APPLICATION FOR ETHICAL REVIEW FOR RESEARCH INVOLVING HUMAN PARTICIPANTS
Title 

Pentecostal Christians’ representations of and responses to people with mental health conditions
Project Summary 

The role of religion in mental health has long been debated with studies suggesting that the effect on the individual can be both positive and negative. Faith communities can be considered an environment where the individual with mental health conditions can potentially find social support, encouragement and a place of refuge. However, studies have shown that people with mental health conditions can also experience stigmatization within their faith communities, a response reflective of wider society (Bussema and Bussema, 2000; Baker, 2010). This has implications for mental health professions which can adopt an advisory role in working with faith communities to foster a greater sense of awareness, understanding and practical support in ensuring effective coping strategies are in place when dealing with issues of mental health. 

The aim of the present study is to explore Pentecostal Christians’ representations of and responses to people with mental health conditions. The data will be collected via three focus groups consisting of 6-8 Pentecostal Christians in each group. The audio recorded focus groups will last for 60-90 minutes and will follow an interview schedule that will aim to facilitate discussion around how mental health is perceived and responded to from a Pentecostal viewpoint. 
The interviews will be transcribed by the researchers and the data will then be subjected to thematic analysis to develop themes that reflect patterns of representation and response. The data will be considered in terms of social representations theory and stigma.
Introduction

When looking at the context of faith communities and mental health, how a community understands and responds to people with mental health conditions (within the community and outside it) is mediated by a range of factors. These include how a community understands the causes of mental health problems. Studies have highlighted how mental distress can be seen in some Christian communities as a result of demon possession, weak faith, sin, laziness and/or the testing of one’s faith (Webb et al., 2008). Individuals can often be left feeling estranged, judged, unsupported and guilty (Baker, 2010; Bussema and Bussema, 2000; Stanford, 2007). Although there have been accounts which show that faith communities can offer practical and social support towards members with mental health conditions (Shifrin, 1998; Sullivan, 1998), some are often stigmatized and consequently are left with feelings of isolation, marginalization and sometimes rejection.
Studies of congregations’ and clergy’s understandings and responses

In a UK study 17 individuals in a psychosocial rehabilitation program were interviewed about their experiences within church communities. Bussema and Bussema (2000) found that only five people had experienced positive, encouraging and supportive environments within their church communities. Many felt that prior to experiencing mental health conditions, their churches were judgemental and critical which led them to avoid attending church at present. They also reported having experienced a sense of intolerance towards people who did not fit within a narrow view of how a ‘good’ Christian should behave. By attempting to gain understanding from others within their church, they felt unworthy which then impeded their search for other church communities to belong to. In a more positive light, Gray (2001) found that attitudes towards mental health among members of an Evangelical church were more constructive than those of the general public (represented by a university student sample). It was hypothesized that the church group would hold more negative attitudes to people with mental health conditions than the general public group, due to stereotypical beliefs which associate mental health with sin and demonic possession. Their results indicated that the church group did not hold views synonymous with stereotypical causal attributes such as sin, demon possession, or lack of faith for people with mental health conditions. They generally also displayed positivity about the possibility of recovery from mental health conditions. There was also an acknowledgement of difference between mental health conditions, with the church group displaying more sympathy for people with depression than the control group.

Causal representations of mental health conditions are of importance in order to understand how a person with mental health difficulties is perceived and responded to within their faith community. Parkes and Gilbert (2010: 578) suggest that ‘assigning a biological, emotional, social or religious cause to an illness affects the way the person who has the illness is viewed.’  Gureje et al. (2006) conducted a survey in Nigeria comprising 1163 people. They found that individuals who held a religious causal view of mental distress were less tolerant towards these individuals and portrayed greater stigmatizing attitudes compared to individuals who held more holistic bio-psychosocial causal views.
Findings of a lack of support for or explicit denigration of people with mental health conditions in religious settings are of concern to mental health professionals. Pargament (2011) describes how discontentment and lack of support within a church can lead to poorer coping mechanisms among members with mental health problems. Any psychology practitioner in the mental health field needs to be aware of how clients’ coping mechanisms are affected by a lack of consistent social support not only from their immediate circle but also from other spheres of life that are important to them such as faith communities. Furthermore, if the individual’s own faith-based understanding and representations of mental health are negative in nature, this will compromise their ability to live with their mental health condition in fruitful or even manageable ways. 
As well as looking at congregational views and responses, studies have also focused on how clergy of various faith traditions and Christian denominations respond to issues of mental health within their congregations, given that they are viewed as having a duty of spiritual care and guidance to their congregants. Leavey et al. (2007) undertook a qualitative study to explore how clergy of different faith communities experienced this process, and gained insight into whether they were more tolerant compared to people in the wider community. For many ministers, fear and violence seemed synonymous with mental distress, which adversely affected their (potential) engagement with congregants affected by mental health conditions. An Anglican priest in this study described an individual with psychosis as ‘chronic, negative, inscrutable, dangerous and threatening’ (Leavey et al., 2007: 553). The main issue here seems to be that a person diagnosed with psychosis is seen as unpredictable and hence threatening. Similarly another minister expressed fear for the community of the church as a whole when one woman in the congregation with a mental health condition was considered to be a threat to the church because she did not comply with the standards, ethos and expectations upheld within the church’s culture. He revealed that he was not so much concerned about her mental health but rather the wellbeing of the broader church community. As a result, he was ashamed to admit that this woman was marginalized within the church. Leavey et al. (2007) concluded that clergy often feel unprepared and intimidated when working with people with mental health conditions, which can result in unintentional rejection of the individual. Bearing this in mind, it can be argued that the need for integration between faith communities and professional mental health services is becoming increasingly apparent. 
Relevant theoretical resources: social representations theory, stigma and social exclusion/inclusion

There is a range of psychological (and other) theoretical resources that can help us understand the research findings presented above. Social representations theory is one obvious resource. This focuses on understandings that are held (or are said to be held) by ‘most people’ in the groups in which a person moves or by ‘most people’ in a society – in other words, a cultural ‘common sense’ (Moscovici, 1981). It is particularly relevant to how relatively unfamiliar social phenomena are made sense of collectively through anchoring them in more familiar phenomena and ideas and through objectifying them in ‘concrete’ images (Farr and Moscovici, 1984). Linked to this framework, one can also draw upon the concept of stigma – in this case, in the form of stigmatizing social representations of (people with) mental health conditions and the implications of these representations for the social inclusion and exclusion of people with mental health histories in the communities that harbour these representations. Mental health conditions have long been identified as a potential stigma, with various stereotypes and negative attitudes held towards people with mental health conditions (Hartog and Gow, 2005; Lauber et al., 2005). Stigma (and its allied concept of prejudice) has been a well-researched area in the field of social psychology, stemming from Goffmann’s (1963: 12) original conceptualization of a stigmatized individual who is ‘reduced in our minds from a whole and usual person to a tainted, discounted one.’ The consequences of stigmatization of mental health conditions are far reaching. One implication that has been well documented within the literature is the effect on help-seeking. Corrigan and Larson (2008) state that there are three forms of stigma in regards to mental health: public stigma, self-stigma and structural stigma. It is suggested that public stigma (also recognised as fear of stigmatization from others) and self-stigma influence people to delay or avoid help-seeking as well as non-compliance with treatment (Fung et al., 2008). 
Interest in stigma and the social exclusion/inclusion of people with mental health conditions has been taken up in church contexts. Here there is much potential for mental health practitioners to work collaboratively with religious ministers and congregations to educate about and demystify mental health difficulties. For this to take place, though, a level of willingness for engagement and openness on the part of religious communities and churches needs to be evident. Work has begun on identifying what structures need to be in place for effective collaboration between psychologists and churches. For example, Gunasekera (2012) conducted in-depth qualitative interviews with clergy who had had interactions with psychologists. She found that successful integration of spiritual and psychological care had been achieved in a number of ways with both parties being able to find a common ground in their understanding of the interplay between theological and psychological frameworks. However, there were issues pertaining to how personal values and organizational structures within the church and health settings could be possible barriers to collaboration. This highlights that, although progress has been made, there is yet more work to be done.
The context of the present study: Pentecostal Christianity

There are many denominations and traditions within Christianity with differing beliefs, traditions and cultures. The present study will focus on Pentecostal Christianity, which is the fastest growing form of Christianity today, representing 25% of all Christians in the world, with the majority of adherents being of African origin (Gledhill, 2017). Pentecostal churches have been present in Britain from the early 20th century but developed significantly from the 1960s. Beliefs in the following are considered prototypical of the category of ‘Pentecostal Christian’ (Kay, 2009): a belief in the gifts and powers of the Holy Spirit (including healing); a commitment to baptism of/in the Holy Spirit; a belief that Jesus died for the sins of humankind, rose on the third day, is the only way of salvation, and is coming again to receive those who are saved; and a belief that the Bible is the Word of God and is without error. Some of these features are shared with other traditions, particularly Evangelical Christianity. However, what characterizes Pentecostal Christianity specifically is the focal attention given to the Holy Spirit, who (as in most other forms of Christianity) is seen as one of the three persons or Trinity who together constitute ‘God’. 
Pentecostal Christians believe in the ‘infilling’ and baptism of the Holy Spirit, meaning that the Holy Spirit is seen as entering into an individual’s body and that person is henceforth under the Spirit’s influence. The Holy Spirit is seen as giving this individual an ability to perform miracles, speak and interpret ‘tongues’ (an unknown language), and discern spirits. The centrality of these beliefs within Pentecostal Christianity locates the tradition within what Taylor (2007) described as an ‘enchanted’ world view (a negation of the sociologist of religion Max Weber’s well-known idea of ‘disenchantment’ – see Jenkins, 2000). From an enchanted worldview perspective, the world is believed to contain a non-material dimension populated by (benevolent and malevolent) spiritual forces that can influence people. For this reason, Pentecostalism has been described as not only a subculture but a counterculture in that it holds opposing views to the secular world (Pattison et al., 1973).
Research has begun to explore what Pentecostal Christians believe to be the causes of mental health conditions. Mercer (2013) argues that in the Western world, ‘mainstream’ Christian groups consider ‘natural’ (mostly biologically-based) causes as a primary factor in mental health problems, despite their frequent acknowledgement of some sort of spiritual influence in causation. However Pentecostal Christians arguably emphasize the importance of spiritual influences in mental and physical health (and consequently spiritual interventions) to a greater degree. In an attempt to identify Pentecostal perspectives on causes and cures of depression, Trice and Bjorck (2006) conducted a survey with students from a charismatic Bible training school in the USA. Contrary to previous studies, some sort of ‘spiritual failure’ was not considered to be the most likely cause of depression. Instead depression was attributed to natural causes such as difficult life events. However, one life event that was nominated was ‘victimization’. This included demonic possession and hence fell outside the ‘natural causes’ category.  Bible reading and faith practices (for example, confessing sin, laying hands on people to pray for healing, and scripture memorization) were rated as the most effective cure for depression. Overall psychological treatment was not rated highly as an effective cure for depression. In light of these findings, Trice and Bjorck (2006: 288, emphasis in original) posited that ‘initially becoming depressed might not imply spiritual failure to Pentecostals as it likely did in years past, but remaining depressed may feel incriminating, given that faith-based treatments are still viewed as the most effective avenues to mental health.’ 
Because of their doctrinal beliefs in the healing power of the Holy Spirit plus their emphasis on relying totally on God, there has historically been an observed reluctance for Pentecostal Christians to engage in help-seeking behaviour for mental health conditions (Harley, 2006). The reasons for this have been attributed to a need for one to depend on God for healing when sick (Murray, 1984); a need to either confess sin or increase one’s faith (Vining and Deker, 1996); and the belief that suffering matures one’s faith (MacNutt, 1977). 

Questions arising from this work suggest the necessity for further research regarding conceptualizations of mental health conditions in a general sense and other specific conditions, held by regular congregational members (rather than students at a Bible training school as in the Trice and Bjorck study). There is also a need to investigate how these perceptions shape responses to individuals within congregations who have mental health conditions. Ideally research should also seek to highlight the need for health professionals to be aware of what role they play in bridging the gap between Pentecostal faith groups and mental health services in order to encourage help-seeking behaviour. In particular, this could be applied to ethnic minorities within the UK who are reportedly shown to have low levels of engagement with mental health services (Parkes and Gilbert, 2010). 
Research questions

The present study will engage with parts of the research agenda outlined above. It will explore Pentecostal Christians’ representations of and responses to people with mental health conditions, with a specific focus on responses to people with mental health conditions in Pentecostal communities. The research will study ‘regular’ congregational members. This is an extension of a larger project that looks at representations and responses among various religious communities, including Uwannah’s (2015) doctoral work with Pentecostal Christian communities.
Method

Recruitment and Participants 
The recruitment process will aim to recruit between 18 and 24 Pentecostal Christians aged 18 and over who will take part in one of three focus group discussions with 6-8 people in each group. Participants will be recruited from Pentecostal church congregations in London and south east England (one of the researchers has well-established links with one church) and also from relevant student religious societies at a London university (for example, the Redeemed Christian Church of God Society – the church that is referred to here is a Pentecostal ‘mega-church’ – and the Christian Union). In each case, one of the researchers will email the church minister/society representative and will ask to meet them to talk about the research. If they agree to allow the researchers to inform their congregation/society members about the research, one or both researchers will attend a service/society meeting and will invite members to consider volunteering for the study. Anyone who approaches the researcher to express interest will be given an information sheet about the research (see Appendix A). They will be invited to read the information sheet at that point or later and to ask the researcher any questions they may have about the study (in person or by email). Here the researchers will take care to ensure that anyone who is interested in volunteering defines themselves as a Pentecostal Christian. (The beliefs that define Pentecostalism and that were presented in the introduction to this proposal also appear on the participant information sheet.) The researcher(s) will return to the congregation/society the following week to sign up volunteers and to collect their contact details. A suitable time and date for a focus group interview will be agreed with the participants, and the focus groups will be held on the church premises (in the case of participants recruited from a specific church congregation) and on university premises (in the case of participants recruited from student religious societies) in rooms where no other activities are going on at the same time. 

During the initial presentation of the research at churches and student societies, it will be communicated that all participants must be over the age of 18 to take part in the study. Additionally the sensitive nature of the research topic will be emphasized and, on this basis, congregation members and student society members will be advised that it may not be appropriate for those who have a history of mental health problems or who have a close family member with such a history to volunteer for the interviews. (This is also stressed on the participant information sheet.) However, the researchers will also respect the autonomy of congregation and society members, so this will not be a rigid exclusion criterion. Instead, if anyone who has personal experience of mental health problems approaches the researchers to volunteer, they will advise them of the risks involved (such as the risk of vividly reconnecting with disturbing experience; the risk of over-disclosure to other congregation/society members; and the risk of becoming distressed if negative views of people with mental health problems are expressed in the focus groups) and will help them to reach an appropriate, informed decision about participation. 
Procedure 
Before each focus group discussion commences, the researchers will first ask participants to re-read the participant information sheet, read the consent form (see Appendix B), ask any questions that arise as a result of this and sign the form if they are happy to do so. Participants will then be asked to complete a brief background/demographic information questionnaire (see Appendix C). Participants will be reminded about confidentiality procedures and given a chance to ask any final questions before the interview begins. 
Each focus group discussion will be co-facilitated by both researchers, will follow a semi-structured format, will last approximately 90 minutes and will be audio recorded. The researcher will use an interview schedule (Appendix D) to guide the conversation but will also allow for spontaneous discussion of relevant material. The schedule will first involve reading out a fictitious case vignette (also used in Uwannah’s study) which will be followed by questions and prompts specific to the vignette that will encourage discussion. The questions will then become more specific and personal to the group as members of church congregations. The interview schedule was developed in this way in order to ease participants into talking about a potentially sensitive subject. The questions following the vignette aim to facilitate participants to discuss relevant experiences and understandings of how mental health is broadly contextualized within society generally and Pentecostal Christian communities in particular. 
The questions following the vignette will begin by broadly exploring the participants’ perceptions and understanding of what constitutes mental health/distress before focusing on possible experiences of mental health issues arising within the congregations in which they are involved. Thereafter the questions will focus on how participants feel Pentecostal churches can best support individuals with mental health conditions and how this aligns with their beliefs surrounding typical Pentecostal Christian responses to mental health. Lastly, participants will be asked how (if deemed appropriate) external agencies might support Pentecostal churches to help them support church members with or affected by mental health conditions. Before ending the study, there will be another chance to ask the researchers any questions that may have arisen during the interviews. Participants will then be thanked for their time and given a debrief sheet (Appendix E) which will contain contact details of the researchers, and the researcher’s supervisor should they have any further questions arising from the interview and information about where to direct any complaints that participants may have about how they were treated during the research. Additionally, the debrief sheet will also contain contact details for advisory agencies specialising in mental health should participants experience any distress arising from the subject matter. 
Data analysis
The recordings of interviews will be transcribed by the researchers and transcripts will be subjected to thematic analysis. Thematic analysis is a method used in qualitative research to develop themes and patterns from a qualitative data set (Braun and Clarke, 2006). Thematic analysis was chosen as it is flexible in its epistemology and in its theoretical commitments, whilst allowing for the creation and analysis of complex multi-layered themes and patterns. A combination of inductive and deductive analysis will be applied in which theoretical concepts of social representations and stigma will inform the analysis. It is hoped that by combining both approaches, a rich and complex analysis will be developed. 

The analytic process will begin with the researcher reading and re-reading the transcripts to gain intimate familiarity with the data. This will be followed by the generation of codes which consist of distillations of the content of data extracts. Once all the data have been coded, a clustering process will begin, working up to the generation of themes and subthemes that collectively represent patterns of representation and response. Each emergent theme and subtheme will be checked against the data before being finalized. The themes and subthemes will then be named and will include a short descriptive narrative to capture the essence of the theme or subtheme. A detailed analysis of each theme will then be conducted, with the data giving an essence of the ‘story’ behind the theme and an exploration of how it relates to other themes, and also the research questions in general.  The account offered here represents the essence of the stages of thematic analysis presented by Braun and Clarke (2006): these stages will be followed closely and in detail in the analytic process.
Ethical considerations (see also the risk assessment in the next section)
As noted earlier, congregation and student society members will be advised that it may not be appropriate for those who have a history of mental health problems or who have a close family member with such a history to volunteer for the interviews. In focus group interviews where participants are encouraged to be open and honest about their reflections on and encounters with people with mental health conditions, there is a risk that those for whom this is a very personally relevant matter could hear views expressed that occasion discomfort or even distress. The discussion might also lead these individuals to become reconnected in a vivid way with difficult life experiences that they may otherwise have been able to manage. 
As noted earlier, the researchers have decided not to impose an exclusion criterion but rather to respect the autonomy of people for whom mental health issues are very personally relevant and to assist them in reaching an informed decision about whether or not it is appropriate to volunteer. 
If at any point a participant becomes distressed during the focus group discussion, the researchers will ask them if they wish to take a break and return if and when they feel able. If they decide to avail of this offer, the researchers will pause the focus group and one researcher will leave with the distressed participant to check on their well-being unless a minister is available to do this if a focus group is taking place on church premises. (Ministers will be made aware of the risks involved in the interviews and will be invited to be available if possible, should they be needed to support any participants who exhibit distress.) At the end of the focus group discussion, the researchers will have a further opportunity to speak to any participants whom they feel concerned about and inform them about external and advisory agencies that specialize in offering support on matters relating to mental health. These contact details are also on the debrief sheet should participants require them after the study is completed (see Appendix E). All participants will be reminded that they are able to withdraw from the study at any time, and they have the option of their data being removed from the analysis before a specified deadline (see Appendix A). 
Turning to data management, several measures will be taken to ensure participants’ confidentiality, such as not using the names of people or places in transcripts and in quotations presented in the research report. All information will be handled in accordance with the UK Data Protection Act 2018.

Transcripts (from which identifying information has been removed) will be stored in a discrete folder on a password-protected computer. Audio recordings will be stored in a separate folder and will be retained after transcription until [specified date] (that is, until after the Exam Board has met which considers degree outcomes, in case examiners should request access to recordings to verify the data). Transcripts will be stored securely as Word documents by the research supervisor for 10 years.
Risk assessment 
	Consideration
	Person at risk
	Scale of risk
	Protocols to manage risk

	Individual’s right to choice 
	Participant
	Low
	Volunteers with a history of mental health problems or with close family members who have such a history will be advised of the risks of participating but will be helped by the researchers to reach an informed decision about participation. Participants are able to withdraw from the study at any time, without any penalization.

	Anonymity at data collection
	Participant
	Medium 
	The confidentiality of all data will be respected (this cannot be an anonymous study) and pseudonyms will be used where necessary in the report.

	Maintaining confidentiality
	Participant 
	Medium 
	Participants will be informed that information shared within the group should remain confidential due to the sensitive nature of the topic.

	Data storage
	Participant/Researcher
	Low
	Data will be stored on a password protected computer in discrete files.

	Safe deletion of data 
	Participant/Researcher
	Low
	Audio recorded data will be destroyed after the research study is completed [specified date]. Transcripts will be destroyed after 10 years in keeping with the university’s requirements for data management.

	Potential distress due to sensitive topic nature
	Participant
	Medium  
	Participants have the right to withdraw if they feel distressed at any point of the study. They are reminded that confidentiality will be maintained throughout. They will be given a debrief sheet with contact details of advisory agencies if they require support and will also have the option of contacting the researchers with any queries.
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Appendix A: Participant Information Sheet 
Pentecostal Christians’ views about mental health conditions
Our names are [names of researchers] and we are final year students studying [subject] at [specified university]. For our degree, we need to do a research project. In our research, we have decided to look at Pentecostal Christians’ views about mental health conditions. 
We are interested in this topic for various reasons, not least because one of us [named researcher] is from a Pentecostal Christian background and we are interested in working in the mental health field after we graduate. There has been some research which has explored Christian outlooks on mental health. We would like to add the voices of Pentecostal Christians to this research so that mental health professionals who read the research can understand your religious background and might be able to help congregations to support congregation members who experience mental health difficulties. 
In our research, we understand Pentecostal Christians as having 
· a belief in the gifts and powers of the Holy Spirit (including healing)
· a commitment to baptism of/in the Holy Spirit
· a belief that Jesus died for the sins of humankind, rose on the third day, is the only way of salvation, and is coming again to receive those who are saved
· a belief that the Bible is the Word of God and is without error.
Before you decide whether you want to take part in the study, it is important that you understand what it will involve. Please take the time to read the following information carefully. 
What will be involved?
The study will involve a group discussion with between 6 and 8 people who are also Pentecostal Christians. We will run two other group discussions at other Pentecostal churches or at [specified university] too. We will ask questions during the group discussion to help participants to share their views and experiences. The discussion will run for about 90 minutes. That might sound like a long time but when people get talking in these sorts of group discussions, time tends to pass very quickly! The group discussion will take place at a location, time and date convenient for all participants.
The discussions will be audio-recorded and we will then transcribe them – in other words, we will listen carefully to the recordings and type out what is said in the group discussion as accurately as possible. The reason for this is that it is important to have a full and accurate record of all the outlooks and experiences that people share with us. We will then study these transcripts carefully and look for common outlooks and experiences across all of the groups. We will write our research reports based on what we find. 
Everything that you say will be treated as confidential. If you name any people or places during the group discussion, these names will be replaced with pseudonyms. If you wish to share experiences of individuals with mental health conditions who are not in the group, it is advised that you take care to protect the individual’s confidentiality.

It is also important to emphasize that the research looks at a sensitive topic. Anyone who has experienced mental health problems themselves or among close family members should think carefully about whether it is appropriate to volunteer for this research. In the group discussion, people may express a range of views on mental health issues. Some of these may be sympathetic but others could be negative. People for whom mental health problems are personally relevant may find it uncomfortable to hear some of these views.  It is important to protect your own well-being so, if you would like to volunteer but are unsure about whether this could be upsetting for you, speak to one of us about it or contact our supervisor (whose contact details can be found at the end of this information sheet). We can then help you to decide whether it would be too risky to take part. 
Also, if anyone does take part but finds the discussion too difficult at any point, it is always possible to withdraw from the discussion at any time. You are free to take a break, leave the room or just choose not to answer a particular question without having to give a reason. The information that you provide would not then be used in the study. 
If you take part in a group discussion but decide later that you do not want us to make use of anything that you said, all you have to do is email us and let us know before [specified date]. You do not have to explain your decision: we will simply remove your contributions from the transcript of the discussion and will not use them in our research report. 
We realise that this makes the research sound very demanding: it is important to be aware of the risks for some people but we also want to emphasize that the discussion could be really interesting and that participants may actually enjoy hearing other people’s views and experiences of this important topic. 
This study has received a favourable ethical opinion from [specified research ethics committee]. If you wish to complain about any aspect of how you have been treated in this research, please contact [named person and contact details, usually the Chair of the Research Ethics Committee that granted a favourable ethical opinion on the study or another designated university staff member with research ethics responsibility]. 
Contact information
If you would like to take part in this study, you can volunteer by emailing us at [email addresses and names of the researchers] or you can let us know when one of us returns next week. Also, you should contact one of us if you have any questions about the research. When we have a list of between 6 and 8 volunteers, we will arrange a suitable time and date for the group discussion.
Thank you for taking the time to read this information sheet. 
[Contact details of researchers and their supervisor.]
Appendix B: Consent form 
Pentecostal Christians’ views about mental health conditions
Please read each of the statements below and, if you agree with a statement, indicate this by ticking the box beside it.
	· I, the undersigned, voluntarily agree to take part in the study on Pentecostal Christians’ views about mental health conditions.
	

	· I have read and understood the Information Sheet provided. I have been given a full explanation by the researchers of the nature, purpose, location and likely duration of the study, and of what I will be expected to do. 
	

	· I have been advised about any distress and possible ill-effects on my well-being which may result. 
	

	· I have been given the opportunity to ask questions about all aspects of the study and have understood the advice and information given as a result.
	

	· I agree to comply with any instruction given to me during the study and to co-operate fully with the researchers. I shall inform them immediately if I suffer any deterioration of any kind in my health or well-being. 
	

	· I understand that all personal data relating to volunteers are held and processed in the strictest confidence, and in accordance with the UK Data Protection Act (2018). 
	

	· I agree that I will not seek to restrict the use of the results of the study on the understanding that my confidentiality is preserved. 
	

	· I agree that the information that I give to the researchers can be used in this and subsequent research projects undertaken by members of the research team and for teaching purposes on the understanding that my confidentiality is preserved.
	

	· I understand that I am free to withdraw from the study at any time or withdraw my data any time before [specified date] without needing to justify my decision and without prejudice.
	

	· I confirm that I have read and understood the above and freely consent to participate in this study. I have been given adequate time to consider my participation and agree to comply with the instructions and restrictions of the study.
	


Name of volunteer (BLOCK CAPITALS)

     ........................................................


Signed

                 ........................................................


Date

......................................


Name of researcher/person taking consent (BLOCK CAPITALS) 
........................................................


Signed

                                       ........................................................


Date

                                                         ......................................

Appendix C: Background/Demographic Questionnaire 
BACKGROUND INFORMATION
To begin, we’d like to get some basic information about you (such as your age, education and occupation). The reason that we’d like this information is so that we can show those who read our research reports that we managed to obtain the views of a cross-section of people. The information that you give will not be used to identify you in any way as this research is entirely confidential. However, if you don’t want to answer some of these questions, please don’t feel that you have to. 

1. Are you 

(tick the appropriate answer) 
Male 






__ 
Female 





__  

Prefer to describe my gender in another way

__ 

(please specify: ______________________)

2. How old are you?  [    ] years 
3. How would you describe your ethnic origins?
(The format of this question is taken from the 2011 UK census.) 

Choose one section from (a) to (e) and then tick the appropriate category to indicate your ethnic background. 

(a) White 
English/Welsh/Scottish/Northern Irish/British 
__ 

Irish 






__ 

Gypsy or Irish Traveller 



__ 

Any other White background, please write in below 

_________________________________________ 
(b) Mixed/multiple ethnic groups 
White and Black Caribbean 



__ 

White and Black African 



__ 

White and Asian 




__ 

Any other mixed background, please write in below 

__________________________________________ 
(c) Asian or Asian British 
Indian 






__ 

Pakistani 





__ 

Bangladeshi 





__
Chinese 





__ 

Any other Asian background, please write in below 

_________________________________________ 
(d) Black/African/Caribbean/Black British 
African 





__ 

Caribbean 





__ 

Any other Black/African/Caribbean background, please write in below 

_________________________________________ 
(e) Other ethnic group 
Arab 






__ 

Any other ethnic group, please write in below 

_________________________________________ 

4. What is your highest educational qualification? 

(tick the appropriate answer) 
None 



__ 

GCSE(s)/O-level(s)/CSE(s) 
__ 

A-level(s)/AS-level(s) 
__ 

Diploma (HND, SRN, etc.) 
__ 

Degree 


__ 

Postgraduate degree/diploma 
__ 

5. What is your current occupation (or, if you are no longer working, what was your last occupation?) 

__________________________________________ 

6. What is your current legal marital status? 

(tick the appropriate answer) 
Single 



__ 

Married 


__ 

Civil partnership 

__ 
Divorced/separated 

__ 

Widowed 


__ 

7. How long have you seen yourself as a Pentecostal Christian?
[     ] years
You have reached the end of this questionnaire. Thank you!


Appendix D: Interview Schedule 
Thank you for agreeing to take part in this discussion on Pentecostal Christians’ views about mental health and people with mental health conditions. Before we start, we need to get your formal consent to take part in this study. We know that everyone received information about the research and you also found information sheets about it on your chairs. The information sheet was a brief overview of the study so does anyone have any questions about the study? 

OK, if there are no (more) questions, could you please read the consent form that you’ve got and sign it if you’re happy to take part. 

Before we begin the interview, it would be great if you could fill out the short background information questionnaire that you have. This is just so that we can describe who took part in the research: how many men, how many women, the average age etc. This information, like the rest of the information that you give today, will be kept confidential.

OK, I think we’re nearly ready to begin the discussion and the recording. Remember that it’s a discussion between all of us rather than us questioning you as individuals so do respond to what other people say, agree, disagree, ask questions, etc. The only rules are that we should try to listen to each other, give people space to speak and treat each other with respect. Is that alright?

To start, could we ask you to say your first name and tell us what it was that made you decide to volunteer for this research? The reason we’re asking for this is so that when we transcribe the interview, we can then recognize your voice and identify your contributions throughout the interview.
Thank you for that. Now we’d like you to read through this story carefully and then we’ll talk about it.

Vignette 
Josh is a 32-year-old man who has lived in England all his life. Josh has always described himself as being an emotionally volatile person. Despite being described as the ‘Life and soul of the party’ by his friends, Josh would often go home and find himself feeling ‘down’ and tearful. 
After the break-up of his eight-year relationship, Josh began to experience prolonged periods of low mood. He would find it difficult to carry out normal daily tasks, like getting out of bed in the mornings, showering and eating. During these times he would also experience extremely negative thoughts which would often lead him to consider ending his life. 
After a couple of months, Josh began to feel happier within himself, getting back to every-day life and work. He was really productive in his job, leading to a promotion as site manager for a construction project. However, after a few months in his role, colleagues began to feel intimidated by his behaviour as he would easily become aggressive and did not seem aware of danger. He did not always use the correct safety equipment and would not allow his staff team to take a lunch break as he considered it to be an ineffective use of time. Following many staff complaints, Josh’s management team felt he had lost his professional judgement and dismissed him. 
That night, Josh went to bed feeling extremely worried about having lost his job. He woke up in the middle of the night and saw an image of Jesus in his room. Although Josh had not previously considered himself to be a religious person, he felt comforted by this presence and felt that Jesus was telling him that everything would be OK. Josh shared this experience with his family who became worried about him. They eventually persuaded him to see his GP who diagnosed him with bipolar disorder and placed him on medication to regulate his moods. However, Josh could not stop thinking about his experience of seeing Jesus and felt a sense of connection with God. This led him to start attending a local Pentecostal Christian church.
· How do you think Josh would be received by his local Pentecostal church?
· Would this response have been different in a non-Pentecostal church? If so, how?
· What role, if any do you think Josh’s mental health condition would have played on how his church congregation responded to him?

· What effect would these responses have had on Josh?
So far we have been focusing upon Josh’s story in the vignette. Now I would like to move away from the story, and explore in more general terms, people’s experiences with, and responses to individuals with mental health conditions.

· When you hear the term ‘mental health’ what comes to mind?
· What have been your experiences of individuals with mental health conditions within congregations that you’ve been part of? 

How were they received? 

· How do you think Pentecostal congregations could support members with mental health conditions?

· What in your mind would be the ideal Pentecostal Christian response to individuals with mental health conditions?

· In what way, if deemed appropriate, could the congregation be supported by external agencies specializing in mental health?

Thank you for your participation: that is the end of all the questions I would like to ask. If there are any comments you would like to add, please feel free to do so.

Are there any questions before we end the session?

Prompts:

· Can you say some more?

· Can you give us an example? 

· What makes you say that?

· In what ways? 

Appendix E: Debrief sheet 
Pentecostal Christians’ views about mental health conditions

Thank you taking part in this research project. In this study we are exploring Pentecostal Christians’ views about mental health conditions.
Whilst the study is part of our degree requirements, we hope that it will also be of use in developing closer relationships between mental health professionals and churches and will show the need for support for congregations with members who have mental health conditions.
If you would like to discuss any issues raised within the group discussions or if you feel that you need further support in relation to mental health issues, please contact the organizations below: 
Mind

http://www.mind.org.uk
Mind is a charity that provides advice and support to empower anyone experiencing a mental health problem. Mind campaigns to improve mental health services, raise public awareness and promote understanding of mental health issues.  

The Mental Health Foundation

http://www.mentalhealth.org.uk
The Mental health Foundation is a charity that is committed to reducing the suffering caused by mental ill health and helping everyone to lead mentally healthier lives. 
Contact information
If you would like to discuss the study further with us, please get in touch with us using the details below. Thank you once again for taking the time to take part in our research. 
[Contact details of the researchers and their supervisor: names, email addresses, telephone number of the supervisor, postal address of the university.]
If you wish to complain about any aspect of how you have been treated in this research, please contact [named person and contact details, usually the Chair of the Research Ethics Committee that granted a favourable ethical opinion on the study or another designated university staff member with research ethics responsibility].
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