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1. ABSTRACT/PROJECT SUMMARY
____________________________
The health inequalities across a number of health conditions within the Caribbean and
African community is well evidenced. There is variation in access to services;
inappropriate and untimely treatments and culturally insensitive practices when health
services are provided to Black people across the UK.
Alongside the experiences identified above, there is evidence of limited involvement of
Caribbean and African people at senior decision-making levels of our health system. This
results in unheard voices from this community to influence policy, practices and provide
appropriate health services.
A significant number of the black population belong to a church or have some affiliation
to a church. As a result, the purpose of this project was to evaluate whether the framework
of a one-day community leadership programme would be effective in developing the
health literacy of faith leaders to enable them to be advocates and engage in decision
making at senior levels of the health and care system.
Twenty-seven faith leaders attended the one-day workshop which was evaluated using
two focus groups. Semi-structured interviews were used to gather data from five strategic
sector leads who presented on the day. The data was thematically analysed to generate
four themes from Faith leaders and two themes from Strategic sector leads.
Faith leader’s themes identified the lack of education for health improvement; inequitable
resource allocation; value and richness of health and healing and learning from each
other. Among statutory leads, two common themes acknowledged a lack of
understanding of the importance of faith and partnering opportunities with Black Faith
leaders.
Overall, this project found wide variation of knowledge from faith and strategic leaders
that compromise the ability to articulate the needs of their congregants and impact change
at the strategic and operational levels.
Based on the findings, this programme provides a real opportunity to address a number
of health and wellbeing concerns identified in the 5 Year Forward View (5YFV) (2014).
This can be delivered through the use of faith leaders as gatekeepers and as agents of
change. This would involve faith leaders working with strategic agencies so that they can
equip each other with knowledge to improve the health of hundreds of congregants they
have access to on a regular basis.
‘Be sure you know the condition of your flocks, give careful attention to your
herds’. Proverbs 27:23 New International Version
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2. INTRODUCTION
_________________________
2.1. BACKGROUND AND CONTEXT
The last seven decades has seen a surge of church openings with significant but not
exclusive attendance of people from Caribbean and African backgrounds, (Census, 2011)
in England and Wales. This study is carried out in light of poor health outcomes across
the Caribbean and African community, and the move towards mixed modes of care
delivery within the context of the 5YFV (2014) and 5YFV Next Steps (2017).
This chapter identifies relevant national and faith policy whilst drilling down to a local
Greater Manchester landscape within the context of Devolution.

2.2 HISTORICAL OVERVIEW OF CARIBBEAN AND AFRICAN PEOPLE
IN THE UK
Migrants from the Caribbean islands have existed in the UK for several decades, however
more started to arrive in large numbers 70 years ago. Since the 22nd June 1948, the
number of people from the African and Caribbean diaspora has increased significantly
from the 492 immigrants that arrived on SS Windrush to now over 3.7% of the 66.57
million population; this number includes those that identify as Caribbean and African
mixed heritage (Census, 2012).
The numbers of black people were largely from the Islands of the Caribbean, however,
people arriving directly from African countries have increased significantly in the last few
decades and now make up 3% of the Black population here in the UK (Census, 2011). It
is important to appreciate that Black African and African Caribbean communities are not
a homogeneous group but include people from a range of countries with diverse cultural,
religious, language and socio-economic backgrounds and political challenges (Ahmad
and Bradby, 2007). However, in large urban cities across England, there is a clear
demographical concentration of particular ethnic groups including those of Caribbean and
African heritage that reside in areas of relative disadvantage. Housing, employment,
education and living standards, are significantly worse in these areas resulting in health
disparities between the rich and the poor (Becares, 2011).
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Although there are these differences between the groups, Caribbean and African people
whether born in England or have lived here as immigrants from abroad, their chances of
good health and wellbeing is remarkably reduced in comparison to the majority population
(Agyemang, 2003, Bhopal, 2007, Becares, 2011, Bowes, 2015, Cabinet Office, 2017).
Caribbean and African people are disproportionately affected by health problems and
face significant inequities in treatment and care. Some individuals may be less likely to
access or engage in mainstream health services that can help to prevent ill health and
promote wellbeing.

Race Disparity Audit - Cabinet Office (2017)

2.3 NATIONAL POLICY CONTEXT
Since the inception of the UK National Health Service (NHS) in 1948, the UK has evolved
to become one of the largest and best healthcare systems globally (Schneider, 2005).
However, the health care system has been challenged to meet the demand of its founding
principles of free health care for all at the point of need and as a result undergone major
reforms. A number of reorganizations and restructures have occurred over the last seven
decades including the creation of the internal market in 1990 that enabled the NHS and
Community Care Act (1990) control over their own budgets. The application of market
principles through a mixed economy of care opened up the health service to competition
by creating the purchaser provider split inviting the different sectors to provide services.
In the last 18 years, there has been an unprecedented number of reforms in the UK
resulting in the introduction of a range of health policies and strategies. Long term
pressures on the public sector has resulted in a focus upon active social responsibility in

6

the governments public service modernization agenda, (Aspinall and Jacobson, 2004)
and there has been an emphasis on the need to reduce health inequalities by engaging
with local communities. The aim of these new ways of working was to promote
participation and engagement with health services (Marmot, 2010).
The 5YFV (2014) and 5YFV next steps (2017) is a strategic vision that describes a set of
principles to support new models of care to address the gaps in health and wellbeing
services. It recognises that the NHS would not be sustained without this vision. This vision
includes a deeper focus upon prevention through integrated community and partnership
working with the voluntary sector, local agencies and the NHS to address the wider
determinants of health. The NHS 5YFV (2014) highlights the need for closer and more
efficient working across these sectors to reduce the demand on primary and secondary
care services that are costly and resource intensive.

2.4 GREATER MANCHESTER AND IT’S LOCAL POLICY CONTEXT
Alongside the national context outlined above, there is also a local policy landscape with
a distinctive uniqueness and concentration tailored to Greater Manchester residents. As
with national policy to address health inequalities, a key priority for Greater Manchester
is to tackle some of the worst health outcomes and health inequalities across England,
(Greater Manchester Combined Authority, 2015)
Despite being the seat of the revolutionary uprising in the 19th century and a having a
history of campaigning for greater autonomy in the United Kingdom, the Greater
Manchester (GM) regions consist of a heterogeneous mix of striking advantage amidst
significant areas of disadvantage in the country. GM is one of the most deprived regions
with lower than average life expectancy in England with three clinical commissioning
groups out of its ten classified as one of the 10% most disadvantaged in the country,
(ONS, 2015). The disparities across the region has presented notable socio-economic
inequality and according to the Index of Multiple Deprivation, (DCLG, 2015), over a third
of the 2.8 million people of Greater Manchester (36%) live in regions ranked among the
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nationally.

Figure 3: Highest and lowest life expectancies within each local authority

Changes in Central Government have provided local areas with the ability to take much
more control over decision making for their region. Greater Manchester’s “Taking Charge”
Strategy (2015) sets out an ambitious approach to improving health and care in a region
of England known for poor health and wellbeing. Polletta, (2014) highlights that
democracy and localism gives people and communities a voice so that they can feel in
control of their own destiny especially those that are seldom heard.
With a mandate to manage and make its own decisions, Greater Manchester is now
responsible for delivering health and social care improvement to the 2.8 million people in
the region. Greater Manchester Combined Authority’s (GMCA) ambition is to develop
mutual partnerships and joined up working with communities and across public services
to prevent poor health and develop strategies to enable early intervention, for improved
health outcomes.

2.5 FAITH AND HEALTH POLICY CONTEXT
Historically, religious institutions and health care provision have been inseparably linked.
Religious institutions were influential in establishing the first hospitals and care facilities
and as result of nationalization of the health service, faith institutions now have to reinvent themselves to gain their place back into the provision of health and care. Hospital
chaplains have been part of the NHS infrastructure since hospitals were developed and
are deemed to be an asset that supports the provision of care services, (Mowat, 2008).
Although hospital chaplains are affiliated to different religions, patients or service users
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sometimes call on their own faith leader for spiritual, religious and pastoral care when in
hospital settings. Today, chaplains have been developed in to a recognized professional
group and work with NHS staff to support and respond to the spiritual care needs of
patients.
The health policy landscape recognises the importance of faith and advocates that
spiritual care needs are available for patients especially in terminal illness. To support this
policy, the Equality Act (2010) has religion as one of the protected characteristics and
makes it clear that health bodies have a duty to ensure that spiritual, religious and pastoral
needs of those using care services are met. Consequently, the Equality Act (2010) has
bought increasing emphasis on the needs of commissioners and providers of health
services to work with faith organisations to raise awareness of health prevention and
treatment. In addition to this, the Health and Social Care Act (2012) gives Clinical
Commissioning Groups (CCGs) the power to procure and commission voluntary and
community sector initiatives at national, regional and local levels.

2.6 THE CARIBBEAN AND AFRICAN DIASPORA AND THE BLACK
MAJORITY CHURCHES (BMC)
In the context of this report, a faith group will follow the defining concept of a faith-based
organization - ‘any organisation that derives inspiration from and guidance for its activities
from the teachings and principles of faith or from a particular interpretation or school of
thought within a faith’ (Clarke and Jennings, 2008).
Faith is deeply entrenched in Caribbean and African culture. According to the Census
(ONS, 2011), the church landscape is significantly diverse since the arrival of the
Common Wealth Windrush migrants from the Caribbean in 1948 in post war Britain
(Adedibu, 2012). Although the BMC were never meant to be exclusive to black people,
the last seven decades has seen an influx of people from the Caribbean and African
countries creating churches across major cities including Greater Manchester. This
notoriously occurred as they were rejected from English churches and society at large
when they arrived in the 50s & 60s. However, some Caribbean and African faith leaders
came as missionaries (Aldred, 2007). Despite 90% attendance of ethnic minorities in
congregations of the Church of England, only 1.1% of Bishops, archdeacons and
Cathedral Deans are from an ethnic minority background in the General Synod of the
Church of England (Kajumba, 2013).
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Many of the immigrants brought with them their religious practices that adds to diversity
of religious institutions which to this day consists of multiple ethnic groups. People from
the African diaspora highlight that church attendance promotes a sense of community,
belonging, ethnic identity and provide resources for the growth of the community (Taylor,
Chatters, & Jackson, 2007). Although the BMC in the UK is unlike America where they
adopt political activists’ movements to address injustice, the BMC in the UK has grown
significantly over the last decades and some faith leaders are recognized as national
ecumenical partners.
Within the Caribbean and African community, faith groups are important stakeholders that
form part of the voluntary and community sector and play a significant role in delivering
services in the community (LGA 2014). They are often the place that people turn to for
comfort and advice and as such faith leaders can play a large role in health and care. As
such the BMC is strategically well placed to attract Caribbean and African people to
address health and social care issues that have plagued the community over the
decades. Despite this, in Manchester which has the highest concentration of BMC in GM,
there is not one single contractual agreement between the BMC and CCG or other public
sector provider to address heath inequalities.
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2.7 THE CARIBBEAN AND AFRICAN COMMUNITY IN GM
Notably within GM as in other major urban cities within England, Black and Minority
populations suffer worse health than other population groups. (see figure 2). Greater
Manchester is rich in its diversity however, the majority of the 4% of the Caribbean and
African Population live and work largely in the most deprived parts of the region. Black
people hold less than 0.7% of senior roles across employment which includes those held
within health and care agencies (see chart 4 - SOC2010, 2011).
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3. LITERATURE REVIEW
_________________________
The systematic literature search was undertaken and included databases such as
OvidSP, Medline, CINAHL, EMBASE and Google Scholar. Selected academic literature,
scholarly articles, journal articles and books were hand searched. Boolean terms used
OR, AND or NOT.
1.

4.

Afro* African or Caribbean* African Caribbean or African
AND Caribbean or Afro/Caribbean, NOT BME, NOT BAME
Faith or AND Religion, or AND spirituality or AND
Pentecostal or AND Beliefs or Faith Groups
Engagement or AND involvement, partnership or
collaboration, OR Community
Prevention ill health promotion

5.
6.

Knowledge or Health Literacy, Training or AND Workshop
health or AND Health Inequalities

7.

Decision Making or Boards or Strategic AND or Leaders or
Leadership Faith Leaders
qualitative AND OR Focus groups or interviews OR AND
Research

2.
3.

8.

Table 1 – Search terms used for the literature review

All papers published between within the last 15 years were considered in the literature
review. A literature review of health activity in the faith community especially that within
the black church with literature drawn from the UK and the United States.

3.1 INTRODUCTION TO THE REVIEW
The past four decades have witnessed a wealth of studies on religion and the associated
health benefits for African and Caribbean people. (Moreira-Almeida et al., 2006).
However, certain questions remain. The project entailed a review of the literature
pertaining to strategic health engagement and involvement of faith leaders within the
Caribbean and African Community. Despite research on the benefits of faith and health,
there is a paucity of evidence that relates to the development of faith leaders. There is a
dearth of evidence of how to strategically respond to the health needs of their congregants
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or those that seek their support in the community. To add, there is a limited body of
evidence that highlight partnerships with BMC faith-based organizations to address health
inequalities among congregants.
In order to highlight the truly innovative nature of the programme, literature that
referenced a range of search terms were used (see table 1). This review highlighted that
this piece of work was innovative as it pointed out that the pieces of research found do
not fit the specific combined elements (faith, black, decision making, health literacy,
engagement).

3.2 FAITH AND HEALTH IN THE BMC
The last census indicates that although there has been a decline in the number of citizens
belonging to a religious group, the UK has seen extensive growth of some faith traditions
(Office for National Statistics, 2011). Census data (ONS, 2011) informs us that
Christianity is increasing amongst those born in countries outside of the UK.
However, and despite this, there exists a body of evidence which points to the role that
religion, and spirituality can play in people’s lives especially when in need of support and
care. (Lawler-Row, 2009). In a study by Rodgers, (2013 pg 44), faith leaders reported the
high expectations of pastors “...the people depend on you so much.” In a sense that they
will call you, they want you 24 hours a day, you are their counsellor, you are their lawyer,
you are their doctor, you are their papa, you are their mother, you are everything to them
because they say that whatever they need when they come by prayer they’ll receive…..”

3.3

SPIRITUALITY, AND HEALTH BELIEFS

Historically, Faith-Based Organisations (FBOs) have been a longstanding presence in the
African Diaspora providing health and social support long before hospitals were
developed. Pentecostalism is a form of Christianity in which believers emphasise a direct
personal experience of God and the transfer of spiritual gifts such as speaking in tongues
and divine healing. In Pentecostalism, the power of healing and miracles through prayer
is a central cornerstone of the faith and congregants look to their leaders to be the giver
of advice and guidance. Faith leaders are deemed to be instrumental in motivating others
in church congregations to take more responsibility for their health. A poplar scripture
reading states 'Is anyone among you sick? Let them call the elders of the church to pray
over them and anoint them with oil in the name of the Lord. And the prayer offered in faith
will make the sick person well; the Lord will raise them up. If they have sinned, they will
be forgiven.’ (James 5:14-15, New International Version).
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A study on religion and coping (Taylor and Chatters, 2010) found that 90% of black people
indicated the importance of spirituality as a protective and mediating factor in their life and
86% reported the importance of prayer when dealing with stressful events. The study also
showed that Black people participated in church activities in far greater numbers than
their white counterparts. (e.g., self-reported religiosity) religious activities (Taylor &
Chatters, 2010).

3.4 THE BMC AND HEALTH ACTIVITY
In Caribbean and African communities, research supports that church attendance is an
important religious activity that provides connectedness, support as well as for meeting
their spiritual needs (Boyd-Franklin, 2006). A report published by the University of
Roehampton (Being Built Together – A Story of New Black Majority Churches in the
London Borough of Southwark, 2013), shows that Southwark has seen a significant rise
in the number of post 1950s churches, particularly BMCs, many of which are Pentecostal
with a largely Caribbean or African membership. The study found that an estimated
20,000 people gather to worship in around 240 different churches across Southwark each
week (Rogers, 2013).
There is a growing amount of research particularly found within the African American
church (Campbell, 2007, Newlin, 2012) and more recently in the UK (Mantovani (2015)
to indicate the importance and effectiveness of health prevention interventions in faithbased organisations. Saunders et al. (2013), and Drake et al, 2010) undertook and
evaluated a spiritually-based educational intervention within churches to raise prostate
cancer screening and informed decision making among African American men. The
findings reported that churches were successful spaces for educating African American
men.
People of Caribbean and African descent are at high risk of developing mental ill health
(Keating, 2007, Cabinet Office, 2017), High blood pressure, diabetes, stroke and heart
disease are risk factors for dementia (Agyemang, 2003, Bhopal, 2007, Greencross,
2013). Knowledge of dementia and depression among African older people is limited and
assumptions may be made by medical professionals about family care leading to lack of
appropriate information and support. There is a body of published evidence around
religion and mental wellbeing which points towards a positive association between
religion and spirituality and better health and psychological wellbeing (Koenig, 2004;
Pargament et al., 2004). A study by Dalencour (2017) adopted a qualitative approach of
in-depth interviews to explore the knowledge and beliefs clergy members had about
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depression. A number of themes emerged that identified the need for mental health
education and training to enable them to support and respond to their congregants.
Evidence from largely African American churches have worked towards offering health
promotion activities to increase health literacy (Lamb, 2014) such as screening for
conditions such as high blood pressure, HIV and offering activities to combat loneliness
and isolation in older people. African American churches strive to attend to the spiritual,
mental, and physical needs of their members. A qualitative faith based organizational
study by Mantovani (2015) using semi-structured and one-to-one interviews focused upon
examining the relationship impact of developing the mental health knowledge base of 13
lay African Caribbean people. The co-produced pilot study with public sector and
community organisations found that lay champions experienced barriers to change with
the community of influence due to the stigma and taboo surrounding mental health.
Despite the potential to prevent and promote better health such as mental health in the
black community, existing government strategies such as “No Health without Mental
Health do not partner with BMC to address mental wellbeing.

3.5 SUMMARY
Overall, the literature review recognises that there is some activity taking place within
BMC, however, this health activity is at the operational level to address people’s holistic
health and wellbeing. There was no evidence base for developing faith leaders to promote
involvement, partner and exert influence at the strategic levels of health care systems.
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4. METHODOLOGY AND METHODS
____________________________________________________

The literature review found no evidence of activities to enhance the health literacy of faith
leaders in the BMC. Therefore, this project had a number of aims and objectives

4.1 AIM
To implement and evaluate the framework for a bespoke community leadership
programme to improve health knowledge for strategic decision making within the context
of the 5 year forward view (NHS, 2014).
4.1.1 Objectives:
1) Engage faith leaders and champions in a focus group consultation to develop the
programme
2) Run the programme with attendance of faith leaders from black majority faith
organisations
3) Evaluate whether the programme has improved health knowledge to enable
participants to navigate the health system.
The project was conducted over a period of approximately 5 months, commencing in
March 2018. The project took a participatory action research approach through which
knowledge, solutions and recommendations would be generated by the participants and
for the key stakeholder agencies. The project was evaluated over two 2.5-hour
workshops.

4.2 METHODOLOGY
The research methodological approach project adopted a participatory action-based
approach to develop a responsive evaluative methodology. This methodology is based
upon reflection, data collection and action to influence the practices that can improve
health inequities (Kolb 1984).
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4.2.1 Methods
Designing appropriate methods was extremely important and were determined by the
aims and objectives of the study. The methods utilised required a robust framework to
ensure reliability and validity of the results and to demonstrate that they were appropriate
to the evaluation questions.
A qualitative mixed-methods approach of focus groups and semi structured interviews
were adopted for this study. Focus group interviews emphasize the importance of
collecting in-depth individual perspectives in a group context (Kitzinger, 1994, Wilkinson
2004) and is closely linked to the growth of participatory research, (Morgan, 1997). As
well an enable the views of others to trigger responses from others, (Gillham, 2005) focus
groups provide the group with more control over the discussion whilst the researcher only
serves to mediate the session. As such, this approach was deemed most appropriate
given the emphasis on exploring the collective perspectives of the faith community. A
semi-structured focus group guide (See appendix G) was developed based on prior
consultative formative work.
Semi structured interviews were conducted over the phone to collect the data from the
stakeholder leaders. The interviews were undertaken with the speakers following the CLP
workshop. This was carried out to explore their expectations from the programme,
delivery of their presentation, engagement of the participants and to identify any aspects
that would enhance the health literacy of faith leaders to influence strategic decision
making. Both sets of data was used to inform the evaluation of the CLP and to identify
the next steps for improved service delivery.
A series of focus group and semi-structured interview questions were provided to guide
the participants (see Appendix B). Subsequent responses led to further questions, thus
enabling the individual participant perspectives to emerge.
4.2.2 Setting for the Project
The study took place in Manchester and was conducted in a conference setting for day
one. This allowed participants the opportunity to build relationships with each other away
from the community setting and decreased the possibility of distraction from daily life and
other obligations. The two evaluation days took place within a faith-based community
setting during the evening.
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4.2.3 Recruitment of Participants
A purposive sample approach was used, and an invitation went out to ministers and faith
leaders (see appendix A) based on respondents’ unique characteristics using the preexisting Caribbean and African Health Network database. The sample was recruited
based on their leadership roles in predominantly Black Majority churches across Greater
Manchester. The programme's organizers from Caribbean and African communities
facilitated the recruitment process; they co-designed the information material explaining
the purpose of the study. (see flyer appendix C)
The criteria for participation included:
o

Caribbean and African descent

o

18 years and above

o

Faith Leaders across church departments

To ensure as much diversity as possible in focus group composition, each focus group
comprised of individuals from either majority Caribbean or majority African faith
organisations. The diversity also consisted of faith leads that adopted different doctrines
such as Pentecostal, Seventh Day Adventist.
Statutory Strategic Sector leads were selected to provide a presentation based upon the
case studies (See appendix E for case study template and example) faith leaders were
asked to provide prior to the workshop. (See appendix D for training programme)

4.3 DATA COLLECTION
The focus group data (See appendix F for Focus group questions) was collected directly
from participants and facilitated by the research team using a topic guide. This broad
guide was developed to gain an in-depth understanding of faith leaders experiences of
the CLP workshop and to make recommendations for improved involvement and
engagement in health service design and delivery. The data from the focus group was
collected over three phases using flipcharts and notetaking from our research assistant.
The semi-structured interviews were audio recorded and transcribed verbatim. (see
Appendix G for semi structured interview schedule). The data sought to identify issues
raised from the programme and how it actually worked in achieving the aim of the study.
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4.4 DATA ANALYSIS
A thematic analysis was undertaken on the qualitative data. Two research assistants
undertook this analysis independently and a consensus of the key themes emerging from
the data was achieved through discussion. The data from the in-depth semi -structured
interviews were analysed in the same way as the qualitative data from the focus groups.
The focus group data was collected on flip chart paper and through note taking from a
research assistant, then transcribed and analysed using thematic analysis. Thematic
analysis is a method for identifying, analysing, and reporting themes that emerge within
the data (Braun and Clarke, 2006). Due to the lack of research in this area, it was
important to generate a real understanding of the data and generate the important and
reoccurring themes.
The audio- recorded data was transcribed verbatim and the transcripts were checked by
the research assistant to ensure the information collected was accurate prior to themes
being generated.

4.5 ETHICAL CONSIDERATIONS
The project sought permission from Manchester Metropolitan University research
Department. Prior to interviews and focus group, participants were informed of the details
of the study and provided with the participant information sheet (Appendix B) and the
consent form to sign. The information sheet included details of the study so that
participants could make an informed decision about completing the programme.
Participants were unidentifiable throughout the report. Informed consent was revisited
verbally prior to each focus group session and interview.
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5. FINDINGS
_________________________
A total of 27 male and female faith leaders attended the CLP workshop and identified as
being of Caribbean or African Heritage (see table 2). Of all of the leaders that attended
the session, 3 of these had attended health engagement events that discussed coproduction and co-design of health services.
Two focus group sessions were conducted 6 weeks apart with the individuals that
attended the CLP. However, not all attendees were able to take part in the focus group
sessions. This meant that feedback was collected individually from some participants so
that the data between the two meetings were complete. Lower attendance points were
due to structural issues within community. As such, there was the need for alternative
engagement plans to contact them with telephone discussions and questions asked at
the focus group sent via email for them to answer within a particular timeframe.
Community relationship building enabled me to adopt this alternative approach to collect
the data individually. All speakers that presented at the CLP workshop took part in semistructured interviews (see interview questions – (Appendix G)
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Table 2. Demographic Information and Religious Affiliation of Focus Group Participants

Four key themes emerged from the data and were grouped into categories.
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EMERGENT THEMES IN FOUR CATEGORIES - THEMATIC ANALYSIS
OF FAITH LEADERS PERSPECTIVES
1)
2)
3)
4)

Empowering for engagement in health systems and delivery
Resources - Partnerships/collaborations/engagement
Faith, Spirituality in health and healing
Engaging with Decision Makers at Strategic Levels
• Knowledge of health
Systems
• Signposting
• Delivery of tailored Health
Services

• Developing relationships
• Culture of Health Systems
• Faith Leaders as Valued
Assets
• Learning from leaders

• Enabled Partnerships and
Collaborations
• Infrastructure development
of BMC
• Transparency in
commissioning of services

Empowering
Faith
Leaders

Transparent
Resource
allocation

Engaging at
Strategic
Levels

Faith,
Sprituality,
and healing
• Importance of Faith and
Health
• Influence in health care
settings

We elaborate and illustrate those themes here using direct quotes

5.1 EMPOWERING FOR ENGAGEMENT IN HEALTH SYSTEMS AND
DELIVERY
Participants frequently spoke about the limited information regarding pathways to health
information. These included tailored information relevant to their communities around
about common health conditions. Signposting to services - need early detection, address
cultural barriers, and low level of education. Many faith leaders were unsure how to
recognise conditions especially mental illness among their congregants and did not know
how to support them.
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“There is a need for those trained within the health and care sector such as doctors and
nurses to share information so that we can link the messages to scripture. Without the
knowledge we cannot help our people”. (Participant 1, African Male pastor)
One of the participants expressed that they wanted to be confident in how they could be
trained to recognise mental health illness and deliver their own tailored services rather
than signpost to statutory services because of the negative experiences of the
community.
“I found it quite interesting that one of the speakers shared with us about IAPT services
and very few of us knew what it was” …... For me, this demonstrated poor engagement
and information sharing with our community especially when our people suffer high levels
of mental health (Participant 2, Caribbean Male Pastor)
There was a common understanding that some of their congregants preferred to receive
services from a faith-based organization they could associate with. Trust, identity, shared
beliefs and values were also highlighted by leaders as a factor that impacts upon the
engagement of congregants. For some people, faith is an important part of their identity
and they want the services that are offered to them to acknowledge that.
“It is often the case that the information we read is not relevant to our community and
therefore it is more likely that the message is totally ignored. We need services to
acknowledge our faith as well as our cultural needs when delivering services. It is right
that we get involved and influence how services are designed and developed.”
(Participant 18, African Female Youth Leader)
“I am not trained as a health professional; however, I try to get the information to help
those that approach me for support which is quite daunting for me as their faith leader.
Congregants often approach me because they believe that I can help”. (Participant 14,
Caribbean Female Pastor)

5.2 TRANSPARENT RESOURCE ALLOCATION
Overall, Faith leaders shared that they did not encounter offer to resource faith-based
health activities or training within their church. Many of the participants except three did
not know where they could seek resources and support to carry out health improvement
and health prevention work. The result of this lack of knowledge resulted in no activity
within many of the churches.
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“Despite the fact that I have a large congregation and live in an area of deprivation, I have
never been approached by a statutory organization to access my church for health
improvement work”. (Participant 7, African Female Pastor)
“As someone who is familiar with the health care landscape in Greater
Manchester…………….there is very limited effort from the statutory sector (especially
those in health prevention) to engage with the black majority churches” (Participant 11,
African Male Pastor)
In our church we undertake some health prevention work but only on a small scale,
resources are a big problem but we know our congregants need the health information
(Participant 7 African female Pastor)
A recurring theme with faith leaders is that links with statutory and voluntary/community
partners generally take place when there is someone in the faith organisation with the
understanding, interest and capacity to get involved. These were stated as health
professional such as nurses, doctors and allied health professional. However as
evidenced in the literature there is limited representation of Caribbean and African health
professionals at senior levels, (Klein, 2014).
We have a health ministry run by health professionals as one of the departments in our
church, but it is not resourced or initiated by public sector agencies but by the congregants
themselves who are often socio-economically challenge. We need proper investment to
sustain health services that our people want to use and our health professionals should
be influencing and involved in public sector decisions. (Participant 2, Caribbean Male
Pastor).
“I never really thought of it until the CLP programme however, capacity building of faith
leaders is important in the areas of – advocacy, building partnership and conducting risk
assessment in relations to health issues of the congregants”. (Participant 5, Caribbean
Male Pastor).
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5.3 FAITH, SPIRITUALITY, AND HEALING AND THE HEALTH SYSTEMS
A number of faith leaders expressed concern over the lack of awareness articulated from
stakeholders with regard to the importance of the faith, health and healing
“I was particularly gripped by the presentation from the minister and mental health worker
relating to the place of faith in mental health, it brought out the importance and
significance of faith in health care and recovery. …. This information was of most interest
to me”. (Participant 10, African Female Church Leader)
“One of the presentations from a senior decision maker was quite concerning as they
were not aware of the importance of faith in health of our community. This is where we
need to be around the table sharing the important needs of our community when services
are being designed”. (Participant 5, Caribbean Male Pastor)
One of the leaders spoke about the lack of awareness from hospital staff when praying
for patients. As supported by the analysis of the ‘Picker Inpatients surveys’ between 2007
and 2009, findings that, on average, 22% of patients identified belief as ‘an issue’ while
in hospital, 17.7% of patients wished to practise their religion, 2.1% reported that their
beliefs were not fully respected and 2.9% were not able to practise their religion as they
had wished, (Clayton, 2010).
“I remember visiting an unwell member of our church in hospital with a few of the other
church members and being told we could not pray with our church member. It is not okay
to be told that we cannot pray aloud because we are disturbing other patients”. There
should be the resources to accommodate the spiritual needs of our members when they
are sick in hospital” (Participant 9, African Male Pastor)
One of the participants spoke about the role of faith leaders in healing and prayer and the
need for a mutual understanding from public sector agencies within the BMC with regards
to health beliefs
… “health of our congregants are important, for me there however needs to be some
separation of church and state: Churches may be truly interested in promoting and
engaging in health activity but we need to be mindful that the state does not disrespect
or undervalue that our mission is to save souls” (Participant 6, African Male Pastor)

24

5.4 ENGAGEMENT AT STRATEGIC LEVELS
Some of the leaders described the challenge that Caribbean and African faith-based
organisations have when wishing to engage in the wider health and care system. Some
pastors spoke of the financial constraints their churches were under, and the cost of
premises as many of these were rented for large sums of money. This meant that a
number of the faith leaders had to attend to full or part time jobs as the tithes and offerings
(where congregants give 10% of their earnings towards the upkeep of the church) given
by congregants could not sustain pastors financially in their ministry.
“For me, it is all about capacity and appropriate resources to engage in a meaningful way.
I do not want to pay lip service by sitting around the table and then nothing happens to
change the poor health experiences of my congregants”. (Participant 8, African Male
Pastor)
Overall, faith leaders evaluated that the CLP was a real opportunity for the strategic sector
leaders to learn about the black community, the activities taking place within the faith
organisations and why faith impacted many health decisions in the black community.
“The day provided a good access to decision makers and revealed how little was
understood about how faith and health impacts a large section of the black community”.
Participant 3, African Female church department Leader

5.5 THEMATIC ANALYSIS OF STAKEHOLDER PERSPECTIVES
Two themes were apparent from the semi-structured interviews with the stakeholders
5.5.1 Lack of understanding of the importance of faith and faith leadership and
health in decision making of congregants
Some of the speakers recognized that there was a lack of awareness of the importance
attributed to faith and health care in the black community.
“I did not realise that faith was so important in health care decision, I don’t really come
across many Caribbean or African people in my area of practice” (Participant 1, GP
Commissioner)
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It is really useful to understand the needs of different people when providing services, I
now realise the emphasis placed on prayer and healing in this community and the need
to adjust the way my service is run (Participant 4, Partnership Lead)
5.5.2 The need to engage and partner with Black Faith leaders
“Taking part in this workshop has made me realise more acutely how Faith Leaders are
ideal partners with health and care agencies due to the access, trust and influence they
have with large sections of the community” (Participant 3, Strategic Sector Lead, Local
Authority)
As a Director for my department, I would welcome the opportunity to work with Faith
Leaders to learn from them and to improve the health of this community” (Participant 2,
Acute Hospital Clinical Director).
“The knowledge I have received from this workshop provides me as a strategic lead with
the evidence to intervene and provide forums where faith leads can influence and enable
change in the health services that are being delivered and where they are delivered and
who they are delivered by” (Participant 3, Strategic Sector Lead, Local Authority
It is vital that we work collaboratively with this community especially faith leaders given
their influence and understanding of their own congregants (Participant 1 GP
Commissioner).
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6. DISCUSSION
_________________________
A key element within the 5YFV (2015) is focused upon how we prevent ill-health through
empowering patients, it also emphases the importance of collaborative and partnership
working with communities to achieve the NHS core objectives and sustainability.
As highlighted in the literature review, the BMC is a successful space where black people
can gain access to health information (Saunders et al (2013), Drake et al, 2010).
However, despite this, the findings from the evaluation of the Community Leadership
Programme for Caribbean and African Faith Leaders in Greater Manchester illustrates
that although many faith leaders offer health and wellbeing support in varying levels, they
do not feel that they are equipped with the necessary health literacy to support and
signpost their congregants. Overall, faith leaders do not feel that they can act as
advocates for them in the wider health care decision-making arena. This is due to lack of
involvement and awareness of the health care landscape and how the health care system
in GM functions to enable access to appropriate services. It was important to ascertain
through this study what the needs of faith leaders were to enable engagement at decision
making levels to inform and improve health outcomes. In this study, faith leaders
expressed a desire to get involved to influence and inform health decisions however they
also recognized the resource implication of this involvement.
What has transpired from this study is that there is:
1) Limited recognition of the value that faith leaders can offer to the health system to
engage the Caribbean and African Faith Community for improved health
outcomes.
2) No sustainable investment in the infrastructure of the BMC and that Greater
Manchester statutory sector stakeholders are not engaging with the BMC at the
strategic or operational level
3) A desire from faith leaders as gatekeepers to engage with senior decision makers
to co-design and co-produce religiously and culturally appropriate services so that
they impact health improvement in the black community
4) Both Faith leaders and strategic sector leaders want to work together to look at
how some of the issues raised can be addressed.
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6.1 VALUE OF THE ASSETS WITHIN THE CARIBBEAN AND AFRICAN
FAITH COMMUNITY
Faith leaders recognize that they are the first point of contact in a number of cases for
their congregants who are in need of spiritual succour as well support with health, care
and wellbeing support (Rogers, 2013) The health disparities across a number of health
conditions in the Caribbean and African community has been explored extensively in the
literature yet there is limited level of recognition of the role that BMC can play here in
Greater Manchester. In light of GM devolution, our commissioners need to be aware of
the potential for partnership and collaborative working with BMC. Despite the significant
numbers of church attendees from this community and the support faith leaders provide
to their congregants sometimes through their health ministries, there is no resource
recognition of that within statutory service commissioners. In this study faith leaders
recognized the assets in the health professionals within their church who are able to offer
health care support. This study has highlighted that although a significant number of black
health professionals work across the NHS and Care sector, very few are operating at
senior levels to impact change.
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6.2 THE INVESTMENT IN THE INFRASTRUCTURE OF THE BLACK
MAJORITY CHURCH
Overall, Black Caribbean and African community organisations do not have the
infrastructure to develop sustainable health care services. All but three of the participants
talked about their lack of awareness of how the system works and how they can get
resource support to address health in their community. Participants from this study
provided no evidence of CCG or Statutory sector engagement or involvement with BMC
and no efforts to increase health capital.
Although strategic involvement of faith leaders in health care service design is seen as
extracurricular by some faith leaders, they recognise the importance of the health of their
congregants. Faith leaders within the BMC are principally well-respected organisations.
They are an under used resource that can bring about change in the health service
delivery and practices. This can be delivered through information sharing that can
improve health capital and subsequently aid economic benefit. There is a failure on the
part of CCG’s and other statutory providers to develop an effective infrastructure for
effective partnerships with BMC to address health disparities in the Caribbean and African
Community in Greater Manchester.

6.3 ENGAGEMENT OF FAITH LEADERS AND STRATEGIC SECTOR
LEADERS
There is a wealth of evidence in the literature that highlights the lack of representation of
black people at senior decision-making levels (Klein, 2014). As highlighted in this study,
it means that black people do not have a voice and their needs are not understood or
catered for. Strategic sector leads were keen to develop a platform whereby faith leaders
could be involved in the development of appropriate services that would help to address
health inequalities. Strategic leaders saw this as an opportunity to learn from faith leaders
to influence their own practices.

6.4 LIMITATIONS TO THE PROJECT
There were a number of limitations associated with the project. It was a small exploratory
study with 27 faith leaders and a small sample of strategic sector leads and may not be
generalizable beyond the participants of this study. However, the study was not intended
to be representative of all Caribbean and African Faith Leaders. The aim here was to gain
a deeper understanding of the health literacy needs associated with involvement and
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engagement of faith leaders so that they could influence decision making on behalf of
their congregants.
Given the nature of the roles that faith leaders participate within, the focus group
evaluations sessions did not yield the attendance from all participants. This resulted in
collecting data on a one to one basis. This may have impacted the results as these
participants did not gain the same interactions with other participants.
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7.CONCLUSION
_________________________
This evaluation report raises important questions for policy and practice not only at the
local level but also at the wider national level. We need to look again in more depth at
the policy and practice experience, and the wider societal changes that could give rise
to addressing health inequalities in and across communities. For better partnership to
be achieved and for health systems to be strengthened by the alignment of faith-based
health-providers improved information and engagement is needed at all levels. There is
a lack of black representation in decision making within the NHS, and across services.
The voluntary and community sector has attempted to address gaps in provision by
delivering tailored health and wellbeing interventions however there is a lack of
economic capital and investment from the public sector.
Our findings suggest that to address health inequalities within the BMC requires a
partnership approach with statutory or public-sector partners at all levels of the system.
New models of provision should be implemented to provide culturally, spiritually
appropriate and responsive health care information and services that address the needs
of a community impacted by poor health. From the review of the literature, it is clear that
there is a wealth of health and wellbeing activities taking place in BMC especially in
African American places of worship. Judging by the range of health and care services
offered by BMC, the findings reinforce the claim that faith communities are closer to the
local community and access people that other agencies deem “hard to reach”. Therefore,
in a region of significant health inequality and poor health outcomes within the Caribbean
and African Community, Greater Manchester has an opportunity to utilize the assets from
within the BMC.
This project has highlighted that further action and research needs to be undertaken to
put into place a programme that can equip faith leaders to engage at senior levels of the
health care system.
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8. RECOMMENDATIONS
_________________________
•

There should be a transparent process led from the top of organisations to enable
faith leaders from the BMC to access and represent their community on decisionmaking boards. This will require BMC to identify the assets (such as health care
professionals) within their churches so that the relationship between public sector
agencies and Faith-based organisations can be fostered.

•

There must be fairness under the Equality Act (2010) from those procuring and
commissioning services to resource the BMC to engage, participate and deliver
health initiatives to improve health outcomes. This should include a system where
the community can hold commissioners to account for disparity in resource
allocation.

•

It is important to deliver a tailored programme of education and training to equip
faith leaders with the knowledge needed to support and signpost congregants to
appropriate services that enable them to improve health

•

There must be an agreed stakeholder practice and protocol guidance that enables
faith leaders to deliver religious healing activities within safe spaces of secondary
care organisations.

8.1 IMPACT ON POLICY, PRACTICE AND DISSEMINATION – CALL TO
ACTION
My intention is that this report and the information contained within it, stimulates a
discussion with senior decision makers here in Greater Manchester and NHS England.
Visionary and committed leadership is required from the top in order to achieve
sustainable transformational change and provide equitable health care. The intention is
to move beyond the pilot to deliver an empowering CLP that can be relevant to a wider
set of faith communities. It should end with action planning that can be written up and
published to hold powerbrokers to account.
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10. APPENDICES
__________________________
Appendix A – CLP Participation Letter
Participation Letter Dear Faith Leader _______________________:
My name is Faye Bruce, a Mary Seacole Awardee based at Manchester Metropolitan
University. I am conducting a study to explore the health literacy of Caribbean and African
of faith leaders. The study will be used to ascertain whether a Community Leadership
Progamme could facilitate an improvement in health for the black community through
engaging with Public sector senior leaders across the health and care sector. I will use a
participatory approach to evaluate whether this programme has achieved in aims and to
use recommendations to determine next steps concerning faith leaders decision-making
processes
You are invited to participate in this study. You were selected as a participant because of
your position as senior faith leader or pastor in your church.
Your participation will involve, identifying a cased study congregant that you can submit
to me so that they can be used to facilitate learning and discussion with public sector
leaders on the day. It will involve one full day’s attendance at a one-day workshop and
two half day follow up evaluation sessions with the researcher
If you are interested in participating in the study or have any questions you may contact
me f.bruce@mmu.ac.uk
Thank you very much.
Sincerely,
Faye Bruce
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Appendix B – CLP Participant Information Sheet
Participant Information Sheet
Date: 11/ 03 /2018

A qualitative study to identify the health literacy needs of Caribbean and African Faith
Leaders to enable engagement in strategic health decision making on behalf of their
congregants

This information sheet will:
• Tell you what the study is about.
• Give you more detailed information about what will happen if you take part.
Invitation
Thank you for reading this information sheet.
Before you make your decision whether to be involved or not, please read the information
below about the study and why it is being undertaken. It is important to read this sheet
carefully so that you are fully aware of what is required. Please contact the researcher
Faye if you require any further clarification using the contact details on page
Purpose of the study
The study aims to explore the health literacy needs of Caribbean and African Faith leaders
to enable engagement in strategic decision making about health service provision on
behalf of their congregants
In order to obtain the data required, we will ask faith leaders from across the faith
traditions to attend a community leadership workshop and evaluate the workshop over
two focus group sessions. We will also ask strategic leads from across the health and
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care sector to deliver a strategic presentation of their service provision and take part in a
semi structured interview.
Why have I been invited?
You have been invited because you are a faith leader and will have leadership
requirements amongst the congregants within your faith organisation
Do I have to take part?
No. It is up to you to decide whether to take part. If you decide to take part and change
your mind during the study, you can still stop at any time without giving a reason and your
rights will not be affected. If you decide to withdraw from the study, all you need to do is
contact the researcher using any of the details below.
What will I have to do if I take part?
You will be invited to complete an anonymous case study pertaining to a member of your
congregation, attend the community leadership programme and evaluate the workshop
over two sessions. Strategic leads will be expected to deliver a presentation at the
workshop and take part in a 10-minute audio recorded semi-structured interview.
What are the possible disadvantages and risks of taking part?
The time taken to actively participate
What are the possible benefits of taking part?
There are no direct benefits to taking part. However, you will have the opportunity to learn
from the leaders, network with others and apply new knowledge to enable your
congregants to use health and care services more efficiently.
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What happens when the research study stops?
There will be an evaluation report written for the funders and the findings will be presented
at a national conference and in other publications.
What if there is a problem?
If you have any concerns about taking part in the study, or would like to make a complaint,
please contact us using the details on page 4.
If you decide to withdraw from the study, then the information you have provided to that
point of withdrawal will be used, however, all personal contact details will be destroyed.
Will my taking part in this study be kept confidential?
Yes, all of your information will be treated with the strictest confidence and all legal and
ethical considerations will be adhered to
The information you provide will be collected in paper format so that the data can be
analysed. However, you will not be identified in the study and any comments you make
will be anonymous.
All raw data will be kept safely, and all computer-stored information will be protected with
a password only known to the researcher. Your organisational details will be used to form
a participant’s list
All data collected will be anonymised and it will not be possible to identify you during any
part of the study and published work
Who is organising the research?
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This research has been organised by Faye Bruce who is a senior lecturer in Nursing at
Manchester Metropolitan University and Chair for the Caribbean and African Health
Network Greater Manchester
What will happen to the results of the research study?
The anonymised data collected will be kept for five years following the completion of the
research study, after this time the data will shredded safely. The anonymised study
produced may enable the researcher to submit the work for various publications as journal
articles or further research opportunities in the future
Who has reviewed the study?
To protect participants, the study was submitted to Manchester Metropolitan University
Ethical review of research process for approval, details of this are can be found at:
http://www.mmu.ac.uk/staff/researchers/ethics.shtml.
Research Approval
Address: Faculty of Health, Psychology and Social Care
Manchester Metropolitan University
Brooks Building
53 Bonsall Street
Hulme
Manchester
M15 6BX
Telephone: 0161 247 2510
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Email: f.bruce@mmu.ac.uk

If you require further Information
If you would like further information before deciding to take part, please contact Faye who
will answer any further questions you may have. You can ask for more time to make your
decision
Further information and contact details
If you require more information about this research, please contact the following people:
Faye Bruce
Faculty of Health, Psychology and Social Care
Manchester Metropolitan University
Brooks Building
53 Bonsall Street
Hulme
Manchester
M15 6BX
Email: f.bruce@mmu.ac.uk
Telephone: 0161 247 2510

Thank you for taking the time to read this study information sheet
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Appendix C – CLP Invitation Flyer
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Appendix D – Community Leadership Programme Schedule
Monday 19th March 2018

Community Leadership Programme Training Day
Time

Presenter

Content outline

9.30

Registration

Tea and Coffee and pastries

10.00

Faye Bruce

Introductions
Listening, questioning and learning

10.15

Rev Herbert Mckenzie

Welcome Presentation ––Faith in Health Care

10.30

Jim Battle

The Community and Faith sectors engaging in the task of transforming GM
Health and Wellbeing

10.35

GP Ruth Bromley

GP Member Manchester Health & Care Commissioning Board – Primary Care
reform in GM and access to primary care services

11.05

Dr Ngozi

Director of NHS Trust
Access to 7-day Hospital Services – 10 Clinical Standards

11.20

All

Questions and Discussion (using flip charts

11.45

Faye

Lunch

12.30
12.45

TBC
Faye

Case studies discussions

13.00

Paul French

Early Intervention in Psychosis services across Greater Manchester Mental
Health
Access to Mental Health Services

13.30

TBC

Councillor - Local authority and Social Care services.
Leadership and Decision Makers Approach - Enabling an inclusive Health and
Wellbeing Board to deliver NHS, Public health, Social and Children’s Services.

13.45

Nevile Levy

GM Ambulance Service

14.00

Faye

Discussion from presentation

15.00

Break

15.15

All

Challenges, Opportunities, Implications

15.45

Faye

Reflections from the day, next steps & close

Dates for focus group and evaluation
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Appendix E – CLP Case Study Template

Please provide some background information of the Client – no names here
Example. How old are they, do they attend your organisation. Do they live
alone? do they have family support? Do they practice a religion? Has anything
happened such as time spent in an institution – e.g. prison

What are the health and care needs of the Individual?
Example - What is the health condition/diagnosis. How did they find out about
the health problem, hospital or GP diagnosis?

What Health and Care Services have been accessed so far?
Example - Hospital, Community Services, GP practice, mental health services,
palliative care services etc, Macmillan

Are the Health and Care needs being met or have there been any barriers?
Example: Referral, time delays, poor communication between services
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Community Leadership Programme Case Studies
Case Study example
Please provide some background information of the Client – no names here
Example. How old are they, do they attend your organisation. Do they live
alone? do they have family support? Do they practice a religion? Has anything
happened such as time spent in an institution – e.g. prison
A year-old female, lives in supported semi-independent accommodation
in the community but under a CTO.
Lives alone in her own flat however in a building that accommodates 3
other individuals each person living independently with 24 hours staff
support. Though support provided by staff is very minimal. It includes
ensuring that individual is engaging with support and compliant with
medication and also to monitor sign of relapse.
This individual is often visited by elderly parents and sister who also
support her in shopping and getting to her appointments. She is very
dependent on her family and support workers believe this may have an
impact on her ability to engage with staff and other support services.
Over the last ten years of her life she has mostly been in institutions
recent attempt to live within the community has not been very successful.
Individual has said she belongs to the Church of England but has not had
a lot of opportunities in the last few years to engage in that regards due
to relapse.
What are the health and care needs of the Individual?
Example - What is the health condition/diagnosis. How did they find out about
the health problem, hospital or GP diagnosis?
Individual has a long term enduring mental health condition and a
diagnosis of schizophrenia but sometimes achieve optimum health
however has also suffered several relapses and has to be recalled back
under section 17a on occasions.
What Health and Care Services have been accessed so far?
Example - Hospital, Community Services, GP practice, mental health services,
palliative care services etc, Macmillan
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Mental health assessment and recovery team. GP, has allocated CPN.
Are the Health and Care needs being met or have there been any barriers?
Example: Referral, time delays, poor communication between services
To some extend Health and Care needs are meet but barriers include noncompliant, non-engaging and time to get appointments for mental health
review. Also, poor communication between the care team and the mental
health team and poor contact route with allocated CPN, there is no direct
contact it has to go through the Mental Health Team which can be
delayed.

52

53

54

Appendix F - Focus Group Questions
Faith Leaders - Reflect on the leadership learning day, what were your experiences
•
•
•
•
•
•
•
•
•
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What learning took place for you?
Why did you take part and what did you think you would accomplish when you
accepted the invitation?
Did you encounter any challenges? If so, how did you seek to address those
challenges?
What did you learn from the public sector leaders across health and care services
experiences?
Did you find the setting for the workshops appropriate?
What feedback can you provide on the overall engagement of public sector leaders
with you as black faith leaders
What elements of the programme were most useful to you as a faith leader and
member of the black community?
Were any elements not useful to you in your role?
How can this programme be enhanced to achieve its objectives for engagement
of black faith leaders in strategic decision-making?

Appendix G – CLP Semi – Structured Interview Schedule
Strategic Sector Leads
1. What were your views when being asked to take part in the programme?
2. How you prepared for the programme?
3. Did you have any expectations from the day?
4. Would you do it again, and did you get the right amount of support to participate?
5. Tell us whether you think your input was successful against the brief to improve
health knowledge?
6. What elements of your session do you think worked well, what didn’t work so well?
7. What could be improved?
8. Any thoughts and further recommendations and or comments?
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Appendix H - The Caribbean and African Health Network (CAHN)
Greater Manchester Flyer
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