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This paper assessed accredited M.Div. seminary programs in the United States, Canada, 

and Puerto Rico on the presence and strength of counseling course requirements and 

courses discussing mental illness. The researcher hypothesizes seminaries in more 

conservative locations and those with more conservative theological bases will provide 

fewer if any classes instructing their students about how to recognize individuals with 

serious mental illness, intervene appropriately, and refer these individuals to the proper 

professionals. 219 of 239 accredited M.Div. programs were contacted through telephone 

interviews; 70 responded. Though almost every seminary offered counseling courses, 

almost 90% of seminaries required two or fewer counseling classes. Even fewer 

seminaries offer or require classes dedicated to mental illness. Only 26.9% of the 

respondent seminaries are currently attempting to increase the quality and number of 

counseling courses and courses focusing on mental illness.  These findings emphasize the 

need to increase mental health awareness and education in seminaries and increase 

positive referral patterns between clergy and psychologists. 
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CHAPTER ONE 

Introduction 

 

     Historically, the topic of mental illness has been a controversial one.  Opinions about 

its origins have vacillated between demon possession, unbalanced humors, sensitivity to 

the lunar cycle, and a general moral or intellectual weakness (Kring, Johnson, Davison, & 

Neale, 2012).  Modern theories of the etiology of mental illnesses focus on biology, 

environment, and the interaction between the two.  Brain structure and chemistry are also 

implicated in the development of various mental illnesses.  As a result, the majority of the 

psychological community now believes that the concept of nature vs. nurture is no longer 

a valid construct; instead, it is more appropriate to consider nature and nurture as 

important, coexisting factors that, more often than not, influence one another (Kring et 

al., 2012).  Though medical science has provided evidence for the physical basis of 

mental illness, the Christian church still persists in the belief that mental illness results, in 

one way or another, from spiritual causes.  This tension between science and religion has 

long existed and is often rooted in ignorance and fear (Stanford, 2008).     
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The Church’s Historical Response to Mental Illness 

     In the Middle Ages, Christianity was the dominant religion in Europe and a significant 

component of society.  Religious doctrines affected scientific beliefs and medical 

practices, including those concerning mental illness (Finger, 1994).  According to Comer 

(2005), abnormal behaviors largely increased during the Middle Ages and included 

incidences of “mass madness” in which people shared delusions and hallucinations.  As a 

result, the clergy attempted to cure madness by conducting exorcisms – rituals intended 

to expel evil spirits from a person’s body (Comer, 2005).  Even today the Roman 

Catholic Church sanctions exorcisms, though they are performed extremely rarely and 

only in cases in which the exorcist consults with a physician first to rule out any physical 

or mental disorder (Comer, 2005).   

     After the Middle Ages ended, exorcism fell out of favor, and asylums and institutions 

became the primary form of treatment for the mentally ill (Comer, 2005).  In these 

institutions, the mentally ill often experienced poor, if not cruel, treatment and lived in 

unsanitary conditions, according to Comer (2005).  Even though centuries of reforms 

eventually led to the deinstitutionalization of the mentally ill in the 1960s (Comer, 2005), 

the general public and the Church tend to remain ignorant about the true nature of mental 

illness and the best methods of care for individuals suffering with them.    

 

 

The Modern Church and Mental Illness 

     The origin and growth in popularity of the biological approach to mental illness 

resulted from a few significant medical discoveries in the late 1800s and early 1900s.  
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When Kraft-Ebing linked the disease syphilis with general paresis, a mental disorder 

characterized by delusions of grandeur and progressive paralysis, people began to realize 

that physical diseases could affect the mind and its function (Comer, 2005; Kring et al., 

2012).  Furthermore, Pasteur’s later work on the germ theory of disease provided a solid 

link between syphilis and general paresis (Kring et al., 2012).  Another advance in 

medical and scientific knowledge came with Galton’s work on heredity.  Once 

investigators noticed that mental illness appeared to run in families, research then began 

to focus on the heritability of mental illnesses (Kring et al., 2012). 

     As a result of increasing modern scientific and medical discoveries, a large portion of 

society also embraced the biological nature of mental illness, which is defined as a 

debilitating disorder of the brain resulting in the disruption of a person’s moods, feelings, 

thoughts, and ability to relate to others (Stanford, 2008).  However, this concept remains 

controversial in some social circles and can be particularly pervasive in a religious 

context.  This paper will examine only the Christian religious tradition and its 

relationship to mental illnesses, mental disorders, or mental dysfunctions.   

     The Protestant Christian Pentecostal tradition, for example, often teaches that “an 

individual suffering with emotional illness should confess sin or have more faith (Vining 

& Decker, 1996),” according to Trice and Bjorck (2006).  While many Christian 

denominations have officially denounced spiritual causes for mental illnesses (Hartog & 

Gow, 2005), a study conducted by Favazza (1982) revealed that many Christians still 

primarily support spiritual practices such as prayer and Scripture reading to provide 

healing for those with mental illnesses.  Even among Protestant Christian traditions alone, 

there are a variety of opinions about mental illness and its causes.  When Christianity is 
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assessed along the continuum of Fundamentalism to Liberalism, Liberals are more likely 

than Fundamentalists to accept a concept of mental health outside of the concept of 

spiritual health (Hartog & Gow, 2005).  In fact, the researchers found that the extreme 

Fundamentalists denied any existence of mental health separate from spiritual health, 

including mental illnesses (Hartog & Gow, 2005). 

     Unfortunately, many Christians still hold beliefs about mental illness rooted in 

spiritual and/or demonic causes.  In a study conducted by Stanford (2007), the researcher 

found that approximately thirty percent of Christians with mental illness report negative 

interactions with the Church.  The three most common forms of negative interaction 

consist of abandonment by church, the belief that demonic activity causes mental illness, 

and the belief that lack of faith or a sin issue causes mental illness.  Of those negative 

experiences, approximately twenty-one percent of them involved suspicion of demonic 

activity as a causal factor in the mental disorder, compared to the sixty percent who felt 

abandoned by the Church and the nineteen percent who were told their illnesses resulted 

from sin or lack of faith.  These results suggest that a considerably high percentage of the 

Christian population still believes in spiritual causes for mental illness.  Furthermore, 

women’s reports of mental distress were significantly more dismissed by the Church than 

men’s reports of mental distress, though women often believe more strongly in the role of 

faith in healing (Stanford, 2007), a phenomenon which also requires more research in the 

future. 
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Effects of Religiosity on Mental Illness 

     If the evidence for the biological causes of mental illness continues to mount, why do 

Christians, some more than others, still emphasize religion instead of or along side of 

science?  One possibility is adherence to the general attribution theory, which states that 

religious adherence provides a sense of meaning in life and a way to cope with challenges 

(Hartog & Gow, 2005).  If the general attribution theory holds true, individuals who 

practice Christianity may be somewhat less likely to experience severe symptoms of 

mental illness or may be better able to recover from such symptoms. 

     Such a positive outlook regarding religiosity and mental health certainly is not 

universal in the field of psychology.  In one article, Hackney and Sanders (2003) write 

that some psychologists believe religion to be “deleterious to psychological functioning.”  

In fact, many people strongly associate religious delusions, perhaps more than other types 

of delusions, with mental illness, largely as a result of pop culture and sensationalist 

stories in the news and other media outlets.   

     Christian religiosity does not necessarily have a negative effect on mental health, 

however.  According to Corrigan, McCorkle, Schell, and Kidder (2003), research shows 

that religiosity and spirituality predict more life satisfaction, greater achievement of life 

goals, and less psychological distress.  These findings correspond with the research of 

Hartog and Gow (2005), which shows that religion and spirituality provide better coping 

skills for life difficulties.  Clearly, religion does not predict poorer psychological 

outcomes, even with, or perhaps because of, the emphasis on spirituality. 

     In a study conducted by Russinova and Cash (2007), the researchers interviewed 

individuals with serious mental illnesses and assessed their levels of spirituality and 
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religiosity.  All the respondents claimed to be very spiritual, while slightly less than half 

of the respondents claimed to be moderately religious or more (Russinova & Cash, 2007).  

According to the researchers, the study provides evidence that those with serious mental 

illnesses possess a deep understanding of religion and spirituality as well as the 

differences between the two.  Furthermore, the participants described both religiosity and 

spirituality in terms of core characteristics instead of functional characteristics, which 

suggests that the participants focused more on the nature of the construct instead of its 

outcomes (Russinova & Cash, 2007).  The study also found that an individual’s level of 

self-perceived religiosity and/or spirituality plays an important role in that person’s 

attributions, a finding which is in line with previous studies. 

     Mohr et al. (2010) discovered that religiosity for individuals with schizophrenia is not 

uncommon and can provide a base of encouragement or a source of pain.  In this study, 

the researchers wanted to know whether the individuals’ views on religion remained 

stable over time.  As one of the most serious and debilitating mental disorders, 

schizophrenia affects functioning in practically every area of an individual’s life (Mohr et 

al., 2010).  The researchers in the present study wanted to assess religiosity in the lives of 

schizophrenic individuals apart from religious delusions, which has been the main thrust 

of the research concerning schizophrenia and religion.  Participants were assessed on 

their spirituality and religiousness and psychosocial adaptation at different intervals over 

a three-year period.  The study showed that for the majority of patients religion remained 

constant over time; however, this was not true for approximately one-third of the 

participants.  Their religiosity either increased or decreased as a result of changes in 

quality of life (Mohr et al., 2010).  Some experienced a positive change in religiosity in 
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order to help cope with distressing symptoms, while others experienced the change as a 

result of improving quality of life.  Mohr et al. (2010) also found that some participants 

experienced negative religious change as a result of positive and/or negative symptoms 

decreasing the quality of life or because they did not believe faith helped their condition.  

Either way, the researchers argue, religion is an important factor in the lives of many 

individuals with schizophrenia and should be addressed in clinical settings (Mohr et al., 

2010). 

     In addition, a meta-analysis conducted by Hackney and Sanders (2003) revealed a 

significant positive correlation between religiosity and mental health.  The results of their 

meta-analysis revealed that religiosity characterized by personal devotion tends to 

produce a more positive effect on mental health than purely institutional religiosity.  This 

religious commitment is classified on a least-to-most-personal continuum from 

institutional religiosity to ideological religiosity to personal devotion.  Personal devotion 

alone positively correlated with low psychological distress, high life satisfaction, and 

high self-actualization; it also represented larger correlations with these outcomes than 

did institutional or ideological religion (see Table 1).  It appears that internalizing a 

religious worldview – pursuing a level of personal commitment – is necessary in order to 

glean the most mental health benefits (Hackney & Sanders, 2003).  
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Table 1.   
 
Hackney and Sanders (2003) Meta-Analysis Results 
 
     

    
 
 
     Kim-Prieto and Diener (2009) conducted research on the relationship between religion 

and emotion.  This relationship appears to be a reciprocal one: emotions are central to 

religion, but religion may also shape the experience of emotions.  According to Kim-

Prieto and Diener (2009), religion determines which emotions are desirable or 

undesirable and the acceptable degree of intensity for emotions.  The researchers also 

provide prayer and meditation as examples of activities encouraged by religion that 
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actively regulate emotions or foster desirable emotions.  More than other religions, 

Christianity emphasizes love, happiness, and high arousal positive states, particularly in 

the Protestant denominations, which encourages adherents to pursue thoughts and 

activities that foster and enhance these emotions (Kim-Prieto & Diener, 2009).  

Therefore, the findings of the studies conducted by Kim-Prieto and Diener (2009) support 

the notion that variation in emotion can be attributable to religion and religious 

differences. 

     Furthermore, Fallot (2001) states that psychiatric patients exhibit religious beliefs and 

practices equal to or greater than those exhibited by non-psychiatric people in both the 

UK and the US.  This religiosity serves to underline the importance of addressing 

religious issues during treatment.  In order to treat the spiritual dimension of a person, 

Fallot (2001) identified several necessary components.  The first, the whole-person 

method, instructs the individual against reducing himself or herself to a label or a group 

of symptoms (Fallot, 2001).  Additionally, perseverance in the difficult journey of 

recovery is encouraged as well as the continued assurance of hope.  The power of loving 

relationships and authenticity are also emphasized, along with spiritual activities 

expressing core beliefs (Fallot, 2001).  These characteristics, according to Fallot (2001), 

should be present in the treatment of religious individuals with a mental illness. 

     In an additional study by Fallot (2007), he documented several of the ways in which 

individuals reported that religion helped them cope with mental illness.  To begin, many 

individuals said that religion provided them with a sense of self and/or self-esteem as a 

result of feeling valued by a divinity; this allowed them to better resist the harmful effects 

of stigma (Fallot, 2007).  Additionally, participants in the study indicated that religion 
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provides them with coping strategies for their symptoms and distress.  Furthermore, 

religion provides links to social support systems, which benefit recovery (Fallot, 2007).  

Lastly, religion provides hope for its adherents with mental illnesses.  Though the effects 

of religion are not always positive, neither are they necessarily negative (Corrigan, 

McCorkle, Schell, & Kidder, 2003; Hartog & Gow, 2005; Webb, Charbonneau, McCann, 

& Gayle, 2011; Yangarber-Hicks, 2004).    

     While studies show that religiosity interacts with emotion and mental health, studies 

also show that religiosity correlates with physical health and longevity (George, Ellison, 

& Larson, 2002).  The researchers hypothesize different reasons for these results.  First of 

all, many religions emphasize health practices conducive to a healthy lifestyle, physically 

and mentally.  For example, many religions impose dietary and sexual constraints upon 

their faithful.  Another factor considered by George et al. (2002) is social support, which 

is of particular importance for those with mental illnesses.  The researchers identify four 

factors of social support: network size, social interaction, instrumental assistance (helping 

behaviors), and individual’s satisfaction with the quality and amount of support.  

According to George et al. (2002), “It is certainly well-established that social support 

often exerts powerful protective effects on health.” 

     Thirdly, George et al. (2002) recognize psychosocial resources as another factor 

promoting health among religious persons.  Psychosocial resources include self-esteem, 

self-efficacy, and mastery.  Each of these qualities allows the individual to move through 

life with confidence, a sense of accomplishment, and a sense of self-worth.  The fourth 

factor identified is a sense of coherence and meaning.  This consists of the beliefs that the 
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world is meaningful, predicable, and manageable.  Generally, these beliefs tend to help 

people better cope with stress and protect against ill health (George et al., 2002). 

     In a study conducted by Webb, Charbonneau, McCann, and Gayle (2011), self-report 

data was collected from individuals with mental illness to assess the relationship between 

their levels of religiosity and their degrees of recovery.  The results showed that enduring 

faith was correlated with recovery, while religious struggling was negatively correlated 

with recovery.  Religious social support – consisting of support from the congregation, 

support from the church leaders, and support from God – appears to mediate the 

relationship between struggling and recovery.  This data suggests that a supportive faith 

community aids the individual struggling with serious mental illness and improves his or 

her chance at recovery (Webb et al., 2011), and is supported by the research of Kaplan, 

Salzer, and Brusilovskiy (2012) which found that community support positively affected 

the recovery of those with mental illnesses.  The results from this study serve only to 

underline the importance of the religious community for those who are religious and have 

a mental illness.  Support and understanding from the faith community increases the 

likelihood of an individual’s recovery, so it is essential that clergy members are able to 

provide the knowledgeable, supportive care required of them. 

 

 

Pastors’ Preparation for Counseling 

     The findings in the aforementioned studies reveal the importance of combining 

religion with therapeutic interventions for those who are mentally ill and describe 

themselves as religious and/or spiritual.  With this in mind, the pastor’s role in a mentally 
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ill parishioner’s recovery process becomes more important.  Unfortunately, many pastors 

do not receive adequate training concerning the etiology and symptomatology of mental 

illnesses.  Though many pastors spend more time counseling parishioners than they did in 

previous decades, many are still “not comfortable with the expectations placed on them in 

the areas of counseling” (Virkler, 1979, p. 271).  In fact, Youngberg (1962) found that 

many pastors believe their seminary education was inadequate in preparation for 

counseling. 

     In an article by Linebaugh and Devivo (1981), the researchers found that only thirty-

nine percent of clergy members believed the training they received in seminary regarding 

“the ministry of counseling” to be adequate.  In a time when pastors are expected to be 

able and willing to counsel their congregation, these findings are not encouraging.  The 

researchers conducted a study in which seventy-six accredited Protestant seminaries were 

assessed on the strength of their counseling curriculum past, present and future 

(Linebaugh & Devivo, 1981).  Their findings indicated that the concentration on 

counseling is growing in importance in Protestant seminaries.  The seminaries contacted 

in the study also expressed plans to offer more counseling courses and practicums for 

their students, who are “clamoring” for more exposure to counseling courses (Linebaugh 

& Devivo, 1981).  However, the researchers identified one concern: seminaries fear 

emphasizing counseling to too great an extent will lessen the pastor’s traditional identity 

in the church.  Ultimately, approximately forty-seven percent of seminaries are doing 

little to no work to prepare their students to counsel as pastors, a situation which 

Linebaugh and Devivo (1981) wish to see remedied.  
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     McRay, McMinn, Wrightsman, Burnett, and Ho (2001) conducted research to assess 

pastor’s desire to learn about psychology and the areas in which they were more 

interested.  Results of their survey revealed that evangelical pastors “expressed interest in 

the relationship of psychology and theology, particularly the interface between 

theological views of sin and psychological dysfunction” (McRay et al., 2001).  

Respondents to this survey also demonstrated a desire for knowledge about improved 

self-care.  However, there were some areas in which clergy did not demonstrate a real 

interest, which included psychological assessment, consultation, or community 

psychology.  Essentially, none of the pastors appeared to intentionally encourage a 

collaborative relationship between clergy and psychologists (McRay et al., 2001).  

     Despite pastors’ desire to learn more about counseling, many of them continue to feel 

ill equipped to recognize mental illness in individuals.  Stanford and Philpott (2011) 

conducted a study focused on Baptist senior pastors and found that approximately 

seventy-one percent of pastors expressed this inability to recognize mental illness, though 

they refer less than ten percent of the people they counsel to professional psychologists.   

     Some pastors, however, receive more training in counseling in seminary and become 

pastoral counselors.  In order to assess the competencies of pastoral counselors, Giblin 

and Barz (1993) conducted a study of twenty-six master’s level pastoral counseling 

programs.  The researchers discovered that pastoral counselors generally displayed a 

higher degree of competency in these areas: helping skills (basic and advanced), 

comprehension of counseling theory, comprehension of models of personal and spiritual 

growth, comprehension of the integration of psychology and theology, and crisis 

intervention.  The pastoral counselors were less competent in the use of 
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neurological/projective/aptitude/objective personality tests, program evaluation, and the 

writing of formal diagnostic/psychological reports (Giblin & Barz, 1993).  Based on the 

results of the study conducted by Giblin and Barz (1993), it appears that pastors who 

counsel tend to focus more heavily on the interpersonal, intrapersonal, and spiritual issues 

of their parishioners and less on recognizing or treating serious mental illnesses. 

 

 

Factors Affecting Clergy-Psychologist Referrals  

     Despite these feelings of inadequacy, Virkler (1979) found that pastors are hesitant to 

refer to mental health care professionals for several reasons including differences in value 

orientation (real or imagined), being unaware of available services, stigma associated 

with seeing a mental health care professional, and/or financial difficulties.  More recent 

research continues to support these findings (Linebaugh & Devivo, 1981; Stanford & 

Philpott, 2011).  In fact, a certain level of antagonism exists between clergy members and 

psychologists, largely because clergy members do not fully understand the totality of 

services psychologists provide and, on average, psychologists possess little to no 

religious feeling (Stanford & Philpott, 2011).   

     Sin, in particular, plays an important role in the area of clergy-psychologist referrals; 

pastors are often concerned about the diminished role of sin in psychological counseling 

and treatment (Stanford & Philpott, 2011).  Conservative clergy members, for example, 

refer to a mental health care professional less than do more liberal clergy (Mannon & 

Crawford, 1996).  It appears that many clergy prefer to refer parishioners to Biblical 

counselors or Christian counselors who use prayer and Scripture reading in session than 
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counselors who do not (McMinn, Runner, Fairchild, Lefler, & Suntay, 2005).  

Interestingly, the same study by McMinn et al. (2005) found that psychologists are more 

likely to refer religious clients to clergy members with a doctoral degree to answer 

religious questions, which generally means the psychologist refers to a more conservative 

male clergy member in a Protestant denomination based on degree stratification (Perl & 

Chang, 2000).  While clergy members value religious belief in psychologists, 

psychologists value more education in clergy to whom they refer.   

     According to Virkler (1979), many pastors do not refer parishioners to a psychologist 

simply because they received no training in seminary regarding when referrals to a 

medical doctor or psychologist are appropriate.  Of the participants in the study, sixty-

eight percent stated that they had no training in evaluating the quality of referral 

resources in their communities, and fifty-six percent said they felt ill prepared to help 

parishioners transition into the care of the professional to whom they were referred 

(Virkler, 1979).  In their article, McMinn et al. (2005) recommended more 

communication between clergy and psychologists during training.  As a result, the 

clergy’s lack of training with regards to referrals identified in Virkler’s 1979 study could 

be corrected and a better referral relationship could be built between psychologists and 

clergy members.  In his 2010 article, Masters encouraged the field of psychology to be 

more open ideas of religiosity and spirituality, and he requests more longitudinal research 

on religious and spiritual (R/S) forms of treatment in order to better understand its 

effects, positive and negative. 
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The “Gatekeeper” Model 

     Because many individuals turn to clergy during times of emotional difficulty, pastors 

and other clergy members are now considered front-line mental health workers, or 

“gatekeepers” (McMinn et al., 2005; Stanford & Philpott, 2011).  Coie, Costanzo, and 

Cox (1975) state that gatekeepers provide community services and perform as arbiters of 

“moral, legal, or social order of the community.”  The gatekeeper professions include 

more than just the clergy; the police, physicians, social workers, and public health nurses 

also often function as gatekeepers (Coie et al., 1975).  In the study conducted by Coie et 

al. (1975), the researchers found that clergy members expressed higher levels of concern 

for mental health disorder symptoms such as thought disorder, destructive tendencies, 

and drug and alcohol abuse.  Though many clergy feel such concern, they admit feeling 

inadequate to counsel parishioners; as previously mentioned, they refer less than 10% of 

their counselees to a mental health care professional (Lowe, 1986; Stanford & Philpott, 

2011; Virkler, 1979), though religious leaders are sought out for intervention in times of 

psychological distress more than any other gatekeeper profession (Stanford, 2008).  In a 

study conducted by Schindler, Berren, Hannah, Beigel, and Santiago (1987), participants 

perceived clergy members to be superior to psychiatrists and psychologists in personal 

qualities (warmth, caring, stability, etc.), while psychiatrists and psychologists were 

believed to be superior in education, experience, and skills in dealing with mental health.  

These perceptions about clergy member may contribute to their status as the most sought-

out gatekeeper profession for those with mental illness.  Clergy members, more than 

mental health care professionals, are concerned with the role of sin in in counseling and 
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treatment and are more likely to refer to a psychologist who shares their values (Stanford 

& Philpott, 2011). 

 

Types of Christian Counseling 

     If this is the case, to what kind of counselor do clergy members prefer to send their 

counselees?  Certainly the answer is a Christian counselor, but the field of Christian 

counseling is extremely diverse (McMinn, Staley, Webb, & Seegobin, 2010).  One 

branch of Christian counseling is Biblical counseling.  Generally speaking, Biblical 

counseling believes the Bible “to be superior and more authoritative” than the science of 

psychology and moves to “reclaim” the role of counseling for the church (McMinn et al., 

2010, p. 392).  Biblical counseling proposes a spiritual basis for most mental disorders 

and condemns the practice of psychology and biopsychology for failing to emphasize 

morality (Stanford & Philpott, 2011).    

     The most extreme form of Biblical counseling is more common in Protestant 

denominations and is called nouthetic counseling; in it, the counselor uses only the Bible 

in order to assist his or her patients (McMinn et al., 2010).  Nouthetic counseling has 

three main tenets: the counselee’s problem results from sin and must be addressed God’s 

way; verbal confrontation using the Scriptures is necessary for healing; the therapy must 

be conducted out of love for the counselee (NANC).  According to the website of the 

National Association of Nouthetic Counselors (NANC), these tenets lead to the notion 

that confrontation out of concern leads to change.  In the NANC’s article “History,” they 

state, “It is of necessity directive and best done by those who have a thorough grasp of 

the Scriptures – Greek, Hebrew, and Systematic Theology – not by those immersed in 
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secular systems of psychology.”  Jay Adams, one of the founders of nouthetic counseling, 

believed that the practice of secular and Christian psychology is not to be encouraged by 

the church or sought out by believers (NANC).  The NANC website uses strong language 

to demonize secular psychology, stating that the church goes “a whoring” to secular 

psychologists for “unsound prescriptions.”  In addition, nouthetic counseling does not 

support the use of medications in the treatment of mental illnesses, disorders, or 

dysfunctions.    

     Another, less radical, form of Christian counseling is called pastoral counseling.  

Often when this is the case, the practitioner of the pastoral counseling possesses degrees 

in Christian ministry and counseling or psychotherapy, and, unlike Biblical counseling, 

attempts to combine spiritual and psychological methodology in the therapy process 

(McMinn et al., 2010).  Pastoral counseling can also refer to the counseling services 

provided by any pastor or priest to his parishioners.  In this case, the counseling is 

provided by an individual who most likely possesses a M.Div. degree or, in some cases, a 

DMin degree.  This particular branch of pastoral counseling is the one most associated 

with the “gatekeeper” responsibility.  As a result, it is important to assess the strength of 

these degree programs with regards to counseling requirements, ability to recognize 

serious mental illnesses, and knowledge about available and successful referral patterns.  

     Christian psychology is another form of Christian counseling, but it has two separate 

meanings.  The first sort of Christian psychologist is called an integrationist, and he or 

she is a trained psychologist willing to acknowledge the Christian faith as an important 

part of the clinical work (McMinn et al., 2010).  The other type of Christian psychologist 

only describes those who are members of the Society of Christian Psychology (SCP) and 
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is less common in contemporary psychology.  This organization seeks to derive 

psychological wisdom from the Bible and other classic Christian texts (McMinn et al., 

2010).  According to McMinn et al. (2010), the separation between integrationist 

Christian psychologists and SCP Christian psychologists is based upon the primacy given 

to religious texts.  The SCP psychologists will place more importance on the Bible and 

other religious texts than will integrationists (McMinn et al., 2010).   

     Due to the existence of many different types of Christian counseling, it is important 

for secular psychologists or clergy to explain the differences between the types of 

Christian counseling and ascertain which type the client would prefer to receive.  As a 

result, both clergy members and psychologists should be educated about the various 

therapeutic options and what they entail.  Even the secular psychologist needs to be 

aware of the differences between the different forms of “Christian counseling” in order to 

refer a client to the most appropriate clergy member or religious psychologist. 

     In addition and for these reasons, it is important for clergy members to feel 

comfortable recognizing symptoms of mental illness in parishioners and referring them to 

an appropriate mental health care professional or conducting some psychological 

interventions with a religious influence.  In this paper, the researcher hypothesizes that 

the majority of Master of Divinity (M.Div.) programs in accredited seminaries emphasize 

premarital, couples, and/or family counseling, when counseling courses are offered at all.  

As a result, clergy members are not prepared to properly assist those with the more 

serious mental illnesses.  Furthermore, this paper hypothesizes that certain factors will 

predict which seminaries offer more advanced scientific and comprehensive psychology 

classes.  For example, institutions located in the more conservative portion of the United 



1 

!

20 

States, institutions that do not offer M.Div. degrees to women, and institutions with a 

more conservative theological basis are less likely to prepare their M.Div. students to 

view mental illness the way the scientific community does, to recognize the signs of 

serious mental illness and treat them as such instead of a sin or faith issues, and to teach 

the proper methods of referral or religious-based treatment for such mental health issues.  

In order to test these hypotheses, the researcher developed a questionnaire and contacted 

seminaries in the United States, Canada, and Puerto Rico with an accredited M.Div. 

program, a procedure similar to the one utilized by Wolff in his 2010 survey of media 

curricula in United States seminaries. 
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CHAPTER TWO 

Methods and Materials 

 

 

Participants 

     Using the 2011 membership list of accredited institutions assembled by The 

Commission on Accrediting and listed in The Association of Theological Schools, the 

researcher contacted all directors of M.Div. programs at institutions with an accredited 

M.Div. program (N = 239) in the United States, Canada, and Puerto Rico via a telephone 

interview.  When a program did not have aa M.Div. director, the researcher interviewed 

an assistant dean or a member of the Registrar’s Office with knowledge of the program’s 

curriculum and class content.  These interviews were conducted between January 2012 

and January 2013 during the academic semesters.  Of the 239 institutions with an 

accredited M.Div. program, 219 were contacted.  Of that number, 70 directors responded 

to the interview and 2 declined to respond, giving a 31.96 percent response rate.  

Institutions that provided M.Div. degrees on more than one campus were only assessed 

one time through the main campus.  Participants were not compensated in any way for 

their participation in the study. 

Materials and Procedures 

     The participants first listened to the interviewer read an informed consent form over 

the phone.  This provided the participants with information regarding the purpose, nature, !
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and duration of the study.  It assured each participant that his or her time and honesty 

would be appreciated and that his or her identity would remain confidential.  After 

consenting to participate in the study, the participant verbally responded to a series of 

questions from the Mental Illness and the Seminary (MIS) survey, created by the 

researcher.  Items on the survey were created to assess the degree of liberalism of the 

institution and the quantity of courses educating students on mental illness.  The MIS 

survey consists of demographic information about the institution (ex. name, religious 

affiliation, and location) as well as items assessing the strengths of the institution’s 

M.Div. program in preparing students to recognize and/or treat people with serious 

mental illnesses (see Appendices A and B for the informed consent sheet and the 

complete MIS survey). 
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CHAPTER THREE 

Results 

 

     Of the 70 seminaries who responded to the survey, 61 (87.14%) of them were located 

within the United States, 8 in Canada, and 1 in Puerto Rico.  Geographic location was 

only one factor on which the participating seminaries were assessed.  Of the seminaries 

that responded, 65 of them offered the M.Div. degree to women, which represented 

92.9% of the sample.  Sixty-nine seminaries provided the size of the student population 

(M = 425.75, SD = 728.51).  The most common student population size of seminaries 

represented in the sample was 300 students (n = 6), with an additional 8 seminaries 

reporting between 300 and 400 students.  Overall, the seminaries represented in the 

sample tended to have smaller student populations, with all but 9 seminaries having 500 

students or less.   

     In Table 2, the researcher compiled the data provided by each seminary regarding 

respective denomination and grouped them together according to church tradition in 

order to receive more clear results from the data analysis (see Appendices C and D for a 

complete list of the denominations represented in the sample and a guide to church 

tradition).  Of the seminaries evaluated, the Reformed tradition was most represented (n = 

12) and encompassed 17.1 percent of the total sample, while the Episcopalian and 

Orthodox traditions were least represented (n = 1) and each accounted for only 1.4 

percent of the sample. 

!
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Table 2 

Church Tradition of Respondent Seminaries 

Church Tradition Number of Seminaries Percentage of Total 
Sample 

Reformed 12 17.1 

Inter/Multidenominational 10 14.3 

Baptist 8 11.4 

Evangelical 7 10.0 

Methodist 7 10.0 

Roman Catholic 7 10.0 

Restorationist 5 07.1 

Nondenominational 4 05.7 

Charismatic 2 02.9 

Lutheran 2 02.9 

Presbyterian 2 02.9 

Unitarian 2 02.9 

Episcopalian 1 01.4 

Orthodox 1 01.4 

 

 

     After assessing the demographics of each seminary, the questionnaire assessed the 

presence, amount of, and focus of any counseling classes required or offered by each 

individual seminary.  Of the seminaries represented in this study, 64 offered counseling 

courses in their curricula, which represents 91.4 percent of the sample.  The remaining 6 

seminaries did not offer counseling courses and accounted for the remaining 8.6 percent 
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of the sample.  Once this was assessed, the programs were asked to report whether or not 

any counseling courses are required or offered as electives and, if so, how many.  The 

counseling course requirements of seminaries (M = 1.32, SD = 1.07) are relatively low, 

with almost 70 percent of the 66 seminaries in the sample who responded to this 

questionnaire item requiring one or no classes in the concentration of counseling (see 

Table 3).  The most commonly required counseling class among seminaries is 

Introduction to Pastoral Counseling I.   

 

Table 3 

Required Seminary Course Offerings in Counseling 

Number of Classes 
Required 

Number of Seminaries Percentage of Total 

Sample 

0 11 16.7 

1 35 53.0 

2 13 19.7 

3 4 06.1 

4 1 01.5 

5 2 03.0 

 

 

     Of the 70 institutions represented, 55 offer counseling courses as electives, though the 

students are not often able to find time in their program requirements to take these 

classes.  Furthermore, there is a distinct lack of counseling elective options for the M.Div. 
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student who wants to become a pastor.  In this sample, 70.5 percent of the institutions 

offer 6 or less counseling courses as electives, while the majority of students only had 

time for 0 – 4 electives in their tenure as a M.Div. student. 

     Many counseling classes offered by seminaries focus on interpersonal relationship 

problems such as premarital counseling, couples counseling, family counseling, grief 

counseling, or some variation thereof.  As a result, the MIS questionnaire also identified 

the number of courses each seminary offered that addressed the issue of mental illness.  

Of the seminaries assessed, only 42.9 percent (n = 30) offered a course or courses that 

addressed the topic of mental illness, though 2 seminaries did not respond to the question.  

An even lower percentage, 30.9 percent (n = 21) offered a course or courses specifically 

dedicated to mental illness.  Of the 70 institutions, 59 (88.1%) did report that the topic of 

mental illness was at least addressed within the curriculum of another class, though 3 

institutions did not respond to this item on the questionnaire.  Out of the 62 seminaries 

that responded to the item about course requirements, an overwhelming 93.5 percent (n = 

58) of the institutions required 2 or fewer classes to educate students about mental illness, 

whether the course was dedicated specifically to the subject or it was merely one topic 

discussed in the course. 

     Of the 66 seminaries that responded to the question about approving the use of clinical 

methods of treatment for mental illness, only 1 responded with total disagreement toward 

the use of psychiatric medications to treat mental illnesses, while 4 seminaries did not 

respond to the question.  In addition, the seminaries were assessed on the amount of 

seminars or guest speakers outside of class that spoke about the topic of mental illness, 

recognizing it, or treating it.  Of the seminaries in this sample, the overwhelming majority 
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(n = 55) stated that such seminars were hosted only occasionally or never (see Table 5).  

In addition, when seminaries offer such seminars, the students are generally not required 

to attend them unless an individual teacher chooses to make attendance at such an event 

part of the requirements for the course he or she is teaching.  More often, students are 

encouraged to attend, though even this is not always the case. 

 

Table 4 

Frequency of Mental Illness Seminars 

Frequency Number of Seminaries Percentage of Total 

Sample 

Regularly 8 11.4 

Semi-Regularly 7 10.0 

Occasionally 31 44.3 

Never 24 34.3 

 

 

     Furthermore, when assessing the M.Div. students’ exposure to members of the church 

or community with mental illness, the results reveal that providing future pastors with 

first-hand experience assisting the mentally ill is not emphasized.  Almost every seminary 

provides some form of internship, clinical pastoral education (CPE), chaplaincy, or field 

work experience; however, none of them are in organizations where interacting with an 

individual with a mental illness would be a regular occurrence.  Generally, students are 
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only placed in such positions if they express an interest in the area of psychology or are 

students in a M.Div. program with a concentration in counseling. 

     Of the 70 seminaries represented in the sample, there appeared to be no significant 

differences between them in counseling/mental illness course requirements when 

assessed by church tradition.  The Roman Catholic and Orthodox traditions were slightly 

less likely to offer counseling courses than the other church traditions in the study.  All of 

the church traditions reported a minority of seminaries that provided courses dealing with 

mental illness.  Of those who responded, only the Reformed, Inter/Multidenominational, 

and Nondenominational traditions reported a nouthetic Biblical counseling program 

being utilized in at least one seminary.  Additionally, one seminary of the Reformed 

tradition was the only respondent who reported that clinical methods of treatment for 

mental illness (e.g., medication) would not be deemed acceptable by the church. 

     In addition, seminaries do not appear to be concerned about the lack of training for 

M.Div. students in the areas dealing with mental illness, recognizing it, and treating it.  

Of the 67 who responded to the MIS questionnaire item about whether or not one’s 

seminary was consciously increasing the number of courses focusing on mental illness, 

only 18 (26.9%) seminaries responded in the affirmative.   
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CHAPTER FOUR 

Discussion and Conclusions 

 

     The results of this study indicate that the majority of accredited M.Div. programs do 

not provide future pastors with sufficient training to recognize serious mental illness and 

respond to congregants with serious mental illness.  While most seminaries assessed in 

this research study offered at least one required Pastoral Care course, mental health 

issues, if discussed at all, were not the main focus of the course.  At best, serious mental 

illness was discussed within one module of the class or at the discretion of the professor.  

As a result, the training future pastors receive in the field of mental health varies by 

denomination and by individual seminaries.  For this reason and others, Lincoln (2010) 

calls for a more standardized M.Div. educational experience.  

     Additionally, the seminaries were asked to provide their official stance on the subject 

of mental illness.  Overwhelmingly, the seminaries responded that no official stance 

about mental illness and the Christian faith existed, which implies the lack of 

interdenominational and intra-denominational unity in Christianity with regards to mental 

illness.  Some M.Div. directors responded that this lack of official stance reflected the 

desire to allow students to formulate their own opinions on different matters in addition 

to preventing denominational conflicts over official statements about mental illness.  This 

practice, however, does not appear to be working well for seminary M.Div. students, 

some of whom receive no training or extremely minimal training in recognizing serious 

mental illness.  Thomas (2012) found that education variables accounted for twenty 

percent of the variance in interprofessional collaborative practice and this was!
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statistically significant.  Without a more cohesive theological position on mental illness, 

members of the Christian congregation throughout the nation would not receive a similar 

standard of referrals, respect, and support from their pastors and other congregation 

members.  In order for the church to move past the belief that all mental illness is the 

result of spiritual warfare or a personal failing, the church must come together to discuss 

the views of mental illness and establish a systematic stance on the topic, taking into 

consideration both the biological and spiritual aspects of sin (Stanford, 2010).  As a 

result, M.Div. students will be better educated and better prepared to assist congregants 

experiencing serious mental health issues.   

     Contrary to the original hypothesis, the vast majority of seminaries in the sample 

approved the use of psychotropic medications to treat mental illness when necessary.  

Perhaps, this is a sign of the church’s increased willingness to accept and treat the 

physical and biological components of mental illness.  This decreased suspicion of 

psychotropic medications may also result from or contribute to seminaries’ increasing 

emphasis on training pastors to refer to psychological professionals.   

     Of the seminaries represented in the current study, many stated that their programs 

trained M.Div. students to refer individuals with mental illnesses to trained professionals.  

Not much detail about the training for referral was provided, however, nor did the M.Div. 

directors state to which mental healthcare professionals (Christian, non-Christian, etc.) 

their students were encouraged to refer their congregants.  Additionally, the researcher 

was not informed about the clergy-psychologist referral networks available to the 

students through the seminaries or churches in which they participated.  As a result, this 

study emphasizes the importance of clergy-psychologist referrals.  
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     Many previous researchers have discussed the importance of clergy-psychologist 

referrals and the elements of which it is comprised (Benes, Walsh, McMinn, Dominguez, 

& Aikins, 2000; Chappelle, 2006; Edwards, Lim, McMinn, Dominguez, 1999; Garzon & 

Hall, 2012; McMinn, Aikins, & Lish, 2003; Milstein, Manierre, Susman, & Bruce, 2008; 

Thomas, 2012), which serves to underline the importance of this area of the intersection 

between religion and mental health.  Despite the potential ethical concerns that may arise 

when a psychologist includes religion in therapy, religious and spiritual concerns of 

clients deserve to be addressed, especially when these issues are central to the clients’ 

impairments, according to Barnett and Johnson (2011).   

     Barnett and Johnson (2011) provide a decision-making plan consisting of nine steps 

for psychologists working with religious clients.  First, the psychologist must assess the 

client’s religious/spiritual beliefs in a courteous manner, then the professional can attempt 

to ascertain a link between the presenting problem(s) and the client’s religious beliefs.  

Thirdly, the client must be informed of the results of the two previous steps during the 

informed consent process.  Next, it is imperative that the psychologist examines his or her 

own prejudices for or against the religion of the client and the potential for 

countertransference.  After that, the professional psychologist must honestly evaluate his 

or her level of competency in addressing this religion-mental illness interaction.  In the 

sixth step, the professional should consult with experts in the area of religion and 

psychology.  After this and if the client gives permission, the psychologist may also 

consult with the client’s personal religious leader or professional.  After completing all 

these steps and making an honest evaluation, the professional psychologist must decide 

whether to take the case or refer the client to a more appropriate professional.  The ninth 
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and last step in the process encourages the psychologist to assess the client’s outcomes 

and adjust the plan to promote better recovery for the client (Barnett & Johnson, 2011).  

     Other researchers have continued to build upon the importance of collaboration 

between clergy and psychologists.  Thomas (2012) defined interprofessional 

collaboration as “a series of actions or events that occur between two or more diversely 

represented professionals who share mutual objectives while working together (p. 100).”  

This type of interprofessional collaboration is encouraged between clergy members and 

psychologists, though the two professions often experience difficulty collaborating 

(Thomas, 2012), as aforementioned.  Of the pastors represented in the study conducted by 

Thomas (2012), those with a doctoral degree were significantly more likely to engage in 

interprofessional collaborative behaviors than those with a Masters or Bachelors degree.  

The results of this study interact in an interesting way with the 2005 study conducted by 

McMinn et al. in which psychologists proved more willing to refer clients to a religious 

leader with a doctoral degree.  More research is needed to determine whether a higher 

level of education encourages increased interprofessional collaboration or if this 

increased collaboration is present only because psychologists prefer to refer clients only 

to religious leaders with a doctoral degree.  Research is also needed to discover whether 

or not the preference shown to those with doctoral degrees is a result of bias, or if those 

who hold the degree truly are more prepared to address mental health concerns. 

     McMinn, Chaddock, Edwards, Lim, and Campbell (1998) identified several factors 

that could lead to improved clergy-psychologist referral patterns and professional 

interaction.  Such factors include shared values and beliefs, theological awareness, and 

possession of higher professional degrees or credentials, which were also identified by 
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Linebaugh and Devivo (1981) and McMinn et al. (2005).  Interestingly, the McMinn et 

al. (1998) study also revealed that referrals are influenced by the gender and ethnicity of 

the person to whom the referral is made, though they were of lesser importance than 

shared values and beliefs between the two parties.  The responsibility for the lack of 

successful interaction between clergy and psychologists does not rest solely with the 

clergy, however.  Weaver, Samford, Kline, Lucas, Larson, and Koenig (1997) concluded 

that only five percent of clinical psychologists were exposed to religious or spiritual 

issues during their training.  Because approximately fifty percent of practicing clinical 

psychologists claim no religious preference (Weaver et al., 1997), many psychologists 

must work to overcome personal biases against religion in order to provide successful 

treatment for their clients.    

     Unfortunately, clergy members are not overwhelmingly willing to engage in 

innovative clergy-psychologist interactions (Lish, Fitzsimmons, McMinn, & Root, 2003).  

Because clergy members tend to have long-term relationships with individuals and their 

families, clergy are more able to recognize changes in behavior indicating distress in its 

early stages (Oppenheimer, Flannelly, & Weaver, 2004).  Additionally, Oppenheimer et 

al. (2004) discovered that most clergy members spend and average of fifteen percent of 

their working time engaged in pastoral counseling.  These qualities provide clergy 

members with the opportunity to identify serious mental illness in congregants and refer 

them to a professional, which necessitates willingness to engage in collaboration and 

foster innovation.   

     In response to the need to encourage and improve collaboration, Milstein, Manierre, 

Susman, and Bruce (2008) proposed the Clergy Outreach and Professional Engagement 
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(C.O.P.E.) program in order to establish continuity of care provided by diverse 

caregivers.  C.O.P.E. serves as a multifaith program in order to meet the needs of many 

different individuals.  The program is built upon the ideas that clinicians and clergy can 

better assist a larger number of people through collaboration with one another than alone 

and that C.O.P.E. must reduce the burden for both types of professionals in order to be 

considered effective (Milstein et al., 2008).  Religious leaders are given four areas in 

which they already provide care and/or in which they can improve the care they provide.  

The first level is the universal level; the pastor helps the individual prevent mental illness 

by providing a community and generative activities in which to participate.  In the 

selective level, the pastor leads the congregation in response to a major stressor in the life 

of an individual by responding in a supportive manner or with appropriate religious 

practices.  In the indicated level, a major stressor may trigger a mental illness episode in 

an individual; at this point, the pastor intervenes by referring the person to a psychologist.  

The final stage is the relapse and comorbidity prevention phase in which the pastor leads 

the congregation in supporting the individual by providing community and encouraging 

adherence to the treatment system provided by a healthcare professional (Milstein et al., 

2008). 

     The current study contributes to the existing research in the field by assessing the 

education and preparation of M.Div. students to recognize, refer, and provide assistance 

to those with mental illnesses.  Weaknesses in the majority of M.Div. programs 

represented in the study include: lack of required courses that are strictly dedicated to 

mental illness; lack of an official stance on the topic of mental illness; lack of seminars or 

lectures outside of class that discuss different aspects of mental illness, religion, and 
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referral patterns; lack of exposure of M.Div. students to individuals with mental illnesses; 

and an overall lack of desire to expand or improve the M.Div. requirements in these 

areas.  As a result, individuals in the congregation continue to suffer under well-meaning 

pastors who have been trained primarily to tell people to pray harder or confess sin.  Due 

to their gatekeeper roles, pastors have a responsibility to provide aid for individuals with 

mental illnesses, either by conducting interventions for which they are qualified in their 

own offices or referring to an appropriate professional.  Because the M.Div. degree is one 

of, if not the most common degree for a pastor to have, steps must be taken to improve 

the training M.Div. students receive in seminary and the continuing education they 

receive throughout their careers. 

     Limitations of the present study include the small sample size resulting from the low 

response rate of the participants.  Additionally, reliance on self-report data from the 

institutions can introduce bias into the study; however, some of the data can and was 

verified and cross-checked via the schools’ websites.  While attempting to make the study 

more attractive to participants by limiting the duration of participation time, the 

researcher also eliminated the possibility of expanding the line of questioning and gaining 

more knowledge about the program.  More research needs to be conducted on the ways in 

which the different schools train to refer, the types of professionals to whom they refer, 

and ways in which those networks are established and maintained.  Another line of 

research to be pursued includes conducting a survey of various alumni from these 

seminaries to assess how well-prepared they feel for recognizing mental illness and 

subsequently treating or referring to a professional, as well as assessing any continuing 

education requirements provided or required by their seminary or denomination. 
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APPENDIX A 

Informed Consent Sheet 

 

Name of Seminary: 

Name of MDiv Director: 

Verbal Consent: 

Appointment:      

     My name is Halle Ross and I am an undergraduate student at Baylor University conducting 

research for my Honors thesis.  I would like to interview you over the phone about the MDiv 

program at your seminary.  The interview should take between 10-15 minutes.  Your responses 

will be recorded anonymously and participation in this study is not required, but I sincerely 

appreciate any time and information you can give me.  If you do not have time to conduct the 

interview now, would you like to schedule an appointment for the phone interview?  Thank you.  

I am going to ask you a series of questions; please respond as accurately as possible to all of 

them.   

     Thank you for your time and thoughtful participation.  If you have any questions or concerns, 

you may contact Baylor University’s Committee for Protection of Human Subjects in Research.  

Once again, my name is Halle Ross and my cell phone number is 865-414-7770 if you have any 

further questions or concerns.  My faculty advisor is Dr. Matthew Stanford and he can be 

reached by email at Matthew_Stanford@baylor.edu.  The Chair of the Baylor IRB School of 

Social Work is Dr. Michael E. Sherr, PhD., and he may be contacted at Baylor University, One 
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Bear Place # 97320 Waco, TX 76798-7320. Dr. Sherr may also be reached at (254) 710-4483.  

We appreciate your participation. 
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APPENDIX B 

Mental Illness and the Seminary 

 

1.) Name of Seminary: 
2.) Affiliation: 
3.) Number of students: 
4.) Do you offer the M. Div. degree to women? 
5.) Location: 

 

 

1.) Does the Master of Divinity program at your seminary offer counseling courses? 
 
 
a.) How many are required? 

 

 

b.) How many are available to be taken voluntarily? 
 

 

c.) How many of these counseling classes deal specifically with issues such as premarital 
counseling, couples therapy, or family therapy? 

 

 

 

d.) Can your counseling program be defined as Biblical counseling, pastoral counseling, 
or Christian counseling? Please provide the best possible description of your 
program’s goals. 
 
 

 

 

2.) Are any courses offered specifically to educate students on mental illness and how to 
assist/counsel someone dealing with mental illness? 
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a.) Is the course or are the courses dedicated specifically to this topic?  If so, what are the 

names of the courses? 
 

 

 

b.) Are these topics discussed within another course or courses that is/are offered?  If so, 
what are the names of the courses? 
 

 

 

c.) How many of these courses are required, if any? 
 

 

d.) How many are available to be taken voluntarily, if any? 
 

 

e.) If these classes are offered on a voluntary basis, are students encouraged to take 
them? 

 

 

3.) If classes dealing with mental illness are offered, when were they first introduced into the 
curriculum?  If the topic is part of another class, when was the information added to the 
curriculum of that class? 
 
 
 
 

4.) What is the seminary’s official stance on mental illness?  Are clinical methods of 
treatment considered acceptable? 
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5.) Are seminars dealing with the topic of mental illness and its treatment offered regularly, 
semi-regularly, occasionally or never?  If offered, are students required or encouraged to 
attend? 

 

 

 

6.) Is your seminary making a conscious effort to increase the number of courses focusing 
on mental illness, recognizing it, and treating it?  How so? 

 

 

 

 

 

7.) Do your students have experience with mentally ill individuals through some  
type of internship or program with a church or in the community? What type of program? 

 

 

 

 

8.) Do you believe the training the M. Div. students receive is adequate to meet  
the needs of the local church? 
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APPENDIX C 

Complete List of Seminary Denominations 

 

American Baptist        2 

American Baptist Churches U.S.A.      2 

Assemblies of God        1 

Baptist (Acadian Atlantic)       1 

Canadian National Baptist Convention     1 

Christian Reformed Church       1 

Churches of Christ/Disciples of Christ     4 

Church of God         1 

Church of the Nazarene       2 

Cooperative Baptist Fellowship      1 

Episcopalian         1 

Evangelical Covenant Church       1 

Evangelical Free Church in America      1 

Evangelical Lutheran Church of America     3 

General Baptist        3 

Interdenominational        7 

Lutheran          1 

Lutheran Church Missouri Synod      1 

Moravian Church in North America      1 

Multidenominational        3 

Nondenominational        4 

Orthodox Christians        1 
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Presbyterian         2 

Presbyterian U.S.A.        4 

Reformed Presbyterian Church in America     1 

Roman Catholic        7 

Seventh-Day Adventist       1 

Southern Baptist Convention       2 

Unitarian Universalist        2 

United Church of Canada       2 

United Church of Christ       2 

United Methodist        4 

Wesleyan         2 
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APPENDIX D 

List of Denominations Included in Each Church Tradition 

 

BAPTIST: American Baptist, Baptist (Acadian Atlantic), Canadian National Baptist  

Convention, Cooperative Baptist Fellowship, General Baptist 

CHARISMATIC: Assemblies of God, Church of God 

EPISCOPALIAN: Episcopalian 

EVANGELICAL: Church of the Nazarene, Evangelical Covenant Church, Evangelical  

Free Church in America, Evangelical Lutheran Church in America 

INTER/MULTIDENOMINATIONAL: Interdenominational, Multidenominational 

LUTHERAN: Lutheran, Lutheran Church Missouri Synod 

METHODIST: Moravian Church in North America, United Methodist, Wesleyan 

NONDENOMINATIONAL: Nondenominational 

ORTHODOX: Orthodox Christians 

PRESBYTERIAN: Presbyterian 

REFORMED: Christian Reformed Church, Presbyterian USA, Reformed Presbyterian  

Church in America, Southern Baptist Convention, United Church of Canada,  

United Church of Christ 

RESTORATIONIST: Churches of Christ/Disciples of Christ, Seventh-Day Adventist 

ROMAN CATHOLIC: Roman Catholic 

UNITARIAN: Unitarian Universalist 
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