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The COVID-19 pandemic, 
lockdowns, physical loss, 
racial unrest, tension, 
trauma, rioting, election 

chaos, impeachment trials, suppres-
sion, censorship, division, COVID 
Delta variant, hurricanes, wildfires, 
Afghanistan disaster, the new threat 
of increased terrorism... the list goes 
on. What an upside-down and insane 
world in which we live. 

The bottom line is this—the 
ride we are on isn’t in your daddy’s 
Oldsmobile. Times are changing. 
People are exhausted, hurting, con-
fused, angry, anxious, depressed, and 
struggling for clean air. And if you 
are a believer, you might get branded 
as a Christian nationalist if you like 
the wrong tweet or raise your flag too 
high. I do not think I have ever been 
more alarmed and troubled in my 
spirit about what is happening in the 

world around us.
What is becoming clear is that the 

religious liberties we hold dear and 
enjoy in America are being challenged 
at every turn, bringing serious reflec-
tion, fear, and concern. In this edition 
of Christian Counseling Today, we are 
stepping out and have attempted to 
identify and address some of today’s 
threatening trends and issues. As you 
already know and will observe in this 
issue, there are some incredibly strong 
thoughts, findings, challenges, and 
differences of opinions about where 
we are in this hour and what the road 
forward will and should look like. 

Through the years, I have learned 
a vital lesson—that many of those 
who are vocal often work to silence, 
shame, stigmatize, marginalize, and 
even demonize others, especially 
Christians. Sadly, we see it in the 
mental health field. Our modern-day 

world has become so broken and 
tense that our silence in the face of 
it is not an option. The good news 
is there is a stirring going on among 
people of faith. 

I have also learned that while liv-
ing peacefully with others is the goal, 
unfortunately, that will not always 
happen. I know that Christ is a “rock 
of offense to those who reject Him.” 
When you identify your life in the 
Lord and take up your cross and fol-
low Him, men will not always speak 
peaceably about you. When you stand 
for, and with, the One acquainted 
with grief and sorrow, the One who 
thought it not robbery to leave the 
glories of heaven and humble Him-
self to become our Redeemer, even to 
death on the cross, you have chosen 
to be with the One the crowd cried 
out to crucify. 

As such, Paul also reminded us 

« TIM CLINTON, ED.D. ,  LPC, LMFT, BCPCC from the heart

Religious Liberty, Faith, and “Go Time”
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that we should regard other fellow 
sojourners, especially those who love 
and respect Christ. In Galatians 
6:10 (ESV), Paul wrote, “So then, 
as we have opportunity, let us do 
good to everyone, and especially to 
those who are of the household of 
faith.” My mother would bluntly 
have said it this way, “Watch your 
mouth and how you behave and be 
sure to encourage those who love the 
Lord.” Social media has revealed our 
hearts and lackluster love for God 
and one another. Just take a look 
at some previous Twitter or Face-
book remarks—they tell a lot about 
a person. The truth is, we embarrass 
ourselves and appear to lose a great 
deal of ground due to our comments 
and opinions.

With that said, consider this issue 
of CCT a fire starter on religious lib-
erty issues in mental health. We have 

much to discuss and learn together, as 
there is a “clear and present danger” 
on the horizon. Some individuals and 
organizations are motivated to dis-
miss and hurt the work of Christ and 
faith leaders in mental health. There-
fore, consider this a “shot across the 
bows” to those who would work to 
scrub out why and how God is neces-
sary in mental health. We will work 
tirelessly to understand, mobilize, col-
laborate, and eradicate the silence, 
shame, and stigma toward those who 
provide and seek faith-based mental 
health services. And we will advocate 
for and stand strong on the impor-
tance of faith in mental health. 

It’s “Go Time!” Let the next level 
conversations begin—and may they 
be salted with the tender love of God, 
under the deep convictions and guid-
ance of the Holy Spirit, and anchored 
in our relationships with Christ. ✠

TIM CLINTON, ED.D., 
LPC, LMFT, BCPCC, is 
president of AACC, the 
largest and most diverse 
Christian counseling as-
sociation in the world. Dr. 

Clinton also serves as the Executive Direc-
tor of the Liberty University Global Center for 
Mental Health, Addiction, and Recovery. He 
is the co-host of “Dr. James Dobson’s Family 
Talk,” heard on nearly 1,400 radio outlets dai-
ly. Licensed as a Professional Counselor and 
Marriage and Family Therapist, Dr. Clinton is 
recognized as a world leader in mental health 
and relationship issues and spends much of 
his time working with Christian leaders and 
professional athletes. He has authored or 
edited nearly 30 books, including his latest, 
Focus on the Future: Your Family, Your Faith, 
and Your Voice Matter Now More than Ever. 
Dr. Clinton and his wife, Julie, have two chil-
dren and a granddaughter.
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t
FAITH AND MENTAL HEALTH: 

WHAT WE KNOW
The field of religion and mental health is growing rapidly. An increasing number of peer-
reviewed publications in mainstream journals report positive effects of religious faith on health 
and well-being. The importance of more recent research is that these studies, more rigorously 
designed and statistically controlled compared to earlier research, are mainly confirming the 
findings reported previously. 
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HAROLD G.  KOENIG

This latest research shows that devout religious faith and prac-
tice—faith that not only influences one’s beliefs, attitudes, and 
behaviors but is also a central factor in determining those attitudes 
and behaviors—predicts better mental, social, family, behavioral, 
and physical health. Of course, this does not mean that a lack of 
faith is the primary reason for psychological and/or social prob-
lems. Indeed, it is clear that genetic factors affect vulnerability to 
various mental disorders, explaining 30-40% of the likelihood of 
having such problems (Sullivan et al., 2000). Furthermore, devel-
opmental influences (adverse childhood experiences) and stressors 
during adulthood (uncontrollable life events and circumstances) 
also influence a patient’s current mental state. Many of these have 
nothing to do with the person’s religious faith and may even make 
that faith stronger. Therefore, it is important to remember that a 
person’s faith is only one of many factors that may be affecting his 
or her mental health. 

I will now briefly review what we know about the relationship 
between religious faith and various dimensions of health, discuss a 
recent controversy over these findings, and address the issue of com-
plexity when examining these relationships in observational studies.

Mental Health
In a systematic review of the published literature conducted prior 
to 2010, Koenig and colleagues (2012) found that 272 of 444 
quantitative studies (61%) reported less depression among those 
who were more religious, 106 of 141 studies (75%) found less 
suicidal thoughts, attempts, and completions, 147 of 299 studies 
(49%) found less anxiety, 240 of 278 studies (86%) reported less 
alcohol use and abuse, and 155 of 185 studies (84%) found less 
drug use/abuse. Furthermore, those scoring higher on religiosity 
were more likely to experience greater self-esteem in 42 of 69 stud-
ies (61%), greater psychological well-being in 256 of 326 studies 
(79%), greater hope in 29 of 40 studies (73%), greater optimism 
in 26 of 32 studies (81%), and greater meaning and purpose in 
42 of 45 studies (93%). These studies often suffered from vari-
ous flaws in design and statistical analyses that critics emphasized 
(Sloan et al., 1999).

Since 2010, however, many studies (including large prospec-
tive cohort studies conducted by the Harvard T.H. Chan School 
of Public Health) have reported better mental health among those 
engaged in religious practices, such as attending religious services, 
praying/meditating, or engaging in religiously motivated acts of 
self/Divine forgiveness. These findings include less depression, 
higher self-esteem, greater emotional expression, greater emotional 

processing (Chen & VanderWeele, 2018; Long 
et al., 2020; Chen et al., 2021), more positive 
future expectations (Lalayants et al., 2020), 
greater hope (Koenig et al., 2020; Long et al., 
2020; Chen et al., 2021), less anxiety/PTSD 
(Chen & VanderWeele, 2018; Chen et al., 
2021), faster recovery from PTSD (Currier 
et al., 2015), lower rates of completed suicide 
(VanderWeele et al., 2016; Koenig 2016), 
and less substance use and abuse, especially in 
young adults (Haber et al., 2012; Cucciare et 
al., 2016; Lalayants et al., 2020; Chen et al., 
2021). 

In terms of treatment, a meta-analysis 
of 97 clinical trials by Captari et al. (2018) 
found that religiously/spiritually (R/S)-tailored 
psychotherapy was superior to no treatment 
(Hedge’s g=0.74, p<0.000 for psychological 
and spiritual outcomes), as well as to non-
R/S psychotherapies (g=0.33, p<0.001, for 
psychological outcomes; g=0.43, p<0.001, for 
spiritual).  In more rigorous additive studies, 
R/S therapies were also marginally superior to 
standard psychotherapy on psychological out-
comes (g=0.13, p=0.26) and moderately supe-
rior on spiritual outcomes (g=0.34, p<0.000). 
Spiritual outcomes were assessed by meaning 
and purpose, existential well-being, connection 
with others, and relationship with God (many 
of these involving or bordering on positive 
psychological outcomes). These findings, many 
from randomized controlled trials (RCTs), 
confirmed the conclusions of the previously 
mentioned observational studies.

Social Health
The benefits of religious faith on social health 
were reported in more than 80% of studies 
conducted prior to 2010 (Koenig et al., 2012) 
and in many more rigorously conducted stud-
ies since (Koenig et al., 2022). For example, 
among the 13,700 older adults in the U.S. 
Health and Retirement Study who were fol-
lowed for up to 10 years, the effect of attend-
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ing religious services at baseline on increasing social inte-
gration was more than twice as strong in those attending 
weekly or more vs. never (B=0.20, p<0.003) than in those 
attending less than weekly vs. never (B=0.08, p<0.05), 
indicating a gradient in effect (Chen et al., 2021). The 
findings were similar in 68,300 participants in the Nurses’ 
Health Study-II that followed participants for up to 12 
years (B=0.27, p<0.003, compared to B=0.12, p<0.003, 
respectively) (Chen et al., 2021). The most advanced 
currently known statistical methods were used to assess 
effects in these extensive prospective studies. The same 
pattern of results was found when examining the effects 
of religious attendance on loneliness (Chen et al., 2021).  

Likewise, family health is also impacted by religious 
involvement. In a 20-year prospective study of 446 
parents and children, Spilman et al. (2013) found that 
parental religiosity during offspring adolescence predicted 
offspring religiosity, positive marital interactions, and 
positive parenting during offspring adolescence. In turn, 
offspring religiosity during adolescence and positive par-
enting during offspring adolescence predicted improved 
offspring romantic relationships during adulthood and 
positive offspring parenting interactions with their chil-
dren. Similarly, in a 45-year follow-up of 220 adolescents, 
Silverstein et al. (2019) found that religiously involved 
adolescents provided more social assistance to their moth-
ers 45 years later, particularly when their mothers were 
widowed. Religiously active children felt emotionally clos-
er to their mothers and lived in closer proximity to them, 
helping to explain these findings. Thus, it appears that 
religious involvement enhances family functioning within 
and across generations.  

Behavioral Health
Those who are more religious also live healthier lifestyles. 
In our systematic review of studies published prior to 
2010, more religious individuals were less likely to smoke 
in 123 of 137 studies (90%), more likely to exercise or be 
physically active in 25 of 37 studies (68%), more likely 
to consume a better diet in 13 of 21 studies (62%), and 
less involved in risky sexual activity in 82 of 95 studies 
(86%) (Koenig et al., 2012). Since then, several sizable 
cross-sectional and prospective studies have replicated 
these results for smoking in the U.S. (Bailey et al., 2015; 
Chen & VanderWeele, 2018; Chen et al., 2021) and 
other countries (Pawlikowski et al., 2019). This result is 
also true for physical activity and exercise (Ahrenfeldt et 
al., 2018), diet (Wen et al., 2019), and less risky sexual 
activity leading to sexually transmitted diseases (Chen & 
VanderWeele, 2018). 

Physical Health
Not surprisingly, better mental, social, family, and behav-
ioral health translate into better physical health. One of the 
best indicators of physical well-being is longevity. Although 
affected by many factors, including genetics/heredity and 
early developmental experiences, important influences on 
longevity also include healthy beliefs, attitudes, and behav-
iors. In our systematic review of research conducted prior to 
2010, a total of 121 prospective studies had examined the 
relationship between religiosity and mortality (Koenig et 
al., 2012). Of those, 82 (68%) found that those who were 
more religious lived significantly longer than those who 
were less religious. This conclusion was particularly true for 
those who frequently attended religious services.  

These findings have been replicated repeatedly in more 
recent studies with improved design and statistical control 
for potential confounders. For example, in a survey of 
nearly 75,000 female nurses, Li and colleagues (2016) at 
the Harvard School of Public Health examined the effects 
of religious attendance on survival during a 16-year follow-
up. Results indicated that compared to non-attendees, those 
who attended religious services less than once per week 
were 13% less likely to die during follow-up (HR=0.87, 
95% CI=0.81-0.92), those attending about once per week 
were 26% less likely (HR=0.74, 95% CI=0.70-0.78), and 
those attending more than once a week were 33% less 
likely (HR=0.67, 95% CI, 0.62-0.71). These findings were 
noteworthy despite the fact that investigators took a highly 
conservative approach to the statistical analyses, rigorously 
controlling for frequency of religious attendance in 1992 
and excluding those with cardiovascular disease or cancer 
before 1996 (the baseline, when religious attendance was 
measured as a predictor of future mortality). 

In addition, many demographic, socioeconomic, social, 
mental, behavioral, and physical health variables were con-
trolled. Again, these findings indicated a “gradient of effect” 
(p for trend <0.001) such that mortality during follow-up 
decreased in a dose-response fashion as the frequency of reli-
gious attendance increased. When they examined factors that 
may have explained this relationship, they found that greater 
social support, fewer depressive symptoms, less cigarette 
smoking, and greater optimism explained 23%, 11%, 22%, 
and 9%, respectively, of the variance in overall mortality risk. 
Numerous extensive longitudinal studies in both Christian 
and non-Christian majority populations have reported simi-
lar findings within the past two to three years (Lawrence et 
al., 2019; Li et al., 2020; Løkken et al., 2020; Hill et al., 
2020; Chen et al., 2021). The robust findings on physical 
health (indicated by these longevity studies) are significant 
despite the indirect effect of religious involvement on physi-
cal health through psychosocial pathways (see Figure 1).
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aControversy
Although considerable research has documented these 
benefits, the size of the effect has recently been challenged 
by Dutch researchers who conducted a meta-analysis 
of 48 longitudinal observational studies (Garssen et al., 
2021). This analysis focused on psychological distress and 
well-being (excluding numerous other mental, social, and 
behavioral outcomes). They reported only a small over-
all effect of religiosity on mental health and well-being 
(r=0.08, 95% CI=0.06-0.10); for religious attendance, 
the result was only slightly larger (r=0.11, 95% CI=0.06–
0.15). These reviewers concluded that their findings “raise 
the question whether further research into the contribu-
tion of R/S [religion/spirituality] to mental health (well-
being, depression, anxiety, distress, life satisfaction, quality 
of life) is worthwhile.” Note that results from clinical tri-
als of R/S interventions were not included. 

In response, Koenig et al. (2021) wrote a strong 
rebuttal that criticized the meta-analytic methods and 
conclusions of the study. Although the discussion that 
ensued (including Garssen and colleagues’ response to the 
critique; 2021b) is too lengthy to summarize here, those 
interested in this scientific debate would benefit from 
reading these papers.

Complexity
Part of the argument laid out by Koenig et al. (2021) 
emphasizes the complexity of studying the relationship 

between religiosity and health. This is especially true 
when examining the relationship between religiosity 
and mental health over time in observational studies. 
For example, religious involvement regularly changes in 
response to fluctuations in mental health. This means that 
researchers conducting prospective studies are examining 
two moving targets, each changing at different speeds, 
often responding to largely unknown influences (thereby 
increasing variance and weakening the overall effect). 

Furthermore, measures used to assess religious involve-
ment often have different meanings (carry different 
weights) in various religious groups that make up the 
sample. For example, the frequency of reading the Bible 
for Southern Baptists means something quite different 
in terms of devoutness of faith than it does for Catholics 
from the Northeast, who may emphasize weekly religious 
service attendance. 

These are just two examples of the challenges that 
researchers face when studying the relationship between 
religiosity and mental health. What has surprised me 
most during the past 37 years of exploring the relation-
ship between religiosity and health is that we can detect 
a significant association at all, given the extraordinary 
complexity that characterizes this relationship. In fact, the 
current findings are probably only the “tip of the iceberg.” 
As research methods are refined, and more accurate and 
sensitive measures of religiosity are utilized, much stron-
ger effects will likely be observed in the future.

Figure 1. 
Theoretical 
model 
illustrating the 
pathways by 
which religious 
involvement 
(FAITH) 
may impact 
physical health 
(adapted from 
Koenig et al., 
2012)
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Conclusions 
In hundreds, if not thousands, of quantitative scientific studies, religious 
faith has been found to impact mental, social, behavioral, and physi-
cal health across the lifespan. For this reason, there is every motive for 
clinicians to utilize the religious beliefs and practices of patients during 
counseling to enhance their mental health. This does not mean that cli-
ents never use their religious beliefs in a neurotic or unhealthy manner 
(which also needs to be addressed). However, it does mean that when 
a person’s life is centered on his or her faith—particularly a Christian 
faith that is manifested by a love of God and love of neighbor—it has 
the potential to maximize that individual’s mental, social, family, behav-
ioral, and, yes, even physical health, thereby increasing the chances of a 
happy, meaningful, productive, lengthy, and healthy life. ✠
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North Carolina. He is also an adjunct professor in the department 
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bia; at the School of Public Health at Ningxia Medical University, 
Yinchuan, P.R. China; and is visiting professor in the department 
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eMisuse of EBTs Can Threaten Religious Liberty
EBTs are not themselves any threat to religious liberty. 
However, if insurance companies, state licensing boards, 
and even the general professional community insist that 
only scientific evidence counts, then that could pose a 
threat. It could inhibit counselors from offering treat-
ments not supported by many RCTs. Also, it could force 
counselors to tell clients that religious interventions are 
“experimental,” which could hinder patients’ wishes. 

Fortunately, numerous studies support religiously ac-
commodated treatments (for a recent meta-analysis, see 
Captari et al., 2020). Captari et al. (in press) reviewed 
seven existing meta-analyses that investigated EBTs. They 
found that most religiously accommodated EBTs are as 
efficacious as secular ones. Meta-analyses establish that, 
on average, EBTs are effective. Yet, individually, many 
treatments are not productive. Even REACH Forgiveness, 
which has considerable scientific evidence supporting 
its use, works on the average but not the same in every 
study, as some patients do not benefit from this treatment. 
Other types of “evidence” must be considered before we 
decide to use any therapy. 

A Personal Odyssey 
I have treated patients psychologically, developed treat-
ments, trained counselors, and spoken with people world-
wide about psychological treatments over a career in clini-
cal psychology beginning in 1974—earlier if you want 
to count the psychological advice I gave as a naval officer 
and telephone counselor on a crisis hotline. Perhaps my 
professional odyssey can help us learn some lessons about 

EBTs. I assume that no reasonable Christian counselor 
would knowingly treat a vulnerable, broken person—that 
is, a person like us—who has asked for treatment without 
feeling that evidence supports the counselor’s treatment. 
But what kind, and how much evidence is sufficient? 

Theological evidence. I served as a naval officer from 
1970 to 1974, teaching nuclear physics. When I became a 
Christian in 1970, the transformation helped me focus on 
a counseling career. I took courses in personal adjustment 
and crisis counseling and read Paul Tournier and Rollo 
May, which helped me develop an approach to helping. 
My evidence base was, I believed: 1) my theology was cor-
rect, and 2) my helping approach was consistent with ex-
tracts from existential counseling. It was uncontaminated 
by extensive counseling experience or scientific data, but 
I was certain my approach was supported by adequate 
evidence.

Book learning and fledgling counseling experience. 
In 1974, I went to graduate school to study Counseling 
Psychology at the University of Missouri-Columbia. I 
supplemented coursework with reading books on psychol-
ogy and counseling approaches (especially cognitive-be-
havioral therapy) and counseling books by Christians—
Gary Collins, Jay Adams, Clyde Narramore, and, my 
favorite, Larry Crabb. I began to accumulate experience 
on psychotherapy with Christians who were struggling 
and wanted their religious beliefs, values, and practices to 
count in their treatments. While I still felt my theology 
was essentially correct, a bit of the certainty that my ap-
proach was not entirely evidence-based was eroded by not 
being able to help some patients. 

EVERETT L .  WORTHINGTON,  JR .

I developed the REACH Forgiveness treatment in the 1990s. Since then, more than 30 randomized 
controlled trials (RCTs) have supported its efficacy (Worthington, 2020). These have shown it 
to be effective when framed secularly and accommodated for Christians. It has been delivered 
in psychoeducational and psychotherapy groups, individual, couple, and family therapy, DIY 
workbooks, local congregations, large communities worldwide, on the Internet, and at Christian 
and secular colleges and universities. Additionally, it has been presented by doctoral-level licensed 
practitioners, master’s-level counselors, bachelor’s-level people in and not in psychology, and 
people who do not have degrees. REACH Forgiveness is an evidence-based treatment (EBT). 
Does that mean I should use it with every person dealing with hurts, offenses, and injustices? Well, 
it ain’t that simple.



18	 christian counseling today   VOL. 25  NO. 2

m

In the 1980s, my experience 
broadened, but some patients did 
not improve. After receiving my 
Ph.D. in 1978, I took an assistant 
professor position at Virginia Com-
monwealth University (VCU). I 
formulated a Christian-oriented ap-
proach that used Reformed-theology 
as a filter for psychological findings. 
My evidence base now included many 
(often contradictory) psychological 
and Christian readings and experi-
ences at teaching, training, and su-
pervising counseling. Contradictions 
niggled at my certainty. My own 
counseling experience played a more 
significant role as I saw three couples 
a week, directed a university clinic, 
supervised six therapists, and was a 
clinical supervisor for two communi-
ty agencies. However, not all patients 
improved. The more I learned, the 
less confident I became in the evi-
dence supporting my counseling.

Managed care mandated sci-
entific support. At the end of the 
1980s, managed care transformed 
most psychotherapy into short-term, 
research-supported interventions to 
ameliorate psychological symptoms. 
Suddenly, research findings (my own 
and those by others) joined my other 
bases of evidence—my theological in-
terpretation of Scripture, my experi-
ence of practical theology within the 
Church (i.e., prayer for people, etc.), 
my experiences counseling Christian 
couples, and other psychological 
reading sources—in that rough order. 

The 1990s. The research sup-
porting counseling efficacy acceler-
ated through the 1990s—including 
research I was publishing. I proudly 
cited that research when it supported 
my experience, theorizing, training 
approach, and supervision. I was cer-
tain (almost) that I was conducting 
“evidence-based” treatments (except 
for those pesky failures with some 
clients). Looking back, now I can see 
that I touted the research when avail-
able. Yet, when I used some methods, 

I ignored that they had no research evidence support. I am sure you can see 
the cognitive error I was making. Confirmation bias had been operating even 
from my fledgling days in the Navy. I attended to the evidence that supported 
my pre-existing beliefs.

Three major turns happened in the mid-1990s. All three reinforced the dis-
cordant evidence that had nagged at my certainty all along. First, I accepted 
an appointment as Chair of the Virginia Mental Health Planning Council, 
which put me in regular contact with advocates, families, and administrators 
of the community service boards and mental hospitals in Virginia. The stake-
holders in treating severe mental disturbance in adults and severe emotional 
disturbance in children and adolescents often had different views and priori-
ties. All had to be taken seriously. Second, my mother was murdered in 1996. 
That event disrupted my personal and professional life. I shifted my emphases 
to studying forgiveness more often than religion, spiritual counseling, or hope-
focused couples counseling. Third, I started traveling internationally, exposing 
myself to different cultures and systemic wrongs in various cultures. Evidence-
based treatments were not always efficacious across cultures. The bases of my 
“evidence” for effective treatment of psychological problems and mental illness 
were continually jockeying for positions of importance. 

2000 to today. By around 2005, clinical psychology had begun to insist on 
research support for treatments. The research base for EBTs has broadened and 
deepened. By sheer growth, efficacy research must be taken seriously by every 
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counselor in determining what works for each patient. Yet, my personal struggles 
challenged a simplistic reliance on data. My brother committed suicide in 2005, 
and my wife has suffered from chronic pain since 2008. EBTs cannot undo such 
suffering. I emerged in 2008 with my faith intact but my certainty about my (or 
any) theology’s adequacy in shambles. The weight of discordant evidence I ac-
cumulated since the beginning had reached a tipping point. Life has forced me to 
question what I count as the most authoritative evidence for treating people. 

Lessons Learned
What lessons have I learned? 
n	 I desire to use the most supported EBT I can in every case. 
n	 Different times in life have rearranged my hierarchy of evidence. Effective 

Christian treatment is a fluid dance among science, theology, theory, and 
both professional and personal experience. 

n	 We cannot muscle health into existence, not our own, our loved ones, or 
our patients, and not through our faith, prayers, or using the most heavily 
data-supported EBTs. Rather, we are the clay in God’s (the Potter) hands. 
Life builds humility into us if we let it. Certainty melts away if we con-
sider the bigger perspective. So, I must avoid dogmatic statements about 
what kind of evidence is most important. 

n	 Discordant evidence and contradictions keep popping up. 
n	 I am prone to confirmation bias, overlooking discordant data, so I need to 

examine any feelings of sureness under the magnifying binoculars of criti-
cal reasoning and spiritual discernment. 

n	 The best treatment for each patient at this particular moment is, in some 
ways, a moving target—and not just because science keeps changing, but 
patients, patients’ needs, and counselors keep changing too. I would like to 
think that we abandon some (probably incorrect) certainties of our youth 
so we no longer put so much confidence in science, our own theology, our 
own professional and personal religious experiences, and our own discern-
ment and wisdom. However, as life moves us toward humility, we embrace 
and hold tight to the only rock in the wild hurricane of life—Jesus—as we 
seek to wisely discern how to treat each patient at each instance. ✠

EVERETT L. WORTHINGTON, JR., PH.D., is Commonwealth Pro-
fessor Emeritus at Virginia Commonwealth University. He studies forgive-
ness, humility, and other Christian virtues and has developed the REACH 
Forgiveness model and Hope-Focused Couple Approach.
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MAT THE W S.  STANFORD

Madness, what today we call serious mental illness, has 
been part of the human experience throughout recorded 
history. Families, both present and in the distant past, 
have struggled to understand the strange thoughts, emo-
tions, and behaviors displayed by their afflicted loved ones. 
More often than not, these ill individuals and their families 
have been stigmatized, shamed, and mistreated by the 
fearful and naïve. However, one light in the dark history of 
madness has been the involvement of the Church in the 
care of the broken. Long before effective treatments or an 
understanding of the role the brain plays in mental illness, 
Christian communities stepped forward to care for the 
“least of these.” One of the best examples of this is the fa-
mous “village of lunatics,” the Belgian town of Geel.

The story of Geel (pronounced Hyale) begins in the 7th century with 
a young Irish princess named Dymphna. The daughter of Damon, a 
tribal king of Oriel, Dymphna and her mother were devout Christians 
while her father still followed the ancient pagan rites. When Dymphna 
was 14-years-old, her mother suddenly died causing her father to be 
overcome by grief. As time passed, Damon sank deeper into depression 
at the loss of his wife, making it difficult for him to effectively rule as 
king. To raise his spirits, the men of his court suggested he consider a 
second marriage. Damon agreed on the condition that his new queen 
be as beautiful as his former wife. Searching throughout all of Ireland, 
no woman could be found that was as beautiful as the former queen, 
with the exception of Dymphna, who was the very image of her moth-
er. Mad with grief, Damon decided that Dymphna should become his 
wife and take her mother’s place as queen. To escape her father’s sinful 
passions, the young princess fled during the night with her priest, Fa-
ther Gerebran, and two loyal servants. Finding Dymphna gone in the 
morning, an enraged Damon sent his men out across the countryside 
to find her.  
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A year would pass before a small 
band of Damon’s men, still searching for 
Dymphna, stopped at an inn outside the 
Belgian village of Geel. While paying 
their fees, they were intrigued to find that 
the innkeeper had seen their strange Irish 
coins before. The innkeeper explained 
that a group living nearby paid for goods 
with the same type of coins. Dymphna 
had been found! The men immediately 
sent a messenger back to Ireland to in-
form Damon. When the king learned of 
Dymphna’s whereabouts, he personally 
traveled to Geel to retrieve his runaway 
daughter. Threatening Dymphna, the 
king commanded that she return home 
to become his wife or he would have Fa-
ther Gerebran killed. Dymphna refused. 
Damon ordered his men to kill the priest 
in front of her. Again, Damon demanded 
his daughter take her mother’s place as his 
wife, and she refused. Overcome by rage, 
Damon struck down the young princess 
with his own sword. Leaving the bodies 
behind, the king and his men returned 
to Ireland. The people of Geel buried the 
princess and her priest in a nearby cave.

Six hundred years later, early in the 
13th century, excavation in and around 
the cave accidentally unearthed Dym-
phna’s remains. Legend has it that several 
men and women suffering from madness 
in the area were miraculously healed at 
the discovery of the grave. Word of mi-
raculous healing for those with madness 
quickly spread throughout the region. 
Families began bringing their afflicted 
loved ones to pray at Dymphna’s grave 
with the hope that they might be healed 
too. As more and more families made 
the pilgrimage to Geel for a miracle, the 
priests of nearby St. Maarten’s chapel 
built a shrine to hold Dymphna’s relics. 
Dymphna was canonized by the Church 
in 1247 and, in 1349, a church honor-
ing her was built in Geel. Within a short 
time, so many pilgrims came from across 
Europe seeking healing for the mentally 
ill that a small infirmary was constructed 
next to the church to help house them. 
While some did find healing, most did 
not. Many of the disappointed families 

God is sending those broken by 
mental illness to the Church. 
Imagine what could happen if 
churches were equipped to serve 
as the front door to the mental 
healthcare system. 



christian counseling today   VOL. 25  NO. 2	 25

r

used this opportunity to rid themselves of mentally ill rel-
atives by simply leaving them at the church and returning 
home. It was not long before the sanctuary and infirmary 
were overflowing. In desperation, the priests reached out 
to the townspeople for help. Out of charity and Christian 
piety, the people of Geel began taking the mentally ill 
into their own homes. Many of them would go on to live 
out the remainder of their lives with these new families. 
Thus, a tradition of care began that has continued for 700 
years. In 1938, the community reached an all-time high 
when a total of 3,736 mentally ill “boarders” were placed 
with families in Geel. Today, a modern psychiatric center 
sits on the site of the old infirmary next to the Church 
of St. Dymphna, and Geel families willing to take in a 
mentally ill individual have been incorporated into the 
modern mental healthcare system. In 2019, 185 individu-
als were living as “boarders” in Geel. If peasant farmers 
of the Middle Ages, empowered by their faith, could step 
into an impossible mental health crisis and transform tens 
of thousands of lives, how much more might believers do 
today? The Church still has a significant role to play in 
caring for those living with mental illness, and this small 
Belgian town teaches us that compassion, grace, and love 
are powerful “treatments.”

A Divine Opportunity
Research over the last seven decades has consistently dem-
onstrated that individuals in psychological distress are 
more likely to seek assistance from a clergy member before 
a primary care physician or psychiatrist. This is especially 
true in minority groups. Viewed through the eyes of faith, 
it is obvious that this is not an accident but rather a divine 
opportunity for the Church to take the lead in caring for 
those afflicted by mental illness. 

There appear to be three main reasons why people 
struggling with mental health problems seek out the as-
sistance of clergy before other professionals. The first is 
the ease of access. In many communities, there is a church 
on every corner, and they do not charge for their services. 
Thus, barriers related to transportation and finances are 
removed. Second, churches are healing communities 
called by God to care for those in need. Historically, the 
counsel of a wise and godly pastor has been valued in 
times of distress. Finally, mental illness strikes at the very 
heart of what it is to be human, our reason and emotions. 
This causes most to ask the bigger questions of life, such 
as, “Who am I?” and “Do I have value?” These are ques-
tions for which only faith has an answer.

Unfortunately, a majority of clergy report feeling in-
adequately trained to recognize the presence of mental 
illness in those they counsel. This is not surprising, given 
that few seminaries in North America provide any formal 

mental health training for their students, despite the fact 
that clergy are just as likely to have people with serious 
mental illness seek their assistance as are psychiatrists. As 
a result, less than 10% of distressed individuals seeking 
counseling from clergy are referred to a mental health 
professional. In addition, few faith communities offer 
programs, services, or resources for congregants living 
with mental illness, even though most of these individuals 
and their families report that they desperately want their 
churches to be more involved in their care.

Making a Difference
God is sending those broken by mental illness to the 
Church. Imagine what could happen if churches were 
equipped to serve as the front door to the mental health-
care system. This would mean that individuals in psycho-
logical distress who seek out assistance from the Church 
would be quickly identified and referred for professional 
care. In rethinking mental healthcare, what if churches 
were equipped not only to be effective front doors but 
also places where therapeutic support was available on 
site? These services would not replace professional men-
tal healthcare but instead, serve as an adjunct to those 
resources. Basic helpful interventions, such as psycho-
education, mental health coaching, and support groups, 
are ideal for implementation in a church setting. Services 
such as these, led by non-professionals, have been shown 
to effectively manage symptoms and maintain stability 
and have the added benefits of minimal cost and maxi-
mum accessibility. For the Church to transform the men-
tal healthcare system, not every congregation needs to be 
involved at the same level; it is only necessary that each 
person becomes involved. ✠

NOTE: This article consists of excerpts from Matthew Stanford’s latest 
book, Madness & Grace: A Practical Guide for Pastoral Care and Seri-
ous Mental Illness, published by Templeton Press (2021) and is used 
with permission.

MATTHEW S. STANFORD, PH.D., is CEO of 
the Hope and Healing Center & Institute in Houston, 
Texas, and adjunct professor of psychiatry at Baylor 
College of Medicine and the Houston Methodist 
Hospital’s Institute for Academic Medicine. His 
research on the role of faith communities in men-

tal healthcare has been featured in such national publications as The 
New York Times, USA Today, and Christianity Today. A fellow of 
the Association for Psychological Science, he is the author of numerous 
research articles in psychology, psychiatry, and neuroscience, as well as 
several books, including his most recent, Madness & Grace: A Practical 
Guide for Pastoral Care and Serious Mental Illness. 
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The threat to religious freedom for Christian Men-
tal Health Professionals (“CMHPs”) primarily con-
verges in the treatment of LGBTQ+ individuals. As 
Christians, we strongly believe that all individuals 
should be treated with care, compassion, and fair-
ness. At the same time, we recognize that God has 
established immutable standards related to biologi-
cal sex, gender, and His design for marriage and 
human sexuality. A conflict emerges when the gov-
ernment requires us to violate these sincerely held 
religious beliefs of caregivers and care recipients or 
when our culture demands the same. We strongly 
assert that there are solutions to this problem that 
uphold the value of LGBTQ+ individuals while 
also upholding the religious rights of CMHPs. 

Until very recently, the government has offered 
protection to CMHPs against the opposing cultural 
demands. In the early 1990s, the U.S. Congress 
unanimously passed the Religious Freedom Res-
toration Act (“RFRA”), signed into law by Presi-

RELIGIOUS 
LIBERTY 
INFRINGEMENT: 
The Imminent Clash in Mental Healthcare

More than 200 years ago, in 1791, the United 
States Congress adopted the Bill of Rights, es-
tablishing the first 10 amendments to the U.S. 
Constitution. The first line of the First Amendment 
states, “Congress shall make no law respecting an 
establishment of religion, or prohibiting the free ex-
ercise thereof….” Throughout our history, the United 
States government protected, elevated, and even 
cherished freedom of religion for all citizens. This 
included when they were in professional capacities, 
although federal courts have been hesitant to inter-
fere in the regulation of professions. Recent devel-
opments, however, threaten the continued protec-
tion of individuals in certain professions, particularly 
Christian healthcare providers.    



christian counseling today   VOL. 25  NO. 2	 29

JEANNEANE MAXON AND DAV ID  E .  JENKINS

dent Clinton. RFRA mandated that laws restricting religious freedom be 
reviewed under the “strict scrutiny” standard in federal courts. This means 
that for a law restricting religious freedom to be constitutional, it must 
satisfy a “compelling government interest” and be implemented in the least 
restrictive way to serve that interest. This standard is rarely met, hence the 
name “strict” scrutiny. Also, in the most well-known decision addressing 
values-based conflicts between CMHPs and LGBTQ+ individuals, the 6th 
Circuit Court of Appeals ruled in favor of a Christian counseling student 
who opted to perform a value-based referral when a prospective client re-
quested counseling for a same-sex relationship. In reaching its decision, the 
6th Circuit stated, “Tolerance is a two-way street.”1 To date, no other Cir-
cuit has contradicted the 6th Circuit’s ruling. 

In 2019, the Trump administration issued a regulation through the 
U.S. Health and Human Services Department referred to as the “Final 
Conscience Rule.” The stated purpose of this regulation was “[to] broadly 
protect individuals, health care entities, and providers from discrimination 
in health care by government or government funded entities because of 
the exercise of religious belief or moral conviction.”2 Unsurprisingly, major 
professional mental health organizations issued statements opposing the 
Conscience Rule, specifically highlighting potential conflicts related to LG-
BTQ+ issues and professional codes of ethics. The protections provided by 
the Conscience Rule have been short-lived, and the fate of RFRA is precari-
ously uncertain. There are also implications for the future of “conscience 
clause” legislative efforts at the state level.

Until this year, the U.S. Congress declined to elevate the protections of 
LGBTQ+ individuals to the same standard as “protected classes” and First 
Amendment Rights (i.e., Freedom of Religion, Speech, Press and Assem-
bly). Historically, protected classes have included race, religion, national 
origin, age, sex (as opposed to “gender”), pregnancy, familial status, veteran 
status, and disability. This changed when the House passed the so-called 
“Equality Act” in February of 2021. At the time this article is written, the 
Act is under consideration in the Senate. If the Act does not pass the Sen-
ate, it will most certainly be reintroduced in future years.

If enacted, the Equality Act will dramatically change course by adding 
“sexual orientation” and “gender identity” as protected classes to existing 
federal nondiscrimination laws. Additionally, it would prevent employers, 
including religious organizations, from making workplace and employment 
decisions based on sincerely held religious beliefs regarding human sexual-
ity and God’s design for marriage. According to the Alliance Defending 
Freedom (ADF), a conservative Christian non-profit advocacy group, the 
Act “would also force individuals to speak messages that violate their beliefs 
under the threat of punishment”—messages such as requiring profession-
als to only affirm marriage relationships other than a biological male and 
a biological female or to refer to transgender individuals using their non-
biological sex descriptors (e.g., referring to a biological man as “woman”).  
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Perhaps most concerning is that the Equality Act will 
dismantle the protections provided by RFRA. Section 
1107 states, “The Religious Freedom Restoration Act of 
1993 (42 U.S.C. 2000bb et seq.) shall not provide a claim 
concerning, or a defense to a claim… or provide a basis for 
challenging the application or enforcement of a covered 
title.”3 This means that if a patient sues a CMHP under the 
Equality Act, the protections afforded under RFRA cannot 
be evoked as a defense.  

How the Equality Act will play out in the day-to-day 
practices of CMHPs is yet to be seen. Demoting religious 
freedom and creating a new “protected class” in LGBTQ+ 
individuals will undoubtedly lead to conflicts within the 
Christian counseling arena and laws imposed by the gov-
ernment and courts. Lingering questions include:
n	 Will CMHPs be subject to increased lawsuits from 

LGBTQ+ patients?
n	 Will the AACC Code of Ethics be challenged as a 

violation of the Equality Act?
n	 Will Free Speech and Freedom of Religion rights 

of CMHPs and clients trump the provisions of the 
Equality Act?

n	 Will the secular affiliation organizations for mental 
health providers (e.g., APA, ACA, AAMFT, etc.) 
be more emboldened to attack CMHPs and their 
biblically-based values?

n	 Will professional ethics support person-affirmative 
approaches for clients who prioritize spiritual and 
religious beliefs over issues related to their sexuality?

It is important to consider that the religious liberty in-
fringement referred to in the title of this article has mental 
healthcare recipients (i.e., clients, patients, etc.) and provid-
ers in view. It is also imperative to remember that human 
sexuality is only one area of diversity within multicultural 
counseling. There are numerous other areas, including race, 
ethnicity, language, age, disability, class status, education, 
and, importantly, religious or spiritual orientation. Rightly 
or wrongly, for good or for bad. However, issues involving 
human sexuality are the hottest “flashpoint” for the immi-
nent clash in mental healthcare.

The “Q” in the fluid initialism, “LGBTQ+,” implies 
that questioning one’s sexuality is an essential aspect of this 
area of diversity. However, professional mental health asso-
ciations’ codes of ethics increasingly allow for only one way 

to answer—only in the “affirmative” direction, even when 
there is a conflict with a client’s own values, including 
involving spiritual and religious beliefs even though behav-
ioral science shows there are other ways to answer. Articles 
in professional journals too often claim or strongly imply 
that the only ethical resolution is for the client and mental 
health provider (MHP) to change their spiritual and reli-
gious beliefs and personal values as a means of reducing or 
resolving the conflict. Anything else is presented as de facto 
discrimination, lack of multicultural competence on the 
MHP’s part, and evidence of the need for remediation or 
removal from the mental healthcare profession. Although 
not a direct comparison, this professional mindset is remi-
niscent of the era of the “one-size-fits-all” approach to ad-
diction service provision, where if clients dared to choose 
a different path for resolving problems in living, they were 
assigned all kinds of labels and names, even in their clinical 
records. Moreover, if counselors helped them in what has 
always been an evidence-based way, they were often viewed 
as lacking competence and causing harm to their clients, 
perhaps to the point of not being appropriate for the pro-
fession.

Unfortunately, this view does not fully honor founda-
tional moral principles of professional ethics, such as the 
client’s welfare, client autonomy, and informed consent. 
It also does not honor the “Q” in the LGBTQ+ initial-
ism. Additionally, it certainly does not do justice (another 
ethical principle) to the diversity area of spirituality and 
religion. How are clients who experience conflict or distress 
between their spiritual and religious beliefs and their sexual 
attractions and orientation best served if there is only one 
direction this exploration can lead in the context of spiri-
tual/religious accommodative mental healthcare? While the 
ethics codes themselves still allow for this type of compe-
tent care, the prevailing interpretation of those codes does 
not.  

Despite the perceived and actual threats to CMHPs 
who proceed with clients wishing and needing to “ques-
tion” in the context of their counseling, there is ethical 
guidance in this era of uncertainty and, perhaps, even hos-
tility. Two examples of this guidance are the Sexual Identity 
Therapy (SIT) Framework (Throckmorton & Yarhouse, 
2006) and Resolving Distress Between Faith-based Values and 
Sexual and Gender Diversity: A Guide for Mental Health 
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