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Introduction

B Descripti ; ,

his mcodu?eta::i:sses the role of the faith community nurse (FCN) in PfOVidln'g behavnc?ra] health care i, e
Tfaith community. It aims to increase the FCN's level of comfort in both, educating the faith COmMMmunity ghoy
its role and in leading the health team in assessing the needs of the mentally ill. i

Behavioral health often is used interchangeably with mental health. However, t}-1ere is a difference, Menta] health
refers to the psychological state of someone who holistically functions at a sausfacfor}'r lejlel. Bf':havioral health
emerged in 1979 as an aspect of behavioral medicine promoting individual responsibility in maintaining healgh
and preventing illness by a variety of self-initiated or shared activities. It promotes the well-being of individuals
by intervening to address triggers of mental illness, such as substance abuse or the effects of trauma. In addition,

the term behavioral health is less stigmatized than mental health, which may lead to more acceptance of menta]
conditions by traditional faith communities.

B Research

Clergy’s current beliefs about psychiatric care and the perceived need for treatment vary. In a recent survey conducted
among 204 Protestant pastors, a significant number attributed symptoms of depression to “lack of trust in God”
and many were reluctant to acknowledge the biological nature of depressive disorders. Another study conducted
of Muslim clergy suggested that while imams can recognize the need for psychiatric care, they may be reluctant to
make referrals to mental health providers due to concerns about discrimination. These studies reveal thar although
spiritual leaders are key counselors for religious people, the clergy’s current perceptions of psychiatric disorders can
lead to avoidance of referral to mental health providers (Ayvaci, 2017).

Additional concerns arise when religious people are hospitalized. In a recent observation study conducted at
SUNY Downstate Hospital, Orthodox Jewish patients at the psychiatric inpatient unit faced conflicts between

medical and religious practices. For example, inability to pray at accustomed times exacerbated the anxiety of some
patients (Ayvaci, 2017).

At the same time, there is a movement among faith communities in the US to initiate programs to develop

a supportive environment for those with mental health conditions and their families. Many of the programs ar

available through the public domain. A good resource for this type of program is the National Association of the
Mentally Il (NAMI) FaithNet. To learn more about NAMI FaithNer, visic www.nami.org/faithnet.

B Faith Tradition

In both Western and non-Western cultures, mental health care has historically been understood within a religio®
framework. These religious beliefs could yield positive results, but also led to misunderstandings, such as attributing
mental disturbance to evil spirits or demonic possession. Those suffering from mental conditions often V¢
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wigmatized- Secular psychology in the twentieth century brought greater awareness to the understanding of mental
healch. By the 1980s, psychiatric wards had completely removed any religious influence from the treatment of
mental illness. More recent studies recommend therapists change their artitudes from considering religious beliefs
harmful o treatment, but it is still true that many therapists do not inquire about religious beliefs. Religious beliefs
and practices, particularly in non-Western cultures, have been shown to be a positive influence on the process of
human healing, and the psychological benefits of such beliefs and practices have proven valuable to the treatment of
both physical and mental health conditions in human beings (Sayeed and Prakash, 2013).

B Key Terms

Behavioral health: a state of mental and emotional being or choices and actions that affect wellness (Substance
Abuse Mental Health Services Administration, 2013)

Caring environment: a faith community environment recognized by the mentally ill as accepting, sympatheric,
and well-informed

Inclusion: the active, intentional, ongoing acceptance and welcoming of diversity in employment, service,
lifestyles, abilities, denominations, cultural groups, and other communities

Mental health: a state of well-being in which individuals realize their own abilities, can cope with the normal

stresses of life, can work productively and fruitfully, and are able to make a contribution to their community.
Cultural differences, subjective assessments, and competing professional theories all affect how mental health is

defined (World Health Organization, 2014).

Model of Friendship: acceptance and friendship; a powerful deterrent to the internalization of the stigma of
mental illness by the mentally ill

Multicultural faith community: a faith community comprised of many cultures, such as the deaf, people from
diverse countries, and people from distinct regions or heritage

Role of the faith community: a practice of being involved in compassionate care of the mentally ill and
advocating to change the stigma surrounding mental illness

Serious mental illness: psychological illness causing significant functional impairments that substantially interfere
with life activities

Silence in the congregation: the way congregations of the mentally ill commonly react to mental illness by not
publicly acknowledging the condition

Stigma: a mark of disgrace associated with a particular circumstance, quality, or person; persists due to lack of

knowledge, portrayal of people by the media, and fear

“For just as the body is one and has many members, and all the members of the body, though many, are one
body, soitis with Christ. For in the one Spirit we were all baptized into one body—Jews or Greeks, slaves or

free—and we were all made to drink of one Spirit.”
=1 Corinthians 12:12-13

“Dear Lord: Help us to remember that we are all your children and none is to be excluded from your church
Whether they have physical ilinesses, mental ilinesses, or any other disability. Give us the wisdom to appreciate

all. In Jesus Christ’s name. Amen.”

Allah is with those who are of service to others.”
—AlQu'ran 29:70
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Learning Outcomes

Upon completion of this module, the participant will be abl? to o s
1. Identify signs and symptoms of mental illness and their spiritual |-mph'c.atxon.s, it
2. Identify signs and symptoms of behavioral health issues and their spiritual implications.
3. Make appropriate referrals, based on assessment, to behavioral health @urces,
4. Create a plan to transform and enhance the current environment of the faith community to ensyre
an environment recognized as caring by those needing behavioral health services.

Content Outline

Outcome 1
Identify signs and symptoms of mental illness and their spiritual implications.

B Mental and Behavioral Health Definitions

Key Term: Mental health is a state of well-being in which individuals realize their own abilities, can cope with
the normal stresses of life, can work productively and fruitfully, and are able to make a contribution to their

community. Culrural differences, subjective assessments, and competing professional theories all affect bow mengl
health is defined.

Key Term: Bebavioral health is a state of mental and emotional well-being or choices and actions that affect
wellness.
In 2016, the National Survey on Drug Use and Health (NSDUH) estimated that there are 10.4 million

adults age 18 or older in the United States with serious mental illness. This represents 4.2 percent of the US adult
population (www.nimh.nih.gov/statistics).

Key Term: Serious mental illness is a psychological illness causing significant functional impairments chat
substantially interfere with major life activities. The NSDUH survey describes serious mental iliness as:

« mental, behavioral, or emotional disorder (excluding developmental and substance disorders)

» diagnosed currently or within the past year

* of sufficient duration to meet diagnostic criteria specified within th 5 Ry
Statistical Manual of Mental Disorders (DSM V) ™ within the Sth edition of the Diagnes

* resulting in serious functional impairment which substantiall i i more M3
f NSDUH i i ore M3
S it (N 201 y interferes with or limits one of

‘The Diagnostic and Statistical Manual of Mental Disorders— ! e the
most prevalent diagnoses: 5 (2013) lists many mental illnesses. These

In adults:

: s“:;];;:;f:::wn * anxiety disorder

» bipolar disorder * borderline personality disorder

* antisocial personality disorder

In children:

« attention deficit hyperactivity disorder

¢ depression

* behavioral disorders
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B

g Signs and Symptoms of Mental lliness in Adults

The American Psychiatric Association identifies these signs and symptoms as associated with the most prevalent

disorders.

Major Depression—serious psychological depression that lasts two or more weeks characterized by a loss of
interest or pleasure in almost all activities

« |oss of interest in favorite activities * feeling hopeless, overwhelmed, or helpless
+ depressed mood for longer than two weeks * withdrawing from social network and family
» thoughts of suicide + difficulty with sleep (too much, too little)

Schizophrenia—characterized by disturbances in thought, perception, and behavior
* loss of motivation for self-care

+ delusions
* hallucinations * blunted emotions
* lack of concentration, inability to plan, memory * social withdrawal
problems
Bipolar Disorder

There are two subtypes of bipolar disorder.
* bipolar I (mania, then depression) ¢ bipolar II (depression, then hypomania)

Depression in bipolar disorder has some or all of the symptoms of major depression. Manic episodes will have

some of the following symptoms:
* increased energy and over-activity * lack of inhibitions: reckless spending,

* elevated mood: feeling high, full of energy, hypersexuality, risky behavior
* delusions of grandeur (feeling all-powerful,

invincible
* long periods of not sleeping superior)
* irritabilicy * lack of insight: inability to see episode as a sign of
* rapid thinking and speech illness

Anxiety Disorder—excessive and unrealistic worry over a period of at least six months }
» personality changes, such as becoming less social

* restlessness
* possible phobic disorders (fear of certain objects,

¢ fatiguc
* difficulty concentrating situations) ;
* irritability or explosive anger * panic attacks (sudden, intense periods of fear or 3

* muscle tension feelings of doom) [
* sleep disturbances {

P;st-‘traumatic stress disorder (PTSD) represents anxiety caused by circumstances or events that threaten a person’s
Physical well-being, The traumatic event is re-experienced with fear or feelings of helplessness or horror and may

WPppear :
PPear in dreams or in recurrent thoughts.

::rdefline Personality Disorder—a pervasive pattern of instability in interpersonal relationships, self-
3ge, and marked impulsivity beginning by early adulthood

* frantic efforts to avoid real or imagined unstable self-image or sense of self
. :bandonmem * impulsivity in at least two areas that are potentially
Pﬂtltcrn of unstable and intense interpersonal self-damaging (e.g., spending, sex, substance
mlauonships characterized by alternating abuse, reckless driving, binge eating)
2 id:;:,] :ixtnemes of idealization and devaluation . recurren.t su.icidal behavior, gestures, threats, or
sturbance: marked and persistent self-mutilating behavior
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o affnced : il temper, recurrent physical fights)

. e (m?od) mstabll_"y * transient, stress-related paranoid idearjo, g
* chronic feelings of emptiness FHOE o s
* inappropriate, intense anger or difficulty 1550 symp

controlling anger (e.g., frequent displays of

Antisocial Personality Disorder—a condition in which a person has a long-
exploiting, or violating the rights of others; behaviors often are criminal in n'ature.
* witty and charming disposition » problems with substance abuse

* flattery and manipulation of others’ emotions « frequent lying, stealing, fighting
* repeated violation of the law

* disregard of the safety of self and others

term pattern of maﬂipulatin&

e little or no remorse for actions
* frequent anger, arrogance

M Signs and Symptoms of Mental lliness in Children

Major Depression—exhibits the same symptoms as those seen in adults
* sadness, a feeling of hopelessness, mood changes

stomachache) that do not respond to treatmen;
* complaints of physical illnesses (e.g., recurring

¢ thoughts of death and suicide
Attention Deficit Hyperactive Disorder (ADHD)—exhibits inattention, hyperactivity, or impulsivity in

specific ways
* constant motion * talking incessantly
* squirming and fidgeting * interrupting and intruding on others
* inability to listen * not finishing tasks
¢ difficulty playing quietly

* frequent distraction

Behavior Disorders—involve patterns of behavior thar are hostile, aggressive, and disruptive for a period of
more than six months; not developmentally age-appropriate
* harming or threatening self, others, or pets * carly smoking, drinking, or drug use
* damaging or destroying property * carly sexual acrivity
* lying or stealing * frequent arguments and tantrums
* poor performance in school, skipping school * hostility toward authority figures

M Substance-Induced Disorders in Adults or Children
Research has shown a strong relationship between Adverse Chil
disorders, and behavioral problems, The neurodevelopment of

stressful events, leading to impairment in the ability o cope w

dhood Experiences (ACEs), substance abuse .
a child can be disrupted when exposed to chronic

ith negative or disruptive emotions (heeps:///¥"
samhsa.gov/capt/). Includes disorders related to:
. alcohOI‘ * sedatives and hypnotics
* cannabis * anxiolytics
* hallucinogens * stimulants
* opioids

“These disorders share some common symptoms:
* substance taken in larger amounts than intended

i . * use in situations considered risky
. mc‘rcascd nc‘dvity to obtain d:nc substance * sleep difficulty or restlessness i
¢ recurrent failure to fulfill major role ar worl, * nervousness, anxiety, irritability, anget aggr
home or school et 3; i 14
» abandoned social, occupational, and recreational
activities
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Opioids have been used to. modif).: pain since the beginning of history. However, the World Health Organization
has declared opioid addiction a widespread epidemic (2014). The US is trying to organize its public health
community ©0 tackle the epidemic. Public stigma and stereotypes have been identified as barriers to treatment that
occur when the general population endorses stereotypes and discriminates against people labeled with a behavioral
health disorder. Collaboration is essential for success in prevention of opioid overdose deaths. Medical personnel,
emergency departments, first responders, public safety officials, mental health and substance abuse treatment
providers, community-based organizations, public health, and members of the faith community all bring

awareness, resources, and expertise to address this complex and fast-moving epidemic. Pain management and pain
control for chronic conditions is essential. The FCN is in an ideal position to educate healthcare consumers about
nonitoring pain control in order to provide improved pain control options and to prevent abuse of prescription
drugs and addiction (Corrigan and Nieweglowski, 2018). The FCN should also provide education related to
stercotypes and stigma in faith communities in order to facilitate recovery for parishioners who may be addicted.

B Implications of Mental lliness on Spirituality

Spirituality and faith may be influenced by the signs and symptoms of mental illness in the following ways:

« Isolation, withdrawal from family and community,

leading to feelings of being alone and abandoned.

« Frustration with emotional pain, leading to a distance between the individual and God, particularly when

prayers go unanswered (Koenig, 2005).

Key Term: Stigma is a mark of disgrace associated with a particular circumstance, quality, or person; persists due
to lack of knowledge, portrayal of people by the media, and fear. Hallucinations and delusions present in the
psychotic state may lead certain mentally ill individuals to believe that God is talking to them, and to interpret

biblical readings erroneously (Simpson, 2013).

Outcome 2

ldentify signs and symptoms of behavioral health issues and their spiritual health implications.

B History of the Church’s Care for People with Mental lliness
Understanding the issues that form barriers to ministering to people with mental illness requires first
understanding the history of the church’s involvement in the care of people with mental illness.

* Historically, religious beliefs often influenced the
misunderstanding of mental illness.

* People with mental illness were often characterized
by religious leaders as possessed by demons or evil
spirits,

* Before the modern era, concern about demons
and evil spirits led to fears that mental illness was
contagious. This, in turn, led to confinement,
exorcism, or death (Koenig, 2005).

*In ‘SPite of these concerns, history shows that major
religious traditions throughout the world have been
at the forefront in providing care for the mentally ill

s and emotionally vulnerable (Koenig, 2005).

Many of the breakthroughs in caring for people

¥ Barriers to Effective Ministry

with mental illness have been championed by
members of religious organizations crusading for
change (Koenig, 2005).

« Congregations that have turned a blind eye to
mental illness have led many families to leave
the faith community (Rogers et al., 2012). “The
data give the impression that mental illness, while
prevalent within a congregation, is also nearly
invisible” (Stanford, 2012).

« Families of people with mental illness would like
the church community to provide assistance with
the issues they face.

e Dara indicate that the faith community often
overlooks the needs of the mentally ill.

¥ di z
'mpson calls mental illness the “no-casserole” disease (2013). She paints a picture of families dealing with

Menta jllness -

th
¢ Mentally jf] gy ffer in silence.

tching their congregation deliver casseroles and offer support and help to the physically ill while
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. |
Key Term: Silence in the congregation is the way congregations of the mentally

. illness by not publicly acknowledging the confiition.

Th?:):i]l:::::l:’oi::i zr;rzleizai&gcted bzl menP:al illness is often the main barrier o What have yoy
church involvement. Families themselves may be silent due to the stigma that still seen happen to the
exists. Congregations are uninvolved in many instances due to I-ack of knov.vtl;dge spirituality of e
of the signs of mental illness. The portrayal in the media regarding those wi oo

mental illness—such as perpetrators of mass shootings—may also cause the
congregation to be hesitant in reaching out to the mentally ill. ‘

Faith-based providers have been found to be reluctant to collaborate with
formal health services due to:

* lack of demand from the community

* financial limitations

* lack of specialized training (Ayvaci, (2017)

diagnosed with menta|
iliness?

Outcome 3
Make appropriate referrals, based on assessment, to bebavioral health resources.

B Appropriate Assessment

The goals of the assessment of a faith community member who has presented with signs and symptoms of meng
illness are to:

* keep the person safe
* refer to the appropriate level of care

An appropriate assessment includes the following (Kitchener et al., 2009):
1. Assess for threat of harm to self or others.
* Do not be afraid to ask the question, “Are you thinking of hurting yourself or others?”
* If the answer is yes, do not leave the person alone. (See Appendix C for appropriate questions if the answer is yes.)

2. Listen nonjudgmentally. Use empathetic listening skills—open-ended questions, clarification, restating with

an open and inviting presence, listening to tone of voice, and nonverbal clues. Avoid giving unhelpful advice, such
as “Pull yourself together.”

3. Give reassurance and information.

* Do not make promises you cannot keep.

* If people are hallucinating or delusional, they may
not be able to understand information. This can
be offered after the person has been treated and is
in touch with reality.

* Reassure with statements validating the person’s
feelings, such as “I know you believe the visions
are real. I will help keep you safe.”

* Assist in contacting the individual’s therapist, if
the person is not able to do so due to mental state.

4. E:lcg:r::g; ::525:;;; .professnonal help. For those experiencing suicidal or homicidal ideation:

o If
* Accompany the person to the local hospital you cannot persuade the person to go to the

ER, fil : .
emergency room for evaluation. sheriff : ;en;::t:il g
ent,

For those experiencing panic attacks, fear of dying, or extreme distress:
* Monitor physical symptoms as well as mena] and :

emotional symproms. this case, refer 3 person having chest pain to the
. . €mergen
* Be aware thar people experiencing a panic 3 & €y room or call 911.
attack may d’li'nk' they are having a heary attack, iﬁlzh;}ind}llwdual has had panic attacks pr'evnousl),
especially if chis is their first panic arrack. In 4t has worked to relieve an attack in the

Past, and provide assistance.
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For those experiencing symptoms suspected to be signs of substance abuse:
« Try to get individuals to a safe place.

« Do not argue if they show signs of intoxication.
This is one argument you will not win.

+ Do not let the person drive or engage in activity
that could cause harm to themselves or others.

+ Contact Alcoholics or Narcotics Anonymous as a
resource.

* If unable to manage the situation, or if the person
becomes aggressive, keep yourself and others safe
by isolating the person in any way possible.

* Contact law enforcement for assistance and
describe the situation, including the substance
being used if it is known.

For those experiencing exacerbation of mental illness without aggression:
* Encourage the person to seek counseling,

* Provide local resources and help make an appointment.

Critical Thinking
For those who are aggressive:

* Keep yourself safe. Take all threats seriously.
* De-escalate the situation.

What barriers in the
faith community have

N Stay calm, you seen interfere with
V Use a calm tone of voice. ministering to people
v Use nonthreatening language. living with mental

V Allow the person to pace if needed. illness?

\ Do not involve law enforcement unless absolutely necessary as the
situation may escalate; if you involve law enforcement, be sure to fully
describe the behavior you are observing.

\ Sometimes passing the person off to another member of the health team or the spiritual leader may help
de-escalate the situation if the person is directing anger toward you personally.

B Cultural Considerations

Key Term: A multicultural faith community is a faith community comprised of many cultures, such as the deaf,
people from diverse countries, and people from distinct regions or heritage. In a multicultural faich community, it
is appropriate to ask the faith community member the following questions, all of which give the faith community
member a feeling of respect about the referral.

* What would you like for your provider * What forms of healing are practiced in your
(psychiatrist, psychologist, social worker, or religion?
therapist) to know about your religious or spiritual * Is there a spiritual leader or healer you would find
beliefs and practices? helpful while you are receiving care?

Culture-related questions that may be helpful in assessing the needs of the faith community member include:

* What do you call your complaint or condition? * What do you think about getting a diagnosis and
* What do you think caused this? treatment from a mental health professional? How
* What do you think will happen because of this will this affect your life?
condition?
Outcome 4

Create a plan to transform and enhance the current environment of the faith community to ensure an environment
recognized as caring by those needing behavioral health services.

Families with members suffering from mental illness would liks t
well-informed community. In this type of community, they ¢
their experiences in a nonthreatening environment without fear

<V
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Key Term: Role of the faith community is a practice of being involved in compassionate care of the mentally jj|
and advocating to change the stigma surrounding mental illness.

Rather than being a place where a stigma around mental illness persists, faith m
communities can seek to be supportive. Key Term: Caring environment s a

faith community recognized by the mentally ill as accepting, sympathetic and What behavioral health

well-informed. Several models have met with success in changing the culture resources are available

of faith communities to one that provides resources, support, and acceptance. in a faith community

For persons living with psychosis, religious and spiritual spaces are a readily and in the external

available resource that can support recovery and community inclusion. community to support

However, these resources are often underutilized in treatment planning, B oo with mer e
An in-depth qualitative analysis explored the construction of community i||:ess7

through faith spaces, religion, and spirituality for persons with psychosis. This
grounded theory study revealed three themes: (a) creating community and
increasing resilience through religion and spirituality; (b) identifying barriers
to engaging in religion and spirituality; (c) facilitating inclusion in faith
spaces (Virdee et al., 2016). Faith spaces provided an environment in which the whole person was embraced,
enabling a more coherent sense of self. These findings have implications for faith community nurses to enhance
the social and spiritual experience of persons living with behavioral and mental health issues. Education provided
to faith community leaders and members can reduce the stigma and stereotyping. Key Term: Inclusion is the
active, intentional, ongoing acceptance and welcome of diversity in employment, service, lifestyles, abilities,
denominations, cultural groups, and other communities.

Key Term: Model of Friendship is acceptance and friendship; a powerful

Critical Thinkin
deterrent to the internalization of the stigma of mental illness by the mentally ill.
* This type of friendship is modeled on the relationships of Jesus: Can a nonbehavioral
unconditional acceptance (John 4:9) and solidarity with the poor and the health professional

marginalized (Matthew 9:10). adequately assess a |
* Swinton’s basic model for the church emphasizes education about ’
: : ; . : ¥ mental health issue for
friendship as Jesus demonstrated: seeking out information regarding the £ \
need for advocacy and empowerment of the mentally ill, formulating a referral? Explain your
plan for church involvement, and developing relationships with other answer.
community agencies (2000).

Creating Caring Congregations (Mental Health Ministries, 2018) is a five-step
program that includes education of the faith community regarding mental illness; commitment to the intentional

care and support of those with mental illness; welcoming those with mental illness as full members of the faith
community as well as providing support and advocacy.

Pathways to Promise (www.pathways2promise.org) offers a toolkit for mental health ministries that includes
national resources, monthly activities focusing on mental health issues, and suggestions about how to be
welcoming to those who suffer from mental illness. It includes tools needed to start and maintain a ministry
focusing on people with mental illness. This model includes education, community,
advocacy.

hospitality, service, and
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Standards of Professional Performance for

Faith Community Nursing

All standards of care will apply to faith communiy nursing practice. In connection with behavioral health, the
FCN will be heavily involved in the assessment of the client and the church culture, education and advocacy to
reduce stigma, appropriate referral, and resource utilization,

B Standard 1. Assessment
The faith community nurse collects pertinent data and information relative to the healthcare consumer’s health or

the situation.

Competencies
The faith community nurse:

* Collects pertinent data, including but not limited to demographics, social determinants of health, health
disparities, and physical, functional, psychosocial, emotional, cognitive, sexual, cultural, age-related,
environmental, spiritual/transpersonal, and economic assessments in a systematic, ongoing process with
compassion and respect for the inherent dignity, worth, and unique attributes of every person.

* Recognizes the importance of the assessment parameters identified by World Health Organization (WHO),
Healthy People 2020, or other organizations that influence nursing pracrice.

* Integrates knowledge from global and environmental factors into the assessment process.

* Elicits the healthcare consumer’s values, preferences, expressed and unexpressed needs, and knowledge of the
healthcare situation.

* Recognizes the impact of one’s own personal artitudes, values, and beliefs on the assessment process.

* Identifies barriers to effective communication based on psychosocial, literacy, financial, spiritual, religious,
and cultural considerations.

* Assesses the impact of family dynamics on healthcare consumer health and wellness.

* Engages the healthcare consumer and other interprofessional team members, in culturally sensitive data
collection related to health and wholeness.

* Prioritizes data collection based on the healthcare consumer’s immediate condition or the anticipated needs
of the healthcare consumer or situation.

* Uses evidence-based assessment techniques, instruments, tools, available data, information, and knowledge
relevant to the situation to identify patterns and variances.

* Applies ethical, legal, and privacy guidelines and policies to the collection, maintenance, use, and
dissemination of dara and information.

* Recognizes the healthcare consumer as the authority on their own health by honoring their care preferences.

* Documents relevant data accurately and in a confidential manner and accessible to the interprofessional

team when applicable.
1:{Standard 5A. Coordination of Care

faith community nurse coordinates care delivery.

Competencies
faith community nurse:
* Organizes the components of the plan.
* Collaborares with the consumer to help manage health care based on mutually agreed-upon outcomes,
* Coordinates implementation of a whole-person-centered plan of care with particular emphasis on the

Spiritual needs of diverse populations,
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, . . hize independence and quality of life i
* Manages a healthcare consumers care in order to maximize indep quality of life in aCCOrdzne

with mutually agreed upon outcomes.

* Engages healthcare consumers in self-care to ac
mind, body, and spirit.

o Assists the healthcare consumer to identify options for care.

» Communicates with the healthcare consumer, family, interpro
resources to effect safe transitions in continuity of care.

« Advocates for the delivery of dignified and whole-person humane care by the interprofessional team,

e Documents the coordination of care.

B Standard 12. Education

The faith community nurse seeks knowledge and competence that reflects current nursing practice and promoges

futuristic thinking.

hieve preferred goals for quality of life with attentiop ¢,

fessional team, and community-based

Competencies
The faith community nurse:

+ Identifies learning needs based on nursing knowledge and the various roles the nurse may assume and the
changing needs of the population.

« Participates in ongoing educational activities related to nursing and interprofessional knowledge bases and
professional topics and spiritual care.

« Mentors nurses new to their roles for the purpose of ensuring successful enculturation, orientation, and
emotional support.

« Demonstrates a commitment to lifelong learning through self-reflection and inquiry for learning and
personal growth.

* Seeks experiences that reflect current practice to maintain and advance knowledge, skills, abilities, attitudes,
and judgment in clinical practice or role performance for faith community nursing.

» Acquires knowledge and skills relative to the role, population, specialty of faith community nursing, setting,
and global or local health situation.

* Participates in formal consultations or informal discussions to address issues in nursing practice as an
application of education and knowledge.

« Identifies modifications or accommodations needed in the delivery of education based on healthcare
consumer and family members’ needs.

o Shares educational findings, experiences, and ideas with peers.

* Supports acculturation of nurses new to their roles by role modeling, encouraging, and sharing pertinent
information relative to optimal care delivery.

e Facilitates a work environment supportive of ongoing education of healthcare professionals.

¢ Maintains a professional portfolio that provides evidence of individual competence and lifelong learning:

B Standard 16. Resource Utilization

The.faxth g e uilizes appropriate resources to plan, provide, and sustain evidence-based nursif8
services that are safe, effective, and fiscally responsible.

Competencies
The faith community nurse:

» Assesses healthcare consumer care need
S and resources &
) av; : :
* Assists the healthcare consumer in fact aﬂ:l;)le t:ﬁ achieve desired outcomes.
5 Al enefts

oring costs, risks
» Assists the healthcare consumer in identify; ey
spiritually related needs a Cros [INg appropr:

: s d care
in decisions about trearment 37
e services to address health an




+ Identifies impact of resources allocation on the potential for harm, complexity of the task, and desired
outcomes.

« Advocates for resources that support and enhance nursing practice.

« Integrates telehealth and mobile health technologies into practice to promote positive interactions between
healthcare consumers and care providers.

« Uses organizational and community resources to implement interprofessional plans.

« Addresses discriminartory healthcare practices.

Learning Activities

@ Quiz on Mental lliness

Instructions:

1. Before beginning the lecture on mental illness, instruct participants to turn to Appendix A and complete
the Quiz on Mental Illness.

2. Score the quiz before beginning the lecture.

Question:
At the conclusion, ask the participants how they scored on the quiz and if there were any surprising answers.

B Barriers to Behavioral Health

Instructions:

Break into small groups. Provide each group with a piece of paper from the flip chart and a marker. Instruct

the groups to discuss and record the barriers present in their individual faith communities that prevent effective
ministry to people with mental illness. Have groups identify the most common barrier and develop a plan to
address that barrier (10 minutes). Ask one participant from each group to present the plan to large group (5
minutes).

B Quick Look at Mental Health Disorders

Instructions:
1. Break into small groups. Make sure each group has at least one laptop or tablet to access the Internet.
2. Direct groups to go to http://www.nimh.nih.gov, the website of the National Institute of Mental Health.
3. Assign each group a different disorder listed under the “Health Topics” tab.
4. Ask each group to prepare a brief synopsis of findings for the large group.

Question:
What surprised you most about the disorder you investigated?

B Case Studies

Break into small groups. Provide each group with a piece of paper from the flip chart and a marker. Assign each
group either Case Study 1 or Case Study 2. Ask them to assess the symptoms presented by the faith community
member and identify the appropriate referral. Record the symptoms and the referral on the paper provided (8
minutes). Ask one participant from each group to present the plan to large group (5 minutes). Select a group
with Case Study 1 to present its findings, and then ask the other groups with Case Study 1 if they have anything
different to add. Then do the same with Case Study 2.
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Case Study 1: Alice : hes you, the FCN, and asks
On Wednesday evening at church, a congregant named Alice approaches ¥ Youto

; she is feeling hopeless, has no interest in do;
her about getting a doctor’s appointment. Alice tells yo that - herin P laesite know whas doing he
crafts, and is sleeping all the time. She is not sure what is wrong Wi ¥ Sl v skae 'consult_
What do these complaints suggest to you? What questions and actions would y1 ssment include?

Questions:
1. What symptoms is Alice presenting?
2. What is the appropriate referral?

Case Study 2: Mr. Zane ;
On Sun::y zofning yozua (the FCN)) are taking blood pressures. While taking Mr. Zane’s blc'>od.pressure, you
notice that he is continually cocking his head and looking around. You also observe tl.lat he is dJSl:lCVClCd and
has body odor. When you talk with him about his condition, he is slow to answer, as if you have interrupted 5
conversation he is having. §

What do these observations suggest to you about Mr. Zane? What questions and actions would your
assessment include?

Questions:
1. What symptoms is Mr. Zane presenting?
2. What is the appropriate referral?

B Faith Community Behavioral Health Assessment

At the conclusion of the course content lecture, ask the participants to complete an assessment of their faith
community in Appendix B (5 minutes). After they have completed their assessment, instruct them to use

this assessment to develop a plan to remove one identified barrier as a starting point for moving their faith
communities toward being a better place of caring for the mentally ill.
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