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Introduction 
 
One of the greatest needs in the church today is for ministry to people who have men-
tal illnesses. This is not an easy need to fulfill. We tend to be afraid of what we don’t un-
derstand, and mental illnesses are unfamiliar and frightening for many of us. 
 
But we must not let our fears keep us from reaching a large number of people. Accord-
ing to a report from former Surgeon General David Satcher released in 2003, “about 20 
percent of the U.S. population — or about 44 million people —are affected by mental 
disorders during a given year.” And yet, because of the stigma against mental illness, 
few people are willing to admit that they have one. Christians must do all that they can 
to change this situation. 
 
A college student tells her story: 
 

When someone asks me how I am doing, I am quick to paint on a smile. I am a 
very good painter, but if you stripped me to my natural color, no one would rec-
ognize me; I suffer from mental and emotional illnesses.  
 
When I was finally hospitalized at age 18, I had been bulimic for 5 1/2 years. I ran 
five miles a day and did 1,000 sit-ups and 500 push ups before bed. The more 
people complimented me on my weight loss, the more I ran up and down the 
stairs in my home. I vomited after every meal and after every snack. People just 
didn’t know — and that was the problem. 
 
As I suffered from bulimia, depression set in. I began lying to friends and family 
who confronted me and the weight of those lies was wearing me down. I con-
vinced myself that I was fat, useless, and unworthy of love even though I was sur-
rounded by people who cared. I felt all alone. I didn’t want to live, and I began 
dwelling on the possibility of suicide. It was a thought that would not go away. As 
I went about my day I thought to myself, “I could end all of this and wouldn’t 
have to suffer anymore.” When I realized that I was too afraid to end my own life, 
I began mutilating myself. When I felt like I was unable to control life, I took it out 
on myself. Self-mutilation tied in directly with bulimia and depression and after a 
while, it all became normal to me.  
 
Since all these issues were hitting me at once, my stress level was dangerously 
high. I started having panic attacks and that is when I lost control. I would hyper-
ventilate and say things that I could not remember. Those attacks scared me 
more than the bulimia, depression, and self-mutilation combined. It was a panic 
attack that finally sent me to the hospital. 
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All the time this young woman was suffering like this, she was popular in high 
school, had a boyfriend, was involved in many clubs, and played varsity tennis. 
She was involved in school plays and the newspaper, and voted the Sweetheart 
Dance Queen. How was anyone to know? 
 
How do you know? A person with mental illness is not likely to make a public an-
nouncement of the diagnosis. Perhaps the best approach for members of a con-
gregation is to create an accepting environment. Start by having a mental health 
professional direct a seminar. Useful topics could include definitions of mental ill-
ness, signs to look for, ways to help, and language to use. If you know that a family 
is coping with a member who has mental illness, ask how you can help. The stigma 
of mental illness often prevents such open and direct conversation. Break this bar-
rier by asking kindly what you can do to. Respect the family’s privacy, but let them 
know you are willing to be a friend. 
 
Larger congregations are moving toward hiring a professional counselor to be on 
staff. This is a good trend. If your congregation is not in a position to do that, you 
can still bring in mental health professionals for seminars and series. Church news-
papers across the country reveal growing numbers of congregations offering 
classes in “Overcoming Depression,” “Fighting Addiction,” and similar topics. 
 
The single most important thing an individual Christian can do is to be willing to share 
the love of Christ. While this is not always an easy response, it is what  
Christ calls us to do. The message of God’s love is one of hope for the hopeless and 
peace for the tormented. Surely this message needs to be shared with those suffering 
from mental illness. 
 
This booklet contains information that will help dispel some of the myths about mental 
illnesses, short overviews of several of the most common mental illnesses (such as bipolar 
disorder, depression, and schizophrenia), ideas about what the church can do to help, 
and a list of resources to help further your knowledge of mental illnesses. The more you 
know about mental illnesses, the more comfortable you will be in approaching some-
one who is suffering. 
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Ten Myths about Mental Illness 
 
1. Persons with schizophrenia have multiple personalities. 

Schizophrenia is a different disorder from multiple personality disorder. Persons with 
schizophrenia do not actually have separate identities, but may hear voices in their 
head or other such phenomena.  

 
2. People who are depressed all the time need to snap out of it. 

Clinical depression is different from normal depression; it is an illness that does not 
necessarily respond to circumstances. Depressive illnesses often make it difficult for 
people to perform everyday tasks. Just as you cannot expect a person with a broken 
leg to run, you cannot expect a person with depression to just “snap out of it.” 

 
3. People commit suicide in response to a single event. 

Sometimes a person commits suicide in response to a single event, such as failing an 
exam or being dumped by a partner, but usually there is more involved. The number 
one cause of suicide is untreated depression. 

 
4. Prozac is the new wonder drug and it can make people happier. 

Prozac is not an “upper” or a “happy” pill; it does not make you high. In fact, it takes 
two to four weeks for the medicine to begin changing an individual’s demeanor.  

 
5. Persons who are mentally ill are dangerous, violent, or likely to commit crimes. 

Persons who are mentally ill are more likely to be the victims of crimes rather than the 
perpetrators. Most manifest a passive, not aggressive, behavior and are vulnerable. 
There is no such thing as being criminally insane. 

 
6. All mental illnesses involve psychotic episodes. 

This is a doubly dangerous myth. It supports the idea that persons who are mentally ill 
are out of touch with reality and are dangerous. It trivializes those illnesses that do not 
involve psychotic episodes such as mood, anxiety, and eating disorders and makes 
them seem like character flaws. There are many types of mental illnesses, each being 
a legitimate medical disorder, and each should be taken seriously and treated. 

 
7. Disregard almost anything you have ever heard about psychiatric hospitals, i.e. 

the loony bin, straight jackets, men in white coats, the funny farm. In some severe 
cases, strict treatment may be necessary, but on the whole, real psychiatric hospitals 
and psychiatric wings of regular hospitals are very different. 

 
8. Being manic-depressive can be really fun when you’re high. 

Being manic is not fun. It is talking faster than you can think and thinking faster than 
you can talk. It is unstoppable rushes of energy and feelings of invincibility: You are 
the world’s most powerful businessman. It is spending $2,000 more than your credit 
card will allow because you are itching to shop, and besides, you can do anything! It 
is hurting those you love by letting the whirlwind high cause you to care more about 
that than you do about them. It is looking at yourself as the mania winds down and 
seeing the damage your tornado has wrecked and trying in vain to repair it. The 
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weight of the pain you inflicted while you were manic becomes another stone tied 
around your heart as you sink to the other pole: depression.  

 
9. Mental illnesses stem from childhood trauma. 

This can be true, but mental illness is more likely the result of many factors, both ge-
netic and psychological. Every situation is different. The difficulty in discovering the 
cause of the illness is that it affects the mind so that warped thought processes be-
come habit. How can one tell whether a certain way of thinking was caused by an 
internal or external force? The immediate goal is to control these illnesses, then re-
search them. 

 
10. Psychiatrists all make you lie down on a couch and talk about your mother, or they 
give you self-help books and send you away. 

A good therapist listens to what you have to say and respects your decisions; he or 
she believes in the effectiveness of counseling. A good therapist will not tell you that 
you are bringing this condition upon yourself. There are many different branches of 
therapy, each with its own techniques and philosophies, and a consumer may 
choose what feels right to him.  

 
 

Definitions 
Depression 
 
Depression is the most widespread of all psychological disorders, and it is on the rise. 
While all of us have experienced feelings of being sad, downhearted, and discou-
raged, our familiarity with these feelings does not help us much with understanding clin-
ical depression. Loss and pain are a part of life. When most of us experience loss and 
pain, we deal with it (mourn the loss, feel the pain) and then we go on. Christians know 
that God often (always?) uses such experiences to teach us something and mold us in-
to being more like Him. Also, Christians and psychologically healthy people always 
have hope for the future. 
 
Clinically depressed people are not able to have faith in or act upon these truths. They 
may know in their minds that God loves them, but are unable to let that truth affect 
their thoughts and feelings. Clinical depression is more than a mood or a period of time 
that passes. Depression involves four sets of symptoms (see below). An individual does 
not have to have all of these symptoms in order to be diagnosed as depressed, but the 
more symptoms he or she has, and the more intensely the symptoms are felt, the more 
we can be sure that they are clinically depressed. 
 

Emotional Symptoms 
A depressed person describes himself as “sad, blue, miserable, helpless, hopeless, 
lonely, unhappy, downhearted, worthless, humiliated, ashamed, worried, useless, 
and guilty.” These feelings may be so overwhelming that the person is unable to car-
ry on normal conversations and conduct normal activities. This person loses his sense 
of gratification in any activity and joy in living. This results in a loss of interest in work, 
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hobbies, recreation, social gatherings, and family. Finally, even biological functions 
such as eating and sex lose their appeal.  

 
Cognitive Symptoms 
A depressed person thinks of himself in very negative terms. He not only thinks of 
himself as inferior, inadequate, and incompetent, he also believes that he is the 
cause of his own failures, and so he feels guilty. He thinks that he is somehow missing 
the qualities necessary to succeed in life. Depressed people will often distort 
achievements into failures and foresee failure before they attempt a task. Taken to 
the extreme, these people feel that they are responsible for the violence and suffer-
ing in the world, and that they should be punished for “their” sins. 

 
Motivational Symptoms 
A depressed person has trouble motivating himself to do anything; get up in the 
morning, go to work, study, entertain himself, prepare meals, etc. In an extreme 
state, this lack of motivation graduates into lack of response. This person will not 
move even a few feet to get away from an irritation. He has to be pushed to get out 
of bed, get dressed, and eat. In severe cases there may be psychomotor retarda-
tion, in which the person’s movements and speech become excruciatingly slow. 

 
Somatic Symptoms (relating to or affecting the body) 
These physical changes include loss of appetite, weight loss or weight gain, sleep 
disturbance and trouble awakening, and loss of interest in sex. The sleep distur-
bance and weight loss both lead to weakness and fatigue. The depressed individual 
may be self-absorbed and focused on the present. His body absorbs his attention 
and he is worried about his health. Depression may, in fact, lead to physical illness 
since the depressed person ignores his basic needs — does not take care of himself. 

 
As stated earlier, the severity of these symptoms can indicate minor depression, ma-
jor depression, and psychotic depression. 

 
Minor Depression interferes with daily life and satisfaction. Women tend to expe-
rience this disability more than men. It seems to stem from the lack of ability to han-
dle stress. Symptoms include multiple physical complaints, sleep problems, loss of in-
terest in sex, and lack of energy. A sense of apathy seems to take over. These epi-
sodes usually last six months to a year. 

 
Major Depression is characterized by feelings of guilt, sadness, uselessness, and futili-
ty. There is a lack of concentration and a feeling of losing one’s mind. Tears are un-
controllable; apathy and fatigue set in. In the most severe cases, dehydration, 
weight loss and even death occur. Sleep is disturbed and suicide is a constant risk. 
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According to the American Medical Association,  
 

Depression is more physically and socially disabling than arthritis, diabetes, 
lung disease, chronic back problems, hypertension, and gastrointestinal 
illnesses. The only medical problem found to be more disabling than de-
pression is advanced coronary heart disease.  

 
It should be clear then, that depression is a major mental illness. Telling someone who is 
experiencing psychotic depression, “I know how you feel” would be like a person with 
an ingrown toe nail sympathizing with someone who has just had his legs crushed in an 
accident. There is no comparison. People suffering from clinical depression cannot 
“snap out of it.” They cannot “just pull themselves together.” To suggest that they can 
would be insensitive to the point of cruelty. 
 
Bipolar Disorder 
 
Bipolar disorder is actually a subcategory of depression. Because it has become so 
widely recognized recently, we will explain it here.  
 
The term “bipolar” distinguishes this type of depression from “unipolar.” Bipolar depres-
sion is the same as manic-depression, which means that the person experiences mood 
swings from depression to “mania.” Mania is defined by excessive elation, expansive-
ness, irritability, talkativeness, inflated self-esteem, flights of ideas, increased energy, de-
creased need for sleep, poor judgment and insight, and often reckless or irresponsible 
behavior. The depressed state may include feeling pervasive sadness, an inability to 
move, hopelessness, and disturbance in appetite, in sleep, in concentration, and in 
drive. Some people experience both manic and depressive symptoms at the same 
time, a so-called “mixed episode.” These people are at special risk of suicide because 
of the combination of hopelessness, agitation, and anxiety makes them feel as if they 
must “jump out of their skin.” In unipolar depression, the person experiences only the 
depressive symptoms without ever experiencing the highs. 
 
Schizophrenia 
 
Schizophrenia is widely recognized as the most disabling of all the psychological prob-
lems. The illness traps troubled persons in their own inner world of fantasies and day-
dreams until they withdraw from the external world. When required to make choices, 

• Psychotic Depression is totally different from the other two categories. It is charac-
terized by delusions and hallucinations. The person with psychotic depression may 
believe that he is dying of incurable diseases — being punished for grave sins. He 
may think he has lost all his money or that the world has been annihilated and he is 
alone. The problem with diagnosing this disease is that it resembles other disorders 
such as schizophrenia and bipolar disorder. A psychotic depressed person, however, 
does not experience daily variations in mood. They feel a stronger sense of hopeless-
ness and are more reluctant to talk about problems. Hospital stays are longer in this 
type of depression, but most people usually recover from it. 
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people with schizophrenia become detached, preoccupied, or immobilized. They lack 
motivation and goal-directed behavior. They often display peculiar behavior, have 
poor personal hygiene, and dress in eccentric ways. 
 
Schizophrenia affects a person in many ways. How an individual with schizophrenia acts 
and reacts will be controlled by the degree to which he or she experiences the follow-
ing perceptions. 
 
Loss of ability to sort and interpret incoming sensations. People without schizophrenia 
are able to sort out incoming information and concentrate on that which is important 
to them. At one time during a day, a woman may be cooking dinner, listening to the 
radio, carrying on a telephone conversation, and monitoring the activity of her children 
in several different rooms—all at the same time. However, if she receives a disturbing 
phone call that someone she loves is sick or injured, the music that was entertaining 
suddenly becomes an irritant, and she tunes it out. She also turns off the burners on the 
stove and calls for her children to be quiet while she concentrates on the incoming in-
formation at hand. People with schizophrenia seem unable to do this. They are unable 
to filter the unimportant from the important. As a result, the confusing array of stimuli of 
the world invades their thinking all the time. That makes it difficult to concentrate either 
on what is being said, or what they are trying to say—there is simply too much going on 
to be able to focus. As a result, they may laugh when they should be sad or cry when 
they should be happy. Because of their confusion in interpreting incoming signals, they 
may struggle to comprehend simple words. Similarly, communicating their ideas to you 
may be difficult because words take on different meanings or there is a different string 
of consciousness attached to a word. Those with schizophrenia experience a lack of 
concentration and a sense of “disconnectedness.” Abstract concepts are hard to un-
derstand.  
 
Delusions and hallucinations. We all know what it means to dream. We know that our 
dreams are very real to us and they can be exhilarating or terrifying. The images and 
events in a dream are so real to us that we shake with fear, break into a sweat, wake 
up screaming, or wake up in an extreme state of euphoria that, as we adjust to reality, 
fades into disappointment. Now imagine that these overwhelming “experiences” hap-
pened to you day and night, all the time, and that you cannot differentiate between 
reality and the dream. This is the world of the person who lives with hallucinations and 
delusions. He knows that he is the president, or that his body is made of glass, or she 
knows that others are controlling her thoughts, or that part of her body is rotting. They 
hear voices, smell scents, and feel stimuli that simply do not exist. They are less able to 
control these thoughts than you are able to control your dreams. 
 
An alteration of the senses.  There is growing evidence that the person with schizophre-
nia may either experience the senses more intensely than normal or may experience a 
loss of sensory input. All senses may be affected or just a few. In the first case, lights 
seem brighter, colors are more dramatic, sounds are louder, textures are more irritating, 
and smells more obnoxious. Favorite foods taste rancid. The touch of a stranger in a 
crowd is not a random, meaningless event, but a terrifying threat. It is as if someone 
turned up the volume on life. In the latter case, the loss of sensory experience may lead 
to further miscommunication and misunderstanding. Just as an elderly person whose 
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hearing is fading may believe that others are whispering about him, the schizophrenics’ 
delusions and misperceptions may arise from actual perceptual deficits.  
 
Changes in emotion. These changes can range from the inability to feel anything at all 
to widely fluctuating and exaggerated emotions. Because of the confusion in perceiv-
ing and managing reality, feelings of guilt and fear are very common. In the most ad-
vanced stages of schizophrenia, there are often no emotions at all. 
 
Altered sense of self. People with schizophrenia may be unable to distinguish them-
selves from other people, individual body parts from each other, or be confused about 
their sexual organs or identity. Simply stated, they have little sense of self. 
 
Awkward and clumsy. Movements seem slow and labored. They tend to repeat beha-
viors such as tics and tongue sucking movements. They tend to withdraw and stop 
speaking. 
 
Obsessive-Compulsive Disorder 
 
An “obsession” is a thought, image, or impulse that takes over one’s conscious thought. 
These thoughts, images and impulses are often very distressing (I might strangle my 
child, I might drive my car off a bridge) and are very difficult to control or dismiss. 
 
A “compulsion” is something that a person does in response to the thought. The pur-
pose of the compulsive act is to prevent or reduce the distress caused by the obsessive 
thought, but often the rigid rituals demanded by the compulsion simply compound the 
stress caused by the obsessive thought. 
 
One of the most common thought/action patterns is the obsessive fear of germs and 
the compulsive scrubbing, disinfecting, cleaning rituals that consume most of one’s 
day. Howard Hughes is probably the most famous example of the debilitating nature of 
this disorder. Toward the end of his life, he became a prisoner in his own house, con-
fined to sterile rooms and seeing only a few, selected servants. 
 
The hallmarks of obsessive thoughts are  

1. They are distressing and unwelcome. The thoughts intrude on consciousness and 
prevent a person from concentrating on anything else. 

2. They arise from within—not from any external situation. 
3. They are very difficult to control. Someone with an obsession cannot refrain from 

performing the ritual. 
Most people with OCD know they have this disability. They know that their thoughts are 
irrational and that their behavior is not necessary. They may even be able to control the 
behavior while they are at work or school, but over time, their resistance wears thin, and 
they lose that control. Even though they know their activities are senseless, they cannot 
stop themselves. OCD is a very distressing condition, filled with anxiety. 
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Fear and Anxiety Disorders 
 
There are five disorders that cause people to feel fear and anxiety. These five disorders 
are divided into two groups; the fear disorders and the anxiety disorders. The difference 
between fear and anxiety is that fear causes distress about a specific, dangerous ob-
ject, while anxiety causes worry that can last for months or years and is related to a less 
specific danger—a general feeling that something awful is about to happen. 
 
Fear disorders include: 
Phobic disorder: showing fear of something (a type of animal; an inanimate object such 
as dirt, heights, closed spaces, darkness, and travel; fear of illness, injury, or death; fear 
of blood that is out of proportion to the reality of danger. 
Post-traumatic stress disorder: the person experiences such anxiety that they often 
“tune out” of life—simply become numb. They may also relive the life-threatening or 
horrifying experience. Victims of rape, accidents, and war may experience post-
traumatic stress disorder.  
 
Anxiety disorders include:  
Panic disorder: a person is suddenly and repeatedly overwhelmed with brief attacks of 
intense anxiety and terror. 
 
Agoraphobia: the person fears going out in public places because he fears that he will 
experience a panic attack and that no one will come to his aid. 
 
Generalized anxiety disorder: the person experiences an overwhelming anxiety and 
worry that is continually present. 
 
Fear is a beneficial response to a threatening situation. Fear warns us to pay attention, 
get ready, to choose to “fight or flee.” Fear of looking like a fool in public motivates us 
to prepare ourselves, physically and mentally, for the public occasion. Fear of a large, 
unknown dog motivates us to stay away from it. Fear of getting hit by a car motivates 
us to obey traffic laws and look both ways before crossing a street. 
 
But those who have fear and anxiety disorders experience severe, persistent, and often 
disabling symptoms such as trembling, jumpiness, fidgeting, muscle tension, fatigue, 
sweating, pounding heart, dizziness, lightheadedness, upset stomach, dry mouth, fear-
fulness, worry, apprehension, distractibility, irritability, impatience, tenseness, and insom-
nia. 
 
Panic attacks occur when anxiety overwhelms the person and he becomes aware of 
the symptoms above. During a panic attack, a person may experience a racing or 
pounding heart, chest pains, dizziness, lightheadedness, nausea, difficulty breathing, 
tingling or numbness in hands, flushes, chills, dreamlike sensations, terror, fear of losing 
control, and fear of dying. 
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How Can the Church Help? 
 
God’s prescription for of all of humanity is His church. Not “religion,” not “rules,” 
but a loving, caring group of people who take care of one another. God’s pre-
scription is also for the strong to help the weaker (Romans 15:1, Hebrews 6:10). 
This is not to suggest that a caring individual can cure a mental illness, but love 
is tremendously therapeutic. We have all experienced this, from the simple up-
lift that comes from a compliment to the life-renewing force of full-blown love. 
 
The first step towards helping those with mental illness is to eliminate the social 
stigma.  
 
A 1988 public opinion survey by the National Alliance of the Mentally Ill showed 
that 71 percent of the people surveyed thought that mental illnesses were due 
to emotional weaknesses. Forty-five percent believed the person with mental 
illness could “will it away,” and 35 percent thought it was the consequence of 
sinful behavior. Society often designates those with mental illnesses as “weak,” 
and some in the church dismiss them as “sinners.” This is a curious situation, be-
cause we do not say that someone who has the flu or cancer is weak, and we 
do not say that someone with a broken leg is a sinner. This distinction between 
mental illness and physical illness may stem in part from the fact that some 
mental illness can be caused by conflicts within our personalities and from 
learning unhealthy—or poor—ways of behaving. Because not every person re-
sponds the same way to a traumatic situation or to abuse or to poor training, 
the “survivors” often look down on those who “succumbed.” This is not God’s 
way. Furthermore, it is important to note that mental illness can also be caused 
by illnesses in the body, including genetics, germs, biochemical disturbances, 
and anatomical problems in the nervous system. Therefore, many mental ill-
nesses can be treated with medication just like any other illness. 
 
Whatever the cause of mental illness, God calls us to treat one another with 
love and respect. Communicating to someone that their emotional problems 
are caused by sin or are the result of a lack of faith, adds a giant burden to an 
already heavy load. It is not a sin to struggle emotionally. We need to be care-
ful not to confuse mental and emotional problems with spiritual problems. 
 
Over time, psychologists, psychiatrists, and psychotherapists have received a 
bad name from Christians to the point that even Christian therapists have a 
tarnished reputation. When the church body snubs people who go to “shrinks,” 
the church conveys a negative message about the person with a mental disa-
bility and his or her doctor.  
 
Christians cause more problems for persons with mental illnesses when they say 
that God is all-sufficient to handle your problems, and you should not need any 
other help. The first part of the statement is correct: God is all-sufficient. He can 
handle anything. However, sometimes He chooses not to. He chooses to let us 
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handle our problems with the resources He has given us. When a car breaks 
down, does the owner send it to a mechanic or just wait for God to fix it? When 
a child is sick, do the parents take him to a doctor or just pray that God will 
heal him? Accordingly, Christian therapists are like mechanics for the mind. We 
must not discourage persons with mental illnesses from getting the help they 
need. 
 
What does the Bible say about ministering to those with mental illnesses? To 
begin, we should pray continually; give thanks in all circumstances, for this is 
God's will for you in Christ Jesus” (1 Thessalonians 5:17, 18). And we can know 
that He will answer our prayers. God will work for the good of those who love 
Him (Romans 8:27-29). Congregations don’t always pray for those in their midst 
who are depressed, have schizophrenia, or panic attacks. Our silence only 
deepens the wounds of those who are already hurting. 
 
Prayer, however, should not be where we stop. James 2:15-16 warns us about 
faith without deeds. “Suppose a brother or sister is without clothes or daily food. 
If one of you says to him, ‘Go, I wish you well; keep warm and well fed,’ but 
does nothing about his physical needs, what good is it?” We need to do more 
for the person with mental illness than just tell him we will pray for him. We 
should love him and be willing to help in any way possible. Help may be noth-
ing more than a friendly smile or a warm hug. Or it maybe sitting down with the 
person and listening to him. In this case, remember that your role is one of sup-
porter, not counselor or judge. Encourage the person to seek professional help. 
Offer to go with him as a driver and as a friend. Apply the Golden Rule: “Do un-
to others as you would have them do unto you,” when ministering to persons 
with mental illnesses. 
 
 
To do, or not to do . . . 
 
Telling people with mental illnesses to read their Bible or pray more often com-
plicates the problem by adding unnecessary feelings of guilt. Better to sit down 
and pray with them. Offer encouragement by reading together the promises 
of God. 
 
The best thing to do for someone who is having a panic attack is to reassure 
him that he is in no danger. Stay with the person, continue to reassure him or 
her, and get help if needed. A panic or anxiety attack can have a serious im-
pact on an individual’s life unless he receives treatment. 
 
Avoid urging persons with mental illnesses to fix their problems by “getting busy 
for the Lord.” Doing this would be like putting a small child who can’t read in a 
seventh grade class. He will never catch up and will always feel slow com-
pared to his classmates. This can delay, sometimes indefinitely, any recovery or 
any work for the Lord. 
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Instead of using verses like Philippians 4:6, “Be anxious for nothing,” in a con-
demning way, use these verses to encourage and build up. 
 
Take people’s problems seriously. Too often we try to trivialize situations and 
make them seem less than they are. Realize that people with a mental illness 
truly have a medical disorder. 
 
It is not necessary to design a special program or class for those in your con-
gregation who have mental illnesses. They need to be integrated into the 
classes that already exist. If you feel a special group time is necessary for those 
members of your congregation, arrange a support group meeting sometime 
during the week. It is counterproductive to segregate them from the rest of the 
congregation. 
 
Treat a person with a mental illness as you would any person his age. Don’t 
“talk down” to him. Communicate clearly, but don’t use childish words. 
 
Make sure that your outreach to persons with mental illnesses includes their 
families. Many times families are overlooked. Remember that the children and 
spouse of someone battling a mental illness may need some emotional support 
too. 
 
 
In Conclusion . . . 
 
Without intending to be unkind, Christians often avoid a person who has a 
mental illness out of a fear of saying or doing the wrong thing. Such avoidance 
may in fact be the worst thing for the person. He or she may already feel alie-
nated and unloved; we cannot let our fear of the unknown allow us to make 
things worse. Generally speaking, you cannot go wrong with genuine kindness. 
 
Respect the person’s privacy. Do not make public announcements or ask 
about the person’s condition in public, unless the person has given you permis-
sion to do so. But the church will have made good progress when we get to 
the place where our prayer lists not only include requests for prayer for Bill’s up-
coming surgery and Cheryl’s recovery from pneumonia, but also for Charlie’s 
ongoing battle with depression. 
 
Go out of your way to sit with the person. Include him or her in family outings or 
group outings. Make a place for him—and for his family. Be kind without being 
patronizing.  
 
We realize that when someone breaks a leg, or has surgery, or is fighting a 
chronic illness, that recovery will be a slow process, sometimes with setbacks. 
Because we care about the person, we prepare ourselves to help for as long 
as the healing takes. The process should be no different for someone dealing 
with a mental illness. Because we care, we stick with the person and we pray 
for God’s healing.
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Resources 
 
National suicide prevention hotline: 1-800-784-2433 
 
 
American Academy of Child & Adolescent Psychiatry    
http://www.aacap.org/ 
 
Information, Support, Education about Schizophrenia 
http://www.schizophrenia.com/ami 
 
National Institute of Mental Health; www.nimh.nih.gov/ 
 
Strength for His People: A Ministry for Families of the Mentally Ill, Dr. Steven W. 
Waterhouse. (Contains an appendix and extensive bibliography.) Explains 
mental illness from a Biblical perspective. Addresses schizophrenia, suffering, 
and depression, demon possession vs. mental illness, guilt/shame, anger, loneli-
ness, and fear. Used by Focus on the Family as a resource for mental illness 
queries. Can be found on Amazon.com 
 
Why Do Christians Shoot Their Wounded? Helping (Not Hurting) Those With Emo-
tional Difficulties, Dwight L. Carlson, M.D. Available at Amazon.com 
 
Bruised and Broken, Paul D. Meier, Frank B. Minirth, and Donald E. Ratcliff 
Available at Amazon.com. 
 

http://www.aacap.org/
http://www.schizophrenia.com/ami
http://www.nimh.nih.gov/
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