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Introduction


When I was in college, I suffered a deep depression and began the process of healing and recovery which continues to this day. Faith communities and pastoral care have been of core support to me and my family on this journey. After almost fifteen years as a parish pastor, I began working as a chaplain, doing outreach on the streets with indi​viduals who were homeless and mentally ill, serving as a chaplain on the psychiatric units of our main county hospital and working with laity and clergy to develop a range of men​tal health ministries in local congregations. What I have learned comes out of the walk together and the extraordinary experiences we have shared as souls.
The Languages of Spirit and Science


As a pastor, I begin with an understanding that all of us are in a process of moving toward wholeness, toward a fullness of life as persons. Soul is a word that names our completeness – our bodies, our senses and feelings, our minds, thought and imagination, our unique selfhood and personality, our social life and our ultimate nature and connect​edness. Soul speaks especially of our deepest experiences of humanness, our spiritual capacity, the truth which most profoundly holds for us. Soul is not some part of us. It is us, the totality of who we are and the past out of which we come and the potential which is forever on our horizon. 

Our souls rest in and arise from the movement of the Spirit, a power of love and grace and nurture eternal and active in every moment of existence. The Spirit is ever at work in the world, from the most infinitesimal beginning to the most complex of occa​sions, seeking well-being.

We experience the movement of the Spirit in moments of faith, occasions in which the life of the Spirit is especially rich and clear in our experience, moments of revelation, transformation, understanding and wisdom. The many moments of faith in our lives give rise to the soul. The Spirit is ever caring for our wholeness. 

In religious community, we bind the many moments of faith together over the years shaping holy scriptures, sacred story, ritual, worship and celebration, creeds and covenants, spiritual practices, service, moral tradition and social/ethical action. 


The life of the soul, the movement of the Spirit, the experience of faith, religion – these are the particular concerns of the pastor and priest and the community of faith as we face human suffering and struggle. 

All religions have a perspective on sickness and health, illness and healing. Faith communities down through the ages have developed an understanding of salvation and well-being. All of us diagnose, explain, prescribe and treat the experience of suffering. For some, a spiritual framework is all. There is no room for science or medicine. For others, a kind of pure science is all, with little or no room for notions of spirit, faith or soul. 


In contrast, science focuses on the observable, offering theories that help us un​derstand the nature, properties and processes of life. Science seeks to develop understand​ings of what is general and repeatable, to develop classifications and categories, to offer predictability. Science uses specific tests and techniques to refine its theory and claims. David Avery, a colleague and psychiatrist at Harborview Medical Center in Seattle, suggests that science and faith are most pointedly defined at either end of a spectrum. Science in its purest form has an abstract quality and an emphasis on the universal. Faith in its most vivid forms has to do with the immediate, the deeply intimate, the unique and unrepeatable.

In the summer before entering seminary, I was a surgical orderly. I helped prepare patients for operations. We carefully isolated and cleaned the area to be operated on. The rest of the patient was draped off, hidden behind green surgical sheets. We too were gowned and masked, each member of the team with specific training and responsibilities, doing our work again and again and again, routinely, repeatedly, to achieve in each case the same desired high standard of outcome. 

Medicine as a science is focused on the complexity and functions of the human body. Psychiatry has increasingly focused on the structures and processes of the brain which underlie our feelings, sensation, thought and behavior. 


Suffering and disorder related to the brain involve a wide range of disorders and caregiving specialists:
Developmental Disabilities are brain-related disorders in which certain areas of the brain or brain function do not develop. Certain capacities and potential are missing, unavailable. 

Brain Injuries involve external trauma or disease that irreparably damage or destroy brain structure or function.

Neurological Disorders involve damage or malfunction in the general communi​cation and control system of the body and brain, resulting in such symptoms as seizures or loss of motor ability.


Mental Disorders are of three basic kinds:

· Disorders which have a primary or significant neurobiological root such as major depression, bipolar disorder, schizophrenia;
· Disorders which have a primary root in substance abuse, dependency or addiction or intoxication;  
· Disorders which have a primary or significant psychological root involving the relational field, existential struggles, trauma and challenges which we experience on our human journey.

The research tools available to neuroscience and psychiatry have dramatically enhanced our understanding of the brain in ways that were unimaginable to our religious ancestors. New and growing knowledge is not a threat to faith. Such knowledge is, as the Book of Wisdom suggests, “a gift from God, (Wisdom 7:17 and following, NJB). Med​icine and the skills of the physician and pharmacist too are gifts, (Ecclesiasticus 38:2,4,7-8, NJB). We are called to integrate our knowledge of the body and brain into our faith and explore how new understandings of illness help guide our pastoral care and ministry.

A Spiritual Brain


The human brain consists of hundreds of billions of cells. Each neuron alone is a miracle of process and complexity. Up to 10,000 dendrites at the end of each neuron await information carried via biochemical messengers across the synaptic sea between one cell and the next. The pulses of information flow together into the cell nucleus where up to 100,000 protein molecules shape, massage and interpret the message to be sent on then through the axon to other cells near and far in the many neural networks of the brain. The walls of each cell are semi-permeable, pumping additional biochemicals in and out to regulate, amplify and modulate the message being processed in the cell nucleus. All this complex activity releases and involves waves of energy, yet a third dynamic at work as each cell itself and network of cells help give rise to feelings and sensation, thoughts, personal identity, social activity, meaning and purpose in our lives.

Each neuron in the brain is a small interpretive center, a nodal point of compre​hension and minute decisions. There is a spiritual dimension to this microscopic activity. The spirit moves, as Alfred North Whitehead suggests, “in the interstices of the brain,” with a gentle, persistent power, seeking our highest good and well-being beginning at this most elemental level of human life. The brain is a supremely and thoroughly spiritual organ, giving rise to the richness of our experience. It is a locus for both the most basic and exquisite moments of faith. The brain functions in this world as a primary bearer of our soul. 
Illness and Healing


The incredible complexity of the human brain makes possible the vast depth and range of our awareness as persons, but this complexity also leaves us tender and vulner​able. We are subject of genetic predisposition. Changes, depletions, an overabundance of particular biochemicals can profoundly alter our capacity for feeling, sensation, thought and behavior. We may be plunged into the abyss of depression or sent soaring into mania and grandiosity. We may hallucinate, become delusional or find our thought processes wandering or suddenly spare or halted. Anxiety and panic may paralyze us. We may find ourselves obsessing or effectively imprisoned in some compulsive act or behavior. 

These sufferings are variants, sometimes quite subtle, of our usual and wide range of human capacity. In health we may experience sublime joy and are capable of vast and creative imagination. The composer can “hear” the sound of a symphony while writing it. A gifted counselor or compassionate friend can feel with me the profound grief of losing someone I have long loved. In health we are capable of bizarre and imaginative dreams, so real we wonder for a few moments upon waking just who or where we are. In health we may experience briefly or momentarily any of the symptoms which may signal a men​tal illness.

It is the endurance of the unusual and extraordinary symptoms over time, the ob​servable pattern of suffering which we have seen before in others, the classic signs and seriousness of impairment which indicate a mental disorder rooted in a disturbance of brain biology or an imbalance in the biochemistry of the brain. 


A brain illness is also a spiritual struggle. However we understand or conceive this dimension of life, the Spirit, the power of love and wholeness is at work in the inter​est of our well-being. The field is not left only to the forces of disturbance, imbalance, destructiveness or death. The presence of the sacred is in every cell of our being, active at the most elemental moments of our existence, valuing us more profoundly than we can know, intent on our health, constantly offering us possibility and promise, taking up what is broken and pained, and offering back to us an ever new life.  

Andrew Borland, a psychiatrist and colleague, expressed it this way at a sympo​sium on spirituality and mental illness: “The patient and I do all we can to understand the origins and nature of the illness. I use every bit of knowledge and experience I have to help us shape a plan of treatment. We work with each other to adjust the care. And then we wait for healing coming toward us.” 

In this view, both the practice of medicine and spiritual care, aid and ally with the deepest powers of healing available to us. Doctors, nurses, counselors, case workers, family, friends, clergy and congregation and the patient – all have a part in amplifying the restorative process.
Pastoral Care

Pastoral care attends especially to the Spirit of healing “coming toward us” on the many levels of our human journey. Over almost twenty years now of work on the streets and in the hospital, out of work with fellow sufferers and their families and through more than forty years of struggling with depression, I have come to see that, in practice, pastor​al care with individuals who experience a mental disorder involves four main tasks:
1. Discernment:  We begin by accepting the person before us, as they are, in their confusion, despair, euphoria, or fear – however they shape the relationship between us and with whatever extraordinary experience they share with us. In the process of discernment, our task is to see as best we can what is of the Spirit, and what is primarily rooted in the biological, psychological and social aspects of the individual’s life. Our work done most effectively, not alone, but as part of a care team that can help the person holistically. 
2. Explanation:  All of us seek to understand and explain our situation and suf​fering, to answer the question of why we are in “dis-ease,” or ill. Good pastoral care honors our complexity as persons. Good pastoral care makes room for the body and its amazing processes and vulnerability. Good pastoral care recognizes the development in us each of an inner world of self and personhood and our psychological struggles. Good pastoral care knows that we are thoroughly rela​tional beings and that the nature of our connections and life together is formative. And when a person asks us “why?” and “what is the meaning and purpose of all this?” and “is there any hope?” good pastoral care is prepared to share as deeply as necessary the pathway of faith.

3. Guidance:  The third basic task of pastoral care is the exploration of appropri​ate spiritual practices and resources supportive of healing and the growth of the soul. As a person faces into their illness, heals, convalesces and recovers, what of spiritual tradition is most useful, appropriate and nurturing? Prayer and if so, what sort? Scriptures and if so, what verses or readings? Companionship? A particular ritual or discipline? Pastor counseling? Spiritual direction? What of our religious life will be helpful for this person in their journey toward new wholeness?
4. Community Building:  The foundational task of pastoral care is the renewal of community and the building of an ongoing circle of care in which each soul can flourish. For those of us who have struggled with neurobiologically rooted dis​orders, the circle may need to include a doctor to prescribe and monitor medica​tions and a nurse, counselor or case worker who share our journey. Family, intimate and enduring relationships, a field of love and affection is  basic for almost all of us to reach anything near our fullness as persons. Friendships help greatly, having people with whom we can play, enjoy and share our interests in life. Often overlooked as an aspect of recovery is developing a place where we can work, contribute and serve, a place where our particular gifts and calling can be expressed. The deepest need of the soul is for a gathered community, a wel​coming faith home where we the whole of who we are is gracefully nurtured and we are encouraged to become our authentic, true and responsible selves. 
Mental Health Ministries


I often retell the story of Jesus and the Gerasene. The man had been confined naked and in chains in the cemetery, driven away and isolated because of his bizarre and disturbed behavior. Breaking his chains, the man runs toward Jesus, who greets him with peace and asks him his name. Treating him as a person, Jesus embraces the man’s suffer​ing, calms and encourages him, fostering his well-being. We see the man later, “clothed and in his right mind.” The man asks to go with Jesus and his disciples. Jesus’ response is instructive. He urges the man to return to his own community, to continue his healing and growth among the very people who had witnessed his worst struggles and most distraught state. This story works to stir and open our capacities for compassion, calling us to con​sider our role as faithful neighbors in the healing process.

It is not always an easy task to create community inclusive and supportive of indi​viduals who struggle with serious, acute and persistent mental health issues. Stigma and ignorance pervade both society and our congregations. Mental health ministries must begin then with education. More than one out of ten of us, a tithe of humanity struggles with neurobiological disorder. 8 percent of the world’s population suffers from major depression. 1 percent of us struggle with bi-polar disorder. Another 1 percent face schiz​ophrenia. One out of four families in this country have a loved one with these disorders or others equally devastating. 


Education: Early on in the life of the mental health chaplaincy, Duane Glasscock,  chair of the Religious Outreach Network of NAMI (National Alliance for the Mentally Ill) worked with us to develop a basic four session, “Introduction to Mental Illness,” for use in congregations. In session one, individuals and family members told their stories. In session two, mental health professional providers presented and responded to questions about diagnosis, medication, treatment and care. In session three a chaplain, pastoral counselor and others experienced in pastoral care addressed issues related to spirituality and mental illness. In the fourth session members of the congregation began exploring one action they could take in the coming year to begin building a mental health ministry. We encouraged congregations to begin a relationship with their nearest mental health provider – a community mental health center, a housing program, a hospital or treatment program – and become familiar with the work and needs nearby. We encouraged mem​bers to share mental illness awareness week materials with the congregation and to pub​licize the resources and support available through such groups as NAMI. We urged members to submit articles to their congregational newsletter, ensure that prayers and preaching included concern for individuals facing mental illness and their families, and that that mental health resources were part of the congregation’s library. We encouraged congregations to set up an on going task force to carry out and expand these efforts. 
NAMI Faithnet, Pathways to Promise, and denominational networks continue to provide a growing number of resources useful for congregational education efforts.

Companionship:   It was clear from the beginning that we needed to seed into congregations teams of individuals who would be comfortable welcoming individuals who experienced mental illness into the life of the community. We began a program of “Companionship Training,” a half-day designed to equip laity for a ministry of hospita​lity, solidarity, listening and accompaniment, reaching out compassionately to the neigh​bor who has become isolated, fearful, shut down and isolated. We have added a second half-day “Ministry of Presence” training which helps laity discover and develop spiritual resources for service in mental health ministries. More recently we have developed a third training resource, “Creating Caring Community,” inviting companions to help lead spiritual support groups and organize for service and action. 

Spiritual Support:   Our colleague, David Zucker, the Mental Health Advocate at University Presbyterian Church in Seattle, has organized a weekly menu of spiritual support groups and activities, including biblical study, a journaling group, men’s and women’s support groups and a support meeting for mental health providers. 

In the Chaplaincy we share a simple four-step spiritual support group meeting. The first movement is into prayer, an invitation to speak quietly and briefly as the spirit prompts in an opening time of quiet. The second movement is into scripture. We listen to a verse or two from the Gentle Bible, a collection of daily readings supportive of healing and recovery. We find it helpful simply to let one word or a phrase begin to rest within us. The third movement is into sharing, each of us offering if we wish, something from our journey, prompted by the time of prayer and contemplation. We take each person’s gift with thanks and respect, without further comment. The fourth step is discernment. How is the spirit moving in our lives, supporting us in healing and well-being? What steps are ahead for us on our journey as individuals and together? Our aim is not to argue or convince but to come to consensus. 
Service:   The Chaplaincy has been fortunate to have Plymouth Congregational Church as a partner and incubator of mental health ministries. Plymouth companions have developed a weekly afternoon fellowship program at the Gatewood Hotel, a 100-room residence providing a first step off the streets for home​less people, many with serious mental health issues. Plymouth companions have formed their own street team, taking a walk, a lunch hour or time in the late afternoon or evening after work to be present with the neighbor in distress. Plymouth regularly hosts a NAMI Family to Family program, helping with publicity, supplies and resources, and follows up with a monthly family support group meeting. The parish nurse serves as a center for support and referral, available to individuals and families. A quarterly multi-faith service of healing and encouragement is planned and led by members of the congre​gation and the wider community who have had experience with mental illness in their lives. 
Social Action:   Out of direct service and personal relationships of care and com​passion, we are moved to address the social dimensions of suffering. The Chaplaincy and Plymouth have collaborated on providing housing especially for the neighbor who is in need of a supportive home. Plymouth Housing Group has created more than a thousand units of affordable, low-income housing and is a community leader in developing shelter plus care programs which marry housing and community mental health services. 

Plymouth Healing Communities has created a house of healing, an eight-bedroom residence in which four live-in companions doing a year of voluntary service, welcome four residents at a time directly from the hospital as an alternative to discharge to the streets or shelter. Each resident is connected with a nearby outpatient treatment center before they leave the hospital and transition seamlessly into community care. After 3 to six months of convalescence and stabilization, residents move to permanent housing to continue their recovery. Seeing the shortage of appropriate housing, the healing commun​ities project has expanded into developing small, neighborhood scale companioned homes. Alumni from the house of healing have stayed in touch, return to the house for occasional meals and special celebrations and form an ongoing network of mutual care.

Each year the Chaplaincy works with partner congregations to identify and advo​cate for public policy which will make our community mental health sys​tem and care more accessible and effective. We have supported local housing levies to raise millions of city dollars for low-income, special needs housing. We have supported, testified for and worked hard for adequate state and local funding for mental health services. We have participated in shaping our local community mental health plan and its priorities, with a special care for those most difficult to reach and least served. We have participated in planning to address and end homelessness, recognizing that a high proportion of our sisters and brothers on the streets struggle with underlying mental health issues, the legacy of our failure to fully implement adequate community mental health care. 

The Chaplaincy works from a vision realized to a large degree in the community of Geel. 700 years ago the town of Geel, in Belgium began taking into their homes and life and work, mentally ill pilgrims who had come to the Church of St. Dymphna for healing. Over the centuries Geel quietly grew its mental health ministry. Today a modern well equipped psychiatric hospital stands in the heart of the town. A network of five neighborhood mental health “houses” provide well organized mental health care in the community – with multidisciplinary teams which include psychiatrists, general practition​ers, nurses, psychologists and social workers. All individuals in care are visited once a week, at home by a nurse on the team. All members of the community teams spend one afternoon a week at the hospital, and all members of the hospital treatment staff spend a half day in the community. Admissions and discharges are carefully and timely planned. More than 700 hundred families are in involved in providing housing and home to patients and a variety of specialized businesses and services provide employment oppor​tunities for individuals. Integral to Geel community care are not only chaplains, but barrier free and fully inclusive congregations. 

I asked one of the Geel chaplains what special programs churches had for individ​uals facing a mental illness. He looked at me with puzzlement. I asked further if congre​gations had special support groups or fellowships or Bible studies. He then smiled and said no. I in turn looked puzzled. He smiled again and said, “we make no differences. Everyone is together.” 

