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Foreword 
 

My sister-in-law, Susan Bull, died on 21 December 2022, having been diagnosed 

just a few months earlier with an incurable cancer. Sue graduated from Queen 

Mary College, University of London, in 1979 with a degree in Economics and 

followed this by training as a company secretary and working in the City of 

London. However, she had long been aware of a calling into the church1 and 

within a few years of women being admitted to the Anglican priesthood, she was 

able to pursue her vocation.  

Sue was ordained priest in early 1999 and spent a number of years at St 

Barnabas’ Church, Epsom, as a curate. It was not easy and, like many other 

women priests, at times she faced opposition. But she had a passion for inclusion, 

and especially for welcoming and caring for any and all who suffered from mental 

ill-health. Epsom had been the location for a large cluster of mental hospitals and 

the closure of the hospitals and the introduction of ‘care in the community’ left 

many people with unmet needs; on their behalf she found a new direction for her 

ministry and was appointed as a Mental Health Chaplain in two Surrey NHS 

Trusts.  

From a weekly drop-in for anyone with experience of mental distress – an 

initiative based at St Barnabas’ – the charity, Love Me Love My Mind was born 

and, as a founder trustee, Sue served as Chair of the charity from its beginnings 

until her death, building a strong community and raising awareness through the 

annual Epsom Mental Health and Wellbeing Festival. This event was visited by 

NHS England, acknowledged nationally as a unique community engagement 

model and serves as a pattern for other areas.  

Sue had pursued academic study alongside her work, studying Theology in 

Switzerland early on and later gaining a Theology degree from Dublin. At the 

time of her death, she was working on a doctoral thesis under the auspices of St 

Mary’s University, Twickenham, researching why the church had such a poor 

record in mental health work and looking at a particular outreach project based in 

Epsom. She was subsequently awarded a posthumous MPhil. for the work that 

she had done.  

It seemed important to us as her family, and to her doctoral supervisor, that 

her work and its conclusions should be made available to others and I have 

therefore taken up where Sue left off in order to share her findings. What I had at 

my disposal consisted of what she had drafted by late 2022 – this approximated 

to chapters 1, 2 and 4 below – together with the material she had gathered from a 

 
1 In all that follows the word ‘church’ has only been given an initial capital letter where either a denomination 

(e.g., the Catholic Church; the Church of England) or a specific, named congregation or building is referred to 

(e.g., St Barnabas’ Church). 
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number of questionnaire-based surveys and the transcriptions from a series of 

interviews.  

I have attempted to draw together Sue’s findings as an evaluation of the 

work undertaken in Epsom and I hope that all the many people who helped her 

by participating in the study, together with those who supported and encouraged 

her, will be interested to see the results of this study. Particular thanks are due to 

her university supervisor, Professor Peter Tyler of St Mary’s University, 

Twickenham. 

It is hoped that this will be a useful resource for other faith communities 

seeking to minister to people with particular needs in their own areas and that its 

reflections on the impact that the Covid pandemic had on the work of the church 

– something also having much wider implications than just in a particular Surrey 

parish – will also prove helpful for the future. 

 

Nicky Bull 

December 2024 
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Summary 
 

To evaluate the work of a small, local charity as it cared for residents of the area 

who had suffered or were suffering from mental distress, a period of study and 

research was first carried out, followed by the planning of a combination of 

survey questionnaires and structured interviews. Between the planning and 

execution of the work, the Covid-19 pandemic intervened and so the questioning 

was adjusted to reflect the imposition of social distancing and other restrictions. 

The fieldwork went ahead, starting in the latter part of 2020 and finishing in early 

2022. Seventy-three questionnaire responses were received and 24 individuals 

were interviewed. 

The results demonstrated very clearly the value that participants placed on 

the work of the church-based charity and how beneficial it can be for churches to 

carefully consider a range of issues in order to be places of welcome for those 

who suffer from mental distress. The findings provide pointers towards the type 

of initiative that local churches could set up or collaborate with in order to provide 

better integration and socialisation for people who may feel hesitant about joining 

things that are less tailored to their needs. They also illustrate how the physical 

spaces used by faith communities may need to be adapted both for worship 

services or for other activities. 

The desire to be listened to was very high among the needs identified and 

both in the work of Love Me Love My Mind (LMLMM) and in conducting this 

study, Susan Bull and her fellow volunteers have, above all else, given a ‘voice 

to the voiceless’. 
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1. Introduction 

 

We do not know why a female patient left Horton Psychiatric Hospital one day 

in the early 1970s. She walked to St Barnabas’ Church in Epsom. Somehow, she 

gained access to the newly built gallery. She climbed over the railings and fell to 

her death on the tiled floor below. 

Her body was found by one of the churchwardens, who left the church to 

call the emergency services. While she was gone, another parishioner came into 

the church and saw the body. The vicar at the time, Fr Michael Godwin, was 

visiting in the parish and was not told about the death until later in the day. He 

was asked to attend the inquest but has no further memory of the event.2 At the 

time, this tragic incident was kept very quiet. Members of the congregation were 

not told, and a later vicar was only informed ‘in confidence’ by a churchwarden. 

However, the story of her suicide was to shape the future of the church and helped 

bring into being this study.3 

 

Epsom’s Situation: History of Psychiatric Hospitals 

Epsom has been known as a place of healing since the 1600s, when it became one 

of the first spa towns in England, and Epsom salts, still on sale for medicinal 

purposes, were originally prepared by boiling down mineral waters which sprung 

at Epsom.4  
Being involved in health and potential healing continued when, in 1896, 

the first of five large psychiatric hospitals, known as the Epsom Cluster, was built 

to alleviate the pressure on the overcrowded asylums in London.5 By 1925, the 

Asylums of Long Grove, Horton, West Park, St Ebba’s and Manor made up the 

single largest psychiatric facility in the world.6 

The hospitals provided work, recreation, friendship and often some 

measure of healing. They were set in parkland as their Victorian planners felt that 

such an environment would provide a healing contrast to the challenges of inner-

city living. They were also positioned on the edge of communities, hidden away 

from the rest of society. The population of Epsom doubled with the arrival of the 

hospitals. Many people worked in the Cluster or had a member of their household 

working there. Others saw the streams of patients walking into Epsom on a 

 
2 Conversation with Fr Michael Godwin, February 2020. 
3 The Suicide Act 1961 decriminalised the act of suicide in England and Wales so that those who failed in the 

attempt to kill themselves would no longer be prosecuted. However, the stigma of mental distress and suicide 

was still very prevalent. The secrecy that surrounded the suicide may have come from a desire to protect the 

reputation of the church. 
4 ‘Epsom’, 07/08/2020 https://en.wikipedia.org/wiki/Epsom .  
5 ‘Epsom Cluster’, 09/12/2019 https://en.wikipedia.org/wiki/Epsom_Cluster . 
6 Jacobson, R. (2016), ‘Mapping the location, design and decline of London’s psychiatric asylums (1831-2012)’, 

Journal of Maps, 12:4, pp684-694.  

https://en.wikipedia.org/wiki/Epsom
https://en.wikipedia.org/wiki/Epsom_Cluster
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Saturday afternoon and heard the sirens when a ‘dangerous’ patient had escaped. 

People living on the other side of Epsom could remain oblivious to the existence 

of the hospitals. 

Major change came to the Cluster in the years after the Second World War 

as scientific research enabled the development of effective psychiatric 

medication. Anti-psychotic drugs for the treatment of schizophrenia, and anti-

depressants, enabled people who had been long-term residents in the Epsom 

Cluster to receive more freedom in the hospitals and sometimes to be discharged 

into the community.7 These changes and the development of other approaches to 

mental health care enabled a debate about the validity of institutional care to 

begin.  

This debate led to the widespread criticism of institutional care during the 

1960s and 1970s. By the late 1960s the critics argued that closing the large 

hospitals and placing people in the communities from which they had originally 

come from would provide financial savings and a better quality of care. One 

outcome of this debate was in March 1982, when a Department of Health and 

Social Security inquiry was instituted into under-used and surplus property in the 

National Health Service.8 In 1983 Care in the Community was introduced ‘after 

the Audit Commission published a report called “Making a Reality of Community 

Care” which outlined the advantages of domiciled care’.9 

However, there was concern for people leaving long term institutional care 

and receiving insufficient support in the community in which they had been 

housed. In 1983 Lord Molloy quoted a report from the Richmond Fellowship 

‘Many people do recover from severe mental illness and are pleased with the care 

they have received. However, it is clear to members of the inquiry that services 

generally fall woefully short of achieving the quality of life for the mentally ill 

and their families that was envisaged when the run-down of the large hospitals 

began with such a fanfare.’10 In January 1998, the Labour Health Secretary, Frank 

Dobson, said the care in the community programme launched by the 

Conservatives had failed.11 

 

Proximity to Cluster 

Each of the hospitals had a chaplain and chapel which were available to all 

members of staff and patients. Some of the local churches made connection with 

 
7 Marston, H. (2013), ‘A Brief History of Psychiatric Drug Development’, British Association for 

Psychopharmacology, https://www.bap.org.uk/articles/a-brief-history-of-psychiatric-drug-development/ . 
8 ‘Mental Hospital Closures: Epsom’, 22/02/2024 https://hansard.parliament.uk/lords/1983-12-

07/debates/63885979-6c03-4c09-96af-4ba748d4110a/MentalHospitalClosuresEpsom .  
9 ‘Care in the Community’, 20/08/20 http://www.en.wikipedia.org/wiki/Care_in_the_Community .  
10 ‘Mental Hospital Closures: Epsom’, 22/02/2024 https://hansard.parliament.uk/lords/1983-12-

07/debates/63885979-6c03-4c09-96af-4ba748d4110a/MentalHospitalClosuresEpsom . 
11 20/08/2020 http://www.en.wikipedia.org/wiki/Care_in_the_Community#Aims_of_the_policy .  

https://www.bap.org.uk/articles/a-brief-history-of-psychiatric-drug-development/
https://hansard.parliament.uk/lords/1983-12-07/debates/63885979-6c03-4c09-96af-4ba748d4110a/MentalHospitalClosuresEpsom
https://hansard.parliament.uk/lords/1983-12-07/debates/63885979-6c03-4c09-96af-4ba748d4110a/MentalHospitalClosuresEpsom
http://www.en.wikipedia.org/wiki/Care_in_the_Community
https://hansard.parliament.uk/lords/1983-12-07/debates/63885979-6c03-4c09-96af-4ba748d4110a/MentalHospitalClosuresEpsom
https://hansard.parliament.uk/lords/1983-12-07/debates/63885979-6c03-4c09-96af-4ba748d4110a/MentalHospitalClosuresEpsom
http://www.en.wikipedia.org/wiki/Care_in_the_Community#Aims_of_the_policy
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the hospitals and provided some spiritual and pastoral care. For example, the 

Anglican parishes neighbouring the cluster were linked with individual hospitals 

to provide cover for the hospital chaplaincies.12 St Barnabas’ was linked with 

Long Grove Hospital and several members of the congregation were also 

involved with the Friends of Long Grove Hospital – other parishes were linked 

with the Manor and West Park.  

With the expansion of the hospitals from the end of the 19th century, there 

was a major period of low-cost house building in the area of Epsom that was to 

become St Barnabas’ Parish. As part of this, a new church, dedicated to St 

Barnabas, was built in Hook Road in 1899. By 1908 this building had become 

too small and a new St Barnabas’ Church in Temple Road was built and dedicated 

in June 1909.13  
 

Diversity of Parish 

With the large number of low paid employees required to staff the many hospitals 

there have been large labour immigrations into Epsom. These reflect recruitment 

drives by the hospitals in various parts of the country, particularly during times 

of depression, and, with the NHS in post-war Europe and later Commonwealth 

countries. This means that many present-day residents can be tracked back to 

successive waves of incomers from London’s East End, traveller families settling, 

the Welsh Valleys, Tyneside, Ireland, post-war Italy and Spain and Mauritius.  

Mostly these workers came to live in St Barnabas’ Parish with its cheap 

housing and those who were churchgoers who attended St Barnabas’ provided 

another link between church and hospitals. 

  

Deprived Area 

St Barnabas’ Parish is literally ‘the other side of the tracks’ and the railway line 

cut it, and the hospital cluster, from the centre of the town and the affluent 

southern suburbs. Indeed, the railway embankment makes almost the other side 

of a wall with only two access routes under low railway bridges. The sharp socio-

economic divide between St Barnabas’ Parish and the rest of Epsom is a 

significant part of the church’s distinctiveness and connected to its openness to 

mental health issues which so often have socio-economic roots.  

 

 

 

 
12 This practice continued until the late 1980s.  
13 Epsom and Ewell History Explorer, 2010 https://eehe.org.uk/29869/stbarnabas/ . This church with its 

proximity to the Cluster was to have a central role in the development of mental health care in Epsom in the 21st 

century. 

https://eehe.org.uk/29869/stbarnabas/
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Closure of the Cluster Hospitals  

One of the outcomes of Care in the Community was that many former patients 

were locally discharged into group homes in Epsom – in particular in St 

Barnabas’ Parish. These patients often found themselves bereft of their former 

support groups in the hospitals. Some began to look for other social encounters, 

which included visiting St Barnabas’ Sunday worship which led to further contact 

with the parish priest. A number began to regularly attend a weekday service at 

St Barnabas’ Church. The vicar at the time, Revd Michael Preston, began to 

provide coffee after the service and listen to the life stories of those who attended. 

From this small beginning there has developed what is now a very significant 

mental health community support project.  

There has been discussion about whether the church is good for mental 

health. Sadly, I have heard many stories and opinions which say that most of the 

time most church communities are not helpful.14 I hope in this research to find 

out whether this is so and, if so, why and what may help. 

 

St Barnabas’ Clergy 

Revd Michael Preston was appointed as vicar of St Barnabas’ in 1986 and had 

grown up in an era of developing Christian pastoral care. Michael had some 

previous psychotherapeutic training and had been influenced in particular by the 

work of Frank Lake, another of the pioneers of pastoral counselling in the United 

Kingdom.15 Lake wanted to enable clergy to have a better understanding and 

acceptance of the psychological origins of their parishioners’ emotional 

challenges, believing that the first trimester of embryonal development was the 

most important part of a person’s life. In 1962 he set up the Clinical Theology 

Association, now the Bridge Pastoral Association. It seeks to help people 

understand themselves so that they may then begin to understand others.16  

Michael had been through some of the deep waters of life and people 

instinctively sensed that here was someone, although they didn’t know why, who 

understood about the pain of life and the search for meaning. He brought these 

gifts and training to the service of Epsom and more specifically to St Barnabas’ 

Church. What was it that enabled him, at a time when there was so much stigma 

and fear around mental distress, to make the former patients welcome and provide 

hospitality to them. Or what was it that stopped most churches from doing so? 

 
14 This will be considered in depth later. But for example, a quote from an anonymous author in Morris, C. 

(2018), Whispers in the Pews: Voices on Mental Illness in the Church. South Dakota: Llama Publishing, p63. 

‘But I had some challenges with what he shared from the pulpit too… When I left church that morning, I felt 

less-than. Lazy. Faithless. I felt as though I’d failed.’ 
15 Lake, F. (1991), Clinical Theology: A Theological and Psychological Basis to Clinical Pastoral Care. 

London: Darton, Longman & Todd. 
16 http://www.bridgepastoral.org.uk/ . 

http://www.bridgepastoral.org.uk/
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People have been accused of being demon possessed when they have a 

mental illness or of having insufficient faith or inner strength when they are 

feeling depressed or despairing. What could or should be the church’s response 

to mental distress? There may be contrasting views. In Whispers in the Pews 

Chris Morris suggests that ‘Mental illness is still a dirty little secret in the church’ 

and that ‘churches can become safe places for the mentally ill.’17  

There was a broader question needing to be addressed by Michael and that 

was what would be the role of the church in a new millennium when it was 

becoming apparent that ‘the old ways’ of doing church were no longer appealing 

or attractive to most people. As a part-time curate, I came in 1998 with a ‘can do’ 

attitude, a deep knowledge of some of the pains of life, and a rather reckless desire 

to make the church more accessible to more people. I had also come from a church 

where the incumbent18 was the Guildford Diocesan Advisor on healing and went 

on to train at Metanoia.19 I had worked with him for a number of years as Pastoral 

Assistant and Churchwarden and had attended a Gestalt week. 

 

Providing the Environment for Change to Happen 

When the Epsom Cluster was proposed, the architects competing to build the 

asylums each had their own vision of what would constitute the most therapeutic 

environment.20 A similar process took place at St Barnabas’ with a sense that the 

worship, the building and the people all needed to be transformed. The worship 

was the essential heart of the church’s life, that which distinguished it from a club 

or a hobby. There was a realistic sense that the congregation would never be large 

but would always be central to the life of the building. There was also a sense that 

society was entering into a more flexible state of being. Some of the old traditions 

and certainties had gone and the building needed to reflect this new flexibility. 

How God was seen and envisioned was also changing. Was there another way of 

being church, of enabling everyone to be in equal connection with God and one 

another in worship? The seating arrangements needed to be transformed: instead 

of sitting in rows, people could sit in a circle, the people of God gathered together 

and able to be aware of the Body of Christ in a new way. 

Nothing could change without the agreement of the congregation and their 

agreement for change was enabled by a principle which remains fundamental to 

the continuing mental health work. Everyone was invited to a day of reflection in 

the church hall and everyone was given the opportunity for their voice to be heard, 

 
17 Morris, C., 2018, ‘Two things I learned about the Church in a Psych ward’, in C. Morris (ed.), Whispers in the 

Pews: Voices on Mental Illness in the Church. South Dakota: Llama Publishing, pp70-71. 
18 Revd Mark Wilson was vicar of Christ Church, Christ Church Road, Epsom from 1981 to 1996.  
19  02/09/2020 https://www.metanoia.ac.uk/ . 
20Jacobson, R. D., 2016, ‘Mapping the location, design and decline of London’s psychiatric asylums (1831-

2012)’, Journal of Maps, 12:4, pp684-694.  

https://www.metanoia.ac.uk/
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their opinion honoured. There was time to consider as individuals and as a group 

whether we were people who were adventurous and valued change at one end of 

the spectrum, who really disliked even the idea of change at the other end, or 

somewhere in between. The (to me) surprising decision by all present was a 

universal desire for a nave altar for some or all of the time. This one decision 

enabled the door to be open to the rest of the change that would follow. It led to 

the inside of the church building becoming a very flexible and modern space 

which helped enable the mental health work to take place.21  

All members of the congregation were invited, if reading was their thing, 

to read Re-pitching the tent by Richard Giles.22 His exploration of the importance 

of space and its healing qualities resonated with what was happening at St 

Barnabas’. People were also invited to visit a couple of other churches which 

were also exploring church and architecture. 

At the same time, there was a weekly opportunity for any members of the 

church to meet together to discuss possible ways forward, to wait upon the Lord 

in silence and to share any words that may have been given at that time. On one 

occasion the word ‘healing’ was given and this became a guiding word in the 

journey ahead. Did the work partly develop because of the background history of 

the town, both in sickness and in healing?  

It was a long and challenging road to enable the development of the 

building. The former hall, separated from the church, was sold and the proceeds 

partly paid for the work to the church building. Glass doors replaced the solid 

wooden doors so that people could see inside and not have the fear of opening a 

door into an unknown inside. The colour of the entrance floor was similar to the 

colour of the ground outside so that there was some sense of familiarity in 

entering the building. A new hall was built onto the front of the church. In the 

worship space, most of that which was fixed – chairs, choir stalls, reredos – was 

removed to enable a flexible, light and welcoming space to all.  

The progress to change was gradual. At first there was a temporary altar 

placed by the choir stalls and then that altar was moved to the bottom of the choir 

steps, and the chairs placed around in a horseshoe shape. It was only a matter of 

time before a temporary central altar with all gathered around became a reality. 

 
21 Apart from the pillars, very little remained of the original inside of the worship space after the reordering. The 

flexibility enabled activities for the drop in, meals, and the Epsom Mental Health and Well-Being Festival to 

take place as well as many other church and community activities. 
22Giles, R., 1997. Re-pitching the tent. Re-ordering the church building for worship and mission in the new 

millennium. Norwich: The Canterbury Press Norwich. A precis of the book from the back cover: ‘Canon Giles 

sets out the story of God’s pilgrim people who, down the centuries, have camped out in many different kinds of 

“tents of meeting” in their attempt to know and make known the unknowable. He shows how the design, layout 

and symbolism of the place of Christian Assembly speaks powerfully of our concept of God and of ourselves as 

a community of faith. The purpose and use of the church building is discussed, and practical guidelines given on 

all aspects of its refurbishment as a centre for renewed liturgy and Christian social action into the next 

millennium.’  
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No longer was God symbolically ‘up there’ at the high altar but in the midst of 

his people, with everyone being an equal distance from the altar. And a flexible 

worship space began to enable flexible worship and a more welcoming attitude 

to all. 

Some of the people who began to attend the services had very specific and 

sometimes very vocal needs. Potent situations in the worship were facilitated by 

a theology of lament – that every human being can be in the darkest of places 

where the only response is to cry out in rage, fear and pain – and by the experience 

of a Frank Lake Experiential group.23 People soon began to realise that fear – of 

the other and of what the other may trigger within ourselves – and stigma were 

unhelpful attitudes. Acceptance and welcome began to be more prevalent, 

together with a realisation that there was no ‘us’ and ‘them’: all people are on a 

spectrum of mental health and anyone can be pushed into the brightest heights or 

the darkest depths within seconds. 

It was an experience of great darkness that enabled the next part of the 

mental health journey. People had always shared their problems with me and I 

thought that this was normal. But one day at a Bible study I reflected on the 

parable of the person who finds a pearl of great price and sells everything to 

obtain it.24 I realised that I had been given the pearl of people wanting to speak 

with me and I offered it to God. I received an invitation to apply for a part-time 

position as a trainee mental health chaplain. It was also the beginning of many 

years of challenge and darkness. And yet, without that experience of despair I 

would not have been able to sit alongside many, many people experiencing the 

darkest of nights for difference reasons. Places where there seemed to be no hope, 

no light. It also gave me the opportunity to reflect on what may be helpful when 

nothing is helpful. At first, I concurred with people who said that everything was 

my fault and then I began to reflect on what was helpful and what was not at times 

of despair. 

When starting work on the acute psychiatric wards I realised that many 

people had a strong faith but were hesitant to attend a church because they felt 

that they would be rejected. Likewise, I knew something of the stigma against 

 
23As a medical doctor Dr Frank Lake, born in 1914, became concerned when setting up a psychiatric unit, with 

what he called ‘a variety of imponderable emotional factors which I had never been taught to think about 

seriously before’. He (later) discovered the extent of emotional problems among clergy, who did not appeal for 

psychiatric help at that time except in complete desperation. Their own limitations, combined with a lack of 

proper preparation in the seminaries, meant that many pastors were ill equipped to listen to the deepest concerns 

of their parishioners. In his text, Clinical Theology, published in 1966, Frank Lake defined his subject as 

theology rooted in the love and power of God but ‘meticulously observant of the sound practice of psychiatry 

and psychotherapy’. His book was the foundation for the seminars offered in eleven diocesan centres by Lake 

and his team of pastors and psychiatrists in 1958. There was also the experiential nature of the seminars, which 

homed in on real problems and involved every one of the seminar members. The confidentiality of the groups 

made such sharing possible and bound members together. 2011, Bridge Pastoral Foundation. 
24 Matthew 13:45-46. 
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mental distress that existed in society. It seemed important that a bridge be built 

to enable all to be welcome in church and all to face their fears about mental 

distress. Those fears may occasionally be grounded in reality, when someone in 

extreme mental distress hurts another person, but statistically people in mental 

distress are far more likely to hurt themselves than another person. So, why the 

fear? Partly it may be provoked by press articles that can increase fear.25 

Thankfully a greater understanding has developed in the last 15 years that has 

seen a reduction in such headlines. There is also the fear of not knowing what to 

do when someone is in mental distress. We know what to do if someone is 

physically unwell – offer comfort, call for help if necessary – but what if they are 

mentally unwell? Again, thankfully, there are now mental health first-aid 

schemes and a greater openness about mental health issues, which may help.26 

But there still may lurk the fear of feeling or looking stupid if we do not know 

how best to respond to the person in distress. And perhaps the major fear is the 

understanding, owned or not, that any one of us may find ourselves standing on 

the edge of the abyss of mental distress and not know whether we will cope, 

whether we will survive, or whether we will be more likely to plunge headlong 

into it if we are in touch with people who are already in that place.  

To reflect on these issues a small group of people of faith – Jewish, Sikh 

and Christian – began to meet at St Barnabas’.27 We discussed whether it would 

be possible to enable the diverse and very busy mental health teams to make 

connection with one another and to see what we as people of faith could do to 

bring about change. In one of the meetings an elder from the United Reformed 

Church in Redhill, suggested that a title for what we were about was ‘Love Me 

Love My Mind’ (LMLMM) and there was unanimous agreement.  

At that time the manager of the Brickfield Centre in Epsom said that one 

of their weekly mental health drop-ins was closing due to a lack of funding.28 He 

 
25 ‘The Sun was last night forced into a humiliating about-turn following a storm of protest over a front-page 

headline that labelled former boxer Frank Bruno “bonkers”, after he was taken to a psychiatric hospital. In the 

first edition of the paper the front page splashed with the headline “Bonkers Bruno Locked Up” above a story 

that labelled him a “nut”, prompting a storm of protest from readers and mental health charities. Realising it had 

misjudged the public mood, the Sun’s editor, Rebekah Wade, was forced into a climbdown, changing the 

headline to read, “Sad Bruno in Mental Health Home”, with the accompanying story labelling him a “hero”.’ 

Guardian, 23/09/2003. 
26 Mental Health First Aid training came to England in 2007. It was launched under the Department of Health: 

National Institute of Mental Health in England (NIMHE) as an aid to improving public mental health, 

20/08/2020 http://www.ouchtraining.co.uk/courses/mental-health-first-aid/# . 
27 The other members of the group were Michael Preston, the vicar of St Barnabas’; Narinder Ranger, a Sikh 

with many years of experience working in mental health in the community; Danny Rich, a rabbi who was Chair 

of Liberal Judaism in England and a part-time mental health chaplain; and Anne Richardson, who was a carer 

and a part-time Learning Disability chaplain. All had some connection with the local mental health trust and a 

desire for new ways of thinking in mental health care. 
28 The Brickfield Centre is a building, initially funded by Social Services, which provides social support and 

therapy for people experiencing mental distress. That work continues but it is now predominantly a place where 

people meet with their psychiatrists and mental health workers. David Bell, the manager in the early 20th 

http://www.ouchtraining.co.uk/courses/mental-health-first-aid/
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also felt that none of the churches in Epsom were involved with mental health. I 

met with him on a couple of occasions and then some members of St Barnabas’ 

began to attend the drop-in to see what was involved. A group of six people 

formed the first Monday drop-in in September 2006. The rules were simple: no 

knives; no guns; no non-medication drugs; respect for each other. The format 

remained the same for almost 14 years: an opportunity to begin the time with 

refreshments; share the joys and sorrows of the week if we want; celebrate 

birthdays; partake in an activity chosen by the group; and enjoy a home-cooked 

meal together. Hundreds of lives were touched by the group over the years and 

many of the original group remain.  

In March 2020 the group met for the last time before the lockdown caused 

by the Covid-19 pandemic. It was agreed that there would be a weekly connection 

with each member. As most members do not have internet access, it was decided 

that there would be weekly correspondence which would contain, as far as 

possible, the essential attributes of the group: a sharing of joys and sorrows and 

general news; an edible treat; and an activity, if possible. The months of not 

meeting brought to light the importance of the group. Members of the group said, 

‘It fills me with sorrow to see the church doors closed and the drop-in not meeting. 

I am a people person’; ‘The drop-in offers a change of environment, the 

opportunity to meet people in a friendly group.’ But the weekly newsletter was 

very much appreciated as a way of keeping in touch and ‘it is a beacon of light in 

a dark time’. 

I recently heard someone say that they wanted to set up a similar group in 

their own church but had been told that there must be professional mental health 

workers running it. I was sad to hear that, for the strength of the drop-in is that it 

is enabled, on as level a playing field as possible, by people who know their own 

vulnerabilities and have no specific mental health training. The original 

volunteers from the church had learnt some acceptance of the diversity of 

humanity and that any behaviour was not considered strange but was known to 

have meaning for the person doing it. A level of knowledge developed that any 

human being can find themselves living on the streets, in addiction, or 

experiencing psychosis. A helpful response may often be to provide a safe and 

peaceful environment where pain can be heard and where all may be treated with 

respect, love and compassion.29 People who have been involved in the mental 

health systems for years value the fact that the group is open and that people are 

 
century, offered support and supervision to the volunteers during the first years of the St Barnabas’ Monday 

drop-in.  
29 In Whispers in the Pews, p11, Aaron J. Smith writes, ‘You don’t have to know what to do – just be present… 

Being present is one of the most powerful things that can be done in the face of mental illness. It doesn’t entail 

much more than your physical body being in the same room as the person you are being there for. It’s a 

statement of love and compassion, of caring and acceptance.’ 
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free to share as much or as little as they want, and to participate as much or as 

little as they want. In 2006 a consultant psychiatrist30 said that ‘... what you are 

doing is very simple but it does save lives’. If it was so simple, why were other 

church communities not doing it? 

One evening a stranger came to the drop-in. This was not an unusual 

occurrence. We were talking when suddenly he said, ‘I have to leave.’ One of the 

drop-in children had arrived and the stranger told me that he had recently been 

released from prison for child abuse. He had undergone extensive therapy and 

was more aware of his strengths and vulnerabilities than many people that I had 

met. Part of his awareness was that he could never be in the same room as a child. 

I never saw him again. I reflected on this experience and on another when I had 

been a churchwarden at a different church. A few people in the church had been 

officially notified that a sex offender had been released and was wanting to attend 

church. It was my job to welcome him and to make sure that the children were 

kept safe. 

I went to another mental health unit in Epsom which used to provide 

therapy to sex offenders. They had ceased to do so but there were many people 

there in long-term residential care who had very little connection with the 

community. And so the Wednesday morning drop-in was born. People may arrive 

in time for the service of Holy Communion or for the refreshments, conversation 

and singing which was the chosen format for the time. 

 

Epsom Mental Health Week 

The group that created Love Me Love My Mind (LMLMM) decided to hold a 

talk to address one of the issues very prevalent in psychiatry: ‘I hear the voice of 

God: mental delusion or religious fervour?’ In a church environment a person 

could say that they felt God was calling them to do something and they would be 

listened to, prayed for and encouraged as appropriate. The same person saying 

the same words on a psychiatric ward could find themselves sectioned for another 

fortnight. The invitation went out to all mental health professionals, carers and 

people using the mental health care system in Epsom. We decided to hold it on 

14 February, the day of love, and to offer people a meal, to have time to relax and 

to share with people. We wondered if anyone would come. As car after car drove 

into the car park we realised that there was something on offer that people were 

looking for. And another part of the DNA of the mental health work was begun: 

we offered food and hospitality freely to a sometimes stressed and over-busy 

community, to offer an oasis and place of acceptance to all.31 

 
30 Dr Jim Wilson, Consultant Psychiatrist and then Consultant Psychotherapist.  
31 From the wedding at Cana (John 2:1-11) to the Last Supper (Luke 22:19-20), the importance of shared food 

and time to be part of something larger than ourselves is seen in the Gospels. Many people value the chance to 
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Later in 2007, we held another talk: ‘Would Saul be sectioned if he was 

alive today?’ Again, people arrived: atheists, agnostics, people of any faith and 

no faith. And afterwards someone said, ‘You should organise a mental health 

week.’ At that time there were no such things, but I had a sense in my soul that 

this was why I had been called to live in Epsom. 

The beginning of Epsom Mental Health Week, now Epsom Mental Health 

and Well-Being Festival, was a time of creativity and cheekiness. We had no 

blueprint and very little idea of what we were doing. We had little equipment but 

quite a lot of boldness in asking people to come and speak. We met with an 

enormous amount of undeserved goodwill and generosity of spirit. Attendance 

was not huge in the first week and yet there was so much positive feedback that 

we decided to do it the next year, and the next, always linking into World Mental 

Health Day on 10 October. Every year there were new challenges and new 

delights as the work began to grow. A consultant psychiatrist said from the 

beginning that it was unique, special, that he had done the research and it did not 

exist anywhere else in England.32 I heard what he said but did not appreciate the 

magnitude until 2019 when I went to a day conference about mental health and 

the church after the Festival. I realised then that we were doing something unique, 

not least in enabling everyone to have an equal place ‘at the table’ and an equal 

say. Rather belatedly I asked the psychiatrist what his feelings were about the 

work. These are some of his thoughts: ‘You have brought mental health into the 

open and made it clear that mental distress is not something to be ashamed of, 

that it is acceptable. You have enabled people to speak openly about suicide and 

other taboos in the public domain whereas the history of psychiatry is that people 

in mental distress are either locked away (in institutions) or used as objects of 

entertainment and ridicule.’ He felt that the week provides an experience in a 

thoughtful way, not in your face, not threatening, accessible. People are also not 

scared to face the root of the problem, to enter into exploration of what is going 

on, and to be in the rock-bottom place where change can take place. The charity 

is not aligned to any pharmaceutical company and reflects on the number of 

people currently taking anti-depressants in the UK. It is willing to think and act 

outside the box.33 He felt that what LMLMM does is very subtle, by offering real 

understanding and insight instead of using jargon and missing the point. It 

detoxifies mental health. It is not at all complicated but is very challenging: 

  

 
share the joys and sorrows of life during a shared meal. This may be particularly important for people who 

rarely have that opportunity. 
32 At the beginning of the creation of Epsom Mental Health Week, Dr Wilson did an internet search and could 

not find another similar event in England.  
33 In conversation with Dr Jim Wilson, February 2019. 
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A condition of complete simplicity 

(Costing not less than everything). 

And all shall be well and 

All manner of thing shall be well 

When the tongues of flame are in-folded 

Into the crowned knot of fire 

And the fire and the rose are one.34 

 

At one stage there was a desire from the Diocese of Guildford for St Barnabas’ 

to become ‘a mental health church’. This was not pursued: the church did not aim 

to be ‘a mental health church’ but a church seeking to live out the Christian life, 

which, in worship, prayer and community, can hold both the depths and heights 

of life in trusting relationships and loving acceptance. 

LMLMM has sought to demystify mental health. It is messy work, but 

LMLMM is not scared of being in the mess. Grey areas can be challenging to 

churches’ desire to appear to have clean hand and do things correctly. I would 

suggest that the church will be messy when church is really happening. 

There have been many changes since the work began: young people 

experiencing less stigma but more pressure from social media; and churches now 

beginning to speak about what they do about mental health, which is encouraging 

but may not quite be the same as – not us and them, but all of us. 

  

 
34 Eliot, T., 1963. Collected Poems 1909-1962. London: R. MacLehose and Company Limited, pp222-223. 
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2. The Research – Questionnaires 
 

The title of this book, Voices of the Voiceless, came to me after my mother had 

been very badly treated in a nursing home. It seemed that those who are 

particularly vulnerable often do not have the opportunity to have their voices 

heard. In some ways the pain of that time caused me to keep backing away from 

pursuing the work. But then courage overcame fear. I realised that it was unlikely 

that anyone else would want to use St Barnabas’ as a case study in an examination 

of the role of the local church in good mental health care. I planned to use the 

2020 Festival as a major source of research data and I knew that I had to create a 

robust methodology, to enable the research to take place.  

And then came Covid-19.  

Churches were closed and the 2020 Festival looked unlikely to happen. 

However, when the way forward seemed unknown and rather bleak, LMLMM 

was offered free use of an online streaming platform. As well as enabling the 

Festival to happen, this also meant that all participants would have easy access to 

any research questionnaires that I chose to post there. Interviews could take place 

online and be recorded. The research once again seemed possible. 

As part of the methodology, I needed to ensure that the research would 

comply with the new Covid-19 ‘University Requirements When Recruiting 

Participants’, to ensure that everyone was kept emotionally and physically safe 

during and after any interview process.35  

I then had to research and choose the most helpful methodology for the 

study. There seemed to be so many choices. In Fundamentals of Quantitative 

Research Dr Suphat Sukamolson writes that it is not easy to say how many types 

of research there are because different researchers may use different criteria to 

classify research types.36 The methodology used in a research project ‘should 

include what information will be collected and how to enable the research 

question to be answered’.37 Whatever method is used, Gilbert suggests that the 

researcher who has reflexive passion may be able to offer good research and thus 

‘make a difference in a world that clearly needs changing’.38  

I began with the fundamental choice of quantitative or qualitative analysis 

– or both and more. There are several types of quantitative research, including 

survey, correlational, experimental and causal-comparative. ‘Quantitative 

research relates to the gathering and analysing of measurable data. It has to do 

 
35 08/2020 http://simmspace.stmarys.ac.uk/Pages/coronavirus.aspx . 
36 Sukamolson, S. (2007), Fundamentals of quantitative research. Thailand: Chulalongkorn University, p1. 
37 Gilbert, P. (2011), Spirituality and Mental Health. A handbook for service users, carers and staff wishing to 

bring a spiritual dimension to mental health services. Brighton: Pavilion Publishing (Brighton) Ltd., p58. 
38 Gilbert, P. (2011), p60. 

http://simmspace.stmarys.ac.uk/Pages/coronavirus.aspx
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with statistics, numbers, quantities and that which can be generalised across 

populations. Data gathered through quantitative research is assumed to be 

generalisable (applies to all people with the same characteristics), replicable and 

disprovable.’39 

An essential attribute of quantitative analysis is its ‘top-down’ approach. 

A researcher will have one or more hypotheses, which will be tested by collecting 

and analysing data from a representative sample in the most objective way 

possible. This could provide an empirical descriptive statement about what the 

reality of the researched situation is, rather than what ought to be the case. Part 

of the ethos of quantitative analysis is that researchers would seek to ensure that 

the results would not be affected by their own presence, behaviour or attitudes. 

This would require the researcher to be as detached as possible from their work 

and use highly objective methods. And so the epistemological assumption – the 

relationship between the researcher and the researched – would be that the two 

would be independent.40  

Qualitative research covers a wide range of methods, such as interviews, 

case studies, ethnographic research and discourse analysis. It can provide ‘a 

picture of the attitudes, values, perceptions and understanding that surround 

people’s experiences within a particular area’.41  

Qualitative researchers do not have pre-determined hypotheses but do have 

an issue that they want to explore. The research seeks to uncover the ‘deeper 

meaning and significance of human behaviour’ on the basis of the data received 

from the research, a ‘bottom-up’ approach. The data may be collected at different 

stages of the research process, which may be adapted at any time to make it as 

appropriate as possible. It is acceptable to have a smaller number of participants 

than in quantitative research, where a large number are needed for statistical 

analysis and to make generalisations from the research. 

‘The difference between quantitative and qualitative research is often seen 

as quite fundamental, leading people to talk about “paradigm wars” in which 

quantitative and qualitative research are seen as belligerent and incompatible 

factions.’42 According to this view, two fundamentally different worldviews 

underlie quantitative and qualitative research. The quantitative view is described 

as being ‘realist’ or ‘positivist’. In this case the researcher uses objective research 

methods to uncover an existing reality. However, we are all part of the world we 

are observing, and the results of research programmes will be influenced by the 

beliefs and experiences of those doing the research. Qualitative researchers may 

 
39 Gilbert, P. (2011), pp53-54. 
40 Sukamolson, S. (2007), pp4-5. 
41 Gilbert, P. (2011), p52. 
42 Sukamolson, S. (2007), p5. 
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consider that reality is at least in part constructed by the research process and its 

observations. However, as in mental health, there is a spectrum of positions held 

by people in both quantitative and qualitative analysis and it is possible to use 

both quantitative and qualitative methods, rather than remaining with one 

epistemological position, to create a pragmatic (mixed methods) research project. 

So, the results of in-depth, face-to-face interviews may result in a questionnaire 

to be used with a large-scale sample. This enables a stepping away from 

discussions about which is the best single method and working towards the best 

method in a particular research situation. 

Another approach is that of an advocacy/participatory method. This has 

developed in response to the perceived needs of people from marginalised or 

vulnerable groups. The researchers may themselves belong to the group that they 

are studying or have something in common with them. They seek to give the 

groups a voice, which they may otherwise not have, and bring about positive 

change in the members’ lives.  

Nicola Slee writes about research in the context of a sometimes-

marginalised group – women.43 ‘In order to be liberating for women, it was 

axiomatic that the research methods employed should not, themselves, be 

oppressive. Whilst there are no specifically feminist methods per se, there is a 

range of ground rules which ensure the use of methods consistent with the 

feminist principles ... In my own study these included transparency with my 

interviewees about the aims and methods of the research; making my own 

personal agenda and experience available to critical scrutiny; negotiating 

ownership and control of the material shared by interviewees in such a way as to 

respect the confidentiality and integrity of the women’s stories; keeping in touch 

with interviewees beyond the original interview so as to feed back how the 

research was progressing and to communicate key findings, and offering to my 

participants the opportunity to take part in a series of seminars in which I shared 

the findings of the study and invited critical response and discussion.’ 

Slee discusses how ‘the beliefs and behaviours of the researcher are part of 

the empirical evidence for (or against) the claims advanced in the research’ and 

must therefore be open to scrutiny.44  

Within the diversity of possibilities, I decided to work towards a mixed-

method approach which seemed to provide the opportunity of making the 

research as robust as possible. When I attended the induction at St Mary’s 

University, Twickenham, I was asked why I wanted to undertake the study for a 

thesis. To my surprise, the phrase that came was, ‘I want to change things.’ After 

so many challenges over the years, I still feel that the voices of some of the most 
 

43 Slee, N. (2004), Women’s Faith Development: Patterns and Processes. Aldershot: Ashgate, p50. 
44 Slee, N. (2004), p51. 
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vulnerable in society are not heard. I believe that this needs to change and that is 

what drives me on. And so the methods used for the research need to be as 

effective as possible. They need to be fit for purpose, academically sound, capable 

of withstanding scrutiny.  

  There has been a spectrum of treatment of people experiencing mental 

distress in the last two centuries.45 People have been considered to be 

entertainment, chained and on display on a Sunday afternoon to a curious and 

possibly mocking public for a fee.46 People have also been locked away in 

institutions built away from the public gaze, and not spoken of by family and 

friends.47 They have been moved away from their hospital home and into the 

community and have struggled to cope with their new situation. These realities 

helped enable me in my thinking about the methodology for this thesis. I wanted 

‘a thick, rich, recognisable description of the subject matter such that ‘people 

having that experience would immediately recognise these interpretations as their 

own’ and that ‘the essence of a phenomenon could be communicated in all its 

fullness’.48  

For that to be achieved, the research methodology had to have certain 

features. The first was trust.49 In A Secure Base John Bowlby writes that a secure 

attachment between an infant and its primary caregiver can help the child develop 

into a secure adult.50 People who had not had a sufficiently trustworthy 

relationship as an infant or child, or who have had one or more cataclysmic 

experiences during life, may find it very hard to trust anyone or anything. So it 

 
45 Forrest, A., Affleck, J. & Zealley, A. (1978), Companion to Psychiatric Studies. New York: Churchill 

Livingstone, pp1-11. 
46 Porter, R. (2002), Madness A Brief History. Oxford: Oxford University Press. ‘Since (Bedlam) was open to 

visitors, the sane and the mad were there brought tantalizingly face-to-face: who could tell the difference? For 

its many critics, the fact the Bethlem allowed itself to be included among ‘the shows of London’, like the 

menagerie in the Tower, was central to its scandal: putting the Other on display in a human zoo or freak show 

courted shameless voyeurism, as is suggested in a host of Bedlam cartoons, especially the final scene of 

Hogarth’s The Rake’s Progress, where two visiting ladies of fashion (or are they high-class courtesans?) linger 

before the cell of the mad monarch: who is really crazy?’ p70. 
47 Hill, P., Murray, R. & Thorley, A. (eds) (1979), Essentials of Postgraduate Psychiatry. London: Academic 

Press Inc. (London) Ltd. (At the beginning of the 19th century) ‘… the Committee found that at Bethlem a 

number of women were chained to a wall, completely naked apart from a blanket each. In the workhouses too 

they found the pauper lunatics to be in a state of filth, neglect and appalling brutality’, p.12; Meanwhile, at the 

York Retreat, ‘Patients and staff lived, worked and dined together in an environment where recovery was 

encouraged through praise and blame, rewards and punishment, the goal being the restoration of self-control… 

medical therapies had initially been tried there with little success: the Retreat had then abandoned “medical” for 

“moral” means, kindness, mildness, reason, and humanity, all within a family atmosphere – and with excellent 

results.’ Porter, R. (2002), p104. 
48 Swinton, J, (2001), Spirituality and Mental Health Care: Rediscovering a ‘forgotten’ dimension. London: 

Jessica Kingsley, p108. 
49 Spilka, B., Hood, R., Hunsberger, B. & Gorsuch, R. (2003), The Psychology of Religion. Third edition. New 

York: The Guildford Press. ‘There are few more interpersonal necessities than trust. It appears to be founded in 

evolution and biology, and among humans its roots have been traced to the initial relationship between the 

mother or initial caregiver and the infant. Trust is also regarded as the foundation on which cooperative 

behaviours and social relations are premised.’ p172. 
50 Bowlby, J. (2006), A Secure Base. Routledge Classics: London, pp12-13. 
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was very important that the methodology and its outworking was trustworthy. 

There could be no hidden agendas, nothing that would cause it to be considered 

untrustworthy. When people are in extreme mental distress, the need for trust and 

connection can be huge but can also seem impossible. To be a trustworthy 

presence can be transformative or can at least provide a glimmer of light in a very 

dark place. 

The research questions would have to be accessible to anyone who was 

interested. So academic rigour needed to be combined with words and phrases 

which made it possible for anyone to participate, for their voice to be heard. 

Somehow there needed to be ‘the simplicity of depth rather than the simplicity of 

superficiality’.51 

The questions needed to be phrased in such a way that they invited a 

response, including from people lacking confidence, who feel that there is no 

point in sharing their views.52 And they somehow needed to show that the end 

results, whatever they may be, could offer change, hope, empowerment, an equal 

voice for all. And so I chose a mixed methodology, containing data collection and 

interviews and united by the advocate/participatory method.  

 

Development of the Methodology 

The following discussion on the questionnaire and interview design has been 

deeply influenced by presentations from Dr Andre Azevedo Alves.53  

Some of my thinking had moved on since obtaining ethical approval from 

the university for the research project and so some small adjustments had to be 

made to some of the documentation. Questions which I could have asked but 

chose not to included ‘Name/age/education/town of residency’. It can be hard for 

a person experiencing mental distress to share personal details, particularly if they 

often have to share them in the mental health system, so I felt that it was better to 

omit such questions. 

I was also aware that mental health and mental distress can be very emotive 

subjects, something that I needed to keep in mind when the data and interviews 

were being analysed. 

I devised a questionnaire (see below) that was made available to anyone 

who visited the 2020 Festival website (Group 1) or who saw or heard it advertised 

elsewhere. I wanted to receive responses from as broad a group as possible – very 

much a quantitative approach. 

 
51 Dr Michael Farrell, 2003. In conversation. 
52 Yeung, R. (2011), Confidence: The power to take control and live the life you want. Harlow: Pearson 

Education Limited, p5. 
53 Alves, A. A., 30/04/2020, Research Methods – Interviews; 01/05/2020 Research Methods – Surveys & 

Questionnaires. Both seminars given via video. 
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I chose to make the questions as brief and as clear as possible to minimise 

the possibility of misunderstanding by the respondents. I tried to have in mind the 

research question, whilst wanting the questions to be accessible to anyone. The 

questions were pre-tested, the main comments being to abbreviate further the first 

questions and to expand the question about the pandemic. 

 I used the symmetrical Likert scale for the first five questions, for ease of 

analysing and consistency of approach. As well as the scale, there was 

opportunity for comment after each of the Likert-scale questions and for each of 

the open questions.  

 The first three questions were partly created from the comments that I had 

heard, that the church generally does not care about mental health. I wanted to 

know if these views were widely held. Does the church actually care about the 

voiceless? These were followed by two questions about the pandemic, as it has 

increased the awareness of mental health issues. Had it changed people’s 

perceptions of the church and mental health? Open questions were then asked to 

find out how the church could possibly improve its care for people’s mental 

health. Finally, there was a late addition, a question on church attendance. 

Eighteen responses were received from this group. 

With variations, the questionnaire was also used for a further four groups: 

  

2. Those connected with LMLMM (where the first three questions related 

specifically to St Barnabas’ Church). 

3. Congregations of other denominations in Epsom (where the first three 

questions related specifically to ‘your church’). 

4. All attendees of St Barnabas’ Church in Epsom (where the first three 

questions related specifically to ‘the St Barnabas’ community’ and 

respondents were also asked what they felt about the level of the 

community’s involvement in mental health care). 

5. The Monday drop-in members (who were asked just three open questions; 

see below).  

 

I was a founder member of the Monday drop-in group in 2006 and also seek to 

support and liberate the members, some of whom are the most marginalised and 

vulnerable people in the community. Each week in the group, when not in 

lockdown, we have the opportunity to share our joys and sorrows. I wanted their 

voice and wisdom to be clearly heard and honoured. The questions were very 

brief and few in number, to recognise that it is a group with diverse ability in 

reading and writing. I did not include the question about belonging or not to a 

faith-based community as I did not want to put any pressure on people. 
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Group 2, the charity’s connections, is a diverse group of about 350 people 

and organisations, holding a wide spectrum of opinions about faith and mental 

health. As part of this research, I had informal conversations with a number of 

people in this group. Their overriding opinion was that the church generally has 

a very poor record in mental health. It was an opinion being expressed by people 

who had or were experiencing mental distress; carers; relatives and friends. Part 

of the philosophy and theology of the work at St Barnabas’ has been that there is 

no ‘us and them’ but only ‘us’. This is based on the belief that every human being 

is on a spectrum of mental health.54 No one has perfect mental health and anyone 

can experience mental distress at any time, caused by any life experience. ‘There 

is a broken heart in every pew.’55 Perhaps because of the conversations already 

referred to above, there were very few responses from this survey group, only 

four. 

I had intended to have participated in multi-stage cluster sampling,56 by 

selecting different parts of the Church of England for interview and including 

theological and training colleges. I had known of someone in training who did 

not want their mental distress known as they felt that it would have a detrimental 

effect on their ability to be a minister in the church. I wanted to find out what the 

current views were, if people felt able to respond to the questionnaire. I was very 

interested to know if people were being prepared for a ministry that would almost 

certainly involve engagement with their own and others’ mental distress. 

However, in the end I needed to reduce the number of sources of data that I was 

to receive and so this element was not included in the research. 

Part of my interest has been in the area of ecumenism, so at the beginning 

of this study I was interested to connect with as many different Christian 

denominations and other faiths as possible. I quickly realised that this was not 

going to be realistic but I held onto a spark of the idea by taking the town of 

Epsom as another sample and inviting all the different denominations in Epsom 

to respond to a questionnaire (Group 3). They would have known about the 

mental health work from its inception and could provide helpful research 

material. The questions followed the same format as the other questionnaires but 

participants were invited to share about the church that they attended. Again, 

unfortunately only four responses were received. 

 
54 Brown, J.P., 31/07/2019 https://goodmenproject.com/featured-content/mental-health-spectrum-jrrd/ . 
55 Barker, P. (1996). In conversation. 
56 https://research-methodology.net/sampling-in-primary-data-collection/multi-stage-sampling/ . ‘Multi-stage 

sampling (also known as multi-stage cluster sampling) is a more complex form of cluster sampling which 

contains two or more stages in sample selection… in multi-stage sampling large clusters of population are 

divided into smaller clusters in several stages in order to make primary data collection more manageable. It has 

to be acknowledged that multi-stage sampling is not as effective as true random sampling; however, it addresses 

certain disadvantages associated with true random sampling such as being overly expensive and time-

consuming.’ 

https://goodmenproject.com/featured-content/mental-health-spectrum-jrrd/
https://research-methodology.net/sampling-in-primary-data-collection/multi-stage-sampling/
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The long-term idea of being in connection with all the Church of England 

churches in England about their attitude to mental health had not gone away and 

so I wondered about making connection with them to see if there was any interest 

in mental health in the church. In the light of the Covid-19 pandemic and the 

corresponding public concern about mental health, it seemed an appropriate time 

to be asking the question. There was also the possibility of longer-term 

connection with churches who were concerned about the role of the church in 

good mental health care.  

I was concerned to have as small a sampling error as possible so decided 

that this could be achieved most effectively by contacting all the churches. I could 

have used stratified random sampling, when the sample is limited to a key 

dimension of research. This could have led me to choose, for example, churches 

within a five-mile radius of former hospital cluster sites. This might have led to 

helpful information about the possible effect cluster hospitals had on the local 

church and its continuing interest in mental health. However, following this 

approach I would be limiting this part of the research to the outskirts of London, 

where most of the cluster hospitals were built. This felt like looking back too 

much to the past. Whilst the past is the foundation of the research, its potential 

effect is for the present and future and I felt that connecting with all the churches 

would give the opportunity to learn of good practice. However, in the end I 

concluded that the amount of data that I would receive from all the churches in 

England might be too great for one study and that I should limit my research to 

the Church of England within England. In that sample, there would be different 

questionnaires for St Barnabas’ Church and for dioceses. Group 4 therefore 

comprised all the attendees at St Barnabas’ Church. The questionnaires were 

posted to each member of the congregation, rather than handed out in church, 

because of Covid restrictions. St Barnabas’ is the organisational case study for 

the church and so efforts were made to ensure as high a return of completed 

questionnaires as possible. I hoped that people would feel free enough to express 

what they truly felt, instead of responding from their feelings towards me. I 

received 26 responses. 

The proposed questionnaire for the dioceses was similar to those for the 

other groups surveyed but also included a request for a copy of each diocese’s 

Mental Health Strategy document. In the event it was not possible to undertake 

this element of the study.  
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Questionnaire (Group 1) 
 

Questionnaire available to all via the Epsom Mental Health and Well-Being Festival website 

from September to November 2020 and included in the printed leaflet distributed to all homes 

in the Borough of Epsom & Ewell. 

 

To what extent do you agree with the following 5 statements: 

 

1. The church cares about good mental health? 

Not at all/A little/A certain amount/Quite a lot/A great deal  

        1           2          3                      4                 5 

 

2. The church helpfully supports people in mental distress: 

Not at all/A little/A certain amount/Quite a lot/A great deal  

       1           2          3                      4                 5 

  

3. The church challenges stigma about mental health issues: 

Not at all/A little/A certain amount/Quite a lot/A great deal  

      1           2          3                      4                 5     

4. My thoughts on the church and mental health have changed since the development of 

the coronavirus pandemic in March 2020: 

Not at all/A little/A certain amount/Quite a lot/A great deal  

        1           2          3                      4                 5  

 

5. Social distancing has impacted on the role of the church in good mental health care: 

Not at all/A little/A certain amount/Quite a lot/A great deal  

        1           2          3                      4                 5 

 

Your responses to questions 6-9 would also be greatly appreciated: 

 

6. How could the church help overcome the impact of social distancing on good mental 

health? 

 

7. What else, if anything, would you like the church to do for mental health care? 

 

8.  What would you hope for from the church if you were in mental distress? 

 

9. Any other thoughts or questions. 

  

10. I attend: 

- a Church of England church 

- a church of another denomination 

- another faith community 

- I do not belong to a faith community. 
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Drop-in questionnaire 
 

Questionnaire to the Monday drop-in. Ideally this would have been discussed when the group 

was meeting together. The pandemic made that impossible and so the questionnaire was 

designed to be as accessible as possible to all the group as we continued to run drop-in at 

home. 

 

Questions: 

 

What do you like about the Monday drop-in? 

 

 

 

What, if anything, would you like to change about the Monday drop in? 

 

 

 

How important is it that we meet in a church? 

 

 

 

If you would like your name to appear in the thank-yous, please fill in your name.  

 

Thank you.  

 

Name…………………………. 
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3. Results: Questionnaires 

 

In what follows, the five groups are considered individually but because of the 

relatively small sample sizes, and the very small numbers of responses from two 

groups in particular, no statistical significance can be attached to the results. They 

are, however, strongly indicative of the local feelings and the many and 

thoughtful comments that accompanied the responses also demonstrate the level 

of engagement that respondents have with the whole issue of care for those 

experiencing mental distress. The following gives details of the responses and for 

the two larger groups who answered Likert-scaled questions mean results are also 

shown in tables below. Details in brackets indicate both the responses and the 

number of people who answered each question. 

 

Group 1: 18 respondents 

This group of people had all visited the 2020 Epsom Mental Health and 

Wellbeing Festival website and their responses suggested that they were familiar 

with the work of the church in Epsom both in establishing and promoting the 

Festival and in its support for those in mental distress. Eight were attendees at a 

Church of England church and four at churches belonging to another Christian 

denomination; two were members of another faith community and four either did 

not attend or belong to a faith or chose not to respond to question 10. 

The vast majority agreed either a lot or a great deal that the church cares 

about good mental health (Q1: 16 of 18); that the church helpfully supports people 

in mental distress (Q2: 13 of 16); and that the church challenges stigma about 

mental health issues (Q3: 11 of 18).  

When it came to questions relating to the effect of the Covid pandemic and 

social distancing the results were much more varied. When asked whether their 

thoughts on the church and mental health had changed since March 2020 (Q4), 

six people indicated that it had ‘a certain amount’, while three said ‘not at all’ and 

four said ‘a great deal’. However, on the question of whether social distancing 

had impacted on the role of the church in good mental health care, a very clear 

majority indicated that it had done so either a lot or a great deal (Q5: 14 of 18). 

When asked (question 6) how the church could help overcome the impact 

of social distancing on good mental health there were a range of suggestions, 

including holding outdoor events or facilitating small group meetings with a large 

church space. Alongside this there were also comments about the importance of 

maintaining contact and connections in whatever way possible, bearing in mind 

that some people either had no access to, or struggled with, online contact. One 

person commented that the church should not have agreed so readily to the  
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Table 1: Festival contacts: mean responses 

 

demands of the government – a view that reflected some of the broader feelings 

within the UK regarding the closure of churches in the 2020 lockdown. 

In terms of what else the church might do for mental health care (question 

7) what came through most strongly was the need for contact, whether regular 

phone calls or socially distanced meetings during lockdown, or through the 

setting up of more initiatives like the drop-in by other churches up and down the 

country. When asked what they would hope to receive from the church if they 

were in mental distress (question 8) some people mentioned practical help, such 

as shopping, but the vast majority of responses were about having someone to 

talk to, someone being there to provide comfort and support and, if necessary, to 

point to appropriate professional help. 

 

Group 2: 5 respondents 

These five were people who had particular connection with the charity, Love Me 

Love My Mind (LMLMM) and questions 1 to 3 related specifically to St 

Barnabas’ Church, Epsom, although three of the four were not members of a 

Church of England congregation. All agreed that St Barnabas’ cared a great deal 

about good mental health and four of them that the church challenged stigma 

about mental health issues. They also felt that the church helpfully supports 

people in mental distress either quite a lot (4 of 5) or a great deal. 

On the questions about the effect of the pandemic, this had changed 

people’s thinking about the role of churches in mental health care either a little (2 

of 5) or at least quite a lot if not more (3 of 5). All of this group also felt that 

social distancing had impacted either a lot or a great deal on the role of churches 

generally in good mental health care. 

Responses from this small group to questions 6-8 were very much in line 

with those from Group 1, with suggestions about maintaining contact by 

telephone or online and the need for sympathetic, non-judgemental listening for 

those in mental distress. 

 

Question Mean score 

1 4.4   (between ‘quite a lot’ and ‘a great deal’) 

2 3.6   (between ‘a certain amount’ and ‘quite a lot’) 

3 3.8   (between ‘a certain amount’ and ‘quite a lot’) 

4 3.1   (‘a certain amount’) 

5 4.1  (‘quite a lot’) 
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Group 3: 4 respondents 

This other very small group were people who attended other churches in Epsom. 

They were not asked to identify their denomination but from the comments made, 

one was from a Baptist church and another was a Quaker. When asked about their 

own church in connection with mental health, all agreed that   their church cared 

about good mental health care and helpfully supported people in mental distress, 

either a certain amount or quite a lot; none selected ‘a great deal’. In terms of 

challenging stigma about mental health issues, responses varied from only ‘a little 

(1 of 4) through ‘a certain amount (2 of 4) to ‘quite a lot (1 of 4). 

There was a spread of responses to whether thoughts about their church 

and mental health had changed since March 2020; although no one responded by 

selecting ‘a great deal’, comments included acknowledgement that the pandemic 

had heightened awareness of the problems associated with isolation. All four 

people expressed the hope that if they were suffering with mental distress, their 

church would be supportive – whether by maintaining regular contact, spending 

time listening and in prayer, or challenging over-commitment or altered mood. 

 

Group 4: 26 respondents 

This largest group were all members of St Barnabas’ congregation in Epsom and 

their responses to questions 1-3 related specifically to St Barnabas’ community. 

The majority felt that the community, either quite a lot or a great deal, cared about 

good mental health (Q1: 25 of 26); helpfully supported those in mental distress 

(Q2: 19 of 26) and challenged stigma about mental health issues (Q3: 20 of 24).  

This group was also asked about whether the St Barnabas’ community was 

too involved in mental health care (Q4). The majority (18 of 23) responded ‘not 

at all’, with five people indicating either ‘a little’ or ‘a certain amount’. When 

asked about whether their thoughts concerning the church and mental health care 

had changed since March 2020 (Q5), there was an even spread of responses, 

ranging from ‘not at all’ (5 of 25), ‘a little’ (5 of 25), ‘a certain amount’ (6 of 25) 

and ‘quite a lot’ (5 of 25) to ‘a great deal’ (4 of 25). However, on the impact of 

social distancing on the role of the church in good mental health care (Q6), all 

reported either ‘a certain amount’ (4 of 25), ‘quite a lot’ (11 of 25) or ‘a great 

deal’ (10 of 25). 
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Table 2: St Barnabas’ congregation mean responses 

 

Respondents in this group echoed others when asked how the church could help 

overcome the impact of social distancing on good mental health: encouraging and 

maintaining connections over the telephone or online, social activities as far as 

these are allowed and publicising the availability of support services were among 

the things mentioned. There was also a feeling that the church should make every 

effort to stay in touch with all members of the congregation during what was a 

difficult period especially for anyone suffering mental distress. 

Similar responses were recorded with respect to what else the church might 

do for mental health care and when asked what they would hope for from the 

church if they were in mental distress, respondents listed: a safe space; prayer; 

practical help; advice; a listening ear; understanding; and that others would not 

be afraid of them. 

 

Group 5: 20 respondents 

Those who attended the Monday drop-in were asked only three open questions 

(see page 42). When asked what they like about the event, answers included: the 

friendliness and sense of community, care, the chance to meet others and share 

food, the opportunity to contribute and feel valued, outings and activities and a 

supportive atmosphere with no pressure to engage with everything. 

In terms of what people might like to change about the drop-in, the majority 

felt that it could not be improved on (13 of 20) and of the remaining respondents 

four simply suggested that more of those attending should help with things like 

clearing up; one person suggested an earlier start time, another asked for more 

activities and one other requested more comfortable seating. 

On the question of the importance of having the meeting in a church, most 

people said that it was important, representing a safe space, somewhere that 

allowed for quiet and reflection and that is set apart from the ‘superficial 

influences of everyday life’ (15 of 20). Some of these people regarded meeting 

Question Mean score 

1  4.7  (between ‘quite a lot’ and ‘a great deal’) 

2  4.1  (‘quite a lot’) 

3  4.0 (‘quite a lot’) 

4  1.3 (between ‘not at all’ and ‘a little’) 

5  2.9 (‘a certain amount’) 

6  4.2 (‘quite a lot’) 
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in a church as very or extremely important. For the remaining five respondents it 

appeared that any local, central and appropriately sized safe space would be fine. 

 

Summary 

In total, there were 73 responses to the questionnaires. All participants except 

those in Group 4 (the St Barnabas’ congregation) were able to include their names 

on their survey forms and the majority of people did so. Those completed by 

members of St Barnabas’ congregation were anonymous and within Group 1 

(Festival contacts) three of the 18 participants chose to remain anonymous, as did 

eight of the 20 drop-in attendees (Group 5). There was some overlap between 

Groups 1 and 5, with at least nine of the drop-in members also completing the 

Group 1 questionnaire. 

In total, 53 participants answered questions that included a grading of 

responses. The majority of them felt that the church both cared about good mental 

health and supported those suffering from mental distress. However, as all 

respondents had at least some connection with the work being undertaken in 

Epsom – through either the annual Mental Health and Wellbeing Festival or the 

weekly drop-in sessions – it is not possible to assess whether this reflected their 

opinion of ‘the church in general’ or simply their local experience. 

What these survey responses also revealed was a widespread recognition 

that the restrictions imposed in 2020 as a result of the Covid pandemic impacted 

negatively on mental health for many people but that the church had made 

significant efforts to alleviate this as far as possible. It did appear, however, that 

it was the strenuous efforts of key people within the LMLMM charity, who 

maintained contact with the regular attendees of the drop-in, that had been a great 

help during the lockdowns. There were many expressions of gratitude for the 

work of the charity in this regard. 

The church – and the community of people associated with the charity – 

was seen as a safe haven for people suffering mental distress and, although both 

prayer and practical help were mentioned, what respondents most often listed as 

what they would want in such circumstances was someone to talk to or someone 

to listen to them. While in many areas of church life it is increasingly difficult to 

find people who have the time and energy to help with running things or to engage 

in activities, perhaps the church too often overlooks those, unable to participate 

in these ways but who could nevertheless be available at the end of a telephone 

or to meet up for a chat with someone in need of such social contact and emotional 

support. The comments of attendees at the weekly drop-in reinforce the 

importance of regular contact, sharing food together and being accepted and 

welcomed in an environment that is non-threatening and non-judgemental. The 

practice of hospitality is at the heart of Christianity and extending a welcome to 
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those who could be seen as in any way ‘different’ or ‘other’ was something 

modelled by Jesus throughout his earthly ministry. The work being undertaken 

by the volunteers of LMLMM in Epsom serves as a model that churches up and 

down the country can look to as they seek ways of reaching out into their local 

communities to share the love of Christ. 
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4. The Research – Interviews 
 

I chose to hold some interviews as part of the research for a number of reasons. I 

am used to listening to people and felt that if I could provide a helpful 

environment then people might be willing to share deeply in response to the 

questions. The possibility of holding unstructured interviews was briefly 

considered but I felt that it would potentially be difficult to provide a consistent 

approach to each interviewee. A fully structured interview would probably go 

against how I usually listen and, at its extreme, becomes a questionnaire rather 

than an interview. And so it seemed that a semi-structured approach would be the 

most helpful. 

To seek to ensure that I was not asking leading questions, I sought to pray 

before the interviews and to be as spiritually and internally prepared and present 

as possible to the other person, giving them space and freedom without agenda. 

My concerns were that some people would not want to hurt me so might not be 

as honest as they may want to be; some people would not want to see that there 

could be anything wrong with what happened; and some people might so dislike 

what had happened that they too would not be able to speak accurately. My role 

was not to prompt but to facilitate people to say what they wanted to say as freely 

as possible.  

I obtained permission to record the interviews. It was wonderful that they 

could still go ahead, despite the pandemic, but I recognised that they would be 

different being online as up to 70% of communication can be non-verbal.57 The 

analysis is covered in a further chapter, but included reading and re-reading the 

transcripts to see what was said, feel what was said, and understand what was not 

said. I had hoped to hold focus groups as well, which might have provided a rich 

vein of information and perception but I felt that such groups would probably not 

transfer so well to an online format. 

 And then there was my role in the process. In Women’s Faith Development 

Nicola Slee writes that ‘A writer necessarily writes out of her own life context 

and writes at least partly to make sense of and shape that life experience.’58 In 

Spirituality and Mental Health John Swinton writes that ‘Phenomenology is a 

philosophy of experience which attempts to understand the ways in which 

meaning is constructed in and through human experience.’59 ‘The object of 

hermeneutic phenomenology [‘which allows the researcher into the inner 

experiences of research subjects’], is to gain understanding of the experience of 

 
57 03/09/20 https://www.sciencedirect.com/topics/social-sciences/nonverbal-communication .  
58 Slee, N. (2004), Women’s Faith Development. Aldershot: Ashgate Publishing, p2. 
59 Swinton, J. (2001), Spirituality and Mental Health Care: Rediscovering a ‘forgotten’ dimension. London: 

Jessica Kingsley, p100. 

https://www.sciencedirect.com/topics/social-sciences/nonverbal-communication
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research participants, rather than to explain the experience of the objects of 

research.’60 ‘In phenomenological research the researcher not only collects data 

but also serves as the primary instrument through which data are collected. The 

researcher needs to be constantly in touch with their own horizon and the ways 

in which that may be influencing the continuing research process. This is in order 

to enter into the hermeneutical circle (moving between the meaning of the words 

and the meaning of the text) in a way that is authentic and effective.’61  

As well as researching ‘the story’, I was very much self-implicated in the 

story that was being researched. For the past 16 years I have been invited to live 

out ‘a hermeneutically oriented interpathic approach’ requiring ‘the carer to 

acknowledge, and constructively utilise their prejudices and enter into the 

experience of the other and learn to understand and respect aspects of their 

situation that are not encapsulated by psychological language and which may in 

fact challenge current understandings and assumptions’.62 It is hoped that this 

approach in the research may take us to the epistemological rationale – the limits 

of what can be known (and a little beyond). 

I had no idea at the beginning of the process that the interviews would yield 

such honest sharing, deep reflection and thoughtful suggestions. I had been aware 

that each person interviewed had much to offer and together the interviews 

provided ‘a feast of rich food..., a banquet of aged wine’.63 It was not difficult to 

choose the interviewees – though there were others who would have offered 

equally rich fare. I wanted to invite a diverse selection of people, some who would 

have been involved with the changes to the church building and the mental health 

work from the beginning; others who had stood more on the sidelines; those who 

were agnostic or atheist in faith but who had become involved in the mental health 

work; and others who had observed from a distance (a great distance for 

Veronique in Ireland and Phil in Canada). Without undue planning, the final 24 

interviewees consisted of 9 people who would describe themselves as female and 

15 as male. Eight were ordained: 7 into the Christian faith and one as a rabbi. 

Eight were either medical doctors or had a doctorate. Employment figures were 

a little more difficult to determine, as many of those past retirement age were still 

working very hard in a voluntary capacity, but I concluded that 15 were 

employed, 2 were unable to work due to ill-health, and 7 were retired but very 

active in different organisations. One of the interview participants was 

identifiable as a questionnaire respondent but of the remaining 23 it was not 

possible to establish whether they had taken part in the survey element of the 

 
60 Swinton, J. (2001), pp99, 108. 
61 Swinton, J. (2001), pp104, 110. 
62 Swinton, J. (2001), p144. 
63 Isaiah 25:6. 
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study because those in Group 4 (the St Barnabas’ congregation) had all responded 

anonymously. It is very possible that a number of these people were among the 

interviewees. 

I had an expectation, possibly fed by the importance of protecting the 

confidentiality of interviewees, that most if not all people would want their voice 

heard in a thesis through the privacy of a pseudonym. In the draft first question I 

wrote that I would be asking, ‘What pseudonym would you like me to use for 

you?’ I soon changed this to ‘Would you like me to use a pseudonym for you? If 

so, what would you like me to use?’ as it became very apparent that most (18 out 

of 24) people very much wanted to be named. They were not ashamed to speak 

about mental health, nor to own their experiences of mental distress, and felt 

strongly that their voices should be heard. These interviews took place between 

November 2020 and February 2022. 

 

Meet the Interviewees 

 

Allen was born in Epsom and has spent most of his life in the town. He had an 

international career which ended due to mental ill health. He recovered 

sufficiently to spend a number of years working for the local council but received 

early retirement on health grounds just before his fiftieth birthday. Although not 

a practising Christian, Allen has enormous warmth for St Barnabas’: ‘I get a huge 

amount of inner comfort, inner calm from St Barnabas’ Church just by literally 

being in the building. I am not sure where that connection between me and the 

church comes from. All I know is that it is kind of like tangible. As soon as I walk 

in, I feel lighter.’ 

 

Anabel was a millennium baby who, when we spoke, was studying law at 

Cambridge. Her parents joined St Barnabas’ the year before she was born and so 

she grew up in the St Barnabas’ family. 

 

Anna has been a member of St Barnabas’ for over 20 years. She is a musician 

and teacher, as well as a wife and mother. Her first real introduction to mental 

health was when she became a Time for God volunteer for a year before 

university. 

 

Bundle (pseudonym) has known about St Barnabas’ since the 1990s, when a 

friend lived opposite the church. She first went inside the building in 2017 to 

attend a planning meeting for the Epsom Mental Health and Well-Being Festival.  
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Caroline is married to Lee and they have two young girls. Caroline’s life was 

changed when her mother became terminally ill with a brain tumour when 

Caroline was a teenager. She spent a number of years receiving psychiatric care 

and daily art therapy, which enabled her to take a degree in design. She is 

currently a professional carer and the designer for Love Me Love My Mind. 

 

I first met Danny in 2004, when I began work for the local mental health trust. 

He is a rabbi to a synagogue, Justice of the Peace, past President of the Council 

of Christians and Jews, past Chair of the National Refugees Welcome Board, 

Chief Executive of Liberal Judaism for 15 years, a prison and mental health 

chaplain, a member of the Council of Imams and Rabbis, and a Labour Councillor 

in a London Borough.  

 

David was curate at St Martin’s Anglican church in Epsom from 2019 to 2022. 

Before being ordained, he ran a domiciliary care business so had some awareness 

of loneliness among older people, who may also be living with dementia. He is 

also uncle to three girls and recognises the challenges to their mental health as 

they grow up. David has become more aware of how many people do face 

difficulties, how crippling they can be and how under-resourced the mental health 

services are compared to physical medicine. 

 

David K is a highly educated man who has lived with schizophrenia since his 

early twenties. He has not been able to work for a number of years. Born into the 

Roman Catholic Church, he had some years of exploring other possibilities but 

he has now re-established himself as a regular church attendee. He enjoys silent 

prayer, meditation, walking, and visiting art galleries and cinemas. David was 

one of the original members of the Monday drop-in and has attended faithfully 

for 16 years. 

 

Dr Michael originally trained as a teacher and further trained in psychology, 

counselling and as a psychiatric nurse for a year. He and his family moved from 

Epsom 15 years ago. 

 

Fr David was born in Malta and has worked and studied in Australia and Canada. 

He has been both a hospital (partly in Epsom) and hospice chaplain and a Roman 

Catholic parish priest since arriving in England. He has qualifications in 

counselling and pastoral studies and an interest in spirituality. 
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Fr Michael was priest-in-charge of St Barnabas’ from 2016 to 2019. Born in the 

USA, he trained for ministry in the UK and came to St Barnabas’ having been 

priest-in-charge at another parish in Surrey for 12 years.  

 

Jim has vast experience as a psychiatrist, psychotherapist, group analyst and 

family therapist and is always willing to share his knowledge and experience. He 

is a committed Christian and attends another Anglican church in Epsom. Over the 

years he has spent a lot of time trying to integrate psychiatry, psychotherapy and 

religion: a work that has been quite challenging at times. ‘It has definitely been 

more challenging since we moved over to Surrey. The stiff upper lip. When I was 

in Brixton people were much more open about mental health problems … I would 

hope that people would be a bit more open and receptive to the idea that somehow 

there’s a need in the church to try and address some of the issues to do with 

communication and relationships and mental health problems which as far as I 

am concerned are very connected with relationships and communication. When 

people don’t communicate about their inner world they are likely to develop 

symptoms at one stage or another. Back to Freud, if you repress things, 

particularly traumas, then they tend to come out in a disguised form, often in my 

experience in some form of mental distress or even mental ill health.’ 

 

John is married to Isabel and has two daughters. He has spent his working life 

teaching science at schools and colleges. He has taken an active role at St 

Barnabas’, including being churchwarden for two separate terms and teaching 

himself the guitar so that he could help enable the worship. 

 

Kim spent her professional life as a police officer. During this time, she was also 

ordained into the Anglican Church. I first met Kim when she was on placement 

at a hospital where I was working. 

 

Kumar (pseudonym) came to the UK from Asia as a child. 

 

Lanie (pseudonym) has experienced mental illness for many years.  

 

Mary (pseudonym) has a life-time involvement in churches. 

 

Max is a doctor, journalist and author and has been patron of Love Me Love My 

Mind (LMLMM) since 2010. He first became interested in mental health when 

he began part-time work in a day hospital when he was 16 and he entered medical 

school with the hope of working in mental health. He is an atheist but has a strong 

interest in the mental health work at St Barnabas’. 



37 
 

Michael was vicar of St Barnabas’, Epsom between 1986 and 2014. He 

undertook a placement at Littlemore Psychiatric Hospital during ordination 

training and also has qualifications in counselling and marriage guidance. 

 

I have known Mike and his family for many years, firstly as a near neighbour, 

then as a churchwarden colleague and now as a trustee of Love Me Love My 

Mind (LMLMM). Mike spent the majority of his professional life working for the 

National Audit Office. Mike believes that a Christian should be involved in their 

local community and spent many years volunteering for the Scouting 

organisation. 

 

Muriel celebrated her ninetieth birthday during the pandemic. She had planned 

to have a year of happy events; instead, she spent much of the time in isolation, 

alone at home. Unlike many of the other interviewees, Muriel does not consider 

that she has experienced mental health issues. ‘People keep talking about mental 

health. I’ve never had any problems that have worried me about mental health. 

To my mind, it hasn’t affected me.’ One of the reasons may be that some of her 

earliest memories are of ‘lovely warm, sunny days spent playing on the beach 

[near their seaside home] with my three elder brothers’. Her evacuation to Wales 

for five years during the Second World War was made enjoyable by Aunty 

Cassie, with whom she and one of her brothers stayed. The challenges of adult 

life were made bearable by having married Ken, her soul friend. But one of 

Muriel’s emotional strengths is her ability to cry easily. In doing so she releases 

some of the pain which otherwise could lead to depression and other sorrow. 

Muriel and Ken joined St Barnabas’ over 30 years ago. Their previous church had 

to be demolished and Ken was invited to transfer his serving duties to Epsom. 

 

Phil is a retired surgeon whom I met when we were both training for Anglican 

ordination. He was aware of mental health issues from an early age as his 

grandmother committed suicide when his mother was six. Mental health was also 

part of the reason why he was ordained. As a surgeon in the first Gulf War the 

busiest person on the ship was the chaplain. Phil could see that the chaplain was 

worn out but was unable to share his burdens. Phil was aware of his huge 

struggles. ‘I remember feeling just helpless really ... If it was something that I as 

a surgeon could do, I’d cut it out. I’d make it better. Jesus used to go to people 

and say, “What do you want me to do for you?” but the person has to come to 

Jesus first.’ The later recognition that Jesus was the person from history that Phil 

would most want to meet was another enabling step towards ordination. 

 

Tina (pseudonym) is a midwife and mother to grown-up children. 



38 
 

 

Veronique (pseudonym) has spent most of his life living and working outside the 

UK. Whilst at university, he developed an interest in mental health and spent most 

of his professional life in various roles connected to mental health. He is a Roman 

Catholic and very involved in spiritual accompaniment, which is where we first 

met. 

 

Interview questions/prompts 

The following were used during the course of each interview: 

 

1. How long have you been involved with/known about St Barnabas’? 

2. What knowledge of mental health did you have before coming to St 

Barnabas’/before the changes that took place at the turn of the millennium? 

3. Before the changes, how did you think that someone in mental distress should 

be treated by the church? 

4. How involved were you with the changes? What attracted you or discouraged 

you from being involved? How did you feel about them? Why do you think 

that they happened at St Barnabas’ and not in another church in the town? 

5. What impact do you think the following have on the role of the church in 

good mental health care: the building; welcome; style of service; 

interpretation of Scripture; singing; prayer; Holy Communion; refreshment 

time; people; anything else? 

6. What difference do you think the changes have made to the provision of 

mental health care in the local community? 

7. Have you visited or volunteered for the Monday drop-in; the Wednesday 

drop-in; Let’s Talk Epsom; the occasional conferences; Epsom Mental Health 

and Well-Being Festival? If so, did you participate through interest in mental 

health or because of your Christian belief? 

8. What do you think is the relationship between the church and the mental 

health work? 

9. How confident do you now feel about being with someone in mental distress, 

compared to how you felt when you first came/knew about St Barnabas’? 

10. How has your experience of St Barnabas’ affected your own mental health. 

11. Looking back, the beauty of hindsight, what would you now have wanted to 

be done differently? 

12. Do you think it possible that similar changes could helpfully happen in 

churches elsewhere? 

13. How do you think the necessity of social distancing will impact on the role of 

the church in good mental health care?  

14. How do you think any negative impacts may be best alleviated? 
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5. Results: Interviews  

 

Q1.  How long have you been involved with/known about St Barnabas’? 

I did not set out to choose people who had known about or been involved with St 

Barnabas’ for specific lengths of time. The times for the interviewees were: 

 

Length of time in years Number of interviewees 

   0-9   2 

   10-19   7 

   20-29   9 

   30-39   6 

 

The average length of time was 26.75 years. This substantial time could have 

enabled the interviewees to have a strong sense of the changes and challenges 

over a considerable period. A potential disadvantage is that familiarity may 

reduce our ability to see the bigger picture. The length of time is also just one 

factor in how people observe and what knowledge they have. Another is how 

involved people were with the church and the mental health work. That is quite a 

difficult question to answer, as some people who had not been present for long 

may nevertheless have spent a considerable time reflecting on what was 

happening, whereas people apparently very involved might not have been so 

aware. From the answers, I have deduced that 10 of the interviewees were very 

regularly involved in some way and 14 had less involvement but not necessarily 

less commitment. 

  

Q2. What knowledge of mental health did you have before coming to St 

Barnabas’/before the changes that took place at the turn of the 

millennium? 

In some ways this is a very innocent question. All human beings experience 

events which may be a challenge to their mental health from the time of their 

birth: the trauma of leaving the normally safe place of the womb and entering a 

far more risky world; the pain of unmet needs; the struggle to make friends and 

fit in; the grief of bereavement and the angst of failure – to name but a few. All 

these experiences were once considered to be a ‘normal’ part of life and nothing 

specifically to do with mental health. Times have changed and awareness of the 

impact of life’s events on the human mind, and the mind’s response to events, is 

now considered to be necessary for good mental health. Let us see what the 

interviewees thought. 

  Phil felt that his medical training had given him some knowledge but this 

was not extensive as his specialism was surgery, whereas Max’s specialism was 
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mental health. Jim had very considerable knowledge of mental health and was 

particularly influenced by the work of the Henderson Hospital, a therapeutic 

community where he worked for 10 years. For David, ‘I suppose my experiences 

are not professional but just of what I’ve seen around’ and Caroline felt that she 

had ‘masses’ of lived and professional experience over many years. Dr Michael 

recognised that he had gained some understanding through his training and work 

experience, which also gave him the opportunity to continue to develop insight. 

Before coming to St Barnabas’, John only had ‘theoretical knowledge through 

science education but no personal experience at all’. Mary was also aware of 

depression through her scientific background but had no practical information 

about mental health or mental well-being.  

Tina shared that she had fairly wide knowledge of mental health through 

her work as a midwife and as a trained nurse. ‘I suppose I also personally had sort 

of suffered mental health issues from my experience of life. Reading about it 

really, really influenced my understanding of some of the causes of mental health. 

Why Love Matters by Sue Gerhardt had a profound influence on me.’ Before 

coming to St Barnabas’, as part of her placement, Kim did not know a huge 

amount about mental health. She had some awareness through being a police 

officer and coming into contact, often in quite negative ways, with people who 

had mental health difficulties: people who may have been violent and mentally 

ill. She did not receive any mental health training for her work as a police officer 

but the contact she had with people was usually quite brief, possibly when they 

were being sectioned and then taken to a secure mental health facility. As a police 

officer she felt that one deals with the problem that presents itself and moves on. 

You don’t usually have time to get more involved.  

Veronique was very specific about his journey. ‘I had a personal interest in 

it, in that when I was at college I was reading maths and philosophy; it wasn’t on 

my curriculum at all but I remember reading R. D. Laing, lots. He’s an anti-

psychiatrist and I would have read Thomas Szasz and The Manufacture of 

Madness … I was (also) interested in development aid, and I came across Frantz 

Fanon … he was a developing countries’ psychiatrist so I read one of his books.’  

Anna’s journey was very experiential and began the year before she went 

to university. She was expecting to work at a home where physically handicapped 

and able-bodied young people lived together and worked their way through 

slightly supported living, but on arrival she found the house to be occupied by 

‘people with mental health difficulties and I had no idea what that meant’. She 

was terrified after supper the first evening when someone explained to her that 

her neighbour at dinner had been hearing and talking back to his voices. ‘All I 

knew at that point about mental health is it is either something you laughed about 

or were very scared of … But over the time I saw many people … it opened my 
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eyes so much and this first person was the gentlest, loveliest man and he had so 

much ECT [electro-convulsive therapy] so that what had been a Cambridge 

student had nothing left … So, I suppose going to St Barnabas’ and that ministry 

was in some ways taking me back to that part of my life, knowing what an 

important journey it was but knowing also how difficult it can be.’ Anna later 

realised that we laugh because we are scared but all of that comes out of the most 

incredible ignorance and putting up a barrier between ‘us and them’. 

David K’s knowledge came out of the pain of living with a mental illness. 

Before his care co-ordinator signposted him to resources, he felt that he was really 

on his own. ‘Before that I was very paranoid and feeling very angry and very ill-

supported and very lonely and then I realised that there were other things that you 

could get involved with … They really filled my week with things to do and kept 

me busy and happy.’ Allen also has lived experience of mental illness, addiction, 

‘and a whole host of other things. I had knowledge that in our community of 

Epsom & Ewell we had psychiatric hospitals but I didn’t know that there was a 

group, an organisation, that met at St Barnabas’ specifically for people who were 

suffering mental health disorders as well as loneliness.’ Lanie also has a huge 

knowledge about mental health after many years of admissions to psychiatric 

wards on a very regular basis.  

Bundle had a personal knowledge of mental health before coming to St 

Barnabas’, having had depression for a long time. Her professional knowledge 

developed when she began employment at The Old Moat Garden Centre, a place 

in Epsom where up to 50 people can receive training in horticulture and catering, 

while being supported with their mental health. 

Michael had some experience of psychiatric intensive care whilst on 

placement at the Littlemore Hospital. He was involved in the Phoenix Unit, which 

pioneered using group therapy in intensive care wards. The whole ward – about 

30 people, maybe more – were in a very large group session to start off with. It 

broke down into groups of about eight or nine and included people with very 

manifest symptoms of illness. Michael ‘became aware of the range of human 

behaviour and people’s reactions to it as well. It was a very powerful experience 

indeed.’ He did not know anybody personally or intimately with mental health 

issues other than in a clinical setting. He had read The Interpretation of Dreams 

by Freud and was interested in psychoanalysis, which helped develop awareness. 

Before becoming vicar of St Barnabas’, ‘I had probably no more than one or two 

visits to people who had been admitted into intensive/residential care and knew a 

number of people who in retrospect had mental health issues but who at the time 

were just a bit slightly odd was my sense … My work with the Marriage Guidance 

Council put me in the way of depression and anxiety and that sort of thing, 

verging on people who might get diagnosed with mental illness at some stage.’ 
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Kumar developed a knowledge of mental health from his psychiatrist father 

and through growing up on a hospital site. Danny was trained in mental health 

and forensic psychiatric chaplaincy and has worked on many wards and at 

Broadmoor Hospital. Fr Michael felt that before coming to St Barnabas’, his 

knowledge of mental health on a scale of 1 to 5 was 2, through the normal 

experiences of the clergy. At theological college he had received training in 

bereavement and depression but not in the broader issues of mental health. 

Mike’s main knowledge of mental health came through family life. ‘I first 

came to know about mental health three months after my wife and I were married. 

She had a breakdown and couldn’t leave the home for months and even though 

she recovered from that she didn’t fully recover and it has been the background 

of our marriage for the last 50 years. So, a long time.’ In contrast to these 

interviewees, before coming to St Barnabas’ Muriel felt that she had no 

knowledge at all about mental health. 

 

So, our interviewees seem to sit on a spectrum which has ‘no knowledge at all’ 

about mental health at one end and ‘very considerable knowledge’ at the other, a 

spectrum from no sense of having been touched by mental pain to major lived 

experience of mental distress. The spectrum developed as the interviews 

continued. In an ideal world it might have been helpful to have a control set of 

interviewees who did not have any connection with something similar to St 

Barnabas’, or with a town with a long and specific mental health history, to see 

whether the results were similar. But such a control was beyond the limits of this 

study. 

And so we move to our next question, which prompts the need for a 

discussion about defining mental health/mental distress/mental illness.  

 

Q3. Before the changes, how did you think that someone in mental distress 

should be treated by the church? 

No one expressed the feeling that the question was simplistic. Although a large 

part of the Christian calling is to love one another, the responses to the question 

explored that calling in some depth, recognised some of the challenges and 

realistically owned that the church has not always treated people in mental 

distress in a helpful or compassionate way. 

Lanie had very clear views as to how someone in mental distress should be 

treated by a church. ‘I just wanted to feel safe. I had developed psychosis. I was 

petrified and I desperately had to have faith in something bigger than mental 

illness which was all-consuming. I could never have got through the mental 

illness without faith.’ This need for sanctuary and reassurance was touched upon 

by Phil. He would hope that someone in mental distress should be treated in love 
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by a church, and with acceptance. There is a broken heart in every pew and ‘we 

need to make ourselves sufficiently available to those hearts. We never know if 

God is going to use us to heal or just to listen.’ All the church does is of little 

point unless it is attractive. People need to be attracted in one way or another. 

What is more attractive to Phil is an empty church where he can pray and sense 

the numinous. ‘I feel very strongly when people walk into a church they should 

centre down and sense the movement of the Holy Spirit ... I think that is 

enormously healing. So in terms of how the church per se helps mental health, I 

would say there is something enormously restful and soothing and reassuring 

about providing that kind of environment, where there may be quiet music 

playing and you don’t have to be disturbed ... I think there needs to be a sense of 

sanctuary in which you feel this is a place of acceptance, this is the place of love, 

this is a place of peace. I’m going to be alright here.’ Mary had always wanted 

the church to be somewhere which was inclusive and where people had space, 

but she was not familiar with people with mental illness. 

Fr Michael felt that everyone needed to be welcomed into an atmosphere 

of calm and listening, without judgement or direction. He sensed that there would 

be a number of churches that could not go beyond that, but they needed to know 

who to refer to in the local area and what resources are nearby. ‘The least we can 

always do is welcome and listen and then try to refer.’ Kumar would hope that a 

church would be a place of welcome, acceptance, refuge and love and Muriel 

would have wanted people to treat people in mental distress ‘with understanding, 

kindness, concern’. 

Michael’s sense was that there should be some compassionate listening and 

containing in some way. If they came to a church service, that they were 

appropriately welcomed, they could hopefully find a place where they could sit 

and feel safe enough, and after the service that people would be aware of whether 

they wanted to engage or disappear. He probably wouldn’t have thought about 

questions of referring people or signposting people to other help. But he 

remembered calling the police for someone who had absconded from an intensive 

care unit. ‘I met them on the pavement in Hook Road and sat with them. So, there 

was that sense of providing some sort of human connection and in extreme cases 

getting in contact with the police.’ Michael’s continuing response to such 

situations is to feel sad and close to tears that people can find themselves in such 

distress. Some of the situations were frightening ‘without a doubt’ and at times 

he felt stupid, useless, at sea, not knowing what to do. 

Fr David felt that it would be very important to him, if he was experiencing 

mental distress or some form of difference, to go to a place ‘where I’m not judged 

and I’m understood and seen in my context as a person’. It would be very helpful 

to be in a place where he could worship with people who would understand 
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something of what he was going through and who would embrace him in his 

difference. He would not want to feel a burden or be patronised. He would want 

to be with people who would also know themselves as struggling or wounded, so 

there would be a sense that everyone would be on the same journey together in 

the context of faith.  

This sense of journey was echoed by David. Since being ordained, David 

is building a picture of a church as a pilgrim. That leads to reflecting on the church 

as a place ‘where you support each other. You’re moving at different speeds. 

There may be delays because of the season of life you’re in but we support each 

other. We look out for each other. We are sensitive to each other. And we are 

open to each other.’ His current church does not find it easy to open up and admit 

to vulnerability, which makes it more difficult to support one another. He hopes 

that church will be ‘a place where you can be vulnerable, with the expectation 

that you are not going to be mocked for that but you will be supported’. He 

recognises that church is not a substitute for professional intervention but can be 

part of a general support network. The church could be more helpful if things 

could be brought to the open and discussed, rather than ‘swept under the carpet, 

you know, “that’s not the kind of stuff we talk about in church”’.  

Anabel wanted people to be treated with kindness and openness by a 

church. ‘I think they should be welcomed and not worried about disrupting the 

service as though the service is some kind of a performance or anything like that.’ 

Veronique shared his reflections on how church processes can affect the treatment 

given to people on entering the building. ‘For the organised church, the disruptive 

behaviour of people who are psychologically, psychiatrically disturbed is difficult 

to manage.’ He mentioned three instances that he had seen at church and 

wondered how the church can deal with challenging situations. ‘It should be 

dealing like Christ, compassionately, but services are under an hour and that’s the 

way they run and so people disrupting the running get in the way of the machine. 

The institution doesn’t appear to be Christ-like because of the institutional 

structures.’ The power of the institution and the damage that it can do was also 

mentioned by Anna. ‘I think if we can’t reach out with love and acceptance to 

people then what the heck are we there for ... but I do think churches can make 

things so difficult for people. We have these rituals and routines and when you 

get them wrong you feel so uncomfortable ... It seems very often that there is a 

veneer of pretence.’  

Allen would expect people to be treated with open arms, like any other 

person would be treated. ‘However, some of the stigmas that go alongside people 

experiencing severe mental illness can appear to be quite aggressive, quite 

frightening.’ People both inside the church and in the wider community may not 

be aware how to treat people. Allen expected to have someone to talk to, not to 
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be judged, to be provided with comfort if needed, support and a bit of direction. 

He would want people to reach out, sit down, talk to the person. In essence, the 

pastoral care that Mike feels churches are called to provide. 

A sense of welcome and the possibility of participating as far as possible 

was Dr Michael’s hope for people in mental distress entering the church. His 

work experience also encouraged caution, as he recognised that ‘there are risks 

to other people with a minority of people with mental health issues’. Tina always 

wanted the church to be a place of caring, welcome and just acceptance. She also 

recognises, from her experience of belonging to churches over many years, that 

there are people who need a lot of care and some of the challenges of caring for 

them were extreme and demanding. That caused her to reflect that some 

organised/semi-organised approach would have been helpful. Things could work 

well if there was a group of people supporting somebody but when it was just one 

or two people it could become overwhelming and the person with the mental ill-

health suffered. 

John would previously have thought that mental health had nothing to do 

with the church. ‘It would have been just a matter of referring to health service 

providers and not really a church thing to get involved with.’ Bundle had never 

thought about how a church should treat someone with mental health issues. A 

connection had never been made.  

  Caroline hoped for open-minded, caring acceptance and an understanding 

of how people might behave because of their distress. These were similar words 

to those used by Kim, who hoped for compassion, sympathy, understanding and 

acceptance. 

 

So, the interviewees were once again on a spectrum. For some, there was no sense 

that mental health had anything to do with the church. Nevertheless, every 

interviewee used the phrase ‘with acceptance’ at some stage during their answer 

to this question. There was a desire that the church would also provide welcome, 

calm and safety, although it was acknowledged that churches were not always 

welcoming places for people in mental distress. For most, there was an 

understanding that there are challenges and that the church does not always 

respond in a Christ-like way. 

 

Q4. How involved were you with the changes? What attracted you or 

discouraged you from being involved? How did you feel about them? 

Why do you think that they happened at St Barnabas’ and not in 

another church in the town? 

The changes referred to are those which took place in the building and worship 

and with the people at St Barnabas’ at the turn of the millennium. Some 
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interviewees had played a critical role in the development of the changes at St 

Barnabas’ and were glad to share their experiences and memories. Others, with 

little or no personal faith, had not been involved in the worshipping community 

at the church but some of them were nevertheless able to respond to the last part 

of the question. Still others had not been in the area at the turn of the millennium 

and were not able to answer the question. 

Dr Michael observed the changes from a distance as he did not attend the 

church. He was attracted by what was happening there and he enjoyed being 

involved in a small way through encouragement and invitation. ‘I thought I could 

see straight away the work had the potential to be very positive but that it 

wouldn’t be easy ... there would have to be lots of skills of questioning and 

listening to move it forward.’ He did feel that the changes at St Barnabas’ had 

made a very large contribution to the provision of mental health care in the local 

community. Veronique would have been quite excited about it if he had been 

involved and, like Dr Michael and Anna, felt that the engagement of the clergy 

in the process was very important. Muriel had been happy to go along with the 

changes as they occurred and over time became involved as a helper. Her 

observation was also that the changes had largely arisen because of the interest 

and passion of particular members of the clergy and this was echoed by Allen, 

who went on to say that the development of the church as a community hub – a 

place where people could feel a degree of comfort, security and safety – sends a 

powerful message. He expressed the hope that this could be developed even 

further, with other community groups and charities using the building throughout 

the week. 

Fr David had not been involved in the changes but observed that these were 

things that could helpfully happen in churches elsewhere where there were 

socially aware people with the necessary understanding. He described the work 

being done in Epsom as ‘encapsulating a dream’ and not limited to a particular 

building. Anabel had grown up with the changes at St Barnabas’, with her parents 

attending the church while she was a child. She reflected that the changes might 

have happened in that particular church because it is a smaller, closer-knit 

community with a core of people who have a heart for reaching out. The altered 

layout provides areas for personal reflection and the circular seating conveys 

welcome and inclusion while the aisle seating enables those who want to take 

more of a back seat to do so. Overall, she felt that the changes had enabled the 

church to become a hub for the provision of mental health care locally.  

John had been involved during the changes and was among the group of 

people trying to discern the way ahead; he acknowledged that in the early stages 

it was not clear to all of those involved that mental health was what it was all 

about. Mary was also involved and had come from a church that had already been 
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through a period of change and was starting to really thrive so seeing the 

possibilities of what could happen at St Barnabas’ was very appealing. She found 

it exciting that this was being prompted by seeking to get closer to God and 

become a place where all could meet God.  

As the vicar of the church, Michael was very involved in the changes that 

took place at St Barnabas’ at the turn of the millennium. He described how his 

new part-time curate64 had arrived full of energy and initiatives and that the 

closing of the institutions, and care in the community, brought a realisation that 

people with all sorts of mental health conditions were not being properly looked 

after but that something could be done by the church. They realised that the 

church could provide a space where people could connect and share and that 

creating a less formal atmosphere might well be helpful. 

Mike, not a member of St Barnabas’ congregation but someone who had 

known of the church since the late 1980s and had been involved with its finances 

over the past 10-15 years, saw a progression from it being an Anglo-Catholic 

church looking after people who liked that style of worship through to a much 

more parish-focussed church with a ministry to the local community. The changes 

to the building made it more suitable for such a mission. He was concerned that 

as the church enters a new phase, in partnership with a larger church, the 

previously deeply embedded relationship with LMLMM was likely to be 

adversely impacted because it had never been formalised. He used the analogy of 

the parable of the Good Samaritan in observing that the church seemed now to be 

passing by the needs of the community.  

Danny thought that the removal of the pews as part of the changes had been 

very helpful – it felt less rigid and this was symbolically very important. The 

provision at that time of an office for the mental health work was also very 

beneficial. Fr Michael had not been at the church during the changes but felt that 

a driver behind them was an openness to minister to those on the doorstep, a 

response to what is found in a particular parish. In that respect he echoed the 

comments made by others about the more outward-facing ministry that developed 

at that time. Tina first came to St Barnabas’ after the changes had been completed 

and was attracted by the new building, with its light and the seating in a circle, 

which helped to foster a sense of being in a community in which the clergy were 

part of the circle. It was very important for her that no one was in an obvious 

position of power over others. Caroline thought that the work had developed at 

St Barnabas’ rather than elsewhere largely because they opened their doors, 

welcomed people in and worked hard at helping those in need. 

 
64 (Ed. note: Both in the interviews and also in the comment sections of the questionnaires a number of people 

paid tribute specifically to the energy, vision and work of Susan Bull. She would not have included these in 

writing up her work, but it seems only right that it should be acknowledged here.) 
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It is very clear from the responses to this question that the structural changes 

undertaken at St Barnabas’ were an appropriate and effective response to the 

discernment of the clergy at that time concerning a particular need in the parish. 

The move to become a more outward-facing, community-focussed church with 

less formality, both physically and liturgically, had facilitated the work that was 

developing to support local people suffering from mental ill health and as a result 

St Barnabas’ was able to become the hub for the charity LMLMM when it was 

formed. That this happened in Epsom rather than elsewhere was also because of 

the legacy left by the closure of the cluster of mental health hospitals but that it 

was St Barnabas’ rather than any other of the Epsom churches was because of the 

passion of the people involved. 

 

Q5. What impact do you think the following have on the role of the church 

in good mental health care: the building; welcome; style of service; 

interpretation of Scripture; singing; prayer; Holy Communion; 

refreshment time; people; anything else? 

Asked about nine specific aspects of church and their role in good mental health 

care – broadly, from entering the building, through a church service and on to the 

gathering afterwards – there were a range of responses: 

 

Building: A number of people spoke about the sense of lightness, helped by the 

clear glass in the many windows, while an atheist remarked that the peace he finds 

as soon as he enters the building is transformative for his mental health. Kumar 

said that the space was light and welcoming and Max mentioned that people’s 

external space and their internal space are closely related and so the obvious care 

that has been taken in tending to a lawn and plants to create beauty all has a 

calming effect and communicates that care will also be taken about the people. 

 

Welcome: The welcome was a feature mentioned spontaneously by many 

respondents to the questionnaires and here too it was seen as very important. 

Interestingly, people also mentioned that contrasting but equally genuine styles 

of welcome were needed for someone who would prefer not to be acknowledged 

compared to someone who might appreciate an ‘extravagant’ greeting. 

Associated with the welcome offered by a church, Anna put food high on her list, 

linking welcome with generous provision of refreshments as a demonstration of 

hospitality.   

 

Service style: Perhaps surprisingly, the style of the service was not considered to 

be particularly important, although Jim did suggest that more formal styles don’t 
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always lend themselves to welcoming people with mental health problems. There 

was an underlying acknowledgement that different ways of worshipping and 

different aspects of the service will suit different people. What was important was 

authenticity. Those in mental distress might find it difficult to be still for the 

length of a service and it was important that people should feel free to move about 

if necessary. While aspects such as this can present challenges, interviewees 

reflected that accepting and dealing well with them can enrich church life in the 

long term. 

 

Scripture interpretation: What came as a particular surprise was that only one 

person raised the fact that the message given by some churches might link mental 

distress with demon possession. However, it was also pointed out that passages 

in the Bible that talk about isolating or banishing people suffering from certain 

conditions might be very unhelpful unless accompanied by a clear explanation 

that this was never a moral judgement but can be seen as practical ways of 

avoiding the spread of illness. Tina felt that the interpretation of scripture at the 

church was more honest, gentle and human than in some places – more about 

everyday people and everyday life. In Kim’s estimation, damage had been done 

to a number of sectors of society (for example, those suffering mental illness, the 

LGBTQ community, etc) by the black-and-white nature of strict conservative 

evangelical preaching. 

 

Singing: Possibly because of the limitations on public singing imposed by the 

pandemic, there was a very positive response to this question, with the power of 

singing being remarked on in connection with good mental health by a number 

of interviewees. Veronique noted that congregational singing helps people to feel 

part of something bigger than themselves and that its regulation of breathing can 

also calm anxiety. One person found that singing was the main support for her 

mental health. 

 

Prayer: David described healing prayer as a sense of resting with God and with 

what ails us and perhaps of exploring a confidence in God’s love rather than 

seeking a physical cure. Fr Michael sounded a warning about one-to-one healing 

prayers within a mental health context, pointing out that it has to be handled very 

carefully and without any sort of unequal power dynamic. Trying different 

approaches to prayer was mentioned by other interviewees, with Anna and David 

K both noting that silent prayer can be beautiful and relaxing. However, silence 

can also be awkward. Jim warned against the danger of thinking that if something 

has been prayed about then it is ‘all sorted’, as people often also need to take 

practical action as well. Veronique felt that intercessory prayer for those in mental 
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distress was a useful reminder to the whole congregation that there are people 

whose minds are unwell, and that to be prayed for in those circumstances would 

feel inclusive. Max drew a parallel between prayer and the practice in mental 

health care of ‘keeping people in mind’ which has been shown to be very 

important: it is a profound thing to be able to say to somebody that you retain a 

part of them when they are not there. 

 

Holy Communion: There were varied responses to this. A number of people did 

not mind whether they received the sacrament or not, while recognising that for 

some it was indispensable; others felt that it could be a divisive activity, making 

some people feel excluded. John noted that there were people who might not be 

comfortable taking Communion during a main Sunday service but who were 

happy to engage with it in a smaller, more intimate weekday evening service and 

Kim, Kumar and Fr Michael were in favour of an ‘open table’, with participation 

open to all. The symbolism of being nurtured or ‘fed’ was also mentioned, as 

were the words of Pope Francis that the Eucharist ‘is not a prize for the perfect 

but a powerful medicine and nourishment for the weak’.65 

 

Refreshments: For many people the coffee time after the service is as important 

as the service itself. For one, it was as vital as Holy Communion. It is not possible 

to assess how much this reaction was affected by the pandemic and the limits on 

social mixing that had been in place for months. However, what did seem to come 

across was that while a service can tend to keep people at a certain distance, at 

coffee time everyone was on a level playing field, free to speak with whoever 

they liked about whatever they liked. 

 

People: The central role of key people involved in the work centred on St 

Barnabas’ had been mentioned by a number of the interviewees who had 

completed questionnaires and perhaps for this reason there was relatively little 

comment on this aspect of the church’s role in good mental health care during the 

interviews. What was highlighted was the warmth and genuineness of people who 

were involved in welcoming those attending a service and how important this was 

to anyone who might be coming for the first time. 

 

While some interviewees clearly felt that all the listed aspects were important 

features of how a church engaged in good mental health care, Phil summed up 

his overall feelings on these questions by saying that none of the above features 

are of great importance unless the church can attract people by appealing to its 

 
65 Pope Francis (2013), The Joy of the Gospel: Evangelii Gaudium, no. 47. 
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particular demographic. From interviewees who themselves experience mental 

distress and/or have diagnosed mental illnesses, the importance of calm, serenity 

and aspects of routine also came across, while at least one acknowledged that 

when they are unwell they cannot cope with attending church at all. Max noted 

that while some people might get to a point in a service when they felt they could 

no longer cope and needed to leave, this was a positive rather than a negative 

because it was accepted and OK. Openness, welcome, tolerance, flexibility and 

hospitality seemed to be the key features of importance for a church seeking to 

facilitate good mental health care. 

 

Q6. What difference do you think the changes have made to the provision 

of mental health care in the local community? 

Dr Michael was not alone in feeling that the changes at St Barnabas’ had made a 

very significant contribution to the provision of mental health care in the local 

community. He acknowledged that within any congregation there would be a 

spectrum in how people might react to encountering mental health problems, 

ranging through ignorance, fear, toleration and welcome. No single position 

would be likely to pertain in any one church but the ideal would be a commitment 

to try and be as welcoming as far as is practicable. Veronique thought that the 

drop-in and the annual Festival must have had a huge impact and Anna also used 

the word ‘huge’ to describe the difference made to the provision of mental health 

care locally as a result of the changes at St Barnabas’ which meant that there was 

somewhere you could go and know that you were accepted. One interviewee used 

the word ‘lifesaving’ in response to this question and Jim reckoned that the 

difference the changes had made were ‘enormous and not to be underestimated’. 

Fr Michael suggested that the reordering of the building had allowed space for air 

to move in, that it had conveyed the sense of a church that was journeying rather 

than static and demonstrated that the church was not ‘precious’ about its building.  

John reckoned that Epsom Mental Health Week had been very effective at 

putting St Barnabas’ on the map as regards mental health and that it led to the 

local population and healthcare professionals realising that something very 

valuable was happening. He mentioned that the local schools also promote the 

week and that these things were reducing the stigma around mental health. 

Michael said that as well as Epsom Mental Health Week connecting up a 

lot of people who are involved in mental health care in various ways, it has also 

opened the eyes of people at the more acute statutory care end of the spectrum 

about what can be done at a low-key level in the community and how potent that 

can be. It had also helped people to realise that they need not be fearful but could 

do at least something to help. Tina observed that what was being done had been 

influential and possibly a facilitator for other churches to think about their 
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approach to how they can include people with learning difficulties, mental health 

problems or physical disabilities. Caroline also thought that the mental health 

work at St Barnabas’ had made a big difference to the provision of mental health 

care in the local community. 

Kim’s response included the observation that it was good to see a church 

having changed its focus from ‘bums on seats’ and revenue to actually serving 

Christ and living out the gospel rather than just paying lip service to it. 

 

Q7. Have you visited or volunteered for: the Monday drop-in; the 

Wednesday drop-in; Let’s Talk Epsom; the occasional conferences; or 

Epsom Mental Health and Well-Being Festival? If so, did you 

participate through interest in mental health or because of your 

Christian belief? 

Participation in these various aspects of the work was very varied. Anna had been 

to part of some drop-in sessions, got involved with cooking and enjoyed the 

Mental Health Week. She mentioned attending a session that was held at Epsom 

College as part of the week and how good it was to see that this attracted a 

completely different audience, people who might not have attended anything in 

the church. ‘It was good to see that we can fly off in different directions and reach 

far more people.’ Fr David had participated in aspects of the work both because 

of his interest in mental health and because of his Christian belief. 

Lanie, whose own mental distress often prevented her from engaging with 

either church services or other activities, had participated in an art competition 

that featured as part of the Festival and had contributed photographs to the books 

that were produced and circulated during lockdown. She found it very therapeutic 

to have something to focus on and to think about and plan. 

John acknowledged that his participation as a volunteer was based on his 

friendship with Sue [Bull] and that a feature of St Barnabas’ was that they try to 

help each other out because the people love each other. But as he so enjoyed 

breadmaking for example, he had suggested this as an activity for the Festival 

week, recognising that there was an almost therapeutic element to it. Mary had 

also been involved as a volunteer and put this down to her Christian belief and 

because she felt that St Barnabas’ was called to help. Having experienced an 

episode of mental ill-health in 2014 she came to a greater appreciation of the 

value of LMLMM, understanding the stigma attached to mental illness and the 

importance of unconditional acceptance for wellbeing. 

Allen had visited or volunteered at all the activities to increase his 

knowledge and to support people locally. He was enthusiastic about the whole 

concept of integrating what is offered by these initiatives in mental health care 

together with other local charities and what is offered by the church under an 
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umbrella organisation but this hadn’t quite happened as once envisaged. Mike 

had visited the drop-in a couple of times and felt that it was integral to his 

Christian commitment to be involved with something that helps the community 

so attending the Festival had been both because of interest in mental health and 

because of his beliefs. 

Danny’s main focus had been Epsom Mental Health Week, largely because 

he believed that how one treats people who suffer mental disturbance is one of 

the measures of a decent society. Kim, Kumar and Fr Michael had participated 

both because of their interest in mental health and because of their Christian 

beliefs; indeed, the latter had applied for ministry in the parish specifically 

because of the mental health work.  

 

Q8. What do you think is the relationship between the church and the 

mental health work? 

David understood the church to be a part of the network of support and 

encouragement that is conducive to wellbeing, quite apart from spirituality or 

faith, but that while it makes a contribution it cannot be the whole solution to 

good mental health; church cannot substitute for necessary medical interventions. 

Lanie described the relationship as ‘utterly vital’ while Veronique noted that 

because of their visibility the clergy are going to be approached by people who 

may be suffering from mental distress and that it may be a challenge to balance a 

desire to be Christlike in response with all the other conflicting demands on their 

time and attention. 

Anabel felt that mental health work ought to be a crucial part of the church 

and its Christian teachings and Kumar called the mental health work an integral 

part of the church’s mission. Anna noted that what had begun as a ministry ‘to’ 

people was becoming a ministry ‘with’ people. She also stressed the importance 

of having people in leadership positions who fully embrace the work. Mary 

acknowledged that for parents with young children, for example, challenging 

behaviour or obvious drink or drug problems within a church context can cause 

concern and that in those circumstances people need to feel equipped by very 

good leadership – people who can understand and manage such situations. 

However, given the right leadership both personal and collective growth can 

result. 

Danny thought that the work done in connection with St Barnabas’ had 

enabled people who suffer mental distress to find a non-judgemental community 

of people who support each other, and therefore somewhere where they can be 

supported by others. Bundle felt that the people of the church are vey much part 

of the community, that one of the church’s purposes is to support people within 
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the community and that with mental ill-health being so pervasive it is something 

the church needs to be involved with. 

Max noted that at medical school students were taught that religious 

communities do tend to attract mentally ill people but that those connected with 

a church or other faith community  are less likely to take their own lives than 

those who do not have such a connection; the church can provide structure, 

purpose and community in a very benign way. Mike reflected on the more recent 

changes that had occurred locally, from a situation where the vicars at St 

Barnabas’ had been members and trustees of LMLMM and very supportive of 

the link, to the church having come under a joint ministry with new leadership. 

He acknowledged that the local church was probably struggling and only time 

would tell how things worked out. 

Tina felt that ideally the relationship between the church and mental health 

should be the same as between society as a whole and mental health, i.e. that there 

should be no stigma, but that in practice the church in general often expresses 

something other than that. 

Fr Michael reflected that it may well have been because St Barnabas’ was 

the home for the mental health outreach that the church authorities had been 

persuaded not to close the church. 

 

Q9. How confident do you now feel about being with someone in mental 

distress, compared to how you felt when you first came to/knew about 

St Barnabas’? 

A number of people responded that it would depend very much on exactly what 

the situation was and how severe the episode of mental distress was, and this was 

echoed by those who had experience and/or training in mental health care. 

Nevertheless, there was a feeling that exposure to the work being done at St 

Barnabas’ had given people greater confidence in this area. Anna reflected that 

this was partly through a realisation that one didn’t have to have solutions but just 

needed to listen. There had been a massive change in how confident Michael now 

feels about being with someone in mental distress, Kumar also said that he was 

much more confident as a result of his association with St Barnabas’ and Jim 

reckoned that it had had a big effect. 

 

Q10. How has your experience of St Barnabas’ affected your own mental 

health? 

Fr David responded to this question by saying that St Barnabas’ had helped him 

to an awareness that he was not on his own but is part of broken humanity. ‘The 

fact that [mental health] is spoken about at St Barnabas’ gives me permission to 

speak about my mental health.’ 
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David noted that a greater self-awareness accompanying his call to 

ordination had resulted in him paying greater attention to his own mental health 

and Dr Michael found that at St Barnabas’ ‘you were made to feel as though you 

were contributing something useful’, which was affirming. Veronique noted that 

St Barnabas’ has provided an extra resource, giving welcome and hope in a world 

that has such a lot of pain and despair.  

Some interviewees had learned to see mental health in the same way as 

physical health – that this is something everyone has, it is sometimes good and 

sometimes not so good; some people have much greater difficulty than others. 

This was a valuable insight and had a lot to do with the openness in talking about 

mental health and realising that no one is immune to having problems with it. 

Bundle reported that her involvement with the mental health work of St 

Barnabas’ had improved her own mental health; whether attending meetings or 

the Festival itself, she found this uplifting. Interaction with others is something 

that she thrives on and that makes her feel better. Tina also said that her 

experience with St Barnabas’ – a genuine acceptance and gentleness – had helped 

her to feel safer within the church community and Caroline reported that her 

connection with St Barnabas’ had a very positive effect, that getting involved 

with the Festival was a great experience and helps her to put back something that 

others need. 

 

Q11. Looking back, with the beauty of hindsight, what would you now have 

wanted to be done differently? 

No one really wished to offer even constructive criticism of the work undertaken 

at St Barnabas’, with this question eliciting positive feedback about how 

beneficial it was. It was noted that inevitably mistakes would have been made but 

that this is part of the learning process alongside the great achievements. Jim said 

that while there might be different ways of doing things, what matters is that 

something is being done rather than that it is being done in exactly the right way. 

There were also some comments about the inevitable difficulties associated when 

the time came for a change in church leadership and a feeling that the work of 

LMLMM might have benefitted from being formally and officially recognised by 

the church. Fr Michael wished that the church had been officially signed up as an 

‘inclusive church’.66 

Mike suggested that seeking out more formal partnerships with other 

organisations, a number of whom regularly had stands at the Festival, might have 

 
66 https://www.inclusive-church.org/  

https://www.inclusive-church.org/
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been beneficial in creating closer relationships that would have helped to spread 

the load.67 

Bundle was enthusiastic about the use of Zoom and pointed out that even 

without the pandemic there were people who would find this way of participating 

very useful.  

 

Q12. Do you think it possible that similar changes could helpfully happen in 

churches elsewhere? 

Most interviewees said that changes such as those that had taken place at St 

Barnabas’ could very helpfully happen in churches elsewhere, but Fr David felt 

that it needs the right people, a good deal of understanding and an involvement 

with social justice. David reflected that because the work at St Barnabas’ had 

arisen from a process of prayerful seeking and discerning, one could not prejudge 

what work other churches might be called to do in their different settings and Dr 

Michael also remarked that other churches would be starting from different 

positions. Anna sounded a note of caution. While agreeing that if you have people 

with the will and the humility then similar changes could happen elsewhere, it 

wasn’t something that could be done without a lot of careful planning. The 

important thing was for all churches to have an ethos that allows people to express 

their anxiety or discomfort but to take things gently. There should never be a 

suggestion that people in mental distress can be ‘fixed’ but rather that friendship, 

warmth and acceptance were available. 

  John expressed some annoyance at hearing people repeatedly say how 

special St Barnabas’ was in this work. What was special was a genuine concern 

and need and effort to seek God for what was right at St Barnabas’ – what was 

right for the church at that time came from a determined search for what its 

mission should be, to see where that went and to follow it. So, in his opinion, if 

there is any model to be taken from St Barnabas’ it is a loose model about not 

having a clear plan but being prepared to seek God and to listen and to trust in the 

meantime. Max also felt that the sort of changes that had taken place at St 

Barnabas’ could happen elsewhere if people were emboldened – they should not 

see it as very complicated but that it can start incredibly small. Fr Michael also 

observed that it comes down to having the right people and a willingness to 

embrace change and Muriel quoted someone saying to her that what was done at 

St Barnabas’ wouldn’t be accepted by their congregation. 

 

Q13. How do you think the necessity of social distancing will impact on the 

role of the church in good mental health care? 

 
67 It was noted that Susan Bull’s involvement with both LMLMM and as a member of the St Barnabas’ PCC had 

been the strongest link but that this should not have rested on one individual. 
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Many interviewees mentioned the adverse effects of social distancing on mental 

wellbeing, citing increased levels of depression and isolation as a result of the 

lockdowns. There was also a concern that the hiatus of the pandemic could mean 

that some people’s habit of churchgoing had been broken and that congregations 

would further decline as a result. 

 

Q14. How do you think any negative impacts may be best alleviated? 

There were few responses to this, probably because by the time that some of these 

interviews were conducted many of the initial restrictions had been eased, the 

churches were open for services and although close contact was still not possible 

there were suggestions that many people were returning to at least some measure 

of their previous patterns of activity. There was, however, mention of the benefit 

of having opportunities to meet outdoors. 

Allen was concerned about the long-tern after-effects of the pandemic, 

such as job losses, and how the availability of what LMLMM has to offer through 

the drop-ins could receive wider publicity so that affected people would know 

that there was somewhere they could come and talk, finding a welcome and 

someone who would listen and that conversations could take place about what 

was needed. 

 

Summary 

The interview participants had a range of experience in connection with the work 

undertaken in Epsom – some as volunteers for the weekly drop-in sessions or the 

annual festival, others as those who had benefited directly from these initiatives 

and a number who fell into both groups. As one interviewee commented, the ethos 

of the work is that ‘we are all in it together, providing a support service for those 

with mental illness but that it shouldn’t be about people who are mentally ill, it is 

about everybody’. It is about building community to make sure that there is 

increased awareness and acceptance of people with mental illness because they 

have a lot to offer, have many gifts and can help others learn. 

Another key observation was the importance of the initial process of 

seeking to identify the work appropriate for any particular locality. In Epsom this 

was very clearly to do with mental health both because of the area’s history but 

also because of the interest, passion and abilities of the clergy at that time. The 

structural changes to the church building at St Barnabas’, opening it up as a light, 

welcoming and accessible place, were just one – albeit very important – aspect of 

the work that resulted from the gradual process of seeking the way forward, which 

included bot prayer and consultation.  

Among the frequently cited aspects of what has been done in Epsom were 

‘welcome’ and ‘acceptance’. It was acknowledged that for this sort of work to 
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succeed there needs to be both flexibility and a team of people who have had at 

least some training and can deal calmly and effectively with any challenging 

behaviour or situation.  

Fr Michael also offered the very important observation that in church life 

there is rarely any succession planning for voluntary activities – who is going to 

take on the tasks that are done by volunteers when they are no longer able to be 

involved? This highlights the benefits of sharing the expertise and experience 

gained from initiatives such as LMLMM and the Mental Health and Wellbeing 

Festival, both locally and with other churches, so that the lessons learned can help 

to ensure that the work is maintained and spreads.  
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6. Conclusions 

 

There will not be a community anywhere without people who have either suffered 

some form of mental distress at some time or are currently experiencing anxiety, 

depression, addiction or similar conditions. As participants in this study came to 

recognise, mental health – as physical health – is not an on/off state: we are all 

on a continuum between peak fitness and complete debilitation. So, many if not 

most congregations will, knowingly or not, include some mentally distressed 

people together with individuals having other disabilities of one sort or another.  

While the church in Epsom, with its local history of mental hospitals, was 

already very aware of this aspect of its community, what this study has 

demonstrated is a clear pattern, encouraging all churches to spend time in 

prayerfully seeking the specific steps that they should take in order to be 

accessible, welcoming and inclusive. To model the acceptance and unconditional 

love of Christ may mean stepping out of comfort zones or long-held ways of 

doing things; it may be costly in terms of finances and time – and change rarely 

goes unchallenged. However, to meet the needs of today’s world with the 

unchanging love of God, and to reap the benefits of a community in which all are 

able to experience a welcome, it is worth the effort. The church in Epsom 

undertook a programme of changes to both its building and its activities that were 

appropriate and effective in addressing the needs of parishioners. Becoming more 

informal, both physically and liturgically, facilitated the work of supporting local 

people suffering from mental ill health and as a result St Barnabas’ was able to 

become the hub for the charity LMLMM when it was formed. 

It is clear from the interviewees in this study that those volunteering as part 

of the work undertaken in Epsom not only found it rewarding but grew in 

confidence, established new friendships and gained an appreciation of the 

different circumstances experienced by others. And, as the challenge of the 

Covid-19 pandemic was faced, a variety of measures were put in place to maintain 

contact with people through the lockdown restrictions and – as many churches 

and other organisations have found – there have been useful lessons learned about 

continuing some of these practices in order to include those who are either 

housebound, at a distance or otherwise unable to maintain in-person contact. 

Online activities can provide a less stressful way of being part of a group for 

people who remain – or always have been – uncomfortable accessing church or 

some of its activities in person. 

The work undertaken at St Barnabas’ in Epsom and the ongoing work of 

the charity, Love Me Love My Mind (LMLMM), demonstrates a considered, 

collaborative and hugely beneficial approach to reaching into the community. It 

has also given a voice to those who were previously voiceless.   
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