INTERFACE

Wednesday, January 19, 2011

“I Don’t Want to Talk About It!   Spirituality and Mental Illness in Faith Communities”

Who we are.  The teeter-totter relationship between spirituality/religion and mental illness/mental health.  A conversation about the silence of don’t wanting to talk about it. Definitions of spirituality.   A process for developing a mental health ministry in your faith community.  A tool for spiritual assessment.  

1. Introductions

a. Alan.    I WAS and AM a person who has relatives who live with or had lived with a mental illness.  As I was coming through the rubble of those many years, someone suggested NAMI Family to Family. I wanted to know more. I am a United Church of Christ clergy and most recently before my retirement I was an active chaplain at The Children’s Hospital in Denver (until almost 5 years ago) and an active member of my local congregation.  But very little conversation had even been offered to me about mental illness in a theological context.  NAMI does not deal with the “God” thing, one might say. 

b. But when I was asked to start a Task Force on Mental Health in my congregation, the First Congregational Church, United Church of Christ, Boulder, I gladly accepted.  In particular, my understanding of spirituality has led to the development of the Mental Health Ministry in my faith community, being one of the cofounders of the Interfaith Network on Mental Illness, and to coordinating a national conference with the UCC on “Widening the Welcome: Inclusion for All.” Anne and I formed a Spiritual Support Group in our congregation that meets twice a month and twice a month I co-facilitate a Spiritual Support Group in Warner House, a house for persons who are mostly in transition from Ft. Logan or the local hospital. 

c.  Knowing that one out of four people in every faith community has been affected by mental illness,  I expected that when the couple of us raised the flag to draw people together to name this issue we would need to provide a large room.  Not.  The couple hands full of people who came to those initial meetings has dwindled down to one handful.  Why don’t people want to talk about it?  

2. History of the antagonism between faith and psychology. And most of what I have read and heard is from the perspective of what the clinicians have avoided regarding spirituality and religion.  Brief quotes of the history, one from a Roman Catholic nun who is a clinical psychologist; a United Church of Christ clergy who is a Ph.D. Research psychologist; and a psychiatrist who I believe is a Buddhist.  

a. Nancy Kehoe. (The nun/therapist): “I developed my clinical skills while quietly observing the fact that no one ever mentioned religion in relation to a client—for me, an intriguing omission.  As I began to feel more clinically secure, I questioned the omission.  I realized I was about to address a deeply embedded psychiatric fear about the relationship of religion to mental illness.”  Following a session she said, “(the staff) said that many clients referred to religion, but the therapists simply ignored it, not knowing how to handle the topic.  This was an amazing admission for mental health professionals, who are trained to explore every aspect of a person’s life, from the most intimate areas, such as sexuality, finances, and abuse histories, to the most public, such as work histories.  Listening to, making sense of, and helping a person reframe the narrative of his or her life is the essence of therapy.  This conversation, however, suggested that the chapter that concerned religion was being omitted: the whole story could never be told because no one wanted to listen.”  “I learned that in general, clinicians did not explore a client’s religious history.  A quote attributed to Thomas Szasz, a Hungarian psychiatrist—“If you talk to God, it’s prayer; if God talks to you, you’re crazy”—captures this long entrenched belief.”

b. Roger Fallot. (The clergy/psychologist.) “There is a long history of mutual skepticism, if not antagonism, in relationship between science and religion.  As mental health practice became increasingly allied with natural science and rationalistic paradigms in the early twentieth century, many psychiatrists and psychologists wrote dismissively of spiritual or religious experience.  Freud’s characterization of religion as illusion and his analogy between religious rituals and obsessive-compulsive behaviors have come to represent a central fear of many spiritually committed people: that mental health professionals at best reduce religious conviction and practice to psychological processes and at worst actively derogate spirituality in its entirety.  Conversely, some religious people have adamantly denied the value of secular mental health services.  Sharing the assumption of an inherent and irreducible conflict between scientific and religious worldviews, these individuals have counseled people to rely solely on religious sources of help for mental disorders and problems in living.  Like the psychologists who reject a significant place for religion, these religionists reject a significant role for the human sciences.”  

c. The Buddhist/psychiatrist: “Since Freud, the conventional wisdom of the mental health community has been that spiritual and religious beliefs and experiences can be destructive and create guilt, self hatred, even delusions and symptoms of mental illness.  Along with the fear of proselytizing, and the issue of the separation of church and state, these realities have resulted in spirituality often becoming a taboo subject in mental health treatment.  How can these disciplines overcome this divide and work together to help the whole person in recovery?”

3. So there is silence in talking about mental illness and in particularly in the context of faith communities.  Conversation.
a. “What happens even when we use the term mental illness?”  

b. Language confuses us.  “How do we use ‘depressed’ or ‘crazy?’”

c.  Stigma: the person who is living with the mental illness feels defective, abnormal, is shamed, out of place and therefore often becomes silent.

d. Do not know about it.  Lack of education.  

e. Fear of what we don’t know.  Is it contagious?

f. It not only makes me feel uncomfortable, but makes me feel out of control (because I don’t understand it AND it may remind me of my own vulnerability which is not seen as our common bond as human beings, but may make me anxious.)

g.  Those who have a mental illness are very careful about where and to whom they might reveal their illness.  This keeps this area of human life and suffering in the dark.  

4. What about in faith communities?  What are the experiences that you have had as you as sought to find your spiritual home or a faith community for you?  

a. 300,000 faith communities in the US.

b. 1 out of 4 people in every faith community has been affected by mental illness

c. Definition of spirituality/religion.  

i. Roger Fallot: “experiential and institutional dimensions.  Experientially, both spirituality and religion may involve the following: 

1. a sense of ultimate meaning, purpose, and values; 

2. a relationship with a transcendent being or higher power; 

3. or a sense connection with the sacred or holy.  

ii. In this way, one core traditional meaning of religion is virtually synonymous with spirituality.  An added meaning of religion, though is also necessary and refers to its institutional context.  Here religion may entail a defined set of beliefs (a doctrine), rituals, and practices, as well as an identifiable community of believers.”  

d. When asking adults in our Spiritual Support Group if their experiences in any of their faith communities were positive or negative every one of the 5 people were able to name a negative experience.  One said the clergy said from the pulpit that if believers had more faith they would not need medication for their mental illness, meaning if their spiritual practices were more faithful they would not need psychotropic medications; one parishioner told a mother than her son who is living with major depression was scary and ought not attend worship; and one person said that there was never anything mentioned about mental illness anywhere in her experience of the faith community therefore she felt her own lived experience was not validated.  Experiences that had reinforced the wall of silence.  

5. How can faith communities break the silence?  

a. Developed a ten step, or ten point, plan to introduce a Mental Health Ministry in a faith community.  

b.  Since early 2008, the Interfaith Network on Mental Illness, INMI, has sought to crack the shell surrounding faith communities around the issues and concerns of mental illness.  The present Steering Committee is composed of persons from the Jewish, Buddhist, Christian, and earth-worshipping traditions.  The percentage of persons who attend the INMI programs who are clergy is very small.  While the INMI email list is 301, there are indications of little interest in such programs from most of the faith communities.  Indicative of this has been the very few requests for the “Mental Health Resource Guide for Faith Communities;” the widespread attendance at INMI programs (from 100 for ½ day workshops to 9 people for a movie);  the absence of any faith community’s request for presentations on mental illness and spirituality (until one month ago where a church has developed a series of programs, Jan.-Nov. on mental health/illness;) and the few email responses to the INMI Updates.  It has been difficult to break into a faith community’s program life offering an awareness of the significance of spirituality in a person’s recovery.  You know that the clergy are the gatekeepers on this focus.  

c.  Under the umbrella of INMI, the Caring Clergy Project has been developed.  The website will be active next month, I believe.  The purpose of the Caring Clergy Project (CCP)  is to increase awareness and understanding of mental illness among clergy, staff, lay leaders and members of faith communities from all faith traditions, to help congregants who come to them with mental health problems and to help faith communities develop and nurture supportive environments for persons dealing with mental illnesses and their families and friends.  We have embedded 3 videos that can be seen at the clergy person’s discretion, such as, “8 tips for referring your congregant to appropriate MH resources,” “Starting a Spiritual Support Group,” and “Developing and Maintaining a list of referral resources.”  We hope to have many, many, more not only developing our own, but linking up with those that are already produced and focusing on education for clergy/staff/interested laity.
d. I have requested worship schedules from faith communities and any programs that might be addressing spirituality and mental illness.  I emailed 38 faith communities twice and have received 5 responses so far.  (I know perhaps face to face conversations would be best.)
i.  We do not have any formal programs or ministry emphasis for persons who have mental health issues personally or those who live with and/or care for them.

ii.  I did pass this on to our pastor.  I have to say that we are so short staffed here (it is just the pastor and myself) that finding time for one more project is pretty unlikely at this time, but we can only hope that something slows down somewhere and in that case we will revisit this project.

iii.  We partner with Carriage House Community Table and serve dinner several nights a week.  Additionally we work closely with BCAP.  At this time we have no support groups or specific ministries directed toward those with mental illness.

iv.  We serve lunch to the hungry on the second Sunday of each month at 12:30 p.m.
v. We  have a strong Mental Health Ministry, including a Spiritual Support Group twice a month, and an adult forum on the second Sunday of every month focusing on a mental health concern.  
6. How is spirituality/faith dealt with in your therapeutic setting?  The role of spirituality in services for people with severe mental illness. Roger Fallot

a. Consumer Self-Understanding.  

b. Facilitates Recovery: a resource for personal and social strength for coping, social support, a sense of coherence, and the feeling of being a whole person.  

c. Enhances Cultural sensitivity…culturally competent programming.  

d. Relates positively to psychosocial well being.  Religiousness is connected to lower rates of suicide, drug and alcohol use, and depression. 

7. Where are you in your own journey with spirituality in and or though a faith community?

8. How do you do spiritual assessments with your clients?  The question to the clergy is, how do you evaluate/know if a person’s mental health challenge is being manifested and how do you respond?  Attached is one way called FICA.   
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