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Religiosity and barriers to mental healthcare: a qualitative
study among clients seeking community mental health
services
Ora Nakash, Tal Lambez, Michal Cohen and Maayan Nagar

Baruch Ivcher School of Psychology, Interdisciplinary Center Herzliya, Herzliya, Israel

ABSTRACT
We explored barriers to seeking mental healthcare, as reported by
religious and secular clients in community mental health clinics.
We conducted in-depth interviews with 59 clients immediately
following their intake session and performed thematic analyses to
identify major themes. Respondents across degree of religiosity/
faith reported multiple barriers, including client-based and
structural barriers. Most commonly, participants reported barriers
associated with previous negative experience with mental health
services and mental healthcare stigma. Religious clients expressed
greater distrust towards healthcare systems and were more
concerned about the social stigma associated with seeking
treatment. Importantly, different models of treatment and healing
emerged among secular and religious participants. Secular clients
highlighted the importance of internal processes within the self,
while religious clients highlighted the belief in a higher healing
entity. Our findings highlight the significance of addressing client
expectations in service delivery, attending to referral paths and
improving accessibility and availability of affordable services.
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Treatment gap in mental healthcare as measured by the difference between those who
need care and those who receive it is prevalent worldwide (Kohn, Saxena, Levav, & Sara-
ceno, 2004; Nakash, Levav, et al., 2014; Wang, Aguilar-Gaxiola, et al., 2007; Wittchen &
Jacobi, 2005). A World Health Organization (WHO) review of 37 studies showed that the
proportion of people that are untreated for particular psychiatric disorders ranges
between 32% and 58% for mood and anxiety disorders and reaches 78% for alcohol
abuse and dependence (Kohn et al., 2004). In the World Mental Health Survey (WMHS),
the largest international psychiatric epidemiological study conducted so far, Wang,
Aguilar-Gaxiola, et al. (2007) documented low utilisation rates of mental health services
for anxiety, mood and substance abuse disorder in 17 countries. Their findings showed
that in each of the countries studied at least two-thirds of the persons with psychiatric dis-
orders received no treatment. In Israel, approximately 50% of those diagnosed with
common mental disorders in the previous 12 months did not use any type of services
for their emotional problems (Levinson, Lerner, Zilber, Grinshpoon, & Levav, 2007). As a
result, many individuals with psychiatric disorders residing in the community remain
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untreated, although effective treatments for those disorders exist (National Institute of
Health and Clinical Excellence (NICE), 2012; World Health Organization, 2012).

A related and nearly as severe service problem is treatment lag, defined as the time
elapsed from illness onset to accessing care (Garg, Sidana, & Chavan, 2011; Nakash,
Nagar, et al., 2014). In a study on treatment lag in 15 WMHS countries, the median lag
to accessing mental healthcare reported by non-institutionalised adult community
members ranged from three to 30 years, for anxiety disorders; from one to 14 years, for
mood disorders; and from six to 18 years, for substance use disorders (Wang, Angermeyer,
et al., 2007). Data gathered on entry into specialised care showed similar delays. In a psy-
chiatric clinic-based study in India among first-time service users, the mean treatment lag
duration was 30 months (Garg et al., 2011). Importantly, some research in countries where
psychiatric services are more available suggests that among those who do access care for
emotional problems, specialised care is most frequently sought. For example, a study con-
ducted in six European countries documented that approximately two-thirds of individuals
with a mental disorder who sought health services had contacted a mental health pro-
fessional in the preceding 12 months (Alonso et al., 2004).

Identifying barriers that contribute to treatment gap and lag is warranted to address
them effectively. Some of the factors that have been identified in the literature as barriers
to care include structural factors, such as eligibility criteria to enter services (e.g., receiving
a specific required diagnosis); lack of linguistic capacity to offer services; policies that dis-
criminate based on legal status (e.g., refugees, immigrants, racial/ethnic minorities); lack of
information regarding where and how to obtain care; and logistical and economic barriers
(e.g., transportation, childcare, long waiting times for services, high costs, or inflexible work
schedules) (Alegria, Canino, & Pescosolido, 2009; Alegría, Nakash, & NeMoyer, 2018; Collins,
Westra, Dozois, & Burns, 2004; Nakash, Nagar, et al., 2014).

Client-related factors that include limited knowledge about mental health problems
and negative attitudes towards mental health treatment can also serve as barriers to
care (Brohan, Elgie, Sartorius, & Thornicroft, 2010; Kadri & Sartorius, 2005; Katz et al.,
1997; Offord, Boyle, Campbell, & Goering, 1996; Parikh, Lin, & Lessage, 1997). Stigma –
which refers to severe social disapproval of personal characteristics, beliefs or behaviours
that are perceived to be deviant from cultural norms (Hinshaw & Stier, 2008) – has been
cited as a primary client-based barrier with regard to care (Corrigan, 2004; Nakash,
Nagar, & Levav, 2015). It may delay or impede consultation or hinder the course of treat-
ment (Corrigan, 2004; Lasalvia et al., 2013). The WHO referred to stigma as the hidden
burden of mental disorders (World Health Organization, 2001) whilst the US Surgeon
General (1999) documented it is an obstacle to the receipt of care (US Surgeon General,
1999). Studies have documented additional specific barriers as a result of the client
socio-cultural background (Alegria et al., 2009). For example, scarcity of linguistically
and culturally appropriate care disproportionally affects minority and immigrant clients
(Al-Krenawi, 2009; Nakash, Rosen, & Alegría, 2009).

While a focus of increasing interest, the role of religion and religiosity in mental health-
care remains understudied (Friedli, 2000). Some research suggests that religious-based
beliefs may influence help-seeking and adherence to treatment (Chadda, Agarwal,
Singh, & Raheja, 2001; Loewenthal, 2012). For example, a higher religious observance
was associated with delays in mental health service utilisation (Bilu & Witztum, 1993;
Greenberg, 1992). Struch et al. (2007) found that ultra-Orthodox Jews in Israel had less
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positive attitudes towards seeking mental healthcare than their secular counterparts. In
particular, they reported less willingness to seek treatment openly and stronger desire
to conceal the need for help, possibly due to the stigma associated with mental illness.
An additional study among religious people in the UK reported that they fear that psy-
chotherapy could undermine their faith and participants’ preconceptions about therapy
as antagonistic to religious/spiritual beliefs may provoke reticence (Mayers, Leavey, Vallia-
natou, & Barker, 2007)

Clients with spiritual or religious beliefs may perceive their problems to be spiritual
rather than psychological or look to religion as a means of understanding and coping
with their suffering (Band, Dein, & Loewenthal, 2011; Pargament, 2001). They may also
prefer to seek help for their personal difficulties or emotional problems from a religious
leader rather than specialised mental health provider (Barker, Pistrang, Shapiro, & Shaw,
1990; Greenley & Mullen, 1990). Previous qualitative research exploring help-seeking atti-
tudes in a non-clinical sample of religious individuals documented negative views of
secular mental health services. Seeking professional help from specialised mental health
services was perceived as conflicting with religious beliefs and was thus considered a
last resort (Mitchell & Baker, 2000). Spirituality can offer an explanatory model for the
suffering (e.g., weak faith, lack of observance) as well as ways of coping with it (e.g.,
prayers) (Mayers et al., 2007). Despite the importance of faith in one’s identity and the
documented impact it may have on their mental healthcare, empirical studies on the
topic are scarce.

In the current qualitative study, we sought to identify how clients with religious/spiri-
tual beliefs and their secular counterparts perceive barriers to seeking specialised
mental healthcare in community mental health clinics in Israel. Of note, Israel has a
national health insurance system inclusive of psychiatric care that is freely available
(with a marginal co-payment for medications). In addition, a more than a decade-old legis-
lation, “The Rehabilitation of Persons with Psychiatric Disabilities in the Community Act”,
mandates avenues of inclusion for persons with mental disorders.

Method

Setting

We conducted the study in four community mental health clinics in Israel. All four partici-
pating clinics offer free mental health services to an ethnically and socio-economically
diverse adult client population. All clinics offer a variety of mental health services, includ-
ing assessment, psychotherapy, and psychopharmacology. Access to care does not
necessitate medical referral.

Sample

A convenience sample of providers and clients participated in the study. We recruited pro-
vider participants at the clinics through introductory informational meetings. Thirty-eight
providers agreed to take part in the study; five providers declined participation. To ensure
the diversity of the sample, we invited providers to participate only up to five times (with
five different clients; M = 3.8, SD = 1.3). We recruited client participants through direct
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person-to-person solicitation as they presented for the intake visit for a new episode of
care. Client inclusion criteria were adults (18 years and above), who did not require
interpreter services. Exclusion criteria included people whom the providers identified as
psychotic or actively suicidal. Only clients of providers that were enrolled in the study
were invited to participate. Of the 184 clients who were invited to participate in the
study, 122 agreed to participate (31 clients declined to participate: 21 were not able to
stay for additional time following their intake to complete the research protocol; three
did not feel well enough to participate; seven did not want to have the intake session
recorded). Five clients did not complete post intake interview and five additional clients
were excluded from analyses due to poor recording quality.

For the current study, we included only clients that self-identified as religious (n = 19)
or secular (n = 40). The degree of religiosity was determined using a forced choice self-
report question that included the following spectrum of religious affiliation: secular, tra-
ditional (‘masorti’), religious, none/other, that is commonly used with the Israeli society
context.

All participating clients in the current study were Israeli Jews who were fluent in
Hebrew. Of the 59 clients who participated in the study, the majority were females
(66%), ages ranged from 19 to 81 years (M = 39.9, SD = 15.7), and were born in Israel
(71%). Two-thirds of the sample (60%) had 12 or less years of education and 35.9%
were unemployed. Approximately, 65.5% reported a personal yearly income of less than
15,000US$.

Procedure

Data for the current study were part of a larger study aimed to examine mental health
intake with diverse client population (for full study description please see; Nagar &
Kanat-Maymon, 2015a, 2015b; Nagar & Levav, 2015; Nakash & Saguy, 2015; Nakash
et al., 2014). Immediately following the intake session, trained research assistants con-
ducted semi-structured, in-depth interviews face to face with clients. The semi-structured
interview protocol included a number of scripted questions and a list of suggested probes
to help our participants recount specific interactional moments to better understand
clients’ cognitive, emotional and motivational processes during the mental health
intake (Hill et al., 2005). Interviews included questions about their presenting problem,
access and barriers to care, rapport with the therapist, the significance of socio-cultural
factors in the presenting problem, and their expectations from care. Trained graduate stu-
dents in clinical psychology who received weekly supervision conducted all interviews.
Interviews lasted approximately 30 minutes (see Appendix 1 for interview guide). We
audiotaped and fully transcribed all interviews. All aspects of the study were approved
by the appropriate Institutional Ethics Committees at each participating clinic and all
clients completed informed consent prior to participation.

Qualitative analysis

We performed a cross-case thematic content analysis identifying major themes in thera-
pists’ accounts of their experience during the mental health intake (Charmaz, 2006;
Corbin & Strauss, 2008) using ATLAS.ti version 7.
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The qualitative analysis involved a series of steps and was conducted by a team com-
posed of the primary investigator of the study and three graduate students in clinical psy-
chology. First, we developed a codebook according to grounded theory guidelines
(Charmaz, 2006; Corbin & Strauss, 2008), which involved three steps. We first performed
open coding by independently reading the interviews line by line to identify codes; after-
ward, we grouped and labelled key categories. In the second stage, we separately reread
the accounts to perform axial coding as a means to identify the relationship among cat-
egories and to organise them into themes. We integrated the information in each
theme to draw a coherent representation of the material. The development of the code-
books lasted approximately three months and formalised when we reached saturation.
The development of the codebooks was based on 15% of the total interviews in the
study (n = 25), which were randomly selected. Once we established inter-rater reliability
all remaining interviews were coded using the codebooks.

We organised all of the information in the data corpus under these emerging themes. In
addition, we allowed data extracts to be placed under more than one category depending
on their relevance to the content of the thematic category. Throughout the analysis process,
the team met on a weekly basis to discuss coding challenges as well as disagreements.
When disagreement arose, we identified the source of the discrepancy and reviewed the
coded sections again until consensus was reached (Corbin & Strauss, 2008). To prevent
coders’ drift, we assessed inter-rater reliability by having all raters code two additional ran-
domly selected tapes after coding 25% (n = 30; kappa = .82), 50% (n = 60; kappa = .71), and
75% (n = 90; kappa = .71) of the total recorded interview. Overall inter-rater reliability
among all three raters in the different time points was good (kappa = .70). For the current
investigation, we focused on all data coded under the major theme of barriers to care.

Results

Across clients’ interviews, we identified two central themes, namely client-related and
structural barriers to mental healthcare. Subthemes for client-related barriers included:
(1) previous negative experience with mental health services; (2) mental health stigma;
(3) distrust of mental healthcare systems and providers; (4) external/internal motivation
to seek care; and (5) match in social identities of clients and providers. Subthemes for
structural barriers included: (1) financial burden related to mental healthcare costs. (2)
Referral source and accessibility of services.

On average, clients reported 1.5 (SD = 1.23, range 4) barriers in each intake. In the fol-
lowing paragraphs, we expand on these themes and provide specific examples for
illustration.

Client-related barriers to mental healthcare

Previous negative experience with mental health services
Approximately a third of the religious clients (35%) and half of the secular clients (52.6%)
reported having a previous negative experience with mental healthcare that deterred
them from seeking services for the current episode of care, as they felt hopeless and dis-
trustful of mental healthcare services. Clients were particularly weary of the inpatient
mental health services as illustrated in the following quote:
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I was really terrified of hospitalization. Because of this, the idea that I will enter here today,
initially made it very hard for me. This process of entering here [outpatient clinic] and
walking through the hospital made me feel really bad, stressed, anxious. As I entered the hos-
pital, I became fearful. It brings me back to my previous hospitalization. (3501)

Other clients recounted negative past experiences of a family member that had shaped
their negative perception of mental health services and deterred them from seeking ser-
vices. They highlighted the doubt regarding the effectiveness of mental health treatment
their loved one received: “Look, I grew up with mother, who suffered her whole life from
mental issues… she had full drawers of medications and I didn’t see that she came out of
this… ” (2179).

Clients also expressed concern around being labelled by the provider who relied on
information from the client’s medical chart:

Every place that a person goes to he has to bring with him all the reports that he had from
previous years. They [providers] already come in with a fixated opinion on me, and there is
already a diagnosis and this isn’t good. This is a bad method, because [the provider] has to
allow [the client] to start a new page in therapy. (2191)

Mental health stigma
Secular (35%) and religious clients (57.9%) discussed their negative attitudes towards
mental healthcare as a barrier to seeking services. They primarily questioned the effective-
ness of mental health treatments as well as the knowledge base and professionalism of
mental health providers. Religious clients were particularly sceptical of the scientific
basis of mental health disease and treatment that often deterred them from seeking
care, as illustrated in the following quote from a religious client:

Providers are not physicians. They were not really considered doctors until a few years ago.
They were, in general, people that advise. It wasn’t a certified medical degree. Today, they
turned it into a medical profession, but, in practicality, physicians are doctors that can cure
physical diseases. Not people that cure mental illnesses. Mental illnesses are eternal, they
can’t be cured. There are problems that only, perhaps, G-d can solve. (1179)

Religious and secular clients described mental health stigma as a significant barrier to care:

Somewhere, yes, I wanted for them to tell me that I don’t have a problem. That I will leave and
will not need to come back return because I am fine. When I saw the people here, I thought that
you need to be really messed-up to come here, really, this is some type of perception of
someone that is mentally ill. The worst type of deviant. You will accept someone that is a crim-
inal and not someone that ismentally ill because the criminal is predictable, thementally ill indi-
vidual is unpredictable. I was scared to join this group of ‘unpredictable’ and ‘deviant’. (3405)

Other clients reported self-stigma and feelings of shame related to their emotional
difficulty. They particularly were concerned that if they sought treatment, others will per-
ceive them as “sick” and “crazy”

I feel that I don’t belong, I feel very strange when I enter here. I, simply, was shocked. I almost
went back. I withdrew. Because I am embarrassed, truthfully, this makes me feel that I came to
the wrong place. (2080)

Religious clients also displayed concerns over how others view them, fearing social ostra-
cism and labelling as a result of seeking mental health services:
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Another thing that, truthfully, I was concerned about coming here, is that there would be
people with a more difficult mental issues than mine. I didn’t know what they [people in
his community] would think of me when I enter the place. (2119)

Distrust of mental healthcare systems and providers
Approximately half of the religious clients (47.4%) and 20% of the secular clients expressed
distrust of mental healthcare systems and providers. Some clients questioned the compe-
tence of providers and effectiveness of therapeutic interventions. Clients emphasised the
importance of developing a trusting relationship with their provider that can be promoted
by experiences of being understood and having the provider be attentive to their needs.
Clients emphasised their wish to be treated with respect and having the therapist see
them “eye to eye”. Provider pretentiousness and/or explicit or implicit condescending
can have grave consequences for the quality of the client–provider relationship and
adversely impact clients’ retention in care: “Only one thing bothers me, if I see
someone, it doesn’t matter where, that feels that he is above you. Like a snob. Only this
thing bothers me. It can break me apart” (3506).

Importantly, among religious clients, distrust was often associated with scepticism
regarding the provider’s ability to help, whereas among secular clients, distrust was
often associated with their sense of uncertainty regarding their own ability to change. Rel-
evant examples are provided in the following quotes from religious and secular clients:

Certainly, he [the provider] understood only a small part. This is not even a question. To under-
stand, to get to the depth of the problem, to the root of the problem – he can’t, even if he
wanted, even in another 100 sessions. Because mental issues are never-ending, they are very
complicated. He can try to understand the problem, partially, and try to solve it, also partially,
if he can, within the framework of what he can. He’s not a magician. (1197, religious client)

I really think that a person with character, opinions, and scars from the past, it is very, very hard
to change them and, generally, I don’t know, I am a bit skeptical regarding therapy, with all
due respect to her [provider] and her knowledge. I mentioned that she [provider] is very pro-
fessional and very intelligent and smart. From my experience, though I am 60 now, but it is
hard for me to believe that it is possible to treat and change a person after 60 years. (1159,
secular client)

Similarly, one of the primary differences between religious and secular clients was in their
understanding of who is really supposed to know the client. While secular clients
expressed doubt in the provider’s ability to really know the client, and held a position
that the client best knows himself and it is therefore, she/he who can help themselves
(because one is an autonomous subject), religious clients spoke of God as a higher
entity who knows the person and can help him. For many religious and secular clients,
the decision to seek mental health services came after they have exhausted all other
venues for help (e.g., self-help for the secular client; turning to God with prayers and con-
sultation with religious figures such as a Rabbi).

I believe in self-treatment. The fact that I came here is only because I already understand that
this is beyond my capacities, my ability to comprehend, examine, [beyond my] intelligence.
The time has come for help. I also, in addition, believe in individualism. I don’t think that
either one of us is, even, slightly similar to the other. I think that behavior patterns seem
the same but they come from entirely different places and the therapist must be an individu-
alist. (2231 secular client)
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Humans are complicated. This isn’t the problem of the psychiatrists that don’t know how to
solve the problem. There are problems that only, perhaps, God can solve. (1197 religious client)

External and internal motivation to seek care
Less religious clients (16%) than secular clients (40%) reported factors related to internal
and external motivation that affected them to seek care. Interestingly, religious clients pri-
marily reported external motivation including having being referred to treatment by other
agencies such as primary care doctor and social services:

The social services referred me and recommended that it would be worthwhile for me to
come. They found me, truthfully. They turned to me because there were complaints from
the police. We have abuse in the house… (2232)

In contrast, internal motivation to seek care wasmore prominent among secular clients. For
example, in the following quote, a secular client describes feelings of despair and the under-
standing that he cannot deal with his difficulties on his own. The client “owns” his emotional
difficulties and feels it is his responsibility to turn for professional help.

In the past year two years all sorts of problems in the family are being discovered, that it’s
difficult not to deal with them. And this has mental consequences and also physical, and,
simply, the main reason is that I am concerned for my health and I feel my blood pressure
goes up and this is hard for me. So, I understand that it can have a ramification, and, therefore,
I take responsibility and I decided to come. (2104)

Religious clients often described ambivalence regarding coming to care and the need for
it, partially due to limited knowledge and negative attitudes towards mental healthcare:
“Truthfully, I know that I will not receive a solution to my problem. So I do this because
I need to… but I know that it doesn’t help a lot” (2228). Also prominent was a concern
around disclosure of intimate experiences among religious clients:

It isn’t pleasant when one really delves into the heart of things, but I guess this is part of treat-
ment. It isn’t pleasant when they delve into details and ask. I decided that I am leaving the past
behind, I don’t deal with it anymore, and now, again, to open it all? (2129)

Some religious clients expressed a preference for receiving practical advice to deal with
their primary concern rather than having space for emotional processing:

I met, for the first time, with a psychologist. It was harder for me to ‘open-up.’ Specifically, this
closeness, the feeling that [we] are close, specifically, this bothers [me]. It seems that she
understands that I don’t want too much closeness, and she respected this. Sometimes
there was a more practical tone, this helped. I am not searching for too much emotion. (2129)

Match in social identities of clients and providers
Some religious clients highlighted the importance of seeing a provider that has similar reli-
gious affiliation and degree of religiosity as well as the imperative that providers will
understand their cultural background. Feeling understood, and “being known” within
the context in which the client lives and operates contributes to the therapeutic process:

The fact that I am religious and she is religious. She understands my religious world. She
understood what I was talking about. Like the intellectualism that exists in Yeshivas, that we
spoke about. Secular individuals don’t understand what Yeshivas are. (2191)
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Religious clients who were not able to see a religious provider were concerned that they
would not be understood:

I don’t know if she understands. We don’t have the same background. She [provider] isn’t reli-
gious. And, perhaps, it will be hard for her to understand me. This is what I am afraid of. That it
will be hard for her to understand me because of religion. This really scares me, that she won’t
understand me and my religious background. I would prefer to have a religious therapist.
(3501)

Gender match was also important for some religious clients as seeing same gender provi-
der was perceived to facilitate an environment of safety and openness:

It is important for me that I will have a male provider, and because now it is more comfortable
for me to open-up and tell him more about my issues, so he can better understand my issues.
It seems to me he will also be able to better help me. It will be easier for me to open-up. (1179)

Structural barriers to mental healthcare

Financial burden related to mental healthcare costs
Secular and religious clients highlighted the burden associated with the cost of treatment.
Many clients delayed seeking care due to the financial barrier and limited knowledge
about low cost and subsidised services:

I always thought that it is something that can help me view myself differently and to accept
myself differently and always, there was something with money. I never thought that there
was this possibility of coming here and getting this for free.(1174)

Referral source and accessibility of services
Referral sources were critical to client’s access to services. These included individuals in the
client’s environment (family members, neighbours, and friends), social services, and
primary care doctors, and serve as gatekeepers into the mental healthcare systems.

I’ve had the symptoms that characterize clinical depression for many years. It is like a dragon,
of sorts, to live with it – sometimes you’re on top, sometimes it’s on top. And with encourage-
ment frommy close environment, which are my friends, I decided to seek therapy. I came here
because, I didn’t even know that this place existed, I came here because I turned for help to my
boss at work, he referred me to an educational psychologist who introduced me to this place,
where costs are not a barrier. Here, it is supposed to be cheaper. (3405)

The proximity of the client’s residence to the clinic was also central in the client’s decision
to come for help. A relevant example is presented in the following quote from a religious
client, “I didn’t feel that I can wait. It is also close to me, to my house, and also it doesn’t
cost any money and also, it is really good, so, it pays off” (2119).

Discussion

In the current study, we explored barriers to seeking specialised mental healthcare as
reported by religious and secular clients in community mental health clinics. Identifying
barriers to seek care is paramount in order to improve access to care and eliminate treat-
ment gap and lag (Wang, Aguilar-Gaxiola, et al., 2007).
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Barriers to care are multifaceted. As in other studies (Collins et al., 2004; Kohn et al.,
2004; Nakash, Nagar, et al., 2014), our findings show that respondents across degree of reli-
giosity/faith reported multiple barriers including and client-based and structural barriers.
Most commonly, our participants reported barriers associated with previous negative
experience with mental health services. The stigma against seeking mental health services
stemming from, among other reasons, fear of being shamed and socially ostracised as well
as gaps in knowledge was also frequently mentioned. The stigma associated with mental
healthcare arises from the perception that a person who seeks it is undesirable or socially
unacceptable (Vogel, Wade, & Haake, 2006). In a telephone survey conducted among 1000
randomly selected adults in the US, the American Psychological Association documented
that 20% of Americans chose not to seek help from a mental health professional because
of the stigma associated with therapy, while 30% said they would be concerned should
other people would know they sought treatment (Buetler, 2007). Another community-
based study in the US found that one in four individuals who perceived a need for help
did not seek services, in part due to concerns about what others might think (Kessler
et al., 2001). Stigma can target different mental health issues such as the individuals
with mental health disorders (i.e., public stigma) or the mental health services (i.e.,
stigma towards mental healthcare) (Corrigan, 2004). Research that examined the socio-
demographic variables that are associated with public stigma primarily in community
studies in the US documented that more observant religious background (Eisenberg,
Downs, Golberstein, & Zivin, 2009) was associated with increased public stigma.

It is, thus, not surprising to know that some participants in our study reported that dis-
trust of mental healthcare systems and providers also served as an important barrier to
seeking care. Religious clients often questioned the provider’s ability to help as well as
the scientific basis of mental health treatment. They were also more concerned about
the shame and labelling that is associated with seeking mental healthcare in their
communities.

Trying to understand the negative attitudes of people with religious beliefs towards
mental health services, Mayers et al. (2007) pointed out that spiritual experiences are indi-
vidual, subjective and often ineffable. Thus, communicating these beliefs and experiences
to the therapist outsider is likely to raise ambivalence. Therapists should strive to co-con-
struct a shared understanding with their client about their spirituality, which can then
foster trust and enhance the effectiveness of therapeutic interventions (Knox, Catlin,
Casper, & Schlosser, 2005). Therapists should be aware of their potential bias against reli-
gion or attempts to debate religion, and instead explore the meanings and function of reli-
gious/spiritual beliefs with their client (Carone & Barone, 2001).

Different models of treatment and healing were apparent among secular and religious
participants in our study. Many secular clients highlighted the importance of internal
process within the self as well as the role of another individual (i.e., provider) supporting
them in their path for recovery, while religious clients highlighted the importance of
believing in a higher entity that can heal. Such organising system of belief, as presented
by observant clients, has the potential to conflict with the mental health system expec-
tation, that it is an individual (provider) who will engage with the client in helping to alle-
viate the emotional pain. Such a conflict can result in ambivalence towards seeking care as
recorded in our study and ultimately lead to not seeking care, delaying access to care, or
terminating treatment prematurely (Gulliver, Griffiths, & Christensen, 2010).
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Previous studies indicate that emotional distress can often provoke a reassessment of
belief. For clients who suffer, religion and spirituality can provide meaning and a sense of
control. Faith, therefore, may be strengthened when coping with adversity (Knox et al.,
2005; Rogers, Malony, Coleman, & Tepper, 2002). Religion functions as a coping mechan-
ism to alleviate distress and the success or failure of this way of coping have impacts on
the person’s relationship with religion (Rogers et al., 2002).

Special attention should be given to referral paths to specialised care (Alegria et al.,
2009; Nakash et al., 2009) as they determine the point of entry to treatment. Referral
path is determined by many factors, including motivation, knowledge and attitudes
towards mental healthcare as well as access to services (Alegría et al., 2018). Our
findings show that many religious participants reported being referred by their primary
care physician and/or social services while more secular client reported being self-referred.
These findings highlight the importance of training other gatekeepers, such as primary
care physicians to identify emotional distress among their observant clients, and when
needed referring them to care.

Finally, our findings highlight the significance of addressing client expectations in service
delivery, particularly matching the social identified of clients and providers. Though most
research to date on matching hypothesis was conducted in relation to ethnic/racial
match (Nakash & Saguy, 2015; Nakash, Saguy, & Levav, 2012; Rosen,Miller, Nakash, Halperin,
& Alegría, 2012), our findings show that a match in the religiosity/faith base of clients and
providers is important and should be considered in delivery of care. Many religious
clients in our study expressed a preference for a religious provider who, in their view, will
understand and be empathic to their worldview. Such a preference is possibly a result of
the long-standing conflictual relationship between psychiatry and religion.

Psychologists and psychiatrist have long been interested in the role that religion plays
in the psychological adjustment and more recently in the delivery of culturally appropriate
mental healthcare (Hackney & Sanders, 2003). Importantly, theoretical divides have been
affecting the way mental health providers regard religion in the context of mental health.
Some theoreticians (e.g., Ellis, 1965) have claimed that religion represents institutionalised
irrationality that undermines psychological functioning and contributes to psychopathol-
ogy. Others (e.g., Allport, 1950; Jung, 1933) viewed religion as a source of meaning and
stability in an unpredictable world and an important part of identity that promotes
growth and psychological health.

The presumed conflict between religious belief systems and mental health have domi-
nated the field for decades and it is not surprising that research documented that mental
health professionals viewed religious beliefs and behaviour as symptomatic of a psycho-
logical disorder (Hackney & Sanders, 2003; Larson et al., 1988). As our findings also show,
clients with spiritual or religious beliefs may experience a dilemma between self-censoring
these beliefs or risking further pathologisation by mental health providers, resulting in for-
going seeking specialised care.

How clients conceptualise their problems is likely to influence treatment access,
process, and outcome, raising possible concerns about respect, trust, shared meanings,
acceptance, and cultural competency. It is important for providers to understand the
client’s implicit models and beliefs in order to improve therapy outcomes and satisfaction
with services (Bhui & Bhugra, 2002). Such models should be client-centred and inclusive of
patients’ belief systems. A client–provider match can provide a possible solution,
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especially when it corresponds with client preferences. Developing evidence-based cul-
tural competent training for providers to deliver care for religiously diverse populations
should also become a priority of researchers and service delivery agencies.

Participants in our study across religiosity group also reported similar structural barriers
to seeking care that included high financial burden related to mental healthcare costs and
referral source and limited accessibility of services. These findings are consistent with pre-
vious studies (Gulliver et al., 2010) and highlight the importance of structural barriers to
care that affect all prospective clients in a similar manner.

Our study has several limitations. Our sample consisted of people who had sought care
and who were interviewed upon accessing services (immediately following the initial
intake). The sample included more secular clients than those who self-identified as reli-
gious. Although this is representative of the characteristics of the client population at
the mental health clinics who participated in the study, and is consistent with the literature
documenting that religious people, especially ultra-orthodox, are less likely to seek mental
health treatment (e.g., Struch et al., 2007), this does pose a limitation on our findings.
Future research should focus on barriers to care and unmet needs among community resi-
dents who never sought services, with a particular focus on religious individuals who are in
need and yet choose not to seek mental health services.

In addition, for methodological reasons, we divided our participants into two groups of
the degree of religiosity according to their self-identification. Such as division, although
allowed us to examine our research question, is by definition a reductionist view of the
complex structure of faith and religion in one’s identity that exists as a multidimensional
construct incorporating cognitive, emotional, motivational, and behavioural aspects
(Kendler et al., 2003). Future research should examine the association between barriers
to care and different dimensions of religiosity (e.g., internal, external and quest) (Allport,
1966; Batson, 1976) as well as collect more information about practices and belief
systems of participants to construct a more nuanced understanding of religious identities
and their association with access to care.

The identified barriers to come for care warrant a well-articulated action to reduce them.
The early recognition and timely treatment of mental health problems may help reduce
suffering, prevent disability, and render interventions more cost-effective (Garg et al.,
2011). Actions to bridge the mental health gap and lag through improved availability and
accessibility of services and the reduction of client-based barriers such as stigma would
facilitate access to the benefits derived from evidence-based mental health treatments in
both primary care and specialised services. Also, specific training in identifying and treating
the comorbid mental disorders should be made available for primary care physicians who
serve as important gatekeepers, particularly among religious-faith-based groups.
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Appendix 1

Client interview guide

1 What was the main reason for you coming here today?
1a. In your own words, how would you describe what brought you in today?
[What is your main concern? What matters the most to you?
1b. How did you decide to come in?
1c. What do you think caused your problem/concerns?
1d. Why [How] do you think it started?
1e. How serious is your problem/concerns? [How would you ‘rate’ it?]

2 How well do you think the provider listened to and understood what was your problem/
concern and why?
[Restate patient’s words, above… ‘You said the reason you came in was… your concern/
problem is…]

2a. What did the provider ask about your problem? Can you give me an example of how he/she
did this?

2b. Did you think the provider understood your problem? How did you know? [What is important
that the provider understand?]

2c. How did this provider make you feel when he/she was talking with you?
2d. Do you think it matters whether or not the provider was from your same background as you?

3 Were there important concerns/problems you have that you felt were not LISTENED TO or
discussed? What, if anything, would have helped the provider understand your pro-
blems/concerns better? What advice would you give to help the provider understand
better?

3a. What would you have liked the provider to ask you about or ask you further about?
3b. Did the provider ask about your background or not? If yes, can you give me an example of how

he/she did this?
3c. Did you tell the provider about your background? If yes, what did you tell him/her? If no, why

not?
3d. How confident do you feel that the provider understands your problem? Why?
3e. How confident do you feel that the provider will be able to help you?

4 If you were giving advice to a provider on how to build a relationship with you- what advice
would you give him/her?
5 What advice would you give to providers who want to help people with your problem/
concerns?
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