MENTAL HEALTH

Editor’s note: The text of this theological reflection is printed here courtesy of the author and of
Covenant Health, Canada’s largest Catholic health care organization. Readers are invited to
view the collection of reflections at www.covenanthealth.ca/about-us/mission-vision-values/
theological-reflections.html.

Seeing the Christ
Who Dwells Within

BY GORDON SELF, D.MIN.

The light shines in the darkness, and the darkness did not overcome it.!

That question — “Always?” — must spur both the personal and the collective conscience to a sincere
reflection on our behavior towards those persons who are suffering from mental illness. Is it not true that
all too often these persons encounter indifference and neglect, when not also exploited and abused??

he provocative question, “Always?” raised by Blessed John Paul II invites a

deeper-level reflection in how we treat those living with mental illness. Too

often, lofty theological statements such as respect for the intrinsic dignity of
every human being, as affirmed in the same 1996 papal address, are in practice selec-
tively and inconsistently applied. We do not “always” reach out to our neighbors,
let alone even recognize their presence or needs. Our actions instead reveal a range
of behavior and a set of attitudes that can at one moment be loving and supportive
towards vulnerable persons, and, in another, be judgmental and reserved. A sincere
and honest reflection may in fact reveal hidden biases and resistance, especially in
treating those whose mental health needs and addictions are challenging. Despite
the promise of light overcoming darkness in the opening chapters of John’s Gospel,
there is still an enduring pall of stigma cast over mental illness in our society.

ment our joint addiction and
mental health strategy.
Thus, along with the prin-
ciples named in the strat-
egy, we are spurred to give
equal attention to the moral
and theological dimensions
that inform our work and in
whose name we serve. As
Catholic organizations, we
profess being called to con-
tinue the healing ministry of
Jesus. Our call must be accu-
rately interpreted in light of

In response to these challenges,
Covenant Health and Catholic Social
Services, a subsidiary of the Catho-
lic Charities Society, are developing a
joint strategy to enhance access, capac-
ity and innovation in the delivery of
mental health services in Alberta, Can-
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ada. But the invitation to bring a “sin-
cere reflection” regarding the needs of
those living with addiction or complex
mental health needs, and our corre-
sponding response to meet their needs
with compassion and skill, will benefit
from a deeper-level analysis to supple-
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the Gospel and the social justice tradi-
tion of the Catholic Church to provide
practical support to the people in our
care, in the real circumstances in which
they present themselves. The theologi-
cal reflection is intended to ground our
strategy within a larger moral vision of
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hospitality. We are called to welcome those living
with addiction and mental illness as our neighbor,
and to promote a model of care where transforma-
tion and resiliency in their lives is always possible.

WHO IS MY NEIGHBOR?

Feb. 12, 2013, marked the second annual national
campaign to raise public awareness of mental ill-
ness in Canada.? This grassroots coalition driven
by business, media, sports and community service
organizations is aimed at fighting the stigma that
prevents Canadians from talking openly about

The campaign recognizes that until

for such conversation. Their report, to which
Covenant Health provided stakeholder input,
acknowledged the lingering stigma surrounding
elder abuse and suicide, but also the positive role
public education can and must play to counter
these two growing epidemics in our country. The
report offers a number of other valuable recom-
mendations to strengthen our own addictions and
mental health strategy, including policy and legis-
lative changes.*

Even when such taboo topics are broached,
we are not equal in terms of offering consistent
support and understanding to every
vulnerable person. Those living with
addiction are further stigmatized by

we are wiIIing to talk openly, honestly a culture that tends to blame those

and candidly about the ravages of
mental illness, this client population

will remain underserved.

mental illness, and, in turn, accessing appropri-
ate help. The anti-stigma message is one the cam-
paign’s four action pillars, along with care and
access, research and workplace best practices.
What is remarkable about this highly successful
campaign is it represents a possible shift in the
public consciousness that has historically been
reluctant to acknowledge the incidence of mental
illness in everyday families. The campaign rec-
ognizes that until we are willing to talk openly,
honestly and candidly about the ravages of men-
tal illness, this client population will remain
underserved.

The Covenant Health/Catholic Social Ser-
vices Joint Addiction and Mental Health Strategy
project charter also focuses on identifying and
removing barriers to access, of which the endur-
ing stigma around mental illness is arguably one
of the greatest hurdles to overcome. The possible
reasons for stigma are many: demeaning language
in which persons with mental illness have often
beenlabeled; the seemingly futile, revolving-door
nature of the illness; historic confusion and con-
flation of mental illness as demon possession;
expectations to “get over” depression, and so
forth. Whatever the reasons, the message is clear
— it is not OK to talk about mental illness.

Beginning in 2010, the Parliamentary Com-
mittee on Palliative and Compassionate Care
convened hearings in Ottawa and hosted round
tables across the country to address the needs of
vulnerable Canadians, signaling it is well time
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lacking sufficient will power to over-
come their addictive behaviors, with-
out appreciating the lifetime nature
of recovery from severe addictions.
Social policies such as the “war on
drugs” in effect equate those addicted
to illegal substances to the enemy, or
at least an accomplice to drug traffickers in per-
petuating a nefarious cycle of supply and demand.
Even when our heart goes out to those living with
addiction, we often feel inadequate and helpless
in knowing how best to support these individuals,
offering instead our sympathy and pity — no less
demeaning.

At a deeper theological level, stigma raises
the question of whom we consider neighbor and
our corresponding moral obligations to show
hospitality. As long as we are silent about addic-
tion and mental illness in our culture and render
invisible those living with it, we are not obligated
to offer them care. Of course, we do provide a
range of health care and social services to sup-
port those with addictions and mental illness, but
the lack of a well-resourced, comprehensive and
integrated approach would suggest we still fall
behind in our moral obligations to be hospitable
to all those requiring our care.” Catholic social
teaching affirms the preferential option of the
poor, but more often we see a disproportionate
level of funding and attention allocated to expen-
sive, scarce and technologically focused care that
may benefit only a few.° Given how mental illness
touches the lives of so many families, it is a matter
of justice that we advocate for their care.

In the parable of the Good Samaritan (Luke 10:
25-37), Jesus asks who, of those encountering a
man found beaten and left on the side of the road,
shows mercy. In contrast to the other pious travel-
ers who saw the vulnerable man and crossed over
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to the other side of the road to avoid contact, the
socially despised Samaritan stops and gets off his
animal, despite great personal risk in doing so. To
dismount on a secluded stretch of highway, know-
ing bandits may be lurking nearby, exposes him
and makes him vulnerable to attack. Thus to be
a neighbor means first, to have both the capacity
to truly see another human being, and second, to
risk becoming vulnerable in the process in help-
ing them.

When no quick technological fix is possible,
the compassionate caregiver must be willing to
be present to help others bear their suffering. This
commitment of presence is measured over time,
given the nature of addiction and mental illness
where relapse and readmission is common. The
Good Samaritan makes arrangements in advance
with the innkeeper, promising to repay whatever
is owed for the wounded man’s care. In like fash-
ion, our commitment to service, and thus to vul-
nerability, requires a consistent presence.

THE RESTORATION TO COMMUNITY

Whenever we cross by on the other side and
ignore the needs of the most vulnerable, we
deprive both client and caregiver of shared com-
munity. It is relatively easy to hide behind our
professionalism to resist forging relationship,
especially with those who challenge our comfort
level or personal sensibilities. Veiled judgments
of other people frequently betray some degree of
self-condemnation and the struggle to reconcile
fragments of our own life. Thus we resist looking

too closely at a person’s story under the pretext
of preserving professional boundaries. As such,
our attempts at healing are only half-realized.
Hospitality calls us, rather, to risk getting to know
another person. If we have dared to look into the
face of those who suffer and truly listened to their
story, we are changed. Judgment may give way to
compassion.’

Throughout the Gospels we see Jesus, who not
only heals but restores people to community. The
woman suffering with hemorrhages for 12 years is
not only physically and psychologically restored
— undoubtedly self-conscious of her constant
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bleeding that kept her isolated and in a state of
shame — but also is lifted up socially and ritually
cleansed (Mark 5:25-34). Forced to the fringes of
society, she presses through the crowd in order
to touch, ironically, the fringe of Jesus’ cloak. At
once, Jesus recognizes power going out from
him, underscoring that real substantive change
in our lives and in our society often comes from
the edges, not the center (as represented by the
crowd). Like Jesus, we need to recognize those on
the edge of community who are reaching out to
be restored, seeking to grab hold of whatever ser-
vices that are available.

Moreover, we see Jesus often providing prac-
tical instruction to those he has healed in order
to sustain their well-being and continued restora-
tion. In the same Gospel story, after healing the
woman with the chronicbleed, he continues on his
way to Jarius’ house, whose daughter, he has been
told, had just died. After Jesus raises the young
girl, he tells the family to give her something to eat
(Mark 5: 35-43). In like fashion, an innovative, inte-
grated model of mental health care must ensure
appropriate resources and home care supports to
facilitate the sustained healing and reintegration
of people back into the community. Sometimes it
is basic supports such as food and housing that
are required.

RECLAIMING A HOLISTIC APPROACH
An integrated and holistic model of addiction
and mental health services must attend to the
entire dimension of human experience, includ-
ing the spiritual. While “care of souls”
(Latin, cura animarum; and from the
Greek, soul or psyché) was historically
afocus of the shaman’s or healing prac-
titioner’s craft, such language is rarely
embraced by the psychiatric commu-
nity today, let alone incorporated in
any serious way within the therapeu-
tic process. Innovative approaches to
addiction and mental illness, however, should
consider all scholarly peer-reviewed research on
the role of spirituality in healing and the value
of faith communities to support people in their
recovery. A fully integrated approach to mental
health care requires reconciling enduring biases
that have split off the role of a healthy spiritual-
ity to help a person cope with and make mean-
ing of their illness. For example, 12-step programs,
which ultimately are based on spiritual principles,
are arguably one of the most powerful therapeutic
resources available.
Insofar as religious delusions and scrupulos-
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ity is not the very pathology requiring treatment,
integrating appropriate spiritual care in the treat-
ment plan can help facilitate recovery. Given the
faith-based identity and philosophy of the organi-
zations sponsoring this strategy, real leadership

Rather than keeping before us the needs
of those most vuinerable and finding

a way to collaborate to balance the
common good, stakeholder consultations
sometimes seem to become focused on

not upsetting the privileged.

can be shown in exploring innovative approaches
and research in the role of spirituality in mental
health to help bridge the world of psychology and
theology.®

Admittedly, there are numerous Scriptural pas-
sages with references to “demons” and “unclean
spirits” that, if not carefully interpreted in the
historical context in which mental disorder was
understood at the time of Jesus, can thwart good
patient care and further alienate spirituality from
its inclusion in contemporary therapeutic prac-
tice. In fact, the National Catholic Partnership
on Disability framework guiding the church’s
ministry for and with people with mental illness
stipulates that the “word of God affirms the dig-
nity of all people,” but “interpretation of Scripture
should be consistent with the current understand-
ing of mental illness.” We can speculate that the
many demons Jesus and his disciples exorcised
may very well have been various mental disorders
listed in the Diagnostic and Statistical Manual of
Mental Disorders today. To abandon proven scien-
tific methods for historically misplaced remedies
can do significant harm and undermine the integ-
rity and reputation of quality mental health care.

However, the historic differences in the mean-
ing attached to mental illness and the treatment
modalities they prompted should not take away
the deeper appreciation of what Jesus modeled.
First, the Scriptures reveal Jesus “healed all kinds
of diseases and cast out demons,” indicating he
saw in his healing ministry a concern for the
entire health needs of the community. Along with
those born blind or disabled, or those suffering
from chronic illnesses such as leprosy or anemia,
Jesus did not discriminate in reaching out to those
struggling with pathological illnesses of the mind,
including spiritual conflicts. Jesus’ entire healing
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ministry reflected a holistic approach in caring
for body, mind and spirit.

Second, we see again and again the personal
encounter of Jesus with those he healed. Jesus fre-
quently makes himself available to the sick and
suffering, positioning himself
in a boat so he is accessible to
the throngs gathering by the
shore or stopping to engage
one calling out for his attention
from the side of the road as he
passed by. When large crowds
prevent timely access to Jesus,
the people resort to ingenu-
ity in bringing the sick to him.
They remove the roof above
where Jesus is teaching in order
to lower a paralyzed man into the room (Luke
5:17-26).

Ensuring access to care is challenging enough
in today’s busy health care environment where
time, resources and space must be judiciously
allocated to ensure people are getting the appro-
priate care. But likely the greatest barrier in
accessing quality addiction and mental health ser-
vices is simply public reluctance to acknowledge
and legitimize the needs. Unlike the persistence
of those who found creative ways of bringing the
sick to Jesus, seldom does our society open a little
space in the proverbial roof of its own collective
consciousness to admit where paralysis of think-
ing exists. And unlike the example of Jesus, we do
not always single out the voice of the addict or the
person with bipolar disorder in the marketplace
clamoring for attention. Often, we simply do not
hear their cry at all. The person whose behavior
is disruptive and combative risks being ignored
altogether.

Additionally, “Not in My Backyard” (NIMBY)
resistance to shelters and residential housing
to support those living with mental illness and
addiction reveals how selective we are in embrac-
ing the Gospel imperative. Rather than keeping
before us the needs of those most vulnerable
and finding a way to collaborate to balance the
common good, stakeholder consultations some-
times seem to become focused on not upsetting
the privileged. Such logic is “exclusionary versus
humane.”® NIMBY resistance can become even
more pronounced when candid conversation
about the realities of addiction raises questions
about how best to provide practical therapeutic
support to prevent a greater harm."

As we advance our addictions and mental
health strategy, we need to be vigilant that we
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serve to work with, not do for, others. Models
of care and residential housing that reduce the
experience of depersonalization and institution-
alization by creating greater sense of community
where human life can truly flourish is indeed the
gold standard. But it begins first with the care-
giver’s own capacity to hear, touch and be with
another in journeying with their mental illness
and addiction. There is no community if we are
not able to be present and hospitable to others.
This is the deepest expression of compassion,
to be with another in their suffering (Latin cum,
“with or together,” and passio, “suffering or sub-
mission”). It is from this stance of authentic com-
passion — not pity or sympathy — that our model
of care is envisioned.

TOWARDS AN INTEGRATED MODEL OF CARE

Along with integrating quality therapeutic prac-
tices in our model of care, we must ensure that
our attitudes are truly compassionate. Scripture
reveals lingering attitudes that need to be chal-
lenged and reinterpreted. For example, the heal-
ing of the Gerasene demoniac by Jesus recounts
the story of a young man pos-

sessed by “Legion,” for there

were reportedly many demons

within the man. He lived among

the tombs and hills, tearing

apart the chains with which the

fearfullocal villagers attempted

to bind him, and he would cry

out and bruise himself with

stones (Mark 5: 1-20). Today,

there are unfortunately still

many chains we place on those who roam about
on the fringes of society. We bind those living with
addiction and mental illness through institution-
alized approaches to care that isolate the person
from community. We chain people through pejo-
rative labels and stereotypes. We incarcerate the
human spirit by defining people by their diagno-
sis, unable to appreciate the entirety of their being
of which mental illness or addiction may be only
part of their life story.

The insidious messages that mental illness and
addiction are shameful and should not be named
publicly are the very stones people continue to
stumble over and bruise themselves upon. While
the barriers that thwart timely access to quality,
compassionate care may be many (legion), in
counter-fashion our strategy must be even more
robust, innovative and effective to ensure client
needs are met. Like Jesus, we must be prepared
to confront those barriers and cast them aside.
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We must use our resources to debunk myths sur-
rounding mental illness and addiction and to edu-
cate the public in how to recognize signs of illness
and where appropriate help can be found. Public
misunderstanding, judgment and fear are the real
demons that must be cast into the nearby herd and
run into the sea and drowned.

After the possessed man is healed, Jesus
instructs him to go home to his family and tell
everyone how much the Lord has done for him.
In like fashion, our model of care must continu-
ally work to reconnect people to community, to
celebrate and support a person’s ongoing recov-
ery, much as we celebrate cancer survivors to
give hope to others who struggle with similar
challenges. The Gospel story concludes that “all
the people were amazed” at the transformation
in this person’s life. While much transformative
work happens every day in modern addictions
and mental health programs, as long as we are
uncomfortable as a society to acknowledge the
issues, neither will we be able to celebrate those
amazing stories of recovery that can give hope to
others, too. We need to affirm the resiliency of the

human spirit and the promise that indeed “the
light shines in the darkness, and the darkness did
not overcome it.”

What, then, should a transformative model of
care look like? The 7th century Irish patron saint
for mental illness provides a way of engaging
this model theologically. After the death of her
mother, St. Dymphna was pursued by her grief-
stricken father and subsequently martyred in
Geel, Belgium, for refusing to yield to his delu-
sional romantic affections. Devotion to St. Dym-
phna began to emerge hundreds of years later
when the tomb containing her body was discov-
ered, followed by a number of reported cures and
miracles attributed to her, notably people living
with epilepsy and mental illness.”? Her influence
continued, and beginning in the 13th century,
the people of Geel adopted a deinstitutional-
ized model of care in treating mental illness that
was truly innovative and that has lasted to this
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day. The villagers took the mentally ill into their
homes upon discharge from the local infirmary in
order that the ill might be reintegrated back into
the life of the community.

This 700-year-old model of care was depen-
dent on the community’s active participation in
helping restore and sustain the health of its most
vulnerable citizens. The Government of Alber-
ta’s addiction and mental health strategy likewise
identifies among its five achievable goals the role
of communities in becoming actively engaged and
supportive of people affected by addiction, men-
tal health problems and mental illness.® While
we have much to learn from contemporary mod-
els of care, we also have a rich tradition in Catho-
lic health care and social services to inform our
work.

Involving the community as partners in heal-
ing will require increased public awareness and
understanding and the ability to break through
stigma, as also noted in both the Covenant
Health/Catholic Social Services and Government
of Alberta strategies. But along with public educa-
tion, we need to ensure there is a comprehensive
system in place to provide the appropriate level
of support along the entire continuum of care,
including resources to train interdisciplinary pro-
fessionals with the requisite skills and technical
competence. Calling on families and community
volunteers to support those with mental illness
and addiction will be thwarted if there is not pro-
portionate attention given to grow mental health
services in our province in areal and tangible way.
The innovative approach modeled by the citizens
of Geel worked because they made it a priority.
They made practical choices and personal sacri-
fices for the sake of justice. They took to heart
what is truly meant by the preferential option for
the poor.

CONCLUSION

We return to the questions posed at the beginning
of this document. What are our moral obligations
to those who live with addiction and mental ill-
ness? What does a sincere reflection of our atti-
tudes and behaviors reveal? John Paul II writes:

Thus the response to the theme’s question
is clear: whoever suffers from mental ill-
ness “always” bears God’s image and like-
ness in himself, as does every human being.
In addition, he “always” has the inalienable
right not only to be considered as an image
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of God and therefore as a person, but also to
be treated as such.

The answer echoes what Jesus teaches in the
parable of the Good Samaritan. The person who
first recognizes the person in need and then is
willing to take personal risks for the sake of a hurt-
ing brother and sister is the true neighbor.® Such
acts of hospitality underscore that it is not just the
vulnerable person we serve, but Christ himself.
There is noillness, circumstance or condition that
can ever rob a person of his or her intrinsic dignity
and incalculable worth. Each person reveals the
dignity owed to them by virtue of being made in
the image and likeness of God.

The implications of this assertion are anything
but lofty and pious. Because of this claim, we can-
not simply pass by on the other side of the street
and pretend we do not see the addict, or not sup-
port the person with compulsive disorders, or
ignore the silent cry of the clinically depressed.
Once we see another person, we in effect see our-
selves for who we are. We see within, perhaps for
the first time, the Christ who dwells in the depths
of our heart as well as in our neighbor, calling us
to compassion and justice.

GORDON SELF is vice president, mission, ethics
and spirituality at Covenant Health, Edmonton,
Alberta, Canada.
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