergy use, 

namely peer to peer sharing and mentorship, and learning from the experiences of 

others. Although generalisability is not sought in qualitative research, 

representativeness is important, particularly in the context of this novel study, as it 

can open or close doors regarding what future research is conducted or its overall 

importance (Smith, 2018). This is an important consideration particularly in 

occupational psychology research where works can form the basis of significant 

workplace health and wellbeing change. As such, the exploration of forms of 

generalisability in this study is considered a strength (Darnell et al., 2018; Smith, 

2018). 

A potential limitation of this study resides in its one-to-one interview design. 

As discussed by all participants, clergy in this group appear used to engaging and 

discussing practice and personal concerns with their peers. Ergo, different, or even 

richer, results may be generated using a focus group design. Peer to peer discussion 

on topics may aid the flow of conversation and may help tease out challenging topics 

that may otherwise be limited or avoided when discussing them one to one with a 

perceived outsider. Although this design may produce different findings, the data 
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produced in the current study was rich, and sufficient to gain a suitable 

understanding of some of the complex holistic challenges faced by this group.  

4.7.4 COVID-19 Impact 

A final limitation in this study were the UK COVID-19 lockdowns and how 

these restrictions impacted the health and wellbeing of participants. A prominent 

feature in the group’s responses were the pressures and some positives of the 

lockdown periods. It is noted, therefore, that if these interviews were conducted in a 

different period, different topics may be brought to the fore. Additionally, the 

lockdown period, as shown in some of these participants’ responses, had a negative 

mental effect on many UK citizens (Mind, 2021; Vizard & Joloza, 2021). As such, 

some responses, including reflections on time demands, breaks, and limitations on 

socialising, may be influenced to a degree by the ongoing impact of the restrictions.     

All interviews in this study, due to the ongoing social distance restrictions, 

were conducted online using video conferencing software. There is potential that the 

overuse of technology due to social distancing, may have prevented some from being 

involved in the online interviews who would have otherwise engaged in a face-to-

face interview. These COVID-19 specific limitations and the aforementioned focus 

group design could be easily addressed with slight modifications in future iterations.  

4.8 Chapter Conclusion 

Qualitative interviews were conducted with 20 UK Baptist clergy. Data from 

these interviews highlighted complex lived experiences of holistic self-care that 

appear to be significantly influenced by their roles. Clergy in this sample indicated 

prominent barriers to health, particularly in the social and spiritual domains. Some 

specific facilitators were highlighted, including the necessity to take time out, the 
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experience of the notable inter-relationship with the health facets (mental and 

physical) and select biblical imperatives (e.g., the example of Christ).  

These data and generated themes provide a unique insight into the complex 

self-care beliefs and behaviours of UK Baptist clergy. It is the first study, to date, of 

its kind. This study offers a valuable contribution to clergy health and wellbeing 

research. Additionally, the current study has also provided data from which to build 

future research investigations, interventions, and promote internal (BU, individual 

church, and peer to peer) discussions.   
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Chapter 5: An Exploration of the Existing Literature Pertaining to 

Health and Wellbeing Interventions in Christian Clergy: A Systematised 

Review. 

5.1 Introduction  

After the collection and analysis of data from the first two studies, it was 

evident that UK Baptist clergy experience some health deficits and inequalities 

against comparative adult populations, drawing similarities with other clergy 

literature. As such, an aim of this thesis was to explore the potential of a tailored 

behaviour change intervention to positively influence self-care. Prior to designing an 

intervention, a systematised review of the literature was conducted to capture key 

features of successful clergy health and wellbeing interventions. This stage of 

investigation was a foundational step prior to this thesis’ final intervention study.  

The following chapter describes the methods and findings of this review.  

5.2 The Systematised Approach  

A systematised review incorporates the robust framework of the systematic 

review and allows for solo postgraduate researchers “to demonstrate an awareness of 

the entire process and technical proficiency in the component steps” (Grant & Booth, 

2009, p. 103). The systematised approach, however, cannot be considered a 

systematic review due to the approach using one reviewer, thus creating potential 

review bias (Grant & Booth, 2009). Despite this potential limitation, the 

systematised approach still allows for a rich exploration and reporting of a wide 

range of articles and items within the search field (Day & Petrakis, 2017, p. 634). 

This review, due to its broad inclusion of grey material and student works, will not 

use a formal quality assessment, which is optional in the systematised approach 
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(Grant & Booth, 2009). Instead, this review seeks to explore and categorise key 

characteristics of existing clergy interventions.  

5.3 Aims  

The primary aim - To explore the existing literature pertaining to health and 

wellbeing interventions (any facet of health) in Christian clergy (where church 

leadership is their primary job role).  

Why – To explore what has taken place previously in view of informing a 

tailored feasibility study for UK Baptist clergy. Examining and extracting key 

characteristics, approaches, methods, and tools to include to promote maximal fit and 

efficacy in an intervention. 

5.4 Method 

This systemised literature review followed a systematic line strategy to 

capture the maximum number of key relevant articles from select data bases. The 

review was guided by a specialist research librarian at the University of Nottingham. 

The process began by exploring outcome questions, aims, possible exclusion criteria, 

keywords, synonyms, truncation, Boolean operators, wild cards, and word proximity 

(the final selected wording can be viewed in Appendices J and K).  

5.4.1 PICO Strategy 

Search terms were identified by examining each word in the search question 

and its synonyms and applying the commonly used PICO strategy (Booth et al., 

2019; Cherry & Dickson, 2017; Petticrew & Roberts, 2006). This strategy seeks to 

deconstruct a search question into its component parts: Population, Intervention, 

Comparison, and Outcome. Some reviews also include an additional ‘C’ (context) or 
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similarly ‘SS’ denoting specific study design and setting (Cherry & Dickson, 2017). 

In the case of this review, a pragmatic approach was taken to the acronym selection, 

as a small output volume was expected. The broad ‘PICO’ was selected due to its 

popularity and known effectiveness in systematic reviews. Additionally, this avoided 

restriction of the search with additional parameters such as stakeholders.  

Ergo, for “Health and wellbeing interventions in Christian clergy”, this was 

extrapolated as: 

Population - Christian clergy  

Intervention - Health and wellbeing interventions (any or all facet/s of health) 

Comparison – Measurable change in health behaviours / health outcomes, 

behavioural model, or areas of physical / mental health (e.g., BMI) 

Outcome – behaviour or health outcome change 

5.4.2 Inclusion Criteria 

Due to the limited volume of published works pertaining to clergy health and 

wellbeing in the UK and internationally, the inclusion criteria for this review were 

broad. Studies were included in this review if they met the following criteria: 

• Works should focus on practising trinitarian Protestant Christian 

Clergy (any denomination) where church leadership is their primary 

role. 

• If clergy are combined with other professional groups, works will 

only be included if clergy results can be differentiated.   

•  Works must be published in English. 

• The goal of the work should be to positively improve personal clergy 

health and / or wellbeing in any facet. 
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• Any methodology and any sample size would be considered.  

• The intervention steps should be methodical, presenting a clear 

picture of what participants engaged in.  

• Published works, grey literature, and supervised student works, where 

intervention processes are publicly available, would be considered.  

5.4.3 Data Collection - Initial Search for Existing Reviews 

The process began with an initial search for existing systematic and 

systematised reviews on the 6th April 2021 using the search term ‘Systematic review 

of health and wellbeing interventions in Christian clergy’. Subsequent searches 

included shortened and adapted phraseology: ‘Systematic review Christian clergy’, 

‘Systematic review Christian’, ‘Systematic review pastor, minister, vicar, priest’. 

The databases Google Scholar, Scopus, ESCO, MEDline/NIH, APA, DARE, and 

Cochrane were searched. A single item focussing on psychological health influences 

in Christian clergy was returned (Edwards et al., 2020). Although not focussed on 

health and wellbeing interventions, the professional pronouns used in this article 

(published in the notable journal Mental Health, Religion & Culture) guided the 

development of this thesis’ systematised review search strategy. This preliminary 

step, despite not revealing any existing clergy health and wellbeing intervention 

reviews, highlights the novel contribution of the current review. 

5.4.4 Data Collection  

5.4.4.1 Year Span. 

This systematised review was limited to the 2001 – 2021 year range to 

facilitate the capture of contemporary health literature and practices.  
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5.4.4.2 Initial Medline OVID Search. 

The database Medline OVID was initially searched for subject headings and 

multipurpose keywords using the following five terms.  

1. Health  

2. Wellbeing (well-being) 

3. Intervention (Program) 

4. Christian  

5. Clergy (Pastor) 

This initial search returned 763 results, including many irrelevant titles. The 

purpose of this initial step was to gauge a rough output volume, types of results, and 

consider how many outputs matched the search criteria. The refinement process (see 

Appendix J) sequentially edited these key search terms to modify or remove terms 

that drew irrelevant results.  

5.4.4.3 Databases.  

Using the identified keyword search terms, five databases were searched. 

Following these, a further four databases specialising in theses, dissertations, and 

grey literature were subsequently searched. These databases were selected due to 

their stated scope and suitability in relation to the occupational psychology field.  

Databases searched: 

1. Medline OVID 

2. APA PsychInfo 

3. Web of Science  

4. Scopus 

5. Proquest 
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6. BASE (grey literature) 

7. Open Grey  

8. Ethos 

9. Worldcat  

This database search was followed by a simple Google search to capture any 

grey literature not already explored. No further items were identified from this final 

search step. 

5.5 Results   

Using the tailored keyword search line strategy (Appendix K) the following 

results were generated (Table 29): 
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Table 29 

Number of Retrievals from Individual Database Search   

Database name 
Number of initial results Final number of results 

for further review a 

MedLine 594 16 

APA PsychInfo 825 16 

Web of Science  630 5 

Scopus  863 1 

Proquest 1122 9 

Base (grey literature) 9 0 

Open Grey 10 0 

Ethos  50 2 

Worldcat 30 0 

 Total number of works 

assessed for eligibility 

49 

 Type of evidence  

 Journals  28 

 Thesis / Dissertation 21 

Note. Databases were searched in the order presented. 

a Denotes the final number of results selected for review after removing 

inappropriate results and duplicates (starting at row two) from the previous search’s 

initial results, determined from reading titles and abstracts. 

 

From the initial search, 49 items were selected for review. Twenty-five items 

were further excluded as they did not meet the inclusion criteria of being a clergy 

health and wellbeing intervention (e.g., they were aimed at theology students, 

catholic priests, or were theoretical plans only, not interventions). This left 24 

articles which used some form of intervention to positively impact the health and 
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wellbeing of clergy. Of these, seven articles were by the same research group 

pertaining to the same two-year clergy study. Therefore, only one article 

(Proeschold-Bell et al., 2017) was included, which comprehensively detailed the 

steps taken in the intervention. A further thesis was excluded, as the author published 

a peer reviewed journal article describing the walking intervention in detail that was 

included in this systemised review (Webb & Bopp, 2017). A final total of 17 items 

remained for full review, 10 journal articles and seven theses. Among the included 

theses, one (Emmons, 2015) required an interlibrary loan from a US institution that 

was kindly provided free of charge from Regent University.  

Of the 10 peer reviewed published works, three appeared in The Journal of 

Religion and Health. This journal was, therefore, hand searched from volume 40 – 

60 (2001 – present) this, however, did not yield any further results.  

In addition to The Journal of Religion and Health, the remaining published 

works were featured in five other journals with no obvious pattern: 

American Journal of Preventive Medicine  

Journal of Pastoral Care and Counselling (two articles) 

Journal of Psychology and Theology 

Pastoral Psychology  

Spirituality in Clinical Practice (two articles) 

 

The reference lists of the 17 included items were scrutinised for any further 

intervention articles, this yielded two further linked studies regarding the same 

intervention. The first was included (Rosik et al., 2009) and the follow-up study was 

commented on (Rosik, 2011). The items retrieved at each stage can be viewed in 

Table 30.  
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5.5.1 Summary of the Systemised Review Process. 

Table 30 

Items Retrieved at Each Stage of the Search Process 

 
Search action taken Number of items 

Search 1 Search for existing systematised / 

systematic reviews 

 

0 

Search 2a Initial five item search of 

Medline OVID (Health, 

Wellbeing, [well-being] 

Intervention, [Program] 

Christian, Clergy [Pastor]) 

763 

Search 2b Refined search across all nine 

databases 

4,133 (49 selected items 

assessed for eligibility). 

On first reading 25 of the 49 

did not meet the search 

criteria, seven items were 

discussing the same 

intervention, and only one 

was included. One further 

article’s intervention was 

duplicated from a thesis. 

N=17 items remained for 

review (ten journals and 

seven theses) 

 

Search 3 Google search for additional 

denomination specific grey 

literature 

 

0 

Search 4 Hand search of the Journal of 

Religion and Health 

 

0 

Search 5 Reference list search of the 

selected 17 items  

Two interrelated articles 

identified, one included. 

 Final total number of works 

included in the review  

18 
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5.6 Reviewed Studies’ Key Characteristics  

Table 31 

Reviewed Study’s Key Characteristics  

Number 1 

Author, year, 

publication type, 

location 

Abernathy et al. (2016) journal, USA. 

 

 

 

Participants, and 

sample sex 

No program data provided on overall sample size or denominations. This article focusses on one case study, a Baptist 

pastor, and his wife.  

 

Study design ‘Pastors Empowerment Program’, support for clergy in the aftermath of Hurricane Katrina.  

Aims – “…enhance the self-care and psychological resilience of pastors and their spouses/partners…” (p. 175).  A 

multidisciplinary psycho-education three-year program with a three-day annual retreat workshop focussing on “Phase 1: 

Self-Care, Phase 2: Resilience, and Phase 3: Cultivating Relationships” (p. 179). The intervention featured clinical 

psychologists, a spirituality and health therapist, a trauma and stress specialist, a Baptist preaching professor, and a 

worship leader specialising in the psychological and spiritual care of clergy. The format entailed teaching, “followed by 

dyadic work and group discussion, spiritual practices, and meditation” (p. 179). 

 

Main findings As well as developing their knowledge base regarding stress, resilience, and their intimate relationship, the case study 

couple stated “They were thankful for a safe space for this kind of intimacy. Being with others who had similar struggles 

and having the opportunity to share with the group made them feel less alone” (p. 183 -184). 

 

Strengths This program used a multidisciplinary team of professionals with cultural and religious awareness to sensitively deliver 

the intervention. 
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Limitations This article does not present any cohort data (other than the case-study) therefore the effectiveness of the intervention 

cannot be determined. The study relies on participants availability to attend three annual three-day retreats during the 

aftermath of traumatic incidents, which may contribute to participant attrition. 

  

Number 2 

Author, year, 

publication type, 

location 

Cuthbert et al. (2018) journal, USA. 

 

 

 

Participants, and 

sample sex 

N=71, mixed sex, nondenominational evangelical Protestant, Louisiana and Michigan (p. 230). 

 

Study design A four week (16-day) 16-exercise workbook activity on humility “Positive Psychology Intervention” (p. 227). All 

exercises were completed with a self-selected partner. The workbook featured biblical text examples, activities, prompts 

for personal reflection, and activities to be completed with their chosen partner. Staggered intake with an initial cohort 

followed by a waitlist control group. 

 

Main findings No statistically significant positive effects on humility or life satisfaction were found, however, accuracy in self-report 

perceptions of personal relational humility increased. No consistency in participant feedback on the usefulness of 

activities were found, with some highly ranking certain activities, where others ranked them as least helpful. 

 

Strengths Honest reflections from the team who cite the approach of Bolier et al. (2013) “…we encourage researchers to publish in 

peer-reviewed journals, even when the sample sizes are small or when there is a null finding of no effect, as this is likely 

to reduce the publication bias in positive psychology” (p. 17). The workbook activities included spiritually sensitive 

material. 
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Limitations The team stated that the smaller sample size and lack of randomisation on the sample may have contributed to the lack of 

significant findings. Some participants reported thinking about the action-oriented exercises rather than fully completing 

them, not completing the program as intended (p. 238). 

 

  

Number 3 

Author, year, 

publication type, 

location 

Cutts et al. (2011) journal, USA. 

 

 

 

Participants, and 

sample sex 

 ‘Life of Leaders Program’, an existing intervention run out of a UMC healthcare centre in Memphis. The article does not 

discuss results, efficacy, acceptability, or demographics of participants. The article states that 10 – 12 participants per 

cohort were selected from similar occupational backgrounds (e.g., missionaries). 

 

Study design A holistic intervention comprising “…a two-day executive physical and leadership development retreat” (p. 1319). Health 

information is collected pre-retreat and participants receive selected books and CDs to support their holistic health. The 

past five years’ medical care on each participant is collected from their healthcare provider. Participants have access to 

“…physicians, health coaches, dieticians, exercise physiologists, acupuncturists, massage therapists, and Pilates and yoga 

instructors” (p. 1319). Participant physical assessments include blood tests, dietetics, and mobility assessments 

“…optometry examination, gross hearing screening, spirometry, chest x-ray, full chemical panel of bloodwork and EKG” 

(p. 1319). Day two focusses on helping clergy interpret their tests. Tailored advice is provided alongside taster sessions 

on self-selected areas (e.g., meditation, nutrition, massage, and sleep therapy etc.). Post-intervention check-ins are 

conducted quarterly the following year with a life practitioner coach, and participants receive a small gift. 

 

Main findings Data and results are not available in this article.  
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Strengths Clergy were encouraged to seek permission to attend from their hierarchy and congregations, promoting community 

support in their decision to take time out for their health. The study recognises the complexity of clergy roles. The study 

has a clear socioecological framework and details the desired targets at each level. 

 

Limitations Data outputs would be beneficial to aid in shaping future interventions. 

  

Number 4 

Author, year, 

publication type, 

location 

Davis (2010) thesis, USA. 

 

 

Participants, and 

sample sex 

N=7 Protestant, mixed sex, Philadelphia PA, denomination unknown. 

 

Study design An eight-week intervention exploring if “…structured Mindfulness-Based Stress Reduction (MBSR) techniques could 

lessen the symptoms of burnout, and increase psychological and physical well-being and self efficacy” (p. 8). 

Effectiveness was measured using self-report data captured at three time points (pre, post, and post + 10 months). The 

intervention used a modified version of an existing MBSR. Groups met for two-hours per week for eight-weeks. Sessions 

used, yoga, body scanning awareness, and meditation activities. Participants also engaged in small and large group 

discussion. Topical daily homework exercises were assigned with audio accompaniment. 

 

Main findings Results varied across the inventories used, however were generally positive in that negative emotional patterns / 

symptoms were reduced. Analysis of mean emotional exhaustion scores indicated a decrease in the cohort by the post 10 

screening, and depressive symptoms showed a decline in some post-test. Little difference was seen in participant anxiety. 

Symptoms of interpersonal hostility and paranoid ideation showed a decrease. 

The most significant results were seen at time three, suggesting the necessity for practice and time for efficacy (p. 60). 

Qualitative data showed positive outcomes ranging from prompting clergy to designate time to self-care, to supporting 

inner balance (p. 75). 
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Strengths The group aspect prompted clergy to regularly stop and reflect on their wellbeing with the support of their peers. The self-

report questions were positively received "It made me stop and think about what I am feeling, and how I am handling 

stress" (p. 77). One participant found the daily homework burdensome in addition to existing busy schedules. As the 

greatest effect was seen at post + 10 months, exploration into the views and effects of the homework section from a larger 

cohort would be useful.  

 

Limitations The recruitment excluded clergy who were not full time contracted, however, it is known some clergy are bi-vocational, 

and also at risk of burnout / stress etc. Fewer participants than expected were recruited, perhaps due to the time 

commitment involved in the sessions and daily homework. The thesis states that they were unable to determine 

statistically significant effect of the MBSR on burnout in the group. Due to the small sample size, it would be 

advantageous to revisit statistical analysis with a larger cohort, as the initial self-report data indicated some positive 

effect, to rule out type II error. 

  

Number 5 

Author, year, 

publication type, 

location 

Emmons (2015) thesis, USA. 

 

 

Participants, and 

sample sex 

N=10 Pentecostal (Assemblies of God). The author states that over 100 clergy engaged in sessions (steps one and two) 

and 20 were coached by the author.  

 

Study design ‘Healthy Ministers Initiative’ - The author spoke at conferences and meetings to educate on nutrition and exercise (steps 

one and two). Following these meetings and a survey of 88 clergy, participants indicated if they would like further one on 

one coaching following a six-step nutrition and exercise plan with detailed handouts. Clergy were ‘accountable’ to the 

coach (the author) to log and track their progress and challenges. Coaching sessions ranged from daily to weekly, 
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depending on the participants’ need. Multimodal communication was used including “…phone calls, emails, text 

messages, face-to-face meetings, and a Facebook group…” (p. 112).  

 

Main findings Results of the 10 case studies appear positive for improvements in physical health. One participant said: “My life has 

been forever changed; my marriage has been forever changed; my ministry has been forever changed” (p. 117). Another 

stated: “…in less than six months I lost 70 pounds and felt like a new person” (p. 129). Participants cite positive changes 

in weight (42-90 pounds lost) fitness level, personal relationships, and ministry.  

 

Strengths Education drew on the author’s personal experience “…the author would relate his personal story of transformation. This 

transformation included losing 131 pounds and going from burning out to thriving in ministry and at home” (p. 100). Four 

of the 10 case study results cited this personal story as a significant motivator for change.  Education sessions had a firm 

biblical foundation and used examples throughout. The study identified the necessity for community support and created 

a Facebook group: “Participants could encourage one another by posting tips, workouts, foods, temptations, Bible verses, 

or anything they want to communicate to the rest of the group” (p. 110).  

 

Limitations There is no clear explanation as to why only 10 participant results are drawn upon. The results do not present any 

statistical data or indicate the most useful or unhelpful factors of the program. 

  

Number 6 

Author, year, 

publication type, 

location 

Jensma (2016) journal, USA. 

 

 

Participants, and 

sample sex 

N=191 mixed sex, denominations not specified. Chrisitan leaders: “…163 missionaries, 12 pastors, seven spouses of 

pastors, and nine leaders of para-church ministries” (p. 283). 

 

Study design ‘ALONGSIDE’ intensive outpatient retreat, three-weeks (weekday). Mainly attended by missionaries. At four time points 

(pre, start, end, three-month post) assessments were carried out using the Outcome Questionnaire-45. The program used 
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four hours of daily professional work “…consisting of psycho-education, group psychotherapy, and individual and/or 

marital counseling" (p. 281).  The program builds on Rosik’s (2011) work (entry 13). 

 

Main findings Positive results were sustained at the three-month post, follow up assessment. A statistically significant decrease in 

distress symptoms was found at time three (directly post-intervention) which was sustained three-month post. 

 

Strengths Staff delivering the intervention are registered mental health professionals with international missionary experience.  As 

not all participants met the clinical threshold for ‘distress’, two analyses were conducted, statistically significant positive 

results were observed in both groups.  

 

Limitations The author cites possible bias in their findings, where participants who were keen to complete the program (and to see its 

success) were the individuals who also completed all four time point questionnaires. Data are, therefore, not available for 

participants who dropped out or who did not complete all four questionnaires. 

  

Number 7 

Author, year, 

publication type, 

location 

Kanipe (2016) thesis, USA. 

 

 

Participants, and 

sample sex 

N=13 UMC and Southern Baptist, mixed sex. 

 

 

Study design Ten-week group trial of regular sabbath rest practice (four-six hours of uninterrupted rest) ending in a half day retreat.  

Participants initially attended a one-day seminar which aimed to increase basic rest and Sabbath knowledge. After 

participants self-recorded their sabbath rest time, and if they were not able to observe it, provide rationales as to why. 

Efficacy was measured at pre, time two, time three, and post point using some or all of the following: “…stress, 

emotional fatigue, social interaction, and blood pressure measurements” (p. 32). Participants were encouraged to appoint 

an “accountability partner” (p. 37). This intervention was incentivised with free theology books and a free spiritual 

residential retreat for all who fully completed the study.  
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Main findings All but one participant showed substantial reductions in, “…blood pressure, anxiety, fatigue, and disassociation” (p. 185).  

Although anxiety and fatigue levels reduced, participants scores were higher than comparative adult populations (p. 185). 

Participants noted the benefits of rest practice in qualitative responses, with one stating: I never thought this study would 

amount to anything of significance, or more than a justified day off. Boy was I wrong! I am feeling better than I have in a 

long time. I’m going to keep doing this after the study is over (p. 203). 

 

Strengths Notably self-report data showed that few clergy were initially engaging in rest practice. From week four, data showed an 

increase in participation. The study indicated the importance of hierarchical support. The intervention also highlighted the 

usefulness of accountability, where the author prompted participants to remain engaged in rest practice at weekly 

intervals over the ten-week program (p. 208).  

 

Limitations This study is framed as an intervention, however, should be recognised as more of a feasibility study, as results are not 

generalisable to the featured denominations due to the small sample size. As this study was incentivised, where those who 

fully completed it were able to attend a fully funded retreat, reliance on the self-report rest data may provide some 

inaccurate results. The intervention attracted fewer participants than the expected 20. 

  

Number 8 

Author, year, 

publication type, 

location 

Leach (2018) thesis, USA. 

 

 

Participants, and 

sample sex 

N=6 (two female, four male). ? all Baptist. 

 

 

Study design One and a half day intensive health intervention focussing on “…physical, nutritional, emotional and spiritual health” (p. 

iii). The intervention used multi-disciplinary input, including “...a medical practitioner, a life practitioner, an exercise 
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specialist, and a dietitian” (p. 76). The premise of the intervention being as participants strive for better self-care, in turn 

they will become living examples to their communities. This is an edited version of Cutts et al. (2012) ‘The Life of 

Leaders’ project (entry three) renamed ‘Leaders’ Life Program’. Cutts advised on this thesis project.  

 

Main findings Although not examined statistically, the program’s results indicate that participants increased their knowledge and 

awareness of self-care (including exercise, sleep, and nutrition). Participants suggested they had learned tips that they 

could apply to improve their general health, including stress management. One Pastor stated the retreat “Provides a 

‘wake-up’ call” (p. 83). Other feedback included participants “Liked being heard, not judged” (p. 102). Participants 

suggested a specific women’s component may be beneficial in future iterations.  

 

Strengths The original Life of Leaders project was designed for UMC clergy. It was successfully adapted for this thesis’ 

participants possible Baptists.  

The project used a panel of lay advisors, which included Cutts, to guide and support the intricacies of the intervention. 

The designated time away to focus on health and wellbeing prompted strong engagement in the program’s itinerary (p. 

80). The project aimed to be holistic, devoting time to mindfulness, relaxation, diet, and exercise etc.   

 

Limitations As this was a student project, the full original Life of Leaders program was scaled down as per student resources. It is not 

discussed how or why sections were scaled down, and what impact this may have had on results. Some pre-intervention 

data on nutrition, exercise, and BMI, etc. was captured using self-report methods which may be unreliable. Although the 

retreat itself was useful for some participants, the study does not discuss sustainability or follow up. This thesis provided 

limited detail on methodological approach and analysis including statistical examination, relying on personal reflection.  

 

  

Number 9 

Author, year, 

publication type, 

location 

Muse et al. (2016) journal, USA.   
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Participants, and 

sample sex 

N=23 intervention group, (five mixed denomination including one Baptist) n=23 control group. Mixed sex. 

 

Study design A week-long outpatient multidisciplinary therapeutic intervention “Clergy in Kairos” was offered to participants who 

showed moderate to severe depression and burnout. Some self-referred, and some participation was mandated by 

denominational hierarchy.  

 

Main findings Positive improvements in depression and burnout were sustained at the six-month time point. Statistically significant 

improvements were shown in elements, emotional exhaustion, depersonalisation, and depression. 

 

Strengths Which therapists, and what specific strategies were adopted, are not stated in this study’s results. However, the “highly 

personalised” “systems therapy” (p. 153) spiritual and psychological multi-therapist, intensive approach appears to 

provide statistically significant improvement in clergy depression and burnout in this cohort.  

 

Limitations Clergy presenting with comparative depression and burnout scores functioned as this study’s control group and were not 

offered treatment or intervention, presenting an ethical dilemma in the study’s design. Gender difference was determined 

in the intervention group but not in the control group, which may present some differences in results. Post-test self-report 

data may be influenced by clergy’s intention to please the therapist, researcher, or organisation, where participation was 

mandated.  

 

  

Number 10 

Author, year, 

publication type, 

location 

Muse (2007) journal, USA. 

 

 

 

Participants, and 

sample sex 

Sample size details are not provided: “more than a decade of clinical work with hundreds of clergy from a variety of 

denominations” (p. 183).  
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Study design Clergy in Crisis Program. Clergy in distress are invited to a weeklong residential retreat where they have “…intensive 

dialogue with a team of pastoral psychotherapists, suggested readings are provided between sessions, along with ample 

time for rest and recreation” (p. 185). Clergy discuss three principal areas, personhood, environment, and leadership style 

during 12-hours of one-on-one therapeutic discussion. 

 

Main findings The program has been running for over a decade, open nationally to clergy. Clergy have attended who may not be in 

crisis but require short sabbaticals and refreshment.  

 

Strengths The program, through work with a significant number of clergy, have developed a theoretical cycle of clergy burnout and 

a model of spiritual and biopsychological influences. 

 

Limitations Although the program has been running for a significant length of time, this article does not provide any statistical data to 

evidence behaviour change brought about by the programs influence. 

  

Number 11 

Author, year, 

publication type, 

location 

Park (2021) thesis, USA.  

 

 

Participants, and 

sample sex 

N=15 Asian American church leaders. Denominations not specified. Mixed sex. 

 

 

Study design ‘STAP’ (Slow to Anger Program). An intervention seeking to reduce levels of anger in Asian American church leaders. 

Anger scale scores were taken pre and post-intervention. The time commitment of the intervention was reduced from 

initially five Saturday meetings to one two-four hour meeting executed in three staggered groups. The program involved a 

teaching component, follow-up one to one meetings, and a personal takeaway formula to use as needed. Participants used 
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supported reflection to map their own anger journeys in ‘grief journals’ prompted by pertinent questions such as “…What 

needs to be grieved? What needs to be renounced? Who needs to be forgiven? What needs to be surrendered? What needs 

updating?” (p. 94).  In addition to exploring personal anger journeys, a teaching session was incorporated on the 

theological principals of anger and the Asian American perspective. 

 

Main findings In qualitative reflection, all participants cited positive take-aways from the program, with many reducing their personal 

anger, identifying coping mechanisms and triggers. Results from anger scales revealed that two participants shifted from 

experiencing little anger pre-intervention to moderate anger post-intervention. Some participants reported that they would 

have liked to have lowered their anger levels further. It would be advantageous to explore efficacy if this study were 

conducted with the original time commitment. All participants identified ‘hurts’ and ‘wounds’ that were further explored 

in one to one meetings.  

 

Strengths Progress through the intervention was marked in a humorous relatable way, where participants received an Angry Bird 

badge at the start and a Cross badge upon completion. The questions for individual and group reflection were posed to the 

group and the author. This suggests that the author shared their story as a means to destigmatise anger discussions. The 

author was sensitive to the religious culture and led the groups in guided prayer times. 

 

Limitations The groups did not meet in the same locations or conduct the reflective activities in the same ways across the groups. 

Groups A and B met in a church and reflected individually. Group C met in the author’s home and reflected as a group. 

Although a culturally sensitive portion of the teaching section was included regarding demon possession or presence, this 

could be perceived as coercive. The author led a participant through a ‘deliverance’, and a subsequent repentance prayer 

time for an identified suicide attempt. This is challenging, as although the intersection of religion and psychiatry (and 

supernatural phenomena) is documented by many (Dein & Cook, 2015; Woods et al., 2014) suicide attempts are a result 

of mental illness such as depression. The idea of repentance indicates a sinful act. Illness is not a sin, and it requires 

strategic multi-level intervention. Prayer and religious coping are well documented support strategies; however, care and 

caution must be taken when addressing trauma and symptoms of mental ill-health, as in this case. As such, this account 

raises ethical concerns surrounding the intervention’s safe execution. 

 

  



230 

Number 12 

Author, year, 

publication type, 

location 

Proeschold-Bell et al. (2017) journal, USA. 

 

 

 

Participants, and 

sample sex 

N=1,114 UMC clergy. Mixed sex. 

Study design ‘Spirited Life’ – A two-year multipoint intervention aimed at positively affecting clergy in the stress, weight loss, and 

personal health goal setting domains. The intervention began with a three-day spiritually centred workshop, a further two-

day workshop was completed midway, and again at the end of the two-year time point. Clergy participated in monthly 

health coaching (telehealth) between the workshops, online Naturally Slim program, and three stress management 

workshops included in the two and three-day workshops (either Williams LifeSkills or meQuilibrium). 

 

 

Main findings The intervention showed statistically significant positive improvements on metabolic syndrome, central obesity, elevated 

triglycerides, low HDL, and hypertension at the p<0.001 level. These positive improvements were sustained for the 

duration of the 24-month intervention. The intervention did not show any statistically significant improvements on 

abnormal glucose regulation or emotional and mental wellbeing factors such as stress and depression. 

 

Strengths A significant strength of the intervention, as stated in their discussion, was the attention to religious cultural sensitivity. 

The theological components included in the workshops were well received and provided a theological imperative for self-

care. 

 

Limitations This study focussed on UMC clergy in North Carolina. The results, although compelling, are not therefore generalisable 

to other denominations or other regions. The study, as stated in their limitations, relied on self-report data for the mental 

wellbeing components. The study used three staggered intakes, as such, some cohort contamination may have occurred 

leading to underestimated final results in the latter groups.  
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Number 13 

Author, year, 

publication type, 

location 

Rosik et al. (2009) journal, USA. 

 

 

 

Participants, and 

sample sex 

N=142 Clergy and missionaries Protestant Christian, denominations not stated, mixed sex.   

 

Study design ‘Restoration and Personal Growth program’ - An intensive outpatient program for Christian leaders. The intervention 

used the Outcome Questionnaire-45 and Marlowe-Crowne Social Desirability scale to assess progress and change at four 

time points. Participants experience 10 – 15 hours of professional input, including “…individual, marital, and family 

therapy, pastoral care, group therapy, psychoeducational groups, psychological testing, and referrals to local physicians 

for medical and pharmacologic care” (p. 689). Participants are referred into the program. Care is delivered by 

psychologists, marriage and family therapists, a social worker, and ordained ministers.   

 

Main findings Statistically significant decreases were observed between the groups pre and post-treatment in Outcome Questionnaire-45 

scores. This decrease was sustained at the three-month follow up assessment. Participants rated the top five most helpful 

components as: individual psychotherapy, marital therapy, pastoral counselling, medication, and group therapy. Three-

years post effect was assessed in N=33 participants (Rosik, 2011, p. 175). This study found those who had engaged in 

treatment for more than six-weeks sustained their improvements. Those who had engaged for less than six-weeks saw a 

reduction by over a half of their initial improvement. On follow up 32 participants were engaging in continued additional 

treatment or therapeutic activities. Hinderances to continued improvement on follow up included lack of engagement 

from spouses and lack of care and support from ‘sending organisations’ (p. 179).   

 

Strengths The intervention used a range of professionals with ministry and missionary experience, and support from current serving 

clergy, offering a well-rounded psychological intervention. The study is culturally aware incorporating reading material, 

and videos aimed at a Christian audience, alongside prayer and bible reading. This aims to enhance “…psychological 
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concepts such as boundaries and recovery with religious insights derived from the typical participants’ faith system” (p. 

690). The program is also open to couples and families, recognising the importance of community and family support. To 

avoid violations of independent assumptions from married couples, calculations were carried out by randomly eliminating 

one spouse from each pair (p. 693).  

 

Limitations The article states that nearly all participants were missing some data, either pre or post scores. Their missing scores were 

estimated by calculating the average (p. 693). The use of the Outcome Questionnaire-45 appears slightly problematic 

when considering if changes are clinically significant. Some participants entered the program with scores below the 

clinical threshold for distress, and so no clinically significant change was observed. Yet on follow up 87% of participants 

experienced some improvement. This measure alone provides an insufficient descriptor of intervention success.  

  

Number 14 

Author, year, 

publication type, 

location 

Scott and Lovell (2015) journal, USA. 

 

 

Participants, and 

sample sex 

N=34 mixed sex, denominations not stated. 

 

Study design ‘The Rural Pastors Initiative’ – An 18-month intervention, including a mixture of a week-long ‘Summer Intensive’ and 

regional ‘Area Gatherings’ at five points, with virtual support in-between. The initiative focused primarily on 

psychological factors “including loneliness, isolation, burnout, an imbalance between personal and professional life, and 

an absence of self-care activities” (p. 71). Two goals were defined as, “(1) foster excellence and “professionalism” in 

pastoral leadership and ministry in contemporary rural settings, and (2) promote long-term personal well-being and 

satisfaction in rural ministry” (p. 74). Clergy participated in education, small group work, and reflection on their progress 

at regular intervals.  

 

Main findings Clergy in this study experienced a significant degree of loneliness and isolation (p. 71). Loneliness was a statistically 

significant predictor of other factors such as burnout and professional excellence (p. 71). Notably, the intervention did not 



233 

result in any meaningful change in self-care engagement. The article does not describe the intervention in detail or what 

particular areas of teaching or support proved useful.  

 

Strengths The study was useful as a profile of the psychological states and negative factors rural pastors experience. The study 

identified factors that may be addressed in future interventions. The study also contained notable findings on female 

pastors such as struggles with privacy and gender norms. 

 

Limitations Clergy were personally known to the research team, and as such those clergy may have already been motivated to engage 

or change health behaviours, possibly skewing results (p. 76). The sample did show substantial participant attrition, 

rationales for this were briefly touched on however, some stated that the program ‘did not meet their needs’ (p. 77).  A 

deeper understanding and exploration of this shortfall may help shape future interventions. 

 

  

Number 15 

Author, year, 

publication type, 

location 

Smith (2015) thesis, USA. 

 

 

Participants, and 

sample sex 

N=8 UMC clergy, mixed sex. 

 

Study design Three-month holistic intervention with “five bi-monthly meetings and a two-day retreat (half-way through) which 

integrated peer support, focused lessons, and reading materials” (p. i). The project emulated ‘Spirited Life’ and followed a 

format of education, self-reflection, and partner discussion. Discussions and reflections were formed around Hooten’s 

(2011) definition of holistic health in the place of ministry. Due to time constraints, the set curriculum was not completed 

in the sessions, and as such, bible study homework was set. 

 

Main findings Participants found the sessions beneficial, making individual intentional holistic changes. Although the thesis does not 

strategically categorise feedback, positive comments are included around the motivators. Some participants were 
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expecting more health coaching with “weight or fitness goals” (p. 57). Participants did value sharing with clergy who they 

do not usually meet with, reducing their anxiety. Upon reflecting on their original calling, some stated they felt called to 

be healers, teachers, administers of the sacrament, yet the demands of the role diluted their original calling. 

 

Strengths The intervention had a theological underpinning by assigning reflection on Jesus’ ministry and rest rhythms between 

sessions. It also used key biblical texts and prominent Christian authors to support holism. The group also spent time 

praying for each other around the intervention’s themes. One participant stated “...without the spiritual and theological 

grounding we have developed we cannot maintain our health. We have learned that health is not another “to-do” list but 

rather the very essence of who we are and how we do ministry” (p. 59). 

 

Limitations The five sessions plus the retreat were a significant time commitment. The text states dozens of clergy expressed interest 

in holistic health improvement, however, due to busy schedules and demands they were unable to participate. The main 

findings of the project are hard to discern. The thesis is reflective and does not appear to present findings as expected in a 

published peer-reviewed article.   

  

Number 16 

Author, year, 

publication type, 

location 

Soto (2015) thesis, USA. 

 

 

Participants, and 

sample sex 

N=3 Latino Pentecostal clergy across three churches (two in Florida, one in North Carolina). Unknown sex. 

 

 

Study design Six-month intervention using existing teambuilding model ‘Spiritual Leadership, Inc.’ aimed at reducing burnout rates in 

clergy.  “Teams working under the SLI model learn to love each other by building and living in covenantal relationships 

and holding each other accountable” (p. 82). The intervention sought after “…(1) developing spiritual leaders, (2) 

creating environments of transformation, and (3) developing processes/systems that produce fruit” (p. 82).  An 

instructional meeting with participants and their teams was held pre and post-intervention. Each participant selected a 

small team from their own church to meet with once per week for two-hours to discuss their ‘ministry action plan’. This 
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action plan uses themes similar to SMART goals “…values, mission, context, strategies, vision, measurement indicators, 

accountable individuals, and due dates for strategies” (p. 83).  Burnout was measured pre-intervention and post-

intervention. Qualitative data on the effectiveness of the intervention was captured using post-intervention one to one 

interviews and a focus group.  

 

Main findings Burnout score, pre to post-intervention, showed a substantial reduction across the emotional exhaustion and 

depersonalisation sub-scales. Scores for personal accomplishment increased across the group by 26%. Despite reductions 

in burnout scores, stress self-report levels remained high. Qualitative data showed improvements in team functioning and 

professional relationships. Clergy also noted improvements in their ability to deal with professional concerns. 

 

Strengths The author requested that participants sign a ‘covenant’, to assure their full engagement for the duration of the 

intervention (p. 7) using religious accountability. Despite a shortened version of the full program being offered, some 

moderate benefits in team functioning and burnout were seen in the six-month period. These data may offer a foundation 

for piloting a shortened version of the program.  

 

Limitations All pastors included were bi-vocational, having full-time jobs in addition to ministry (p. 86). A larger sample size with a 

mix of vocational statuses would be advantageous to explore the interventions effectiveness more closely. The ‘Spiritual 

Leadership, Inc.’ program is designed to run for 18-months. Effect after six-months may be underestimated. No 

explanation of the reduced runtime was offered. The small sample size limits the assumptions that can be drawn from the 

results. The methodology of the intervention, what the clergy did in the two-hour meetings, and what was discussed pre 

and post-intervention, is unclear. 

  

Number 17 

Author, year, 

publication type, 

location 

VanLoon (2009) journal, USA. 
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Participants, and 

sample sex 

N=32 (n=17 intervention group, n=15 control group). Mixed sex. Eleven unspecified denominations included. 

 

Study design Four 1.5-hour sessions exploring hypothetical congregant situations and clergy’s response in forgiveness, aiming to 

improve psychological wellbeing in the areas of “…self-esteem, anger, anxiety, willingness to forgive” (p. 2). Data was 

collected across four domains using a range of inventories. The decision to forgive section was explored using a 

combination of teaching, “…group discussions, personal journal reflections…” (p. 4) and application of theory to the 

hypothetical scenarios. 

 

Main findings Data showed a statistically significant increase in participants’ willingness to forgive (compared to the control group). 

Participants were able to apply learned strategies to the hypothetical situations and recommend forgiveness strategies to 

congregants. 

 

Strengths This study adds to the small volume of work on forgiveness and faith-based organisations, where forgiveness literacy is 

sometimes assumed (p. 3). The work showed cultural competence with the inclusion of a forgiveness covenant at the end 

of the intervention. 

 

Limitations Denominations were not specified, ergo denomination specific positive results could not be explored. The methods and 

session content were not detailed, and it is unclear how each session was run. Other than the incorporation of the four 

phases of forgiveness, it is not clear what was taught in each session. 

  

Number 18 

Author, year, 

publication type, 

location 

Webb and Bopp (2017) journal, USA.   

 

 

 

Participants, and 

sample sex 

N=44 (n=24 invention group, n=20 control group) denominations, not specified. Mixed sex. 
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Study design ‘Walking in Faith’ – A 12-week internet mediated (Moodle) program seeking to improve physical activity engagement in 

clergy who were classified as sedentary or insufficiently active. Base-line and follow-up activity levels were determined 

over seven days by accelerometer (ActiGraph GTX3+). Various perception scales were used to determine participants’ 

motivation, confidence, perceived benefits, and support. All participants received a $10 gift certificate.  

 

Main findings Compared to the control group, the intervention group showed statistically significant improvements in sedentary time, 

behaviour, physical activity engagement at the moderate level (as measured by accelerometer) and motivation (p. 569). 

 

Strengths Each topic during the 12-week period was linked to a biblical text providing a theological imperative, showing cultural 

sensitivity. The web-mediated design allowed for engagement at a self-selected convenient time. The use of self-report 

and accelerometer data allowed for some clarification on activity levels where it is believed some may under or over-

report levels. 

 

Limitations Self-report data was relied upon for BMI calculation. Not all participants completed the 12 lessons, however, results 

indicate that this did not affect results (those completing six or 12 showing similar results). Core content was included in 

the first six lessons, indicating that the study design could be shortened to improve engagement. Forty-three different 

faith-based organisations were included. The study cites this as a potential limitation in not allowing for the exploration of 

the positive effects of social support within a single organisation. Some sedentary time may have been “misclassified” as 

non-wear time due to user error in the accelerometer (p. 572). 
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5.7 Critical Examination and Emergent Themes  

Having analysed the items and charted their key characteristics, emergent 

themes were categorised as follows: 

5.7.1 Country of Origin  

All interventions included in this review took place in the USA across 15 

different states, with no obvious pattern. One nationwide intervention was included.  

5.7.2 Report Year 

The interventions included in this review were reported between 2007 and 

2021. Nine of the interventions were reported on between 2015 and 2016. Three 

were reported on in the last three years.  

5.7.3 Sample Sizes 

The range of sample sizes across the reviewed interventions can be viewed in 

Table 32. Sample sizes ranged from one pastor and his wife (Abernathy et al., 2016) 

to 1,114 clergy participants (Proeschold-Bell et al., 2017). Conversely, some 

researchers such as Davis (2010) achieved much smaller than expected sample sizes. 

Smith (2015) found similar difficulty, stating many clergy were interested in an 

intervention, yet due to the demands of the role, they were unable to participate. It is 

not clear why, given the two-year time commitment in Proeschold-Bell et al.’s 

(2017) work, this attracted so many committed participants. Yet, when considering 

other authors like Smith (2015) who modelled their work on Proeschold-Bell et al.’s 

(2017) study, they struggled to recruit and maintain clergy.  
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Table 32 

Number of Participants Included in Each Intervention  

 

Author Number of participants  

Abernathy et al. (2016) 1 pastor and his wife  

Cuthbert et al. (2018) 71 

Cutts et al. (2011) No total sample size figures provided (10 – 12 

participants in groups)  

Davis (2010) 7 

Emmons (2015) 10  

Jensma (2016) 191 

Kanipe (2016) 13 

Leach (2018) 6 

Muse et al. (2016) 23 

Muse (2007) Not given, author cites over 10 years of research. 

Park (2021) 15 

Proeschold-Bell et al. (2017) 1,114 

Rosik et al. (2009) 142 

      Rosik (2011) (follow-up           

study) 

33 

Scott and Lovell (2015) 34 

Smith (2015) 8 

Soto (2015) 3 

VanLoon (2009) 32 

Webb and Bopp (2016) 44 

 

5.7.4 Length of Intervention 

Lengths of the interventions varied greatly from two-hours teaching time 

(Park, 2021) to three-years (Abernathy et al., 2016) (Table 33). Some of the longer 

interventions incorporated a more intensive residential retreat at one or more time 

points during the intervention. The longer interventions required participation 
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throughout (e.g., with health modification i.e., nutrition or exercise) however, they 

did not require the researcher to maintain persistent contact throughout. In this case, 

researchers checked in and logged progress at designated time points e.g., Abernathy 

et al. (2016) Emmons (2015) and Proeschold-Bell et al. (2017).  

Table 33 

Length of Each Intervention  

Author Length of intervention  

Abernathy et al. (2016) 3 years 

Cuthbert et al. (2018) 16 days 

Cutts et al. (2011) 2 days  

Davis (2010) 8 weeks  

Emmons (2015) 6 months  

Jensma (2016) 3 weeks  

Kanipe (2016) 10 weeks 

Leach (2018) 1.5 days  

Muse et al. (2016) 1 week 

Muse (2007) 1 week 

Park (2021) 2 hours teaching with one-to-one follow up. 

Proeschold-Bell et al. (2017) 2 years  

Rosik et al. (2009) Total time is unclear. Between 10 – 15 hours 

Scott and Lovell (2015) 18 months  

Smith (2015) 3 months  

Soto (2015) 6 months  

VanLoon (2009) 6 hours  

Webb and Bopp (2016) 12 weeks 

 

5.7.5 Denominations Featured 

The denominations investigated varied, however, UMC clergy featured 

prominently. Baptists were featured in four interventions (Abernathy et al., 2016; 
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Kanipe, 2016; Leach, 2018; Muse et al., 2016). Those interventions which sought to 

provide emergency restorative support (e.g., Muse et al. [2016]) included a wider 

range of denominations. Some featured an unusual mix of denomination numbers, 

for example, Kanipe (2016) who included 12 UMC clergy and one Southern Baptist, 

and Muse et al. (2016) who included one Baptist, two Lutherans, and one 

Episcopalian.  

5.7.6 Use of Religious / Biblical Prompts and Cultural Competence 

Sixteen of the interventions used overtly Christian themes and activities in 

their interventions. These ranged from biblical scriptural examples of health and 

wellbeing from the apostles and Jesus, to prayer, spiritually sensitive material, 

accountability and participant covenants, alongside staff and researchers with 

religious or ministry experience delivering intervention components. Participants 

positively commented on the intervention’s scriptural or spiritual content, providing 

a theological health behaviour driver. Most notably, Emmons (2015) drew on his 

personal experience as a pastor with lived experience of significant weight loss, four 

of the 10 case studies cited this as a significant motivator for their personal health 

changes. Scott (2015, p. 59) captured the essence and necessity of theological and 

spiritual components in one participants’ comment: “...without the spiritual and 

theological grounding we have developed we cannot maintain our health. We have 

learned that health is not another “to-do” list but rather the very essence of who we 

are and how we do ministry”. 
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5.7.7 Individual Reflection 

All items used a form of personal reflection in the intervention, variations can 

be observed in Table 34. Some form of personal, group, or guided reflection 

appeared integral to all the intervention designs. 

Table 34 

Modes of Reflection Included in Each Intervention  

Author Mode of reflection   

Abernathy et al. (2016) Meditation 

Cuthbert et al. (2018) Workbook  

Cutts et al. (2011) Meditation, books, and CDs 

Davis (2010) Daily reflective homework 

Emmons (2015) Coaching and onsite (e.g., supermarket) 

contemplation of actions (e.g., food choices) 

Jensma (2016) Psychotherapy  

Kanipe (2016) Recorded sabbath practice  

Leach (2018) Coached self-reflection  

Muse et al. (2016) Psychotherapy 

Muse (2007) Psychotherapy 

Park (2021) Journaling  

Proeschold-Bell et al. (2017) Coached self-reflection 

Rosik et al. (2009) Psychotherapy 

Scott and Lovell (2015) Small group and individual reflection on progress  

Smith (2015) Self-reflection and partner discussion on select 

topics  

Soto (2015) Creating a ministry action plan  

VanLoon (2009) Journaling  

Webb and Bopp (2016) Reflecting on biblical examples  
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5.7.8 Group Work 

Thirteen of the items clearly state the use of some form of group work. This 

ranged from formal group therapy (Jensma, 2016) to informal sharing and support on 

Facebook (Emmons, 2015). Group work appeared to be a key factor to many of the 

interventions, with some participants clearly citing the personal benefits of this 

element (Abernathy et al., 2016; Leach, 2018). Abernathy et al. (2016, p. 183) stated 

of their participants: “They were thankful for a safe space for this kind of intimacy. 

Being with others who had similar struggles and having the opportunity to share with 

the group made them feel less alone”. 

5.7.9 Teaching and / or Coaching 

All interventions featured some form of teaching or coaching. Approaches 

varied including formalised psychotherapy (Rosik et al., 2009) one to one coaching 

on specific health facets (Emmons, 2015) internet mediated taught sessions (Webb & 

Bopp, 2017) workbook activities (Cuthbert et al., 2018) student designed and led 

teaching sessions (Park, 2021) or a mixture of approaches including tele-health 

coaching in between formal residentials (Proeschold-Bell et al., 2017). 

5.7.10 Targeted Health Facets 

The targeted health facets in each intervention can be observed in Table 35. 

Notably, only four interventions had a holistic focus; Proeschold-Bell et al. (2017), 

their colleagues Cutts et al. (2011) Leach (2018) who was advised by Cutts, and 

Smith (2015) who emulated Proeschold-Bell et al.’s (2017) work.  
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Table 35 

Health Facet/s Targeted in Each Intervention  

Author Targeted health facet/s 

Abernathy et al. (2016) Mental (psychological resilience post-trauma) 

Cuthbert et al. (2018) Mental (positive psychology intervention)  

Cutts et al. (2011) Holistic (physical, mental, spiritual)   

Davis (2010) Mental (mindfulness-based stress reduction) 

Emmons (2015) Physical  

Jensma (2016) Mental  

Kanipe (2016) Physical and mental (sabbath rest)   

Leach (2018) Holistic (physical, mental, spiritual)   

Muse et al. (2016) Mental  

Muse (2007) Mental  

Park (2021) Mental (anger management program)  

Proeschold-Bell et al. (2017) Holistic (physical, mental, spiritual)   

Rosik et al. (2009) Mental  

Scott and Lovell (2015) Mental with occupational elements   

Smith (2015) Holistic (physical, mental, spiritual)   

Soto (2015) Occupational (burnout and team-working) 

VanLoon (2009) Mental (self-esteem, anger, anxiety, and 

forgiveness elements) 

Webb and Bopp (2016) Physical  

 

5.7.11 Incorporation of Retreats 

Eleven of the interventions featured some form of intensive or retreat (Table 

36) ranging from half a day to three weeks on weekdays. Four items featured a 

retreat as part of a longer intervention format. These retreats were mixed with other 

contact, coaching, and participant driven activities (e.g., Abernathy et al. [2016] and 

Proeschold-Bell et al. [2017]). Notably, Proeschold-Bell et al. (2013a) discuss the 

beneficial nature of retreat interventions that allow clergy uninterrupted time to focus 
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on wellbeing factors. They do however suggest some potential limitations: “…this 

format does not enable clergy to learn how to integrate health behaviors into their 

daily lives, and it can be difficult for pastors to take time away from their 

responsibilities at their parishes” (Proeschold-Bell et al., 2013a, p. 140). 

Table 36 

Inclusion of Retreats  

Author Retreats - Yes (Y) or No (N) 

Abernathy et al. (2016) Y three annual meetings over three years, lasting 

three days each 

Cuthbert et al. (2018) N 

Cutts et al. (2011) Y two days  

Davis (2010) N 

Emmons (2015) N 

Jensma (2016) Y three weeks (weekdays only) 

Kanipe (2016) Y one day 

Leach (2018) Y one and a half day  

Muse et al. (2016) Y one week (outpatient) 

Muse (2007) Y one week residential 

Park (2021) N 

Proeschold-Bell et al. (2017) Y three retreats over two years, an initial three-

day, two-day mid and end point 

Rosik et al. (2009) Y intensive outpatient treatment 10 – 15 hours. 

Scott and Lovell (2015) Y five points over 18-months, a weeklong 

intensive, and four regional gatherings (unknown 

length) 

Smith (2015) Y two-day retreat at the halfway point of the three 

month intervention 

Soto (2015) N 

VanLoon (2009) N 

Webb and Bopp (2016) N 
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5.7.12 Methodological Strengths and Limitations 

Methodologies and approaches varied greatly across the interventions. Some 

took a primarily spiritual / theological approach, whereas others used a mix of 

medical and religious specialities, approaches, and expertise. This variation may be 

due to the origin of the intervention and the researcher’s personal speciality. Many of 

the theses, for example, were undertaken as part of a Doctor of Ministry program, 

where student researchers approached projects from a primarily spiritual and 

religious occupational vantage point.  

A lack of this multidisciplinary collaboration can be seen in Park’s (2021) 

work. This thesis takes a primarily spiritual approach to anger management. It 

identified a participant who had experienced sexual abuse, suicidal ideation and 

behaviour, and may have been experiencing ongoing mental health and wellbeing 

issues. The ‘deliverance’ approach the researcher took in managing this disclosure 

(although common in some spiritual circles) could be viewed as unethical, and 

potentially damaging to the participant’s ongoing mental health journey. This work 

presents an argument for the necessity, in some interventions, for methodologies that 

include mixed professionals or expertise, and an awareness of the holistic nature of 

health.   

Conversely, some of the more holistic interventions sought to collaborate and 

use a range of professional expertise to map, educate, and improve clergy wellbeing 

(e.g., Cutts et al. [2011] Kanipe [2016] Leach [2018] and Proeschold-Bell et al. 

[2017]). Some, additionally, used a longer multipoint intervention strategy to 

promote sustainability in real-world ministry settings (e.g., Abernathy et al. [2016] 

and Proeschold-Bell et al. [2017]). Indeed Proeschold-Bell et al. (2013a, p. 141) 

highlight the importance of the length of participant engagement in real world 



247 

research where life factors (such as stress) may impact the target variable (such as 

weight management). They state, “An intervention that successfully sustains weight 

loss may need to be long enough for participants to cycle through high- and low- 

stress periods and practice adaptive stress responses” (Proeschold-Bell et al., 2013a, 

p. 141). 

All of the interventions generated new data. Data were collected using a 

mixture of qualitative and quantitative methods, standardised questionnaire tools, 

self-reports, and interviews. Most notably, in Cuthbert et al.’s (2018) intervention, 

statistical analysis of measures of life satisfactions and humility showed no 

significant change. Yet, in self-report data and personal reflections, participants 

indicated that their personal relational humility had increased. This study indicates 

some benefit to collecting data using different methods in this newer research area of 

clergy interventions. Self-report data, although subjective, may help shape future 

intervention methodology with regards to what personally resonated with some 

clergy. Emmons (2015) for example, also presented numerical change data (e.g., 

weight) alongside personal reflections from clergy participants. Here, reflective data 

pointed towards the usefulness of personal stories of weight loss transformation from 

the student researcher. These data may help shape future interventions and may have 

been lost if statistical analysis alone was relied upon to quantify intervention success.  

5.7.13 Intervention Outcomes 

Of the interventions which presented findings, all showed some positive 

effects either statistically or in participant reflections. Emmons (2015) for example, 

noted profound participant weight loss (between 42 – 90 pounds) and adjacent 

positive improvements in fitness level, personal relationships, and ministry. Some 
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studies found a mixture of positive behaviour change and little or no effect in other 

target areas. Davis (2010) for example, found a reduction in negative emotional 

patterns and depressive symptoms, however, little difference in anxiety levels. 

As a significant proportion of the interventions were theses, this presented a 

finite time limit on the interventions, and as such, long term sustainability of any 

positive change could not be determined. These snapshot interventions suggest the 

necessity for longitudinal studies to support and measure sustainable positive health 

change.  

Most notably, Cuthbert et al. (2018) take a balanced and objective approach 

to their intervention result reporting, which showed no statistically significant 

effects. They quote Boiler et al. (2013, p. 17) who support the reporting of findings 

even when a lack of statistical significance is found, to attempt to reduce publication 

bias. This open approach may support future intervention development and direction.     

5.8 Discussion  

The aim of this systematised review was to explore existing clergy health 

interventions and identify key characteristics of successful works to inform a 

feasibility and acceptability intervention for UK Baptist clergy. This review provided 

analysis of 18 interventions (11 journals and seven theses) that aimed to promote 

positive health behaviour change in clergy. Although this review did identify some 

prominent characteristics, no clear format or gold standard was identified.  

No previous reviews were identified in the process of the current review. The 

foundational work of Proeschold-Bell et al.’s (2017) two-year Spirited Life 

intervention (entry 12) does somewhat mirror the results of the current review. 

Although few published works were identified, the team did uncover a number of 
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unpublished US denomination specific interventions, intervention specifics however, 

(the exact steps, processes, results and data) were not publicly available (Wallace et 

al., 2012). The team identified such activities by Google searching and contacting 

individual program staff, however, this proved unsuccessful for identifying programs 

and program components (Wallace et al., 2012). Additionally, this team’s search 

highlights the lack of communication between differing Protestant denominations, 

the academic community, and indeed intra-denominationally. In their conclusion, 

Wallace et al. (2012, p. 122) point toward the lack of gold standard clergy 

intervention criteria, research dissemination, and communication: “…it appears that 

they are working in isolation from one another and that there is no central source to 

learn about different kinds of clergy health programs. Currently, evaluation and 

dissemination are lacking for clergy health programs.” Notably these findings mirror 

the seemingly poor communication, collaboration, and dissemination of work, data, 

and recommendations from the Church of England as discussed in Chapter two. The 

conclusions drawn from Wallace et al.’s (2012) work, in addition to this review’s 

findings, point toward the need for further exploratory and feasibility work in the 

field of clergy health interventions. At best, the key characteristics identified in the 

current review may be used as a foundation to intervention building, an adaptive 

preliminary step prior to any future full-scale interventions.    

Intervention results all show positive behaviour change in all or part of the 

target variable (and some adjacent health facets) through the approaches taken. 

Prominent characteristics emerged, including group work, spirituality practices / 

theological grounding, taught components, personal reflection, and holism. It is 

evident therefore, that using the strategies adopted in these interventions may be 

beneficial in future interventions. Ultimately, this review highlights the lack of 
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clergy health intervention work in the UK (and internationally) in any denomination. 

Additionally, improvements could be made with reporting and results translation.  

5.8.1 Future Recommendations  

This systematised review has highlighted some recommendations for future 

interventions: 

• It is evident from the works presented in this review, that there is a 

need for UK and other international published works outside the US.  

• Interventions would benefit from longitudinal approaches, allowing 

participants time to integrate positive health behaviours into their 

real-world ministry practice, whilst evidencing sustainability.    

• Interventions should ideally take a multi-professional (or mixed 

experience / speciality) approach that allows for safe, balanced 

holistic health interventions.  

• Communication, dissemination, and collaboration methods need to be 

improved intra and interdenominationally and with the wider 

academic community. This approach may highlight best practice and 

avoid unnecessary repetition.  

• Clergy interventions clearly benefit from peer collaboration (e.g., 

group work) and religious, spiritual, and theological underpinning. 

• As clergy health interventions are a contemporary area of research, a 

mixed methods approach would be advantageous.  

• Due to the known interrelationship between human health facets, it 

would be advantageous to approach interventions from a holistic 

standpoint.  
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5.8.2 Implications for a Feasibility Intervention  

This review has emphasised some popular and effective components to carry 

forward to stage four’s feasibility and acceptability intervention. As with some of the 

other theses included in this review, certain time and resource restrictions apply 

which may limit the inclusion of select elements. Using this review as a foundational 

framework, it would be advantageous to include the following elements: 

• Teaching – A taught section, aiming to improve clergy knowledge on 

some areas of holistic health. 

• Holism – Any sections should consider the holistic interlinking nature 

of human health and wellbeing. 

• Group work – Peer support where clergy may encourage, share, and 

emotionally strengthen one another in their challenges and goals. 

• Spiritual and theological components – Key biblical references should 

be included to demonstrate a theological foundation and imperative. 

As is common in Christian meetings, participants should be invited to 

participate in an opening and closing prayer through personal silent 

reflection.  

• Personal reflection – Uninterrupted time to personally reflect on 

individually identified areas of personal health and wellbeing 

challenge.  

• Multidisciplinary participation – Value can be drawn from a team of 

multidisciplinary professionals supporting an intervention. Although 

resources do not allow for this in this thesis, suitable skill, knowledge, 

and safety can be assumed from the student researcher’s credentials. 
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The student researcher is an NMC registered nurse, professional 

member of the International Stress Management Association, Mental 

Health First Aid Instructor Member, workplace health and wellbeing 

specialist, Fellow of Advance HE (British higher education growth, 

support, and development organisation [Advance HE, n.d.])  

university level Associate Lecturer, National trainer, and committed 

Christian.  

• Sample size – Any sample size in stage four’s intervention will 

provide a valuable contribution to the scant UK clergy research pool.       

• Denomination – Although some interventions include members from 

various denominations, stage four will focus on the Baptist 

denomination. This aims to provide a clear understanding of the 

suitability of this type of intervention for this specific cohort.  

• Reporting – Clear reporting on all the steps taken and session 

processes is essential, as this allows for duplication or modification in 

larger iterations or in other denominations.  

5.8.3 Limitations of this Systematised Review  

Systematised reviews may present certain limitations such as the potential for 

review bias (e.g., with selection, final screening, analysis, and coding) (Barr-Walker, 

2017; Grant & Booth, 2009). An attempt in this review, was made to somewhat 

mitigate this bias by discussion with the thesis supervisor and a critical friend.  

This review used a reductive search process based on the author’s subject 

knowledge and the specialist research librarian’s experience of search terms. It is 

understood, however, despite attempting an exhaustive search methodology, that not 
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all eligible clergy interventions were identified. Additionally, due to the known 

limitations in some denominations’ practices regarding result reporting, it is possible 

this review may not represent contemporary initiatives that are not publicly 

available. 

Strict review protocol, as expected in a systematic review has not been 

adhered to, however, the principles and procedures carried out in this review, are 

clear, logical, evidenced based and duplicatable. This ‘modelling’ of the systematic 

review process is deemed appropriate for the systematised approach (Grant & Booth, 

2009, p. 13).      

5.8.4 2024 Update 

Since this review was conducted on 6th April 2021, with the search year 

parameters of 2001 – 2021, no clergy holistic health interventions have been 

conducted in the UK. This lack of recent UK works further highlights the novel 

contribution and relevance of the intervention detailed in Chapter six.  

One further international intervention and one pilot study have been 

identified since this review was conducted. These items feature the same authors 

included in this systematised review, Proeschold-Bell and Webb (Proeschold‑Bell et 

al., 2023; Harmon et al, 2023).  

The work featuring Proeschold-Bell, a pilot study ‘Selah’, attempted to 

address anxiety and occupational stress (Proeschold‑Bell et al., 2023) a facet in their 

original two-year study that showed no statistically significant improvement 

(Proeschold‑Bell et al., 2017). This intervention recruited a convenience sample in 

the same North Carolina UMC Methodist region and used a combination of training, 

mindfulness, centring prayer and daily Examen a form of prayer from the Jesuit 
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tradition (Proeschold‑Bell et al., 2023, p. 2690). The results of this intervention 

indicated that all portions, except the centring prayer, may positively affect stress 

and anxiety levels at the 12-week mark as shown across their chosen stress and 

anxiety scales and biometric data (Proeschold‑Bell et al., 2023). Although the study 

provides outcome data, it does state that as a pilot the purpose of the study was to 

assess suitability, results are therefore indicative and do not provide definitive data 

on effectiveness. The main difference between this pilot and their previous two-year 

intervention appears to be the intensity and variety of activities in the intervention. 

This pilot appeared significantly more comprehensive in addressing stress in a 

multifactorial way through training and personal practice. Their original study 

appeared limited in offering one workshop (or online stress management program for 

those waitlisted [Proeschold‑Bell et al., 2017]) potentially highlighting why this pilot 

indicates greater stress reduction over their original two-year study.       

The second intervention featuring author Webb was the ‘Fit with Faith’ 10-

week intervention, targeting diet, physical activity and stress (Harmon et al., 2023). 

This intervention featured twenty African American clergy and their spouses, no 

specific denominations were cited (Harmon et al., 2023). Results showed statistically 

significant improvements in biometric data and self-regulation scores, yet positive 

changes appeared limited to females and younger participants (Harmon et al., 2023, 

p. 2627). Similar to Webb’s earlier work (Webb & Bopp, 2017) this intervention 

relied heavily on technological administration, although the current intervention did 

incorporate face to face components. Notably, the interventions results report that 

clergy in this group appeared more engaged with the face to face and telephone 

components than daily app tracking. This intervention although limited suggests the 
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potential necessity for variation in progress tracking and engagement methods to suit 

different personal preference and age groups. 

These two additional items, and the lack of any UK works, further reinforce 

the necessity for UK clergy health and wellbeing interventions. The items indicate 

the potential effectiveness of well-structured holistic programs, and the necessity for 

piloting, acceptability and feasibility testing and adaption to ensure appropriate fit 

across the cohort.  

5.9 Chapter Conclusion  

This chapter has presented the results of a single student researcher led 

systematised review which identified 18 clergy health interventions targeting a single 

or multiple health facets. Seven of the items were theses, and all of the works were 

US based. This review identified the prominent beneficial characteristics of the 

interventions, which included a blended intervention approach including taught or 

coached sections, some personal reflective activities, group or partner work and 

support, and a strong theological foundation. Additionally, this review has identified 

several areas for consideration in future research, including longitudinal approaches, 

multidisciplinary involvement, improved academic and professional communication 

of results and processes, and holistic and mixed methods approaches.  

All interventions presented some positive behaviour change. This further 

presents an argument for the purpose and contemporary necessity for clergy health 

interventions. Clergy, as shown in previous chapters, experience some health 

inequalities against comparative populations. Ergo, more UK denomination specific 

health profiling, investigations, and as shown from this review, interventions are 
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needed to create a rich evidenced based foundation for contemporary occupational 

recommendations. 
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Chapter 6: The Acceptability and Feasibility of an Intervention to Support Self-

care in Baptist Church Clergy. 

6.1 Introduction 

Informed by this thesis’ previous investigations, this chapter presents the 

procedure and findings from a bespoke clergy feasibility intervention to promote 

self-care. UK Baptist clergy were invited to take part in a 90-minute online 

participatory group intervention hosted on MS Teams. The intervention comprised 

three distinct sections (teaching, self-reflection, and group discussion), was 

proceeded by a pre-intervention survey, and concluded with post-intervention 

survey. The identical intervention was delivered to 11 participants in three groups. 

Groups were determined by participants’ choice of a convenient session time and 

date slot. The same intervention was offered at four different date and time slots 

across July, August, and September 2022, however, only three sessions were filled. 

This intervention presented some positives and negatives if developed and rolled out 

across the Baptist network. Participants voiced that they wanted larger groups, and 

more interaction from others to discuss and share challenges and strategies for better 

self-care. Notably, all participants saw value in some or all aspects of the session, 

with many voicing that this would be a useful opportunity for all BUGB clergy.  

6.2 Background 

It became evident from both the quantitative and qualitative portions of this 

thesis that the cohorts under investigation presented with varying biopsychosocial 

issues, with no two participants being the same. Targeting multiple holistic health 

facets within one intervention therefore, required a strategic, pedologically sound 

approach, carefully selected and informed by current literature and other disciplines.  
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6.3 Research Impact 

Since the 2006 governmental push to manage, assess, and restrict research 

funding based on its societal impact (Research Excellence Framework [REF], 2014a) 

detailing ‘research impact’ has become an increasingly important project 

consideration. Impact is defined as “…any effect on, change or benefit to the 

economy, society, culture, public policy or services, health, the environment or 

quality of life, beyond academia” (REF, 2014b, p. 4). A primary impact of the 

current intervention will be as a valuable academic addition to the research field. 

Study results may be used to inform larger scale interventions which may impact the 

wider field of Baptist clergy. Research impact, even if limited to an addition to a 

limited academic field, is an important consideration (Taylor & Francis Group, n.d.).   

6.4 The Place and Purpose of Feasibility Interventions  

Feasibility studies are a valuable step in intervention planning prior to full 

scale roll out (Van Teijlingen & Hundley, 2001). There is division regarding the 

components of a feasibility study versus a pilot study, with some authors using the 

terms interchangeably (Thabane et al., 2010; Van Teijlingen & Hundley, 2001) and 

others citing distinct differences (Arain et al., 2010; Donald, 2018). For the purposes 

of this investigation, the term ‘feasibility study’ will be used. Pilot studies are 

accepted as small-scale versions of an intended larger roll out and test if all the 

devised components will run smoothly and as intended or expected (National 

Institute for Health and Care Research, 2019). Whereas some believe feasibility 

studies are independent research pieces intended to plot out the accepted parameters, 

test portions, and make edits for a larger scale study (Arain et al., 2010; Donald, 

2018; National Institute for Health and Care Research, 2019; Tickle-Degnen, 2013). 
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Feasibility studies according to Bowen et al. (2009, p. 453) “…enable researchers to 

assess whether or not the ideas and findings can be shaped to be relevant and 

sustainable”. Acceptability and feasibility of the key intervention components is a 

primary goal of this investigation, as it is not known if the applied components, 

mainly drawn from US research, are acceptable to a UK cohort. It is accepted that 

edits may be required by future researchers, followed by piloting prior to full-scale 

roll out.  

6.5 Research Question and Logic Model  

The following research question was explored: 

• What is the acceptability and feasibility of a tailored intervention to support self-care 

in Baptist church clergy? 

This efficacy of this intervention as per the research question will be evaluated using 

Gadke et al.’s (2021) 10 assessment criteria (see analytical approach).  
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Figure 8 

Intervention Logic Model 

 

Rationale – This thesis’ previous studies and the international literature indicate health deficits in clergy. There is no available UK clergy 

self-care intervention research, to date. This intervention, therefore, sought to assess the feasibility and acceptability of a tailored self-care 

intervention for UK Baptist clergy. 

Inputs  Activities  Outcomes  

Immediate  

• Increased knowledge of the interrelationship of 

health facets and holistic health 

• Increased personal self-care motivation  

• Personal self-care reflection 

Medium term  

Personal health benefits, e.g., weight loss, improved 

relationships, reduced stress etc. 

Long term   

• Culture, systems change (increased personal, 

church level and organisational focus on self-care) 

• Clinical outcomes – measurable health benefits 

e.g., decreased BMI, improved mental wellbeing 

etc. 

• Personal perceived health benefits – the 

participant feels more energised, sociable, 

mentally well etc.  

• Improvements in job efficacy 

• Time – session delivery and design  

• Time – participant  

• Time – gate keepers e.g. BUGB 

assisting with advertising  

• Technology both for delivery and 

participation 

• Suitable number of participants per 

group to promote conversation and 

skill sharing  

• Promoting the intervention 

• Recruiting participants and assigning 

them to balanced groups  

• Delivering the session 

• Collecting, organising, and analysing pre 

and post-intervention data  

• Reporting / disseminating results  

Assumptions - clergy will have time to attend, clergy will be open to the message of change, clergy will want to attend, that the chosen 

activities and methods are effective at promoting health behaviour change, clergy will want to discuss self-care with peers. 

Note - Logic model produced as per the Midlands and Lancashire Commissioning Support Unit (2016) and Moore et al.’s (2015) guidelines 

widely used in public health research and interventions.    
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6.6 Ethical Considerations 

6.6.1 Institutional Approval  

Ethical approval for this study was granted on the 10th June 2022 by the 

University of Nottingham, faculty of Medicine and Health Sciences (reference 

DPAP - 2022  - 2849 – 3) (Appendix P).  

6.6.2 Consent  

Participants were required to complete two surveys during the study (before 

and after the intervention) and consent for all sections was obtained at the start of the 

first survey. Participants could not proceed through the first survey without 

acknowledging nine standardised consent questions approved by the University of 

Nottingham, faculty of Medicine and Health Sciences ethics committee. These 

questions confirmed the participants age, awareness of where to seek support if they 

had questions relating to the study, alongside confirming they had read and 

understood the study outline, procedure, expectations, the voluntary nature of the 

study, right to withdraw, and that anonymised quotes from the final survey may be 

used and shared in written summary reports.  

6.6.3 Risk of Coercion  

To avoid any undue pressure or latent coercion, advertising materials were 

worded neutrally, in that no standard of health was implied or required to participate, 

the intervention sought individuals’ personal views and opinions only. Generic flyers 

(Appendix Q) were designed and distributed via social media and through links with 

the BUGB. The wording and imagery selected was clear, concise, informal, and non-
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judgemental. It was clear in email and social media advertising that participation was 

voluntary.  

6.6.4 Confidentiality and Anonymity  

6.6.4.1 Pre and Post-intervention surveys.  

No person identifiable data was collected in the pre and post surveys. Pre and 

post answers were linked using a unique identifier produced by each participant 

consisting of the last three numbers and letters of their postcode and the last three 

numbers of their phone number (see survey page two, Appendix M). Data collected 

in these surveys was housed on the secure survey platform Online Surveys (Online 

Surveys, n.d.). 

6.6.4.2 During the Intervention.  

Participants were reminded at the start of the session not to share anything 

confidential or anything that they would object to being shared in subsequent 

research outputs. Participants were encouraged to protect their own wellbeing and 

only share content as they saw fit. At booking, participants were assigned a number 

for the group work activity. This number denoted a column on Padlet where 

participants could share thoughts anonymously and other participants could offer 

anonymous encouragement, hints, and tips. Participants were discouraged from 

sharing person specific information during the session such as names, ages, years of 

service or locations. This aimed to protect anonymity alongside encouraging open 

discussion. 
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6.6.5 Further Support  

Participants were provided with a list of support agencies at the end of the 

second survey. The contact details of agencies including Mind, Crossline, and the 

NHS website were provided should participants feel the need to discuss or explore 

any of the health and wellbeing matters raised in the intervention.  

6.7 Method and Materials  

6.7.1 Design Inspiration 

The design of this intervention was inspired by three elements: 

1) The practical procedure - The University of Nottingham’s Researcher 

Academy (RA) Getting to Grips with Academic Writing online course 

(The University of Nottingham, n.d.-b). 

2) The key components - The international literature as per the results of 

Chapter five. 

3) Elements appealing to a UK audience – Qualitative responses by UK 

Baptist clergy collected in Chapter four’s investigation.   

6.7.1.1 Intervention Strategic Pedagogical Approach.  

The author examined methodologies which may prove suitable for a small, 

single person led feasibility intervention. The author facilitated The University of 

Nottingham’s RA Getting to Grips with Academic Writing online course (The 

University of Nottingham, n.d.-b). Elements of this course provided inspiration and 

practical tips on running an engaging and effective short course. Getting to Grips 

with Academic Writing (The University of Nottingham, n.d.-b) uses a hybrid of 
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contemporary learning approaches, the Charette process, problem-based learning, 

peer problem solving, and student-centred learning (Bodine et al., 2021; Webber, 

2016). A key factor of the Charette process is collaborative problem-solving, 

incorporating learning from others’ personal experience, life stage, and professional 

expertise. Problem-based learning seeks to solve complex problems (often real-world 

based) using reflective processes and knowledge acquisition either from formal or 

self-directed learning, and group work (Markham, 2011; Yew & Goh, 2016). 

Problem-based learning is shown to be highly effective for long term knowledge 

retention (Yew & Goh, 2016). Additionally, therapeutic peer problem solving 

(rooted in problem-based learning) is used in many arenas, from stress and mental 

health to diabetes treatment (Espedido et al., 2019; Giusto et al., 2023; Mulvaney, 

2019). Student-centred learning, in which the Charette process, problem-based 

learning and peer problem solving all feature, is characterised by three essential 

factors. These are the interaction between participants, leading to the peer led 

problem solving alongside the group facilitation (Pazos et al., 2010). This 

pedological approach highlights the important function and level of interaction the 

group facilitator must take. Pazos et al. (2010, p. 192) suggest this role be of a 

guiding nature, allowing students the space to “wrestle” with the problems at hand, 

which promotes a deeper learning experience.  

The RA course invites participants to reflect and identify their individual 

difficulties such as procrastination or lack of editing skills. These issues are collated 

into an anonymous Padlet (Padlet, 2021) prior to the live session. During the live 

session, participants use virtual breakout rooms to discuss their concerns with peers 

and the group facilitator. The group then joins together for a short period of learning 
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followed by a second breakout. Here, participants are invited to discuss solutions to 

the problems on the Padlet and add a solution pinned to the issue. 

This RA course appears successful in teaching new skills as well as offering 

emotional and peer support for a variety of writing issues. Few clergy interventions, 

as identified in Chapter five, focus on more than one health facet. The RA course 

stood out as a successful worked example of participants with varying issues using a 

group session to collectively seek solutions and offer and receive peer support. 

Additionally, the RA course aligns with the current clergy intervention literature 

whereby many of the works comprise a time of teaching, personal reflection, and 

group discussion, with or without additional activities around the subject (Abernethy 

et al., 2016; Davis, 2011; Smith, 2016).  

6.7.1.2 Previous International Literature. 

As observed in the previous chapter’s international intervention literature 

review, certain elements feature heavily. Given the author’s limited resources, the 

following aspects could be practicably incorporated into the current study: 

• A taught holistic self-care section, incorporating the author’s 

professional knowledge, Christian beliefs, and personal experiences. 

• A time of personal reflection, contemplating the taught session and 

any areas for change or improvement.  

• Group work which promotes discussion, peer support, and peer 

problem solving. 

• Theological grounding, including spiritual and theological 

components with which participants can identify. 

• Trained medical practitioner input as per the author’s skill set.  
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6.7.1.3 Learning Preferences from the Qualitative Phase. 

In addition to the RA course, and observations from the international 

literature, the participants in the qualitative investigation in Chapter four were also 

asked what elements would be most appealing to them in a self-care intervention. 

Participants suggested the following: 

Variety of Activities  

Several participants discussed the need to do a variety of activities to remain 

engaged and digest the learning in practical terms: 

B20 - …it’s got to be a mix of things, I think there’s reading to do, your 

seminars, video.  

B27 - I like to have a bit of everything that informs me rather than just one 

thing. 

Group Work 

Almost all participants cited the necessity for group work, particularly the 

opportunity to share and discuss ideas:   

B3 - I think, peer to peer stuff would be the number one for me  

B8 - I find value in talking to others about it, so I do like the interactivity... 

someone brings something and then we all discuss it. 

B10 - I think that back and forth stuff is really good for me to learn stuff, like 

people being able to ask questions to draw stuff out is really good. 

Reflection, Time Out or Away 

Several participants discussed the idea of reflection and creating time and 

space for reflection. One participant said: “For me, it’s about creating the space, 

taking you out of where you would normally be, to somewhere that’s peaceful and 

quiet” (B11). Others liked the idea of dedicated conferences, as this similarly 
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provided dedicated space to consider select topics. A potential rationale for this was 

the idea of permission, “I feel that if there is a conference particularly there’s a 

degree of permission about being there, and I think that’s very helpful for ministers” 

(B23).  

Instruction and Input     

A large proportion of participants stated that they would appreciate some 

type of instruction or input, usually prior to individual or group work. This 

participant contextualised the place of instruction well when they stated: “…it’s 

seminar based …I mean in the context of an hour and a half, there’s 20-minutes of 

input, quite a major part of it is discussion, you know maybe 10-minutes of input at 

the end” (B18). Most importantly, participants suggested the idea of input followed 

by action, either personal action in their own time or group discussion and 

strategizing: “…that involves a practical element where you actually get the input, 

you get the theory, you have some discussion, so you do the reflection together” 

(B16). 
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6.7.2 Procedure  

Figure 9 

   Intervention Flow Diagram 

 

Booking and pre-intervention survey 
- five minutes 

Participants booked their chosen 
session date and time. 

Consent was obtained.

Participants provided their 
demographics, self-rated health, and 
behaviour change baseline as per the 
transtheoretical model of behaviour 
change (Prochaska & DiClemente, 
2005). 

Introduction and teaching session -
35 minutes

The live MS Teams session began with  
instructions for participation, a session 
overview, and MS Teams functionality 
recap.

The session was formally opened with 
a pre-recorded prayer by Baptist elder 
Rob Campbell.

The holistic self-care teaching session 
was delivered by the author aiming to 
prompt participant personal reflection.

Self-reflection - 15 minutes

Participants individually completed a five 
part self-reflection worksheet, aiming to 
explore an area of health and wellbeing 
change, as prompted by the teaching 
session, through the lens of the COM-B 
model (Michie et al., 2014) and SMART 
goals. 

Group work - 30 minutes

Participants used Padlet (Padlet, 
2021) to anonymously share the 
issue identified in the self-reflection 
section and to give and receive 
feedback and suggestions.  

Post-intervention survey - five minutes 

The post-intervention survey link was 
provided in the MS Teams chat. The 
Transtheoretical model questions were 
repeated exploring any changes post 
session. Participants were also asked to 
comment on their experiences using 
Likert scale questions and free text 
responses. 

Wrap - five minutes

The session was drawn to a close 
and space was provided for final 
notes, questions, thanks, and a 
closing prayer delivered by the 
author.
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6.7.2.1 Justification of Online Delivery.  

The intervention was delivered online using MS Teams. Although the UK 

was moving away from COVID-19 control measures at the time of the intervention, 

social distancing measures were still selectively implemented by many independent 

businesses and organisations. As no UK central hubs exist for the Baptist clergy 

population, online delivery allowed for this widespread workforce to engage from 

multiple locations. Internet mediated interventions have been shown to be as 

effective as face-to-face interventions for health behaviour change (Wantland et al., 

2004) and have been used for a variety of health behaviour change strategies 

(Ruggiero et al., 2006). 

6.7.2.2 Booking and Pre-intervention Survey – Five Minutes. 

Participants were recruited using a snowball sampling method. With the help 

of the BU, the session flyer (Appendix Q) was emailed to each accredited minister 

within the network. Additionally, the flyer was posted on several prominent clergy 

social media platforms. The flyer contained a QR code and web link to Online 

Surveys where clergy could select their chosen session. Upon completion of the pre-

intervention survey (Appendix M) clergy were emailed with the Teams event and 

joining instructions (including their unique participant number for the group 

activity). 

At the start of the survey, participants were asked to create an individual 

unique numeric identifier (comprising the last three numbers and digits of the 

participant’s post code and phone number combined) to anonymously link the pre 

and post survey responses. In addition to mandatory consent questions, the short pre-

intervention survey collected participants’ demographics, self-rated health, and 
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behaviour change baseline. Self-rated health was included to give an indication of 

participants’ perceived health status in the cohort under investigation. It is 

understood that holistic health is a very wide topic with numerous facets, for the 

purpose of conciseness, and alignment with the current literature (Proeschold-Bell et 

al., 2011; Terry & Cunningham, 2019) and this thesis’ previous investigations, this 

question explored the mental, physical, social, and spiritual health domains. This 

self-rated health question was adapted from Peterson et al.’s (2008) holistic health 

investigation and is a widely accepted measure in organisational psychology (e.g., 

Bennet & Lindström, 2018; Chaparro et al., 2019).  

Self-care action and intention to change was assessed in the pre and post-

intervention surveys using the transtheoretical model of behaviour change 

(Prochaska & DiClemente, 2005). Developed in the mid 1980s, the model has been 

used in thousands of occupational psychology interventions to describe and map the 

process of patient and participant behaviour change (Sussman et al., 2022). The 

model commonly comprises five stages: precontemplation, contemplation, 

preparation, action, and maintenance (Norcross et al., 2011, p. 144). Iterations of the 

model sometimes feature two further stages: relapse (where old unhealthy patterns 

are resumed) and termination (where the new health behaviour has become so 

engrained that relapse is highly unlikely) (Prochaska & DiClemente, 2005; Raihan & 

Cogburn, 2023; Sussman et al., 2022). These last two stages are frequently not 

included, as relapse is often viewed as a step (or steps) back, and not a stage in its 

own right (Raihan & Cogburn, 2023; Sussman et al., 2022). Additionally, 

termination is less likely to be achieved, and so it is excluded (Raihan & Cogburn, 

2023). The current intervention followed a six-stage format which included relapse. 

Whilst acknowledging the differing views on this ‘stage’ inclusion, assessment of 
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whether the intervention strategies could prompt action either from no previous 

action or from relapse, was sought. Overall, the use of the transtheoretical model 

allows for visualisation of positive health behaviour intention progression at 

different levels, e.g., pre-contemplation to contemplation. This distinction may be 

useful in future research where stage matched interventions can be targeted at 

specific groups with distinct health behaviours.    

As the current intervention was not targeting predefined self-care actions, the 

survey broadly asked participants:  

Thinking about your self-care in general do you already, or plan to, do 

anything to support your physical health?  

This question was repeated for mental, spiritual, and social health. Six answer 

options were provided: 

Maintenance - Yes, I have been doing ‘X’ regularly for more than six months 

Action - Yes, I have been doing ‘X’ regularly, but for less than six months. 

Relapse - I used to do ‘X’ regularly but have stopped in the last six months. 

Preparation - No, but I intend to do regular ‘X’ in the next 30 days 

Contemplation - No, but I have contemplated doing regular ‘X’ in the next 

six months 

Pre-contemplation - No, and I do not intend to do regular ‘X’ in the next six 

months 

Response options were derived from popular wording in the contemporary 

psychology and intervention literature (Arden & Armitage, 2008; Houdmont et al., 

2019; Kearney et al., 1999).  

Examples were given for each question, e.g., for physical health:  
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You may have started jogging recently, so you may wish to choose Yes, I 

have been doing ‘X’ regularly, but for less than six  months. 

6.7.2.3 Introduction and Teaching Session – 35 Minutes.  

The live session was opened by the author, with assurances given to 

participants that there were no correct answers, and participation was welcomed in 

all sections. The author gave an overview of the 90-minute session and reiterated 

basic instructions, including MS-Teams functionality. The formal section of the 

session was opened with a pre-recorded prayer by Baptist elder Rob Campbell of 

New Life Baptist Church Northallerton (Appendix N).  

The teaching session (Appendix N) used a combination of theological 

examples, holistic self-care knowledge sharing, and personal stories to convey a 

message of bible based positive self-care, aiming to prompt personal reflection e.g.,  

Personal journey and wellbeing knowledge share: 

As my journey progressed the links between my different areas of health was 

becoming clearer. …But what I learned is, our minds are so complex … Just one of 

the brain’s amazing functions is that when something breaks, either emotionally or 

physically, we have a function called neuroplasticity that enables us to ‘grow’ new 

neural pathways (brain connections) allowing us to overcome the most difficult of 

issues. 

Theological example prompting personal reflection: 

 His (Jesus) ministry was not purely focussed on spiritual matters alone … 

What he (God) does want (as he does with our spiritual health) is a degree of 

responsibility, reflection, action, and living example. 

This interweaving of theology, personal example, and health knowledge is 

inspired by the interventions featured in the systematised literature review (e.g., 
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Emmons [2015] Scott [2015] Webb and Bopp [2016] and Proeschold-Bell et al. 

[2017]). 

6.7.2.4 Self-reflection – 15 Minutes.  

Participants were encouraged to turn their microphones and cameras off to 

complete the self-reflection sheet (Appendix O). Participants were given 15-minutes 

to complete the sheet, a verbal five-minute warning was given before the end of the 

section. Participants had the option of filling the form in digitally or printing it out 

and filling it in with a pen. Manual completion was encouraged, in order to give 

participants a short screen break. Participants were reminded that the forms would 

not be collected and were to be used as a personal reflective tool for their wellbeing 

and the following group activity.  

The self-reflection worksheet comprised five sections: 

Section one - supported general self-care reflection. The question asked 

participants to reflect on a specific area of their personal health, e.g., mental, 

physical, social etc., and what they might like to change or improve: 

Thinking about one of the health areas, e.g., physical health, what would you 

like to change if you could? What do you struggle with? What might help you in this 

area? 

Section two – asked participants to consider their desired area for change 

more closely using wording and prompts from the COM-B-Qv1 self-evaluation tool 

(Michie et al., 2014, p. 68-69). The COM-B model posits that for a behaviour to be 

completed the individual must have resources across capability, opportunity, and 

motivation (Michie et al., 2014). Although there are several models of predictors of 

behaviour prominent in the literature, the COM-B model is a subsection of the 

behaviour change wheel which considers 93 influencing factors to behaviour change 
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(Michie et al., 2011; 2013). Most notably, these factors consider the wider range of 

influences to behaviour beyond the individual (akin to the socioecological model of 

health) that extend to environment and legislation (Michie et al., 2011; 2013).  

The COM-B model is sometimes viewed as supplanting Ajzen’s (1991) 

theory of planned behaviour. One sitting time study indicated that the COM-B model 

accounted for 27% of the variance in sitting time, whereas the theory of planned 

behaviour accounted for 23% (Howlett et al., 2021) indicating the model is more of a 

parallel tool, rather than a replacement. The rationale for the COM-B selection in 

this investigation resides in the behaviour change wheel. Although the full behaviour 

change wheel itself will not be used in this intervention, the wheel is a useful 

consideration in future research extending from this project. The taxonomy of the 

wheel may help individuals, policy makers and support agencies target and improve 

select areas that have been previously neglected, indeed Public Health England 

(2019) advocate for this approach.  

This question invited participants to circle answer options that best described 

their current feelings around the area of challenge.  

• Ten answer options were provided for capability, e.g., Have more 

physical strength, or Have more mental stamina.  

• Seven options were presented for opportunity, e.g., Have more time to 

do it, or Have more support from others. 

• Six options were given for motivation, e.g., Develop better plans for 

doing It, or Feel that you need to do it enough.  

An example was provided for clarity:  
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If you would like to start exercising, you may circle in capability, ‘Have more 

physical stamina’, ‘Know more about how to do it’, In opportunity, ‘Have more time 

to do it’, ‘Have more support from others’ and in motivation, ‘Feel that you want to 

do it enough’, and ‘Develop a habit of doing it’ 

Section 3 – used the commonly known acronym SMART. The acronym 

prompts the individual to explore their intended goal considering its Specificity, 

Measurability, Achievability, Realistic nature and Time frame for completion or 

attainment. The self-reflection worksheet provided a full worked example of a 

SMART goal, then gave a blank table for participants to consider their own strategy. 

It is believed that despite measurable, realistic, and relevant goal setting 

originating circa 1940s, the acronym itself did not appear in literature until the 

1980s, first cited by Doran in 1981 (Lawlor & Hornyak, 2012). The tool has been 

adopted globally across various health and wellbeing organisations, and, to date, 

remains popular (NHS, n.d.-c; Swann et al., 2023). SMART goals consider areas 

such as task complexity, willingness, commitment, goal importance, difficulty, and 

strategy (Locke & Latham, 2002). It is recognised that the wording of the SMART 

acronym does differ across industries. Rubin (2002, p. 26) discusses the several 

readily used words for each letter, ‘S’ for example being possibly recorded as 

“simple, specific with a stretch, sensible, significant”. For the purposes of this 

intervention, the wording “Specific, Measurable, Achievable, Realistic and Time 

bound” were used to reflect the health and pedagogical literature (Day & Tosey, 

2011; Lawlor & Hornyak, 2012; Swan et al., 2023). Some versions follow SMART 

with further action points and obstacle questions (Bailey, 2019; Elmhurst University, 

n.d.; Lawlor & Hornyak, 2012; 101 Planners, n.d.). The current intervention adopted 

these additions for thoroughness which led to the final two sections of the worksheet.  
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Section four - provided the opportunity for participants to consider any 

specific necessary steps to support their goals: 

Are there any specific steps that would help you achieve your goal?  

An example was provided: 

E.g., Set some time aside to have an honest discussion with my partner about 

my exercise habits and what I need from them, and why it’s important to me. 

Section five – similarly provided space for participants to consider potential 

challenges to meeting their targets: 

Next consider the possible barriers… 

An example was provided: 

E.g., Life gets in the way, I cave and don’t make the effort to go out, my 

partner doesn’t encourage me. 

Combined, the sections of this self-reflection worksheet provided a 

foundation for the subsequent group work section.  

6.7.2.5 Group Work – 30 Minutes.  

Padlet Functionality instructions were provided at the start of this section. 

Participants were assigned a number (one - six) at the time of booking, that 

corresponded to a column on the Padlet. These numbers were only known to the 

author and individual participants. Numbers were used to provide a degree of 

anonymity, where participants could post a self-care issue, and give and receive 

feedback and suggestions anonymously. This type of personal sharing is common in 

clergy development programs (Baptists Together, 2021b). Participants were asked to 

post one, or more, self-care struggles (as identified in the self-reflection section) in 

their numbered column. Participants were then given time to read and give virtual 
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responses (tips and advice) to the posts. The group, facilitated by the author, then 

discussed the struggle posts and responses.  

6.7.2.6 Post-intervention Survey – Five Minutes.  

After drawing the group work section to a close, a link to the post-

intervention survey (Appendix M) was posted in the MS Teams chat. Participants 

were encouraged to turn off their microphones and cameras to complete the final 

survey. Once completed, they were encouraged to turn their cameras back on to 

signify this. 

The questions in the post-intervention survey aimed to collect data on the 

suitability and acceptability of the intervention following the published literature. 

The survey began by asking for the participant’s individual unique numeric identifier 

(created in the pre-intervention survey). The same transtheoretical model questions 

were then repeated for the investigated health facets following the prompt: 

Having now attended the session, please consider your self-care support 

strategies for physical health (repeated for spiritual, social and mental health) once 

again. 

The final portion of the survey asked participants to consider their session 

experience using a combination of 12 Likert scale statements and a free text 

question. The single answer statements sought to assess the clarity, enjoyment, 

usefulness, relevance, and length etc. of the session. For example:  

The session was the right length.  

 I found the session personally relevant. 

I found the session engaging and enjoyable. 

These statements were inspired and adapted by other intervention literature 

evaluations (Craig & Austin, 2016; Greenwell et al., 2021; MacCarthy et al., 2021; 
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Ruggiero et al., 2006; Webb & Bopp, 2017; Wieland et al., 2017). Five response 

options were provided for each statement: Strongly disagree, Disagree, Neither 

agree nor disagree, Agree, and Strongly agree.  

The final question asked participants to comment on their personal 

experience of the session including pros and cons in a free text response.  

6.7.2.7 Wrap – Five Minutes.  

Once the final survey had been completed, the group reconvened with 

cameras on for final notes, questions, thanks, and a closing prayer (as is the social 

norm in the cohort) delivered by the author (Appendix N).  

6.8 Reflexivity  

As with the previous studies in this thesis, it is useful to explore the author’s 

potential bias and influence on the work. The most obvious potential bias is the 

inclusion of the author’s personal health experiences in the teaching section. 

Following previous clergy intervention work, this approach appeared impactful and 

effective in prompting behaviour change (Emmons, 2015). The use of story makes 

the work personal. It is acknowledged, however, that not all participants would 

identify with the story, struggles and challenges, and indeed some may even feel 

disconnected from the work. The use of personal story in this instance was a driver 

for the author. The author sought to share their experience and depict health 

struggles (and overcoming them) as a prompt for clergy, and in doing so was 

passionate in delivery, connected and invested in the work.  

Only one participant was personally known to the author. It is acknowledged 

that the information they shared may have been influenced by the author-participant 
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dynamic, however this participant requested to join and appeared unencumbered in 

their contributions.  

It is acknowledged that the author’s personal makeup may have impacted 

participants’ responses to the intervention. For some this may have helped 

information digestion, for others this may have prompted disconnection (e.g., the 

author’s androgenous name). Some of these factors, however, may have prompted 

involvement and discussion with an outsider to the profession. Additionally, the 

author is a practicing Christian. This factor offers a connection to the participants 

that may transcend other differences, and aid discussion of theological and spiritual 

terms and practices. This did appear to be an important factor for some participants, 

one personally wrote to the author after the event to share:  

It was such a privilege to hear your story on Wednesday. Thank you for what 

you are doing and the life you are bringing. I wanted to message to encourage you 

and say that I believe the Father God would want you to know how proud he is of 

you and what you are doing… (Anonymous) 

Finally, it is acknowledged that sense making from the data in this study may 

be affected by the author’s medical background, theological stance, and previous 

personal and professional knowledge and experience of holistic self-care. To 

mitigate any unintentional effect on leading the intervention and data interpretation, 

processes and reflections were discussed with the author’s supervisor and critical 

friends.  

6.9 Analytical Approach  

Although there is no gold standard for feasibility study evaluation, the 

current study uses the framework set out by Gadke et al. (2021) inspired by the 
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works of popular intervention authors such as Tickle-Degnen (2013) and Bowen et 

al. (2009). The framework evaluates feasibility and acceptability using 10 criteria 

(Gadke et al., 2021, p. 4):  

1. Recruitment capability  

Can participants who will benefit from and who will implement 

intervention be identified? 

2. Data collection 

Are data collection procedures and outcome measures appropriate 

and sensitive to change? 

3. Design procedures  

Is research design appropriate and sensitive to evaluating change? 

4. Social validity  

Do participants perceive the intervention as appropriate, reasonable, 

fair, and potentially effective? 

5. Practicality  

Can the intervention be implemented with available resources, time, 

training, and materials? 

6. Integration  

To what extent is the intervention aligned with the infrastructure of 

the practice setting or system? 

7. Adaptability  

Is there sufficient flexibility built into the intervention procedures to 

accommodate diverse needs? 

8. Implementation  
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Are professionals able to implement the intervention with fidelity (as 

intended by the developers)? 

9. Effectiveness  

Is there preliminary evidence of potential for bringing about positive 

change? 

10. Generalizability  

To what extent do intervention procedures generalize to non-

treatment settings, over time and with diverse samples? 

These 10 criteria (not in the above order) will be explored in the results 

section. 

6.10 Results  

Eleven participants fully engaged in all parts of the intervention (completed 

the pre and post surveys and participated in the 90-minute seminar session).  

6.10.1 Recruitment Capability  

“Can participants who will benefit from and who will implement intervention 

be identified?” (Gadke et al., 2021, p. 4). 

The following describes the recruitment process and participation. Overall, it 

is evident that the recruitment process faced some challenges and may require 

adjustment prior to piloting.  

6.10.1.1 Procedure.  

Upon ethical approval, advertising began in early June 2022. Connections 

within the BUGB email the study flyer to all registered BUGB UK Baptist ministers. 
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Two sessions were organised, one for Wednesday the 27th July morning, 10:00-

12:00 and the second for Friday the 29th July afternoon, 13:00-14:30. Despite the 

wide reach of the BUGB, interest in the intervention was low. The day prior to the 

first session 11 participants had signed up across the two sessions. Six participants 

had booked for the Wednesday session. However, two participants dropped out 10-

minutes before commencement. One gave the reason of personal wellbeing and 

preparing for funerals, and one did not give a reason. One further delegate did not 

turn up, they emailed after the event giving apologies, but were unavailable to take 

part in a further session. For this session three participants fully completed the 

session and both parts of the survey.  

Five participants, plus one tentative participant had signed up for the Friday 

session. The one tentative participant pulled out due to holiday commitments, and 

one was unable to participate due to connectivity issues. This left four participants 

for the session. One participant did not complete the post-intervention survey, 

leaving data from three participants for analysis. 

Due to the poor attendance of the first two sessions an ethics extension 

(Appendix P) was requested until the end of September. On the 17th August, four 

more dates were advertised for late September. The BUGB re-contacted the 

ministers for their participation, and the study flyer was also posted across several 

UK social media groups. Despite widely advertising, only six participants signed up 

for a final session on Wednesday the 21st September. All booked participants 

attended and participated in the live session. One participant, however, failed to 

complete the pre-intervention survey, leaving five fully completed responses, 11 in 

total across all three sessions.  
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6.10.1.2 Demographics and Population Characteristics.  

 The participant sociodemographic and occupational characteristics can be 

viewed in Table 37 and Table 38. Of these, 73% identified as male, 46% of 

participants were main ministers aged between 55 and 65, and 72% had 11+ years 

ministerial experience.  

Table 37 

Participant Sociodemographic Characteristics 

 
N (%) 

Gender  

Male 8 (73) 

Female  3 (27) 

Age  

35-44 2 (18) 

45-54 2 (18) 

55-64 5 (46) 

65-74 2 (18) 

Marital status   

Single 0 

Married 11 (100) 

Note. Percentages have been rounded to the nearest whole number. 
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Table 38 

Participant Occupational Characteristics 

 
N (%) 

Role    

Main minister (e.g., senior pastor) 5 (46) 

Co-minister (e.g., associate pastor) 1 (9) 

Youth pastor / leader 1 (9) 

Other:  

                    Community chaplain 2 (18) 

                    Evangelist and principal  1 (9) 

                    Regional minister 1 (9) 

  

Years of experience   

<5 1 (9) 

6 -11 2 (18) 

12-17 1 (9) 

18-23 1 (9) 

24-29 2 (18) 

30-35 3 (27) 

36-41 1 (9) 

Note. Percentages have been rounded to the nearest whole number. 

6.10.1.3 Self-rated Health.  

Self-rated health was included to align with previous studies and explore the 

health perceptions of those participating. Across participants, self-rated health was 

somewhat split. As expected, spiritual health was the most positively rated domain, 

with 64% stating their health in this area was good or excellent. Mental health 

appeared the lowest rated domain, with 64% rating this area as very poor, poor, or 

fair. Physical and social health appeared the most evenly split, with 55% of 
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participants citing their health as good or excellent in both domains. Results can be 

observed in Table 39.     
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Table 39 

Self-rated Health 

Facet   
Very poor N (%)           Poor N (%)            Fair N (%)          Good N (%)    Excellent N (%) 

Spiritual health 0 1(9) 3(27) 6(55) 1(9) 

Mental health  1(9) 1(9) 5(46) 3(27) 1(9) 

Physical health   0 0 5(46) 5(46) 1(9) 

Social health 0 2(18) 3(27) 6(55) 0 

Note. Percentages have been rounded to the nearest whole number. 
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6.10.2 Data Collection 

“Are data collection procedures and outcome measures appropriate and 

sensitive to change?” (Gadke et al., 2021, p. 4). 

Although statistical analysis and outcome evaluation is not sought in 

feasibility interventions (Arain et al., 2010, p. 5) assessment of the measures used to 

assess change and evaluate the intervention are necessary. Namely, can sense be 

made from the data collected (Gadke et al., 2021). This intervention used a pre and 

post-intervention survey to assess change. As the surveys were anonymous, they 

relied on the participants’ honesty at the start and end of the session in response to 

the session leader’s verbal question confirming all participants had completed the 

required sections.  

The post-intervention survey was built into the session time. The qualitative 

portion of this invited participant’s free text evaluation of the session. All 11 

participants provided a short comment. The average length of these comments was 

39 words (Table 39). The participant generated personal identifier used to link both 

pre and post-intervention responses worked well. No participants reported any 

difficulty remembering their number using the postcode / phone number sub-section 

amalgamation.  

The 12 Likert scale evaluation questions (Table 38) provided useful 

information regarding the personal acceptability, usefulness, and relevance of the 

session. Responses showed 100% of participants agreed, or strongly agreed, that the 

session was personally relevant, and 91% agreed, or strongly agreed, that the session 

prompted them to consider changes to their self-care practices. Additionally, 82% 
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agreed, or strongly agreed, that the session suited their personal learning style, and a 

suitable mix of activities was provided. As part of these questions, 27% stated that 

they neither agreed nor disagreed regarding the appropriateness of the session length. 

This, however, was clarified in some of the qualitative comments where some stated 

more time in the group work would have been advantageous, e.g., “Longer for 

participants to share concerns would have been good - this section went very 

quickly, and I felt there was more wisdom to be tapped into” (B8). Taken together, 

these evaluative measures provide useful information for adapting the intervention 

with regards to time allocation in future iterations.  

Finally, the transtheoretical model questions indicated sensitivity to change. 

Across the four domains of health explored, output data showed nine instances of 

movement towards positive behaviour change across the precontemplation, 

contemplation and preparation stages (Tables 40 and 41). Six participants indicated 

intentions towards positive behaviour change. This intention was observed across all 

four domains of health. Three participants indicated intention to change in two 

different domains.   

6.10.3 Design Procedures 

“Is research design appropriate and sensitive to evaluating change?” (Gadke 

et al., 2021, p. 4). 

Although this type of intervention does not, to date, feature in the literature in 

this country or cohort, the intervention components have been informed by a 

comprehensive systematised review of all previous published clergy interventions. 

Additionally, as explored in detail in the design inspiration section, the procedure 

and technological platforms adopted in this intervention followed tried and tested 



289 

pedagogically sound procedures, e.g., the RA protocols. Alongside the design, 

underpinning literature, and protocols followed, the intervention provides 

measurable outcome data demonstrating the personal acceptability, and personal 

efficacy of this study. Aside from process limitations around recruitment, the design 

of the intervention appeared, in this iteration, to achieve what it set out to do as per 

the research question and logic model (Figure 8). Measurable quantitative and 

qualitative data has been produced that indicates the personal acceptability (see 

social validity) and effectiveness (see effectiveness) of the intervention.  

6.10.4 Social Validity  

“Do participants perceive the intervention as appropriate, reasonable, fair, 

and potentially effective? (Gadke et al., 2021, p. 4). 

The social validity and acceptability of the intervention was assessed using 

the participants’ responses to the 12 Likert scale evaluation questions (Table 40). As 

well as exploring the personal usefulness of the intervention, these questions sought 

to examine if the session was personally appealing in addition to being a valid and 

appropriate method to address self-care behaviours in the Christian context. Overall, 

91% agreed, or strongly agreed, that the session prompted them to consider changes 

to their self-care practices. In this group, 82% agreed, or strongly agreed, to the 

statements regarding finding the session engaging and enjoyable, that the session 

suited their personal learning style, and that they found the main individual sections 

of the session useful. Asked if they would attend this type of session again, 64% of 

the participants stated they agreed, or strongly agreed.  Four participants stated they 

neither agreed nor disagreed with this statement, however, an examination of their 

qualitative responses (Table 41) highlighted possible rationales for this. One 
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participant (B9) stated they did not like the online format. One participant (B5) 

appeared to be hoping for more in-depth discussion surrounding spiritual health, 

stating: “I found it interesting that no participants really mentioned spiritual health... 

Do we lack the language / confidence / ability / experience to talk about spiritual 

health?” The third participant (B7) stated they wanted a shorter introductory section 

and more prompts for the group discussion. Finally, the last participant (B11) 

attended the first session with only three participants, and as such, stated too few 

people attended the session.   

In response to the statement if the session discussed theology in an 

appropriate way, 73% agreed, or strongly agreed. Of the three participants who 

neither agreed nor disagreed, two did not elaborate on the theological content in their 

free text response. The final participant (B1) also did not elaborate on the theological 

content but did state they found the session “affirming” and “helpful in helping 

others”. As personal understanding of theology can differ greatly in the same 

denomination (e.g., the topic of sexual identity [Haward, 2016]) it is likely, given no 

further comments were made, this was a matter of personal preference.    
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Table 40 

Post-intervention Participant Evaluation  

 
Strongly 

disagree 

Disagree Neither agree nor 

disagree 

Agree Strongly 

agree 

 N (%) 

I found the session engaging and enjoyable  0 1(9) 1(9) 4(36) 5(46) 

It was clear what was expected of me during the session   0 0 2(18) 5(46) 4(36) 

The session prompted me to consider changes to my self-

care practices  

0 0 1(9) 6(55) 4(36) 

I feel the session had a good mix of activities  0 0 2(18) 7(64) 2(18) 

I feel the session discussed theology in an appropriate 

way  

0 0 3(27) 4(36) 4(36) 

I found the session personally relevant  0 0 0 7(64) 4(36) 

The session was the right length  0 0 3(27) 6(55) 2(18) 

The session suited my personal learning style  0 1(9) 1(9) 8(73) 1(9) 

I found the teaching session with Jamie useful  0 0 2(18) 3(27) 6(55) 

I found the self-reflection session useful  0 0 2(18) 6(55) 3(27) 

I found the group work useful  0 1(9) 1(9) 8(73) 1(9) 

I would attend this type of session again  0 0 4(36) 4(36) 3(27) 

Note. Percentages have been rounded to the nearest whole number. 
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Table 41 

Participant Qualitative Evaluation 

Participant 

number 

Comment Number of 

words  

 

B1 Curiosity satisfied. Helpful in helping others who approach me as a sort of informal mentor, affirming in that I 

think I’ve fought a lot of these battles and come through, if that doesn’t sound conceited. 

34 

B2 I found the session helpful, and comments made useful. I thought it would have been better with more people on 

screen but that cannot be helped. The Padlet would have worked better with more people although a smaller 

group did allow intimacy, so sharing was easy. 

46 

B3 I really felt God speak through listening to others and what they were going through. I also found the session 

incredibly affirming, and I began to recognise the aspects of self-care I do put in place. 

37 

B4 It was a good intro and provided good first steps on the subject. 14 

B5 It was good to think about health in a holistic way. I found it interesting that no participants really mentioned 

spiritual health - either in the area that they wanted to discuss, or in the suggestions they were giving to others. 

Do we lack the language/confidence/ability/experience to talk about spiritual health? It was great that the group 

work had an option to be anonymous. For an improvement, it would have been good before the session to say 

that the group work would be anonymous, as that would reassure people. Thank you! I hope it has been helpful 

for you. 

99 
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B6 It would have been better to see Jamie rather than just hear her voicea. A measure of allowing everyone to share 

perhaps more concisely their thoughts could have improved the session. Otherwise very good and worthwhile.  

36 

B7 On the whole this session was helpful - however we may wish to consider less of a detailed introduction and a 

more productive stimuli for group interaction. I acknowledge this is difficult on Zoom. 

34 

B8 Participants had good control over what they shared (or chose not to) - respectful processes used. Used to 

participants introducing themselves in sessions and thought it odd at first, but this maintained a sense of 

anonymity (see above). Longer for participants to share concerns would have been good - this section went very 

quickly, and I felt there was more wisdom to be tapped into. A follow up session would be interesting. 

72 

B9 Session leader was excellent, she led us very well and she was clear in her intentions in how she wanted to help 

us. Didn’t like that it was online but that’s personal preference. 

33 

B10 Thought it was really helpful and something that definitely needs highlighting. 11 

B11 Too few people attending. Where are all the younger people no a-fence to anyone. 14 

Note. a - the author’s camera was briefly turned off in one session due to low band-width leading to a synchronization lag. Participants were 

informed of the rationale for this.
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6.10.5 Practicality, Adaptability, and Implementation  

“Can the intervention be implemented with available resources, time, 

training, and materials?... Is there sufficient flexibility built into the intervention 

procedures to accommodate diverse needs?... Are professionals able to implement 

the intervention with fidelity (as intended by the developers)?” (Gadke et al., 2021, 

p. 4). 

As these criteria all sit under the umbrella of functional suitability (Gadke et 

al., 2021) they will be assessed together.  First considering practicality, namely, 

outside of the current context if another researcher could deliver the intervention in 

its current format. The most prominent possible issue is the teaching section, which 

included the author’s personal story. This, however, could be pre-recorded and 

shown during a session in the absence of the author. Anecdotally, the author has had 

personal experience during the COVID-19 lockdown period of delivering pre-

recorded talks in the church setting for the Northern Baptist Association (New Life 

Baptist Church Northallerton, n.d.). These talks were used in individual small (cell / 

house) groups, and as part of the main Sunday service. The format of pre-recorded 

reflective video, followed by a guided group discussion or activity, is a well-used 

format within evangelical churches, made popular by authors such as Rob Bell and 

their Nooma series (Zondervan, 2024). 

As the aim of the intervention is to prompt self-reflection and positive 

behaviour change, outside of the initial teaching section no specialist medical 

knowledge or training is required to deliver the session. As such, a non-medical 

research team would be able to deliver the intervention with general group leadership 

and discussion facilitation skills. 
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The intervention was carried out online, which allowed clergy, irrespective of 

geographical location, to attend. This online format, however, required additional 

screen time in a historical period of excess screen and technology use. The obvious 

area for potential adaptation, therefore, is transferring the intervention to a face-to-

face format. This adaptation could be achieved when allowing for the pre-recorded 

video. The original format of the Researcher Academy Getting to Grips with 

Academic Writing course (The University of Nottingham, n.d.-b) which the current 

intervention took inspiration from, was face-to-face. The Padlet section was 

originally conducted using flipchart paper and sticky notes. As such, adapting the 

session for an alternative environment could be deemed feasible.  

The implementation of the intervention did not raise any significant issues. 

Despite the lower than anticipated group numbers, all clergy participated in the 

required activities of the intervention. No practical issues were raised in the overall 

delivery; 82% agreeing, or strongly agreeing that it was clear what was expected of 

them during the session. Implementation as discussed by Gadke et al. (2021, p. 9) 

explores other factors, including participant understanding, enjoyment and 

engagement. As shown in the social validity section, this intervention was, overall, 

well received by participants, with 82% finding the session engaging and enjoyable.  

6.10.6 Integration 

“To what extent is the intervention aligned with the infrastructure of the 

practice setting or system?” (Gadke et al., 2021, p. 4). 

 Gadke et al. (2021, p. 8) suggest exploring “…the extent to which a 

proposed intervention is aligned with the unique features of the practice setting”. The 

overarching aim of the intervention aligns with the theology of this denomination, as 
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discussed in Chapter one, there is a clear biblical basis for holistic self-care. This was 

also explored in Study two where those interviewed unanimously cited a biblical 

imperative, Christian and ministerial, to self-care. Theologically, therefore, this 

intervention integrates well.  

Potential integration issues arise when considering the culture of individual 

churches and clergy’s perceived permissions to self-care as a barrier to change. As 

highlighted in Study one of this thesis, perceived support may be complex in this 

denomination. Amongst those surveyed, 20% rarely or never felt support to self-care 

from their leadership, and 26% rarely felt support from their congregation. 

Therefore, it would be advantageous to measure any sustainable change brought 

about by this intervention longitudinally.  

6.10.7 Effectiveness 

“Is there preliminary evidence of potential for bringing about positive 

change?” (Gadke et al., 2021, p. 4). 

Although not a goal of feasibility interventions, it is advantageous to examine 

potential change brought about by the intervention (Gadke et al., 2021, p. 9) and if 

the intervention in preliminary testing is efficacious. Effect in this intervention was 

measured in migration through the stages of the transtheoretical model of behaviour 

change. As discussed in the design procedures section, the model was sensitive to 

change in this group. Table 42 shows where participants sat for each of the four 

domains under investigation pre-intervention. Table 43 shows post-intervention 

changes. Six participants indicated change in stage across the four domains (mental, 

physical, spiritual and social):  
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• Participant B2 - Physical domain, moved one stage (maintenance to 

contemplation of a new activity). Mental domain, moved one stage 

(contemplation to preparation)  

• Participant B6 - Social domain, moved one stage (contemplation to 

preparation)  

• Participant B7 - Physical domain, moved one stage (contemplation 

to preparation). Social domain, moved one stage (precontemplation to 

contemplation).  

• Participant B8 - Physical domain, moved one stage (contemplation 

to preparation).  

• Participant B9 - Spiritual domain, moved two stages 

(precontemplation to preparation). Social domain, moved two stages 

(precontemplation to preparation).  

• Participant B11 - Mental domain, moved two stages 

(precontemplation to preparation).   

These data are suggestive of efficacy of the intervention in this group to 

promote positive holistic self-care behaviour change. As such, the changes observed 

in this group provide an argument for efficacy assessment in larger scale piloting and 

full roll out with longitudinal appraisal.   
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Table 42 

Pre-intervention Stage of Change as Per the Transtheoretical Model 

Facet 
Precontemplation  Contemplation Preparation  Action Maintenance Relapse 

 N (%) 

Spiritual health 1(9) 1(9) 1(9) 1(9) 7(64) 0 

Mental health  3(27) 1(9) 1(9) 2(18) 4(36) 0 

Physical health   1(9) 2(18) 0 2(18) 5(46) 1(9) 

Social health 2(18) 3(27) 1(9) 0 4(36) 1(9) 

Note. Percentages have been rounded to the nearest whole number. 

Table 43 

Post-intervention Positive Stage of Change Observance 

Facet  
Change of stage observed       No change observed 

 N (%) number of stages moved            N (%) 

Spiritual health 1(9)2 10(91) 

Mental health  1(9)2, 1(9)1 9(82) 

Physical health   3(27)1 8(73) 

Social health 2(18)1, 1(9)2 8(73) 

Note. Percentages have been rounded to the nearest whole number. All changes were observed across the precontemplation, contemplation and 

preparation stages.



299 

6.10.8 Generalisability  

“To what extent do intervention procedures generalize to non-treatment 

settings, over time and with diverse samples?” (Gadke et al., 2021, p. 4). 

Generalisability refers to the extent to which the intervention may be 

successfully implemented across different populations, in different settings, and 

across time, outside of the strict experimental setting (Gadke et al., 2021). In the 

context of this intervention, this means delivery by different and non-medical 

practitioners, in different settings (online, in-person, as part of an existing event, or 

as a stand-alone session) and effects measured over time. As discussed in the 

previous sections, this intervention, by design, is practical and adaptable, and 

methods are available to maintain the essence of the original author’s intent and 

message. Although generalisability was not measured in this feasibility intervention, 

at pilot stage and beyond this may be measured by utilising this study’s data using a 

generalisation map to explore differences across the domains of time, setting, 

behaviours, and subjects (Allen et al., 1991).  

6.11 Discussion 

This study aimed to assess the feasibility and acceptability of an online 

tailored holistic self-care intervention for UK Baptist clergy using Gadke et al.’s 

(2021) 10 stage evaluation. Feasibility and / or acceptability was observed across all 

criteria, however, some challenges were highlighted. 
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6.11.1 Observations and Interpretation of Findings  

6.11.1.1 Recruitment.  

The main issue identified was in participant recruitment and the subsequent 

small sample size which affected social validity when considering group size and 

ease of discussion. Although it is not known why this intervention attracted small 

numbers, as discussed, permissions and support from both leadership and the 

congregation may impact clergy’s perceived availability to attend self-care activities. 

Notably, Staley et al. (2013) in their trans-denominational investigation of clergy 

interpersonal isolation, also found difficulties with recruitment to the extent that 

elements of their original design were excluded. Although they did not provide any 

reason for the low participation rate in their study, their results did suggest a 

significant barrier to social interactions was time. This is indicative that time may 

also be a factor in participating in additional or optional self-care activities. In any 

future iterations therefore, it may be useful to assess: 

• If the intervention were part of an existing event such as a retreat, 

conference, or quiet day, clergy may be more inclined to attend.    

• Holding the intervention at different times of the year may attract 

more participants.  

• Although morning and afternoon sessions were offered, varying times 

to offer early morning or evening sessions may be helpful and align 

with some participants’ personal quiet or study times.  

• Although every effort was taken to widely advertise the event using 

the BUGB and social media, staggering and repeating the advert well 

in advance of the intervention may capture more views. Earlier 
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advertising may encourage clergy to protect time in advance, rather 

than carve it out at a later date.  

• Some clergy may prefer in-person participation, and as discussed, this 

intervention could easily be adapted to an in-person version. This 

may, however, limit participation through geographical location, or 

additionally, this method may incur travel costs. 

• One participant stated that they liked the anonymous option for group 

sharing, stating: “For an improvement, it would have been good 

before the session, to say that the group work would be anonymous, 

as that would reassure people” (B5). Exploring if, during the 

advertising process, ‘anonymous sharing’ could be emphasised for 

increased participation, may be advantageous.   

Self-paced engagement may attract more participants and would be feasible 

with some of the intervention’s elements, however, the rich discussion and peer-

support that some clergy sought may be lost when using this formula. Additionally, 

it is known that social interaction is linked to positive health (Kemp et al., 2017, p. 

406) for example Harmon et al. (2021) suggest clergy dietary intervention success 

based upon ‘camaraderie’ between participants. 

6.11.1.2 Data Collection. 

The data collection methods and procedures generally worked well. One 

participant did not complete the post-intervention survey, and as such their responses 

were excluded from analysis. Better prompting and vigilance from the session leader 

is required in checking and matching pre and post responses before starting and 

dismissing the sessions.  
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Allocating more time for participants to complete the post-intervention 

survey may aid in capturing more detailed responses in the qualitative portion of the 

evaluation. Altering the position of the free text response to earlier in the survey may 

also be beneficial. Galesic and Bosnjak (2009) suggest that items positioned later in 

online surveys may elicit shorter responses from participants.  

6.11.1.3 Social Validity. 

Although no participants strongly negatively responded to any portion of the 

intervention, some responded ‘Disagree’ or ‘Neither agree nor disagree’ to some 

post-intervention questions. As there was little elaboration in the free text section 

regarding these responses, it may be advantageous to provide a prompt to elaborate 

further when disagreeing. This, in addition to allocating more time to the post-

intervention survey, may help participants share more detailed feedback on their 

experiences for future improvement.  

6.11.1.4 Integration.  

Notably, there appears a dichotomy between the necessity for improved self-

care practices (as shown in this thesis’ studies and the wider international works) and 

clergy’s apparent willingness to participate in such activities. The exact rationale for 

participation (or lack thereof) are unknown. Clergy participants in this thesis’ 

previous works cited low levels of perceived support and permission from their 

congregation and leadership teams to self-care, ergo engagement or lack of 

engagement rationales may warrant further investigation.  

The intervention aligns theologically and medically. However, individual 

church culture and wider institutional culture may require further assessment in 

terms of knowledge and support strategies to promote positive, sustainable holistic 
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self-care. Indeed, Harmon et al. (2021) found that programs designed to support the 

physical health of clergy cannot ignore the relationships of their spouses or the 

congregation. Therefore, although this intervention is feasible on a short term 

individual integrative level, more research may be advantageous to explore any long-

term sustainability issues, considering other influential clergy relationships as per the 

socioecological model.   

6.11.1.5 Overall Feasibility and Acceptability.  

Despite the issues raised with recruitment and the minor concerns with some 

elements of the post-intervention survey, the sessions’ positive outcomes 

significantly outweighed these challenges.  

• Data collection tools and measures were effective and showed 

sensitivity to change in self-care behavioural intention.  

• Participants enjoyed the session, found it personally relevant, agreed 

that it promoted them to consider their self-care, and would attend the 

session again.  

• The session is practical, adaptable, and implementable by both 

participants and future researchers.  

• The session aligns with Christian theology and integrates with 

personal clergy holistic health understanding.  

6.11.2 Directions for Future Research  

As this intervention has demonstrated feasibility and acceptability in this 

cohort, the next direction for future research is piloting. Any future piloting would 
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require attention to recruitment and consideration of the other minor concerns with 

the post-intervention survey.  

Although this intervention was not designed as a series, due to its clear 

sections, additional speakers could easily be pre-recorded and delivered in section 

one using a similar format. Social support and group cohesion may be useful 

elements to explore if further sessions were offered as part of a series. This may be 

appropriate, as one participant stated their interest in a follow up session.  

6.11.3 COVID-19 Impact 

The residual effects of the COVID-19 restrictions may have affected this 

research, particularly when considering the required technology use and subsequent 

recruitment issues. As highlighted in the qualitative portion of this thesis, some 

clergy identified a barrier to holistic self-care as “Rapid technology skill building 

and overuse”. As such, this may have prevented some from attending this online 

intervention. That said, delivering the intervention online was perceived as the most 

wide reaching, cost effective, and inclusive method available.  

As with this thesis’ previous studies, it was noted that public mental 

wellbeing was negatively impacted by the events of 2020/2021 (Mind, 2021; Vizard 

& Joloza, 2021) this may have prevented some from participating. Conversely, this 

may have attracted some clergy who were eager to make changes, given the 

pressures experienced during this period. Both of these possibilities may have 

potentially skewed results. 

6.11.4 Strengths and Limitations  

The results of this feasibility intervention were obtained from a small sample, 

and any conclusions or observations in positive health shifts are limited to this 
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cohort. As this is a feasibility study, however, this sample, despite its size did 

suggest sufficient acceptability and feasibility to warrant further testing in a pilot 

study.  

The strengths of this intervention outweigh the sample size and other 

limitations. This is a pioneering holistic self-care intervention, the first of its kind, to 

date, administered amongst UK Baptist clergy. This intervention shows potential to 

be used in future large-scale interventions both online and in person. Furthermore, no 

necessary major revisions were identified. This intervention showed feasibility and / 

or acceptability in all 10 evaluation criteria providing a robust foundation for future 

researchers.    

6.12 Chapter Conclusion 

This chapter presents the procedure, results and 10 stage evaluation of a 

tailored holistic self-care feasibility and acceptability intervention. This study sought 

to explore the feasibility and acceptability of a six-step tailored Baptist self-care 

intervention based on this thesis’ previous investigations and the wider international 

intervention research. It was identified that this style of intervention is acceptable to 

the cohort based on the evaluation criteria (Gadke et al., 2021) stage of change 

results, and participant evaluation. Adjustment may be needed to the publicising and 

advertising process, prior to piloting, to increase participation. Minor adjustments 

may be made in the post-intervention survey, namely the length of time for 

completion and prompts to ensure full completion. Although not statistically 

analysed, the initial results indicate that this type of intervention may positively 

impact the self-care practice intention of participants based on stage change in the 

transtheoretical model of behaviour change, and individual evaluation.  
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The intervention was delivered to 11 Baptist clergy. In the post-intervention 

evaluation survey, 100% of participants agreed or strongly agreed that the session 

was personally relevant, and 91% agreed or strongly agreed that the session 

prompted them to consider changes to their self-care practices. Additionally, 82% 

agreed or strongly agreed that the session suited their personal learning style, and a 

suitable mix of activities was provided. Participants provided mainly positive 

qualitative feedback from simply stating the session was a good introduction to the 

topic (B4) to more spiritually attuned comments regarding hearing God speak 

through listening to other attendees (B3).   

The evaluation, initial results, and participant qualitative post-intervention 

comments, present an argument for the place and effective application of this type of 

Baptist clergy intervention. This intervention provides a foundation and justification   

for future piloting and formal assessment across the UK Baptist clergy population.  
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Chapter 7: General Discussion and Conclusions  

7.1 Introduction 

This chapter discusses the four interrelated works conducted in this thesis, 

their key findings, and practical implications for clergy in ministry. This thesis 

aimed to explore the holistic health, wellbeing, and self-care behaviours of UK 

Baptist clergy across the following:  

1) Study one (Chapter three) – Health and wellbeing of Baptist church 

clergy: A descriptive study. This addressed the following questions: 

a. What is the holistic (spiritual, mental, physical, social, financial, 

and occupational) health and wellbeing profile of UK Baptist 

clergy? 

b. How does the sample’s health and wellbeing profile compare to 

the extant trans-denominational Christian clergy literature and 

general UK adult populations?  

2) Study two (Chapter four) - Baptist church clergy self-care: A qualitative 

investigation of perceived barriers and facilitators. This addressed the 

following question: 

a. What are the perceived barriers and facilitators to the holistic 

(physical, mental, spiritual, and social) self-care practices of UK 

Baptist clergy? 

3) Study three (Chapter five) - An exploration of the existing literature 

pertaining to health and wellbeing interventions in Christian clergy: A 

systematised review. This review aimed to: 
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a. Explore the existing literature pertaining to health and wellbeing 

interventions in Christian clergy. Examining and extracting key 

characteristics, approaches, and methodologies to possibly include 

or exclude to promote maximal fit and efficacy in a UK Baptist 

cohort.   

4) Study four (Chapter six) - The acceptability and feasibility of an 

intervention to support self-care in Baptist church clergy. This addressed 

the following research question: 

a. What is the acceptability and feasibility of a tailored intervention 

to support self-care in Baptist church clergy?  

This summation chapter provides an overview of key findings from the 

individual studies, and further presents evidenced based recommendations for 

holistic self-care in ministry. The unique contribution of this thesis will be discussed 

alongside the overall strengths and limitations of the thesis, and the impact of 

COVID-19 on the research.    

7.2 Key Findings  

7.2.1 Profile of Baptist Clergy Holistic Health 

7.2.1.1 Literature Review.  

Study one was preceded by a mapping literature review which revealed 

minimal clergy health and wellbeing publications and research trans-

denominationally in the UK. There are no Baptist holistic health or self-care 

investigations available, to date, in the UK. Of the available works, data indicated 

that clergy in these groups experience significant occupational pressures, stress 
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symptoms, low levels of psychological wellbeing, person role miss-fit, and 

dissatisfaction (Francis et al., 2008; 2017b; Francis & Rodger, 1994; Graveling, 

2018a; 2018b; Rolph et al., 2014; Wyatt et al., 2017; 2019). Yet, some clergy do find 

significant meaning and satisfaction in their roles (Kay, 2000a; Kinman et al., 2011).  

Due to the limited availability of UK works, the international literature was 

reviewed. These works paint a similar picture where clergy trans-denominationally 

appear to be experiencing health deficits against comparative adult populations (e.g., 

stress symptoms [CREDO Institute, 2006; Doehring, 2013; Hill et al., 2003; Holaday 

et al., 2001; Rowatt, 2001; Weaver et al., 2002]). This review, therefore, presented a 

robust rationale for the work undertaken in Study one which sought to present the 

first, to date, UK profile of Baptist clergy holistic health.  

7.2.1.2 Baptist Holistic Health Profile. 

Study one profiled the health of UK Baptist clergy and compared findings to 

the extant literature and UK adult populations. A sample of 55 Baptist clergy were 

examined using an online questionnaire. This assessed holistic health across the 

spiritual, mental, physical, social, financial, and occupational domains. Findings as 

summarised in Table 23 show holistic health concerns in all assessed domains: 

Mental Health – The cohort’s average mental wellbeing score fell below the 

national average and a significant proportion of participants reported experiencing 

low mental wellbeing. Yet, 38 (69%) stated they did not have any access to 

psychological support in relation to their role.  

Spiritual Health – Clergy reported an average dissonance between their 

lived experience and their ideal state of spiritual health that was significantly greater 

than other high-pressure roles.  
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Physical Health – Clergy reported issues with their health that were higher 

than national averages, including BMI, hypertension, and sleep dysregulation. 

Additionally, the majority of participants did not engage in the recommended weekly 

moderate intensity physical activity or strengthening activity guidelines. Most 

notably, over half of this cohort self-rated their health as fair or poor. 

Social Health – Data from this cohort suggest their social health is 

substantially lower than UK averages where only 17 (31%) clergy stated they met 

socially with friends >once per week.  

Financial Health – Clergy in this study reported higher rates of difficulty 

making ends meet, and higher rates of additional supplementary employment than 

the UK population.  

Occupational Health – Reported working and on call hours were at a level 

that was both higher than UK averages and potentially harmful to health. A 

significant proportion of this cohort provided responses that were indicative of 

exhaustion, disengagement, and burnout.  

Support to Self-care – Over half of this cohort stated they did not feel 

supported to practice self-care activities by their church leadership or their 

congregations. 

These findings, despite the study limitations, show similarities to the existing 

literature, indicating that these UK Baptist clergy experience lower levels of health 

and wellbeing, in some areas, than that of comparative adult populations. These data 

are suggestive of the necessity for improved supportive primary, secondary, and 

tertiary occupational health measures in this denomination. These findings provide a 

robust foundation for future clergy works, including the further investigations of this 

thesis.  
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7.2.2 Clergy Barriers and Facilitators to Self-care 

Study one established that some UK Baptist clergy experience similar health 

disparities to their US, and other denominational counterparts, warranting further 

exploration. This second stage investigation employed qualitative techniques to 

examine the barriers and facilitators to positive self-care practices in a cohort of 20 

clergy using semi-structured interviews. The author approached the data collection 

and analysis from a critical realist ontological stance, with the author assuming the 

existence of a true meaning of health, healthfulness, and healthy behaviours. It is 

understood however, that this truth is impacted by the individual’s perception, 

experiences, personal understanding, and author’s interpretation.  

Interview questions were informed by the theory of planned behaviour 

(Ajzen, 1991, 2012). The investigation sought to explore distinct proponents of 

individual self-care behaviours across the spiritual, mental, physical, and social 

health domains. Although these facets were initially targeted, clergy discussed their 

health in a multifaceted and overlapping way. As such, two reflexive thematic 

analyses were conducted, and themes were generated following the socioecological 

model, as used by Lim et al. (2020) across five categories:  

1. Intrapersonal 

2. Interpersonal  

3. Institutional / organisational 

4. Christian community network 

5. Societal / policy 
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Some issues highlighted linked directly to issues of the period (e.g., the 

COVID-19 lockdown) however, several issues were raised that require further 

investigation or intervention (Figures three - seven).  

The facilitators to self-care across the socioecological model were identified 

as:  

1. Intrapersonal – Participants cited the notable interrelationship 

between the health facets and the knowledge of strategies and 

activities that support their self-care e.g., retreats and exercise  

2. Interpersonal – Friends (both in and outside church) and family 

supporting self-care activities and, in some cases, contributing 

through prayer.  

3. Institutional / organisational – Formal organisational supports were 

identified such as a mentor, spiritual director or counsellor. 

Additionally, the Christian institutional notion that being healthy is a 

requirement prompted self-care. 

4. Christian community network – Support featured heavily either in a 

local context for example, friends or the congregation, or in a more 

abstract way through the wider Christian network e.g., the 

Northumbria community. 

5. Societal / policy – Following tradition e.g., the Jewish Shalom 

principle or having formal check-ins and appraisal supported self-care 

in this group.  

The barriers to self-care were identified as: 

1. Intrapersonal – Self-pressure and lack of suitable breaks.  
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2. Interpersonal – Linked to a lack of friends in church, social health 

complications arose as many participant’s friends were located in 

other areas of the country, limiting contact.  

3. Institutional / organisational – The accepted institutional norm that 

one full day off per week was sufficient created a barrier. As such, 

participants prominently discussed the potential for the job to become 

all encompassing. Additionally, personal spiritual health was 

impacted by the necessary spiritual practices of the role. Participants 

cited a blurring of the boundaries between personal spiritual health 

practices and the role requirements. Participants also voiced a 

significant lack of self-care training during theological college which 

potentially hindered their self-care once in post. 

4. Christian community network – Role pressures, congregational 

stressors, and the perceived inability to have friends in church created 

a barrier to self-care.  

5. Societal / policy – A distinct lack of health and wellbeing policy and 

guidance was identified.  

Across the socioecological model, the most prominent barrier to self-care 

appears to be support (perceived and actual). Legal difficulties arise in obligated 

support strategies as clergy are not employees, but rather office holders. However, 

Christian moral duty remains from all agents and agencies to support clergy in a 

multifaceted and holistic way. Notably, however, the identified facilitators to self-

care heavily featured some form of positive support, either formally in mentorship or 

informally from family prayer. 
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When comparing this study’s results to the prominent international literature, 

significant similarities arise, namely job demands-resources imbalance, challenging 

intrapersonal relationships, and lack of understanding from congregants (Hill et al., 

2003; McMinn et al., 2005; Proeschold-Bell et al., 2011; Lindholm et al., 2016; 

Wells, 2013).     

This investigation, in conjunction with Study one, presents a clear rationale 

for further investigations, and support strategies to promote improved clergy holistic 

health. Additionally, these investigations provided a rationale and foundation for this 

thesis’ final intervention study.   

7.2.3 An Exploration of the Existing Literature Pertaining to Health and 

Wellbeing Interventions in Christian Clergy: A Systematised Review. 

On 6th April 2021 a systematised review was conducted to identify the key 

characteristics including approaches, methods, and tools of existing clergy health and 

wellbeing interventions in the published literature. The aim of this search was to 

explore what has taken place previously and what is deemed acceptable and effective 

in view of informing a tailored feasibility study for UK Baptist clergy.  

The review identified 18 interventions (11 journals and seven theses) that 

aimed to promote positive health behaviour change in clergy. All the included 

interventions documented some positive behaviour change in the main target health 

facet (and in some case additional adjacent health facets). No clear format or gold 

standard was identified; however, this review did identify some prominent 

characteristics which may be useful to incorporate and explore with a UK Baptist 

audience. These interventions used a combination of approaches, prominent features 

included group work, spirituality practices / theological grounding, taught 
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components, personal reflection, and holism. Although the reviewed intervention’s 

components prompted behaviour change in the cohorts investigated, as with some of 

the other theses included in this review, restrictions such as time and resources, limit 

the inclusion of select elements. This review clearly identified components that may 

be explored in a UK Baptist audience including: 

• A taught section (all interventions featured some form of formal 

teaching) including the use of personal story (Emmons, 2015). 

• Holistic focus (Cutts et al., 2011; Leach, 2018; Proeschold-Bell et al., 

2017; Smith, 2015).  

• Group work, 13 of the interventions featured group work.  

• Spiritual and theological components, 16 interventions used Christian 

themes and activities. 

• Personal reflection, all interventions incorporated self-reflection. 

• Input from a registered healthcare professional (Cutts et al., 2011; 

Kanipe, 2016; Leach, 2018; Proeschold-Bell et al., 2017). 

The findings of this review provided a valuable foundational framework in 

the development of a tailored self-care promotion intervention for UK Baptist clergy.  

7.2.4 Acceptability and Feasibility of a Tailored Intervention to Promote Self-care 

This final investigation was informed by the previous two studies plus a 

systematised literature review of all available clergy health interventions. The 90-

minute identical online intervention was delivered to three groups involving 11 

participants. Acceptability and feasibility were assessed by pre and post-intervention 

surveys and Gadke et al.’s (2021) 10 assessment criteria.  
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The systematised literature review (Chapter five) revealed the benefits of a 

taught section, holistic approach, group work, theological grounding, and personal 

reflection. This approach was further underpinned by some of the qualitative 

responses captured in Study two (Chapter four). Incorporating these features, the 

style of the intervention was inspired by the RA Getting to Grips with Academic 

Writing course (The University of Nottingham, n.d.-b). The session comprised six 

parts: 

1. Pre-intervention survey  

2. Introduction and teaching session 

3. Self-reflection  

4. Group work 

5. Post-intervention survey  

6. Summary, prayer, and wrap 

The pre and post-intervention survey sought to capture participant’s 

reflections and impressions of the session in addition to the potential efficacy of the 

intervention for promoting positive self-care behaviour change. This efficacy was 

observed through movement of stage using the transtheoretical model of behaviour 

change (Prochaska & DiClemente, 2005). Acceptability and feasibility of the 

intervention was assessed and met in all of Gadke et al.’s (2021) 10 assessment 

criteria, however, minor procedural challenges were observed: 

• Recruitment – more strategic recruitment strategies.  

• Data collection – prompts and extra vigilance to ensure participants 

completed both pre and post-intervention surveys.  
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• Social validity – prompts to elaborate where participants disagreed 

with a statement.   

• Integration – although not a target outcome of this intervention, the 

health and wellbeing culture of churches may require further 

investigation to support sustainable changes.  

As discussed in Chapter six, despite the minor challenges observed, the 

positive outcomes significantly outweighed these minor issues: 

• The tools and measures selected were understood, easily 

implemented, and showed sensitivity to change in self-care 

behavioural intention.  

• 55% stated intention to change (one or more stages) across the four 

domains. Change was observed across the precontemplation, 

contemplation, and preparation stages.  

• 100% of participants agreed or strongly agreed that the session was 

personally relevant, 91% agreed or strongly agreed that the session 

prompted them to consider changes to their self-care practices. 82% 

agreed or strongly agreed that they found the session engaging and 

enjoyable 

• 64% agreed or strongly agreed that they would attend this type of 

session again. Of those who neither agreed nor disagreed, qualitative 

responses suggested a mixture of personal preference in format and 

content, plus too few attendees.  

• Examination of each element of the session showed practical, 

adaptable methodologies that may be implemented in a future pilot.  
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Overall, this intervention showed feasibility and acceptability. With some 

minor edits, this intervention may be suitable for piloting and subsequent widespread 

roll out.  

7.4 Practical Implications and Professional Recommendations 

The studies described in this thesis highlight that clergy require complex 

support to maintain their holistic health and practice positive self-care behaviours. 

The goal of these exploratory works was to detail the level and type of need 

experienced by UK Baptist Clergy to underpin future research, ground level 

dialogue, policy and practice change. As Pluye and Hong (2014, p. 30) state: “In 

public health, stories have the power to change policies, and statistics traditionally 

provide a strong rationale to make changes”.  

As previously noted, the sociological model of health is useful in subdividing 

areas of challenge and need. As such, the following considerations, stemming from 

this thesis’ results, may be useful for future researchers, individual clergy, churches, 

the BUGB and other supportive agencies.  

1. Intrapersonal –  

a. Efforts need to be made to support individual clergy in their 

personal holistic health goals. Events, signposting, 

information, and speakers (both in-person and pre-recorded) 

could be used to support clergy on pertinent holistic self-care 

topics such as nutrition and managing your blood pressure, 

managing stress while supporting others, how to have friends 

and be a friend while being a minister, and taking a break 

before you break etc.   
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b. Retreats, conferences, and quiet times appear important, ergo, 

more signposting, support, funding, and perceived permissions 

should be available. Links could be better established with 

known support agents e.g., the Northumbria Community.  

2. Interpersonal –  

a. As some clergy prefer social networking outside of church and 

with other ministers that do similar roles, creating a bank of 

social opportunities, events, clubs, and hobbies may help 

promote improved socialising.  

b. Linking local clergy together for purely social support may be 

helpful. Clergy could opt into this and arrange social events in 

pairs or groups, or by activity, e.g., walking, film nights, or 

pub quizzes etc.    

3. Institutional / organisational –  

a. As the COVID-19 lockdown created positives for some in 

relation to shorter Sundays, and increased time, a bank of self-

paced smarter working modules may be beneficial.  

b. As some found the rapid change to online working during the 

lockdown challenging, skill building courses on contemporary 

issues and technology, e.g., X / Twitter, marketing using 

social media, or hosting online forums etc. may be beneficial.  

c. Formal self-care training modules should be made available at 

theological college to support new clergy entering ministry.  

4. Christian community network –  
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a. There is a distinct lack of understanding from some 

congregants about the clergy role. Efforts need to be trialled to 

educate congregants on the support needed by clergy, their 

role demands, and how they can work together. Suggestions 

may be provided based on time availability, e.g., prayer or 

volunteering special skills etc. This perhaps could be included 

as part of church membership. For non-members, an annual 

ministerial focus day may be advantageous, akin to mission 

Sunday. Here clergy could discuss their role openly with the 

congregation, ask for support, prayer, and any other specific 

concerns as they see fit. This could be promoted and backed 

by the BUGB where there was a national day of celebration, 

thanksgiving, support, and prayer for ministerial teams 

incorporated into Sunday services. 

b. As many clergy derive support from the wider Christian 

community, improved partnership with speakers, authors, and 

institutions may be beneficial. This could form part of CMD 

or could be engaged with on an informal level. A program of 

topics may beneficial, e.g., the challenge of practicing 

personal spirituality and leading spiritual practices 

corporately. 

5. Societal / policy –  

a. Clear health and wellbeing policy and guidelines for churches 

and individuals. The BUGB could produce a template 

document or an information pack framework to help with this, 
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housed on their website. Additionally, support sessions and 

webinars on putting it into practice may be useful. 

b. As part of an improved health and wellbeing policy structure, 

better training on mental health would be advantageous. Some 

form of mental health first aid training would not only support 

clergy interactions with congregants, but would also promote 

better self-care in relation to this domain.   

It is noted that improved occupational holistic self-care requires time to 

develop. With the Church of England strategy, however, it incorporates language 

such as ‘shift’, ‘towards’, and ‘change’, which suggest an active movement towards 

that change, not immediate success (Butler, 2019, pp. 5-6). Ergo, the overarching 

recommendation from this thesis’ key findings is to prompt a formal discussion 

between clergy, congregations, and support agencies. It is evident, from this thesis 

findings, that some Baptist clergy are experiencing health inequalities. Therefore, 

these findings and evidenced based recommendations should be used as a foundation 

for dialogue on how Baptist clergy can begin their own denomination specific ‘shift’ 

‘towards’ positive ‘change’.   

7.5 Contributions of this Research 

This thesis has created new knowledge and made an important contribution 

to the research field. There is a distinct and significant gap in the UK clergy 

literature, as identified in Chapter two, which this thesis’ original research works 

have begun to fill. This thesis presents unique investigations, designed and 

implemented solely by the author, which are, to date, the first of their kind regarding 

UK Baptist clergy.  
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The first quantitative investigation offers valuable new knowledge to UK 

clergy research and a significant pioneering contribution to UK Baptist clergy 

research. This is the first UK clergy study of its kind, to date, (with the exception of 

elements of the unpublished Living Ministry Programme [The Church of England, 

n.d.-b]) to comprehensively examine holistic health and wellbeing using a broad 

range of tools and measures. This study has collected new clergy data on health 

components such as sleep quality, nutritional status, physical activity including 

strengthening, psychological supervision opportunities, and perceived permissions to 

self-care etc. in one questionnaire. Additionally, this study introduces the use of 

measures such as SWEMWBS, BNSQ-short, NPAQ- short, and WRRQ to clergy 

research, a further contribution to the international research field. 

The second qualitative investigation was similarly pioneering. This work was 

again, the first of its kind, to date, in UK Baptist clergy research. It presents an in-

depth exploration into the perceived barriers and facilitators to self-care. Again, due 

to the limited UK published research, this study adds a valuable contribution not 

only to Baptist specific research, but to the wider UK clergy research pool. As 

discussed in Chapter two, UK clergy research has largely been limited in scope, 

significantly lacking a holistic focus. This study presents a holistic investigation 

which most notably identified a critical understanding of the interrelated nature of 

health by clergy. This understanding of health within this cohort presents a 

significant foundation for future research development and justification for the 

necessity for holistic underpinning.    

The first three studies of this thesis provided a rationale and foundation for 

the development of a groundbreaking UK Baptist clergy intervention. This 

pioneering holistic self-care intervention is the first of its kind, to date, administered 



323 

amongst UK Baptist clergy, and from the available published literature, the first 

holistic clergy self-care intervention administered in the UK. This intervention, 

solely designed and administered by the author, showed feasibility and / or 

acceptability in all 10 evaluation criteria (Gadke et al., 2021). In addition to showing 

suitability for the target group, the intervention demonstrated the potential to affect 

positive self-care behaviour change. This intervention, therefore, could now be 

piloted and rolled out full scale. Additionally, due to the novel nature of the 

intervention, this provides a robust foundation for future researchers to develop other 

large-scale clergy interventions both online and in person.  

Despite the unforeseen global events of the PhD period, this thesis presents 

work that is contemporary, adaptive, and relevant to ministry in a rapidly changing 

world. The work presents sequential investigations which have used carefully 

applied techniques to map, explore and influence clergy holistic health and self-care 

behaviours.  

In addition to the academic contributions, this work has made real world 

evidenced based recommendations suitable for review by clergy, churches, and 

support agencies at ground level. This thesis’ works, like the works of authors 

Proeschold-Bell and Byassee (2018) and Proeschold-Bell et al. (2017) argues a 

deficit in clergy health against comparative populations. As such, this thesis most 

importantly presents evidence and provides an argument for new approaches to self-

care in ministry. 

7.6 Strengths and Limitations of this Thesis 

The author as a registered medical professional, workplace health and 

wellbeing specialist, accredited trainer and higher education lecturer, and practicing 
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Christian, offers a unique position and strength in the work. The author was able to 

use their layered knowledge and skills to collect and analyse data, as well as 

communicate with and instruct clergy, designing research that is medically accurate, 

theologically conscious, and sensitive to adult knowledge assimilation. This 

amalgamation of knowledge and skills was essential when credibly communicating 

with gate keepers at the BU, individual clergy, and churches. Such access otherwise 

may not have been granted to differently skilled researchers.  

As seen in socioecological modelling of holistic health, clergy do not live and 

work in a vacuum, their individual health is impacted by a myriad of variables from 

their differing environments. A limitation of this study was its focus on individual 

clergy. Now that this thesis work has broken ground in UK Baptist self-care 

research, future works may wish to consider broader exploration into clergy health as 

impacted by environment, e.g., size and location of church, those with supportive 

leadership teams, and those with congregant challenges. 

A further limitation of this thesis is the historical period in which the works 

were undertaken. In addition to the impacts of COVID-19, and wider international 

political instability, the UK has suffered extreme austerity measures (exacerbated by 

COVID-19) which have significantly affected community resources (Arrieta, 2022; 

Blackburn, 2020; Trades Union Congress, 2023). These essential community 

resources are often interlinked with ministry roles, e.g., signposting to housing or 

mental health services. Excessive waiting lists or gaps in public services due to 

charity insolvency (Charity Commission for England and Wales, 2021) may have 

increased the pressure that clergy feel in relation to supporting their congregations. 

As previously discussed, Baptist churches are run as independent businesses, and as 

such the financial strain of COVID-19, plus the pre and post-austerity measures are 
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likely to have increased the pressure on individual churches and in turn their clergy. 

This type of additional role pressure may have had negative health and wellbeing 

effects which may have skewed results (in relation to ‘normal’ periods). 

Additionally, this may have potentially reduced the number of clergy willing to 

participate in non-essential research activities. Conversely, this may have attracted 

certain participants who wish to voice and vent their concerns. As the ongoing 

effects of the recent challenges are still being felt by many, this work offers a 

snapshot into clergy holistic health and self-care during times of crisis. This area, 

again is, to date, unexplored in UK Baptist clergy. The period in history is noted, 

however, the rich data in this thesis remains extremely valuable in a limited field.          

The studies’ sample sizes may be seen as a limitation. As discussed here, and 

in the following section, the period in which the studies were carried out may have 

impacted participation rates, especially with regards to Study one. Additionally, as 

discussed in Chapter six, the low participation rate may be a symptom of time 

demands and could be viewed as data in its own right, although this would need to 

be investigated further in future research. Although larger samples may have been 

desirable from the outset, Study one’s sample provided sufficient data to compare 

with existing literature and the wider adult population. Enough data was collected in 

Study two to generate pertinent themes worthy of further exploration. Finally, Study 

four provided a suitable amount of data to determine feasibility and acceptability, 

showing 100% consensus for relevance and 91% agreement for prompting self-care 

change. Ergo, despite the smaller samples, the objectives in all studies were met. 
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7.7 COVID-19 Impact   

The effects of COVID-19 significantly impacted this thesis at multiple 

stages. This thesis’ first quantitative questionnaire was opened on 31st January 2020 

and intended to be open for six months. UK COVID-19 restrictions spanned March 

2020 to March 2021. This meant that the first two stages of data collection were 

conducted during unprecedented biopsychosocio-political periods. It is 

acknowledged that participation and the responses by participants may have been 

affected and may differ from that of ‘normal’ periods due to increased personal and 

occupational pressures.  

The low participation rate in Study four is acknowledged and potentially 

partially attributed to the multifaceted ongoing and aftereffects of the period on 

individuals, families, churches, and communities. Evidence indicates that the UK 

lockdown measures had significant negative mental, financial, biological, social and 

behaviour impacts on citizens (Mind, 2021; Muehlschlegel et al., 2021; Vizard & 

Joloza, 2021). Although some negative mental health effects reverted to pre COVID-

19 levels, women, and those in the most vulnerable populations, including the 

elderly, those with pre-existing mental health issues, and those on low income, 

experienced ‘seesaw’ prolonged effects (Office for Health Improvement Disparities, 

2022). Ergo, it is highly likely that clergy will have worked with individuals in these 

vulnerable groups, adding to their occupational pressure.  

7.8 Overall Conclusions  

This thesis’ investigations have explored for the first time, to date, UK 

Baptist clergy holistic health, wellbeing, and self-care behaviours. The works have 

highlighted specific health deficits in Baptist clergy against comparative adult 
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populations and produced similar results to that of other international clergy studies. 

Upon qualitative analysis, clergy report complex holistic self-care heavily influenced 

by their roles. Interviewed clergy reported prominent barriers to health, and a notable 

awareness and experience of the inter-relationship between their health facets. These 

findings provide a valuable contribution to the limited field of clergy occupational 

health and psychology. The systematised literature review further highlighted a 

significant gap in clergy health interventions. This review provided a solid 

foundation for Study four by collating key successful procedural elements from the 

limited available works.  Finally, Study four offered a novel contribution to the UK 

clergy research field by detailing an acceptable, feasible and adaptable self-care 

intervention structure.  

Overall, this thesis’ findings have highlighted the need for industry changes 

in policy and practice at the individual, church, and support agency level. 

Additionally, the final intervention has provided a foundation and framework for 

future researchers to apply feasible and cohort acceptable holistic self-care 

interventions. Most notably, this thesis has broken ground on a new area of UK 

clergy self-care exploration. This thesis has highlighted the need for ongoing 

research in the field, and increased attention on the complex occupational health and 

wellbeing needs of these, often pivotal, community workers.   
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