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ABSTRACT
The purpose of this study is to present the development of an intergroup dialogue curriculum for 
faith leaders and behavioral health providers to expand rural behavioral health care systems. The 
Clergy Outreach and Professional Engagement model and intergroup dialogue technique formed 
the basis of the curriculum. A discussion of the adaptation of an intergroup dialogue intervention 
developed for use in rural communities is presented. The curriculum was designed to build trust 
and familiarity among trusted faith leaders, behavioral health providers, and Extension agents to 
expand the system of care for vulnerable farming populations. Challenges and opportunities 
regarding the implementation of the intergroup dialogue intervention are explored. Assessing the 
feasibility of scaling this approach up to other communities has the potential to improve the 
network providing behavioral health care in rural communities.  
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Introduction

Rural residents and agriculture production work
ers are disproportionately burdened with higher 
depression, substance abuse problems, and suicide 
mortality rates.1–4 Various barriers limiting access 
to behavioral health care significantly impact these 
elevated rates. Approximately 90 million people 
live in mental health professional shortage areas, 
most in rural areas.5,6 In 2020, 61% of calls to 
Farm Aid came from farmers in a mental health 
crisis.7 Many people in the United States see faith 
leaders as a frontline mental health support sys
tem, especially in rural regions.8,9 Faith leaders are 
trusted insiders, accessible, and require no addi
tional financial resources. These circumstances 
allow faith leaders to act as gatekeepers for beha
vioral health care.10 Rural faith leaders are well 
recognized to help navigate mental health chal
lenges. However, studies indicate that faith leaders 
refer to mental health professionals at low rates11 

and counsel at a low intensity, even for serious 
problems.12 This may be further pronounced for 
farmers in rural areas, where access to behavioral 

health providers is scarce, and the stigma of help- 
seeking is high.10,13,14

Behavioral health care networks must under
stand and be familiar with the cultural and social 
context to foster help-seeking behavior among 
rural farmers. As such, collaborations between 
faith leaders and behavioral health providers 
could expand rural behavioral health care systems. 
These groups may be reluctant to collaborate, 
however, most likely because of the perceived con
tentious relationship between religion and 
psychology.15 For example, faith leaders may 
worry about sending a congregant to behavioral 
health providers holding conflicting religious 
beliefs, while psychotherapists are unlikely to 
refer clients to faith leaders for spiritual help.16 

Unfortunately, there is little guidance on effec
tively bringing groups holding conflicting or coun
terproductive beliefs together despite having 
common goals.

Intergroup dialogue is an evidence-based tech
nique for increasing communication processes and 
bridging differences.17 The core tenets of 
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intergroup dialogue focus on active listening, 
structured interactions, and facilitative guidance. 
Previous successes implementing intergroup dialo
gue with various social identity groups have found 
ally development, positive attitude changes, 
increased critical consciousness, and action 
preparedness.17,18 Therefore, we developed an 
intergroup dialogue curriculum to build and 
increase collaborations and partnerships between 
rural behavioral health care providers and faith 
leaders, with Extension agents serving as the facil
itators of these collaborations. The Clergy 
Outreach and Professional Engagement (COPE) 
framework guided our intergroup dialogue curri
culum development. COPE aims to establish 
mutual burden reduction (i.e., reduce the need 
for one group of service providers to deliver direct 
care by sharing with other providers) by defining 
the roles of those involved in behavioral health 
care and sharing expertise across professions.19–22

Curriculum development

Between September 2022 and December 2022, we 
interviewed content experts, including a faith lea
der, behavioral health provider, Extension agent, 
an individual familiar with the COPE framework, 
and an intergroup dialogue facilitator (N = 5). We 
used semi-structured interview guides tailored to 
each interviewee’s expertise to conduct 60-min 
individual interviews via Zoom. For example, the 
interview guide developed for the behavioral 
health provider content expert aimed to under
stand how the profession broadly supports spiri
tual health and perceptions related to faith leaders’ 
role in providing direct behavioral health services. 
The interview guide with the COPE expert focused 
on how questions related to adapting the frame
work to rural communities, specifically in the 
study sites of Colorado, Wyoming, and Nebraska. 
Each interview was recorded and transcribed. All 
five content experts agreed to review the draft 
curriculum developed based on the interview find
ings and serve as project informants throughout 
the project. The San Diego State University 
Institutional Review Board approved the study 
(Protocol #: HS-2021–0270-SMT).

Grounded theory analysis was used to identify 
common themes and content across the 

interviews.23 The established codes and themes 
found within the interviews were used to draft an 
intergroup dialogue curriculum that included 
adapting and tailoring the core intergroup dialo
gue curriculum components, icebreakers, reflec
tion activities, areas for mutual knowledge, and 
approaches to critical asset mapping. We found 
the overarching themes of (1) cultivating trust 
and humanizing experiences, (2) honor diversity 
and finding common ground, (3) identifying com
mon goals, and (4) collaborative action planning. 
These themes became the basis of the curriculum 
modules, which are further described below. In 
June 2023, we convened a meeting with the five 
content experts and presented the draft curricu
lum. The purpose of this meeting was to 
strengthen the curriculum by allowing the content 
expert members to check, confirm, and identify 
gaps or unclear content areas. Additionally, we 
asked the content experts to provide recommenda
tions on the curriculum delivery (e.g., hybrid vs. 
in-person, all-day session vs. multiple sessions, 
etc.). We then revised the curriculum based on 
the feedback received from the content experts.

Intergroup dialogue curriculum

A four-session, 8-h intergroup dialogue curricu
lum was developed to create new levels of under
standing, relating, and action between faith leaders 
and behavioral health providers. Adhering to the 
core components of intergroup dialogue, our cur
riculum aims to (1) discuss the community chal
lenges and needs, (2) explore the intersection 
between faith and mental health, (3) foster colla
boration, communication, and coordination to 
create a continuum of care, and (4) promote men
tal health awareness, reduce stigma, and create 
a supportive community environment.

Using the COPE framework to guide how best 
to expand the continuum of mental health care in 
rural settings between clinicians and community 
clergy, which allows for the sharing of expertise 
across professions, the curriculum’s modules 
focus on (1) cultivating trust and sharing experi
ences, (2) honoring differences and finding com
mon ground, (3) building bridges and fostering 
connections, and (4) mapping resources and tak
ing action together. These four curriculum 
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modules are intended to be delivered across four 
sessions that aim to build, expand, and improve 
the internal and group processes between faith 
leaders and behavioral health providers (see 
Figure 1). For example, focusing on building 
and developing the communication processes 
between these two professions can result in alli
ance building, which provides the foundation for 
resource sharing and establishing formal referral 
pathways, thus strengthening the continuity of 
mental health care in rural, agricultural- 
dominant communities.

Each session lasts approximately 2 h, with the 
first 90 min being structured, direct curriculum/ 
content, and the last 30 min designed as a semi- 
structured “coffee and conversation” that allows 
participants to engage more organically in con
versations with other participants. We intention
ally designed this curriculum to be delivered in- 
person and with a desirable group size of six to 
eight people, while ensuring that the same number 
of each population is represented – for example, 
two behavioral health providers and two faith 
leaders. Having one group represented “less” is 
not desirable and goes against intergroup dialogue 
best practices. However, modifications could be 

made to adapt it to an online format. All sessions 
are guided by a facilitator PowerPoint that struc
tures the beginning of each session with an over
view of the session goals, expectations, 
community agreement (developed collectively in 
the first session and reviewed thereafter), a review 
of prior session content (if applicable), and an 
icebreaker.

Depending on the session, the structured con
tent varies between small and large group activ
ities, reflections, and discussions. For example, in 
session one, Cultivating Trust and Sharing 
Experiences, participants are given a handout and 
asked to categorize a series of statements. Some are 
specifically about faith leaders, some about beha
vioral health providers, and some could apply to 
both roles. After participants complete the hand
out individually, they are brought together for 
a large group discussion on the roles in mental 
health wellness. Adhering to intergroup dialogue 
core components (engage in critical self-reflection, 
see Figure 1), participants are encouraged to use 
examples and stories from their personal or pro
fessional experience when reflecting on why they 
answered the way they did. (See Figure 2 for an 
example of the handout).

Figure 1. Intergroup dialogue communication, psychological, and community processes expected to strengthen COPE model 
continuum of care.
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Next steps

Next, our team will pilot-test the curriculum using 
the Implementation Outcomes Framework (IOF)24 

within the Reach, Effectiveness, Adoption, 
Implementation, and Maintenance (RE-AIM) 
framework25 in a hybrid model of implementation 
science to evaluate the feasibility and effectiveness of 
the intergroup dialogue intervention to increase col
laboration between the groups and ultimately 
increase the accessibility and continuum of beha
vioral health care in rural communities. We will 
assess changes in communication, psychological, 
and community processes stemming from inter
group dialogue (depicted in Figure 1) and determi
nants of adoption leading to implementation. We 
expect that the RE-AIM evaluation model will 
inform us of the feasibility, accessibility, and sustain
ability of the curriculum, particularly around 
whether and how the intergroup dialogue sessions 
helped participants become comfortable in pursuing 
partnerships and whether these would be a good fit 
for their congregation or clinical practice. Thus far, 
we have presented our curriculum at the USDA 
Center for Faith-Based and Neighborhood 
Partnerships, the Health Resources Services 
Administration – Rural Mental Health, and the 
International Society for Agriculture Health and 
Safety for discussion. Our team is currently 

recruiting participants among faith leaders and 
behavioral health providers in rural and agricultural 
counties in Colorado, Nebraska, and Wyoming. If 
our IGD curriculum can be successfully implemen
ted, we will consider utilizing a Community Capitals 
Framework to inform “spiraling up” efforts across 
rural, agriculture-dominant communities,26 and we 
will seek to add the curriculum to the Farm and 
Ranch Stress Assistance Network (FRSAN) 
resources available to communities.

Conclusion

Given that COVID-19 has further exacerbated 
access and service delivery of behavioral health 
services and resulted in increasing chronic health 
care provider shortages in rural areas, this project 
is critical because it aims to build behavioral health 
system capacity for farmers, who have an elevated 
risk of suicide, and their broader agricultural com
munities. The long-term goal is to build referral 
pathways between faith leaders and behavioral 
health providers.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Figure 2. Session one participant handout.
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