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Abstract

The COVID-19 pandemic brought widespread and notable effects to the physical and mental health of communities across
New York City with disproportionate suffering Black/African American and Hispanic/Latino communities alongside addi-
tional stressors such as racism and economic hardship. This report describes the adaptation of a previously successful
evidence-based community engagement health education program for the deployment of resilience promoting workshop
program in faith-based organizations in BIPOC communities in New York City. From June 2021 to June 2022, nine
faith-based organizations implemented 58 workshops to 1,101 non-unique workshop participants. Most of the workshops
were delivered online with more women (N =803) than men (N =298) participating. All organizations completed the full
curriculum; the workshop focused on self-care and physical fitness was repeated most frequently (N=13). Participants
in the workshops ranged from 4 to 73 per meeting and were largely female. The Building Community Resilience Project
is an easy and effective way to modify an existing, evidence-based community health education program to address new
and relevant health needs such as resilience and stress amidst the COVID-19 pandemic among faith communities serv-
ing BIPOC populations. More research is needed regarding the impact of the workshops as well as adaptability for other
faith traditions.
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Introduction

The COVID-19 pandemic brought unprecedented chal-
lenges to all communities throughout the world. Addition-
ally, the COVID-19 pandemic exacerbated the physical and
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mental health disparities that many members of marginal-
ized communities already experienced [1—4]. Illness and
mortality statistics from states throughout the U.S. show
that members of racial and ethnic minority groups were
disproportionately impacted by COVID-19 [5]. Public and
mental health experts suggested that clinical practitioners
prioritize and address the mental health ramification of the
COVID-19 pandemic when working with communities that
are more vulnerable to COVID-19-related stressors [2, 3].
The physical and social distancing guidelines imposed
to slow the spread of COVID-19 also disrupted the daily
routines and social networks that many people rely on to
navigate crises. Members of marginalized groups may have
experienced additional pandemic-related stressors, includ-
ing race-based discrimination and economic hardship, and
it is likely that members of these groups may have experi-
enced increased feelings of anxiety about the potential that
they or their loved ones could contract COVID-19 [2].
Having a religious or spiritual practice can be a pro-
tective factor against negative physical and mental health
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outcomes, even after a potentially traumatic experience. For
example, studies have found that having a regular religious
or spiritual practice is associated with lower all-cause mor-
tality, a lower risk for developing depression, and a lower
risk for suicidality [6, 7]. Research has also shown that
engaging in religious and/or spiritual practices can help pro-
mote resilience after experiencing a potentially traumatic
event [8].

Churches and other faith-based organizations are an
accessible and effective setting to deliver health-promoting
programs, and many churches have long been essential
community-based partners for delivering health and well-
ness programs to communities that are in high need of
support, are harder to reach, or historically distrust vari-
ous healthcare channels [9—11]. Churches that serve Black/
African American and Hispanic/Latino communities have
historically been sites that host programs to reduce health
disparities [12—14]. Additionally, access to a social support
network, like the network offered by many religious congre-
gations, can foster one’s resilience [15].

In response to the growing need to support communities
who were disproportionately affected by COVID-19 and the
changing needs of these communities due to the pandemic,
the Center for Stress, Resilience, and Personal Growth at
Mount Sinai (CSRPG), a program developed during the
height of the pandemic in 2020 to address stress-related and
mental health needs of hospital staff, developed a commu-
nity-based resilience training program called the Building
Community Resilience Project (BCRP) to provide spiritu-
ally grounded psychoeducation and resilience training to
church congregations.

Method

BCRP built upon two successful initiatives within the Mount
Sinai Health System (MSHS). First, as has been described
elsewhere [16, 17], CSRPG developed and implemented
workshops focused on building resilience in June 2020 to
support the psychosocial needs of the system’s health care
workers. Content for these resilience workshops was adapted
from Southwick and Charney’s work on research-supported
factors that support human resilience [8, 18]. Mirroring
this curriculum, BCRP content addressed five factors: (1)
realistic optimism (“Build Your Hope™); (2) active coping
and facing fears (“Face Your Fears”); (3) self-care (“Mind
Your Body”); (4) social support (“Mind Your Circle”); and
(5) embracing faith and spirituality (“Mind Your Spirit”).
For this program, a sixth module, “Address Social Justice”
was added in consideration of the nationwide attention to
racial inequity advanced by the Black Lives Matter move-
ment starting in 2020, and health care disparities in service
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delivery and outcomes that were apparent to our communi-
ties during the initial waves of the COVID-19 pandemic.
BCRP also builds on our prior success educating community
health advisors to provide medical and mental health-ori-
ented workshops to congregants in faith-and community-
based organizations. This program, Multi-Faith Initiative on
Community and Health (M.I.C.A.H. Project HEAL™) has
been ongoing since 2017 [19, 20]. Like M.I.C.A.H. Proj-
ect HEAL™, the BCRP trained Community Health Advi-
sors (CHAs), members and leaders of the congregations and
faith-based communities to deliver workshop content.

Recruitment and Implementation

Congregations and faith-based organizations already partic-
ipating in M.I.C.A.H. Project HEAL™ were invited to par-
ticipate in the BCRP. In total 10 faith-based organizations
who are engaged in M.I.C.A.H. Project HEAL™ agreed to
participate. The congregations involved in the BCRP are
primarily Christian churches that serve African American
and Hispanic LatinX communities throughout Harlem and
the Bronx, New York. Like MICAH Project HEAL, the par-
ticipating organizations received financial compensation for
every workshop they completed; and had a modest stipend
to purchase any equipment they needed to deliver the work-
shops. Additionally, organizations that facilitated all six
workshops in the BCRP series were given a bonus payment
and a completion certificate.

CHAs were trained to deliver the workshops over three
meetings totaling 5.5 h. Training was led by a psycholo-
gist (JD), psychiatrist (DM), masters-level research coor-
dinator (SS), and doctoral-level health care chaplain (ZC).
In addition to reviewing the context, and opportunities to
practice teaching, CHAs received specific training in how
to handle challenging situations that may arise in a group
meeting involving mental health topics. In total, 35 CHAs
were trained from eight faith-based organizations and one
community-based organization, with 2—8 CHAs trained per
organization. CHAs had to complete all training meetings to
be able to deliver the workshops. CHAs were provided with
a standardized slide deck and facilitator manual containing
the workshop curriculum. The manual included standard-
ized text meant to be read out loud and follow-up prompts
that could be used to further discussion. The general struc-
ture of each workshop comprised a Bible passage, quotes
from secular authors, a brief lay description of the scientific
evidence supporting each resilience factor, and then a dis-
cussion of practices shown to support resilience. Consis-
tent with MICAH Project HEAL, congregations were also
invited to open and close meetings with prayer. Addition-
ally, CHAs were given a pre/post learning outcome survey
at the beginning of the first training session and the end of
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the last training session, using Zoom’s polling feature. The
pre/post learning outcome survey included 12 statements
about the resilience factors covered in the BCRP curriculum
(e.g., “How people think about the challenges they face in
their lives can impact how they feel.” and “Having friends
or family to rely on during stressful times may impact one’s
resilience.”), and respondents were asked whether they
agreed or disagreed with the statement.

Workshops were designed to be delivered virtually via
Zoom as well as in-person if social distancing regulations
allowed [21]. Prior studies have shown successful imple-
mentation of modules and training delivered through a vir-
tual format, including the M.I.C.A.H. Project Heal™ [21].
A Mount Sinai staff member attended workshops to provide
support to the CHAs.

Following the workshop, each CHA completed a form
providing basic information about the meeting, which is
described below. These data were collected and managed
using REDCap electronic data capture tools hosted at the
Icahn School of Medicine at Mount Sinai [22, 23]. RED-
Cap (Research Electronic Data Capture) is a secure, web-
based software platform designed to support data capture
for research studies, providing (1) an intuitive interface
for validated data capture; (2) audit trails for tracking data
manipulation and export procedures; (3) automated export
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procedures for seamless data downloads to common statis-
tical packages; and (4) procedures for data integration and
interoperability with external sources.

Results

The pre/post learning outcome survey highlighted important
changes in CHAs understanding of resilience after learning
the BCRP curriculum. Overall, CHAs had better knowl-
edge about facets of resilience after the training. Specifi-
cally, there was a 15% increase in knowledge that people
who identify as religious manage stress better than those
who do not and a 14% increase in knowledge that spiri-
tuality does not only refer to believing in God. There was
also a 12% increase in knowledge that having a strong role
model helps people to manage stress (see Fig. 1). Informa-
tion regarding the workshops was derived from REDCap
records completed by CHAs after each workshop. Over-
all, 9 faith-based and community organizations completed
58 workshops from June 2021 to June 2022. Over 90% of
workshops began with an opening prayer and all workshops
ended with a closing prayer. Most workshops were deliv-
ered through an online format with approximately 75% of
the workshops delivered virtually via Zoom, 9% in person,
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Fig.2 BCRP Pre-Post Training Knowledge Test Results

Note. Q1 =People cannot be taught to be more resilient. Q2=How
people think about the challenges they face in their lives can impact
how they feel. Q3 =Injustices including racism can negatively impact
resilience. Q4 =Research shows that people who identify as religious
manage stress better than those who do not. Q5 =Realistic optimism
means denying all the negative or unpleasant things that are happening
in your life. Q6 =Having friends or family to rely on during stress-

and 16% in a hybrid format. Approximately 70% of work-
shops were delivered in the evening and lasted just over
an hour (M =66; SD=23.54). The vast majority (94.7%)
of workshops were delivered in English, but 3 workshops
were delivered in English and Spanish. The workshops had
an average of 18 participants per session, with a range of
4-73 participants. There were 1,101 non-unique workshop
participants with a greater number of women (N =803) than
men (N =298) in attendance.

All faith-based organizations completed the 6 workshop
session topics at least once, and one faith-based organi-
zation repeated four of the workshop topics. The number
of conducted workshop sessions by topic can be found in
Fig. 2. The majority (N =39) of workshops were facilitated
by more than one CHA.
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ful times may impact one’s resilience. Q7 =All communities have the
same resources to build resilience in tough times. Q8 =The best way
to deal with something you fear is to avoid it. Q9 =If people have lost
interest in hobbies or things they used to enjoy, its best to not even try
to do them again. Q10=Accepting that things are out of your control
is not a helpful strategy in managing stress. Q11 =Having strong role
models does not really make much of a difference in how people man-
age stress. Q12 = Spirituality refers only to believing in God

Discussion

The Building Community Resilience Project (BCRP) was
developed to address new and relevant health needs of
BIPOC communities during and beyond the COVID-19
pandemic in the New York Metro area. The BCRP curricu-
lum focused on factors that have been empirically supported
to foster psychological resilience. Using the M.I.C.A.H.
Project HEAL™ model for curriculum delivery and com-
munity partnership, the BCRP uniquely delivered well-
being and resilience-focused psychoeducation to faith- and
community-based organizations using a train-the-trainer
model. To our knowledge, the BCRP initiative is one of the
first resilience-focused initiatives developed specifically
for faith-based organizations using lay trained personnel as
program facilitators. Implementation relied both on inter-
nal expertise on psychological resilience and pre-existing
trusted relationships with faith and community-based orga-
nizations, established prior to the COVID-19 pandemic by
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the MSHS M.I.C.A.H. Project HEAL™ team. Due to these
factors, the MSHS BCRP team was able to develop and
deploy the BCRP initiative relatively quickly and at a low
cost. Additionally, the faith- and community-based organi-
zations that participated in BCRP were enthusiastic partners
in the initiative, which contributed to the program’s success.

Given the historical atrocities, current health disparities,
and medical mistrust within BIPOC communities, providing
culturally congruent messaging and developing a trusting
relationship is critical to successful public health initia-
tives [9]. This initiative builds upon the understanding that
church-partnered interventions have a significant impact
on the health of African American and Hispanic/Latino
communities [10, 20] due to the incorporation of spiritual
and cultural contextualization and the trusted relationships
between the CHAs and the community, among other fea-
tures [10, 20]. Specifically, health interventions have been
found to be successful in increasing smoking cessation [24],
mammography [25], weight-loss [26], and healthy eating
[27, 28]. Churches are invested in the health of the congre-
gation and are active partners in health-focused initiatives.

Mental health initiatives with CHAs have also been
impactful, although less often present in church settings.
Barnett and colleagues [29] conducted a systematic review
of efforts incorporating CHAs in mental health interven-
tions. This review found that CHA-delivered interventions
contributed to improved mental health outcomes across a
range of concerns (e.g., depression, trauma, anxiety, sub-
stance use, etc.) and is a promising avenue through which
mental health disparities can be targeted. Further, the meth-
ods outlined in this report is consistent with prominent
implementation supports in the literature [29]. The train-
ing protocol ranged three meetings, including didactics and
role-playing, and included supervision in the form of live
observation. The BCRP has the potential to compound the
effectiveness of such interventions given the consistency
with previous works and additional incorporation of faith
into the intervention itself.

Future Directions

While anecdotal feedback from participating faith leaders
spoke to the effectiveness and positive impact of the BCRP
on the participants involved, further studies are needed to
determine the overall effectiveness of the curriculum and
retention of the skills and concepts learned in the work-
shops for attendees and CHAs. Future studies could exam-
ine the use of various resilience strategies before and after
intervention. The Connor-Davidson Resilience Scale (CD-
RISC) may be used to examine self-evaluation of changes
in resilience traits before and after the intervention [30].
Alternatively, emerging measures, such as the Mount Sinai

Resilience Rating Scale (MSRS) can be used to document
changes in different types of resilience [31]; this scale exam-
ines emotions, thoughts, and behaviors linked to resilience
across seven domains. Such an examination would allow for
important information regarding what facets of resilience
are best targeted by this intervention and the overall effect
on behavioral changes. Regarding long-term effects, studies
may wish to examine the effects of the BCRP in protect-
ing participants from psychological distress following eco-
nomic hardship, discrimination, or major pandemic related
difficulties.

In addition, future initiatives may consider incorporating
linkage to care and examining the effects of the BCRP on
treatment engagement. Hankerson and colleagues [32] have
added connections with mental health professionals to their
church-partnered programs to create a bridge between com-
munity resources and professional mental health treatment.
This bridge is purported to overcome barriers caused by
stigma and increase access to care [32]. Overcoming stigma
through connecting participants with care through a CHA
may greatly benefit underserved communities, given help-
seeking stigma is a major barrier to mental health treatment
and a driver of population health inequities [33].

With respect to reach the BCRP was deployed in pri-
marily Christian churches and has not yet been utilized in
other faith communities. More research and adaptations to
the curriculum are needed in order to assess the program’s
impact on non-Christian faith traditions. One study imple-
menting a community health program across faith settings
used the Ecological Validity Model to adapt their interven-
tion to each faith-based organization by making changes
based on language, engaged persons, use of metaphors, inte-
grating salient values into content and goals, and adapting
program activities [34]. A similar approach may be taken
in partnership with non-Christian faith leaders to create a
BCRP that is culturally relevant and congruent. Further,
Jewish and Muslim communities specifically report more
frequent experiences marginalization and discrimination
[35], and are more often victims of religion-motivated hate
crimes [36]. The BCRP may help to further strengthen indi-
vidual resilience in the face of discrimination.

Overall, the BCRP appears to be an easy, effective model
to potentially promote resilience and well-being in resource-
limited settings among faith communities serving BIPOC
populations. This model is especially effective when pre-
vious, trusted partnerships with faith communities already
exist. The BCRP model can be incorporated into a range of
faith settings and is a sustainable intervention which can be
maintained by the faith organization itself.

Supplementary Information The online  version  contains
supplementary material available at https://doi.org/10.1007/s10900-
023-01193-w.
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