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Introduction — The Crisis No One Is Talking About

The statistics arrive with the quiet devastation of confirmed diagnoses. According to the Barna Group, 38%
of pastors have considered leaving full-time ministry in the past year. Fuller Theological Seminary research
indicates that 80% of seminary graduates leave ministry within five years. A LifeWay Research study found
that 23% of pastors report being personally affected by mental iliness. Studies from the Duke Clergy Health
Initiative reveal that clergy have higher rates of obesity, high blood pressure, depression, and other health
conditions compared to the general workforce. Behind these numbers are thousands of men and women
who entered ministry with fire in their hearts, who gave everything they had to the calling, and who are now
sitting in the dark — alone with their doubts, their exhaustion, their grief, and the unbearable weight of never
being allowed to say: | am not okay.

The pastoral mental health crisis is not a new phenomenon. The prophet Elijah, fresh from the greatest
supernatural victory of his prophetic career — the confrontation on Mount Carmel, the slaughter of the
prophets of Baal, the ending of the drought — collapsed beneath a broom tree in the wilderness and asked
God to let him die. Moses, leading perhaps the most significant mass movement in human history, told God
that the burden of the people was too heavy for him to bear and that he would rather die than continue.
Jeremiah, the weeping prophet, cursed the day he was born and accused God of deceiving him. David, the
man after God's own heart, wrote psalms of such utter spiritual desolation — "My God, my God, why have
you forsaken me?" — that they read like clinical descriptions of major depressive episodes.

The mental health struggles of pastoral ministry are as old as ministry itself. What is new is the scale, the
pace, the complexity, and the cultural prohibition against speaking about it. In a social media age where
every pastor's highlight reel is public and every weakness is potentially a liability, the pressure to perform
wellness while concealing suffering has reached unprecedented levels. The result is a pastoral culture of
systemic dishonesty about the inner life — a culture that is slowly killing the people it is designed to serve.

This guide is an act of disruption. It disrupts the silence. It disrupts the culture of pastoral invulnerability. It
disrupts the false theology that equates faith with emotional strength and doubt with spiritual failure. It offers
instead a comprehensive framework for understanding, addressing, and ultimately embracing the full reality
of pastoral mental health — not as a liability to manage, but as a dimension of human and spiritual life to be
inhabited with honesty, grace, and the stubborn hope of the gospel.

He himself went a day's journey into the wilderness and came and sat down under a broom tree. And
he asked that he might die, saying, "It is enough; now, O LORD, take away my life, for | am no better
than my fathers." And he lay down and slept under a broom tree. And behold, an angel touched him
and said to him, "Arise and eat."
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WHO THIS GUIDE IS FOR

This guide is for the pastor who preaches on hope on Sunday morning and drives home in despair on Su
night. For the ministry leader who knows every counseling technique and has never applied a single one

himself. For the spouse of a pastor who watches her husband disappear into ministry while the marriage §
empties. For the denominational leader who is watching her best people burn out and doesn't know what
For every pastor who has whispered, "l don't know how much longer | can do this" — and then preached

next Sunday as though nothing was wrong.

Section 1: Understanding the Pastoral Mental Health Landscape

Understanding the scope of pastoral mental health challenges requires honest engagement with the
research. The data is both alarming and clarifying. The Pastoral Care Inc. study of 1,050 pastors found that
91% had experienced burnout in ministry and that 81% said they had insufficient time with their spouse. The
Focus on the Family survey of pastors found that 33% felt their ministry was an occupational hazard to their
family. The Francis A. Schaeffer Institute of Church Leadership Development conducted a landmark survey
of 1,050 pastors over a decade, finding: 70% of pastors fight depression; 70% say they have a lower
self-image since they started ministry; 80% believe their pastoral ministry has negatively affected their
families; and 50% feel so discouraged that they would leave ministry if they could.

These numbers describe not individual failures but systemic dysfunction — a structural problem in how
ministry is understood, organized, and sustained in the contemporary church. The individual pastor
experiencing depression, anxiety, burnout, or trauma is not an anomaly or an outlier. He is the statistical
norm, the predictable outcome of a system that takes enormous amounts of human capacity without
providing adequate mechanisms for replenishment.

What makes these statistics particularly sobering is what they represent in human terms: thousands of
churches led by pastors who are privately struggling; thousands of families bearing the invisible weight of
pastoral mental iliness; hundreds of thousands of congregants who have lost pastors to burnout, moral
failure, or quiet resignation without ever understanding what was really happening. The pastoral mental
health crisis is not primarily a pastoral problem. It is a church problem. It is a discipleship problem. It is a
problem that belongs to the entire body.

To understand pastoral mental health challenges, we must first understand what makes pastoral ministry
uniquely stressful. This is not a exercise in self-pity or excuse-making — it is an exercise in accurate
diagnosis. The same principle that applies to physical medicine applies here: you cannot treat what you
have not correctly identified. Pastoral stress is real, it is distinctive, and it deserves to be named precisely.

CONSTANT EMOTIONAL LABOR. Pastoral ministry is, at its core, emotional labor of the most intense kind.
The pastor sits with the dying, comforts the bereaved, counsels the desperate, mediates the conflicted,
celebrates the joyful, mourns with the sorrowful, and absorbs the anxieties of hundreds of people — often in
the same week, sometimes in the same day. This sustained, intensive engagement with the emotional lives
of others is what psychologists call "high demand empathy work," and it creates a distinctive form of
depletion that, without adequate recovery, leads to compassion fatigue and eventual emotional numbness.

Unlike therapists and social workers — who have strict caseload limits, mandatory supervision, and clear
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PERFORMANCE ANXIETY AND PERPETUAL EVALUATION. Every Sunday, the pastor performs before
the entire organization. The sermon he invested 20 or more hours in preparing is evaluated — tacitly or
explicitly — by every person present. He is compared to the previous pastor, to the pastor of the church
down the street, to the podcasters and conference speakers whose polished content his congregation
consumes during the week. In any other field, a professional whose entire work product was publicly
evaluated by his entire client base every single week would be recognized as operating under extreme
performance pressure. In the church, this pressure is normalized, rarely acknowledged, and almost never
addressed.

Over years, sustained performance pressure can calcify into clinical anxiety disorders. The pastor who
dreads Sunday morning; who experiences physical symptoms — nausea, racing heart, insomnia — in the
days leading up to preaching; who replays every sermon in excruciating self-critical detail for days
afterward; who has developed a pervasive sense that he is never quite good enough, never quite faithful
enough, never quite effective enough — this pastor may be experiencing not a crisis of faith but a clinical
anxiety condition that deserves treatment.

VOCATIONAL LONELINESS. The paradox of pastoral leadership is this: the pastor is simultaneously the
most visible person in the congregation and the most isolated. He knows everyone's secrets and can share
none of his own. He carries the weight of hundreds of confidences — the affairs, the addictions, the abuse,
the terminal diagnoses, the struggling marriages — in complete secrecy. He cannot discuss them with his
spouse. He cannot process them with friends in the congregation. He is, in the most fundamental sense,
alone with knowledge that would crush an unprepared soul.

At the same time, the power differential inherent in pastoral leadership makes genuine, mutual friendship
within the congregation nearly impossible. The congregant who invites the pastor to dinner is not hosting a
peer — she is hosting her spiritual authority. The elder who grabs coffee with the pastor is not entirely
off-duty from his leadership role. Even the closest pastoral relationships within the congregation are colored
by role, expectation, and the implicit understanding that the pastor is there to help — not to be helped. The
result is a pervasive loneliness that most pastors experience as their single greatest occupational suffering.

THEOLOGICAL DISSONANCE. Every honest pastor navigates a private theological landscape that often
bears little resemblance to his public proclamation. The questions accumulate over years of ministry: Why
does prayer so rarely produce the dramatic results | describe from the pulpit? Why does the God | preach
about seem so absent in the most critical moments of people's lives? Why do the righteous suffer while the
wicked prosper? Why does the church — the community | have given my life to serving — so often wound
the very people it was meant to heal? Why do | feel closest to God in the moments when | am furthest from
the institution that is supposed to mediate his presence?

This gap between proclaimed theology and lived experience is what philosophers call cognitive dissonance,
and in its pastoral form, it can generate a specific and particularly acute form of spiritual suffering. The
pastor who cannot acknowledge this dissonance privately tends to resolve it in one of two destructive ways:
by performing a certainty he does not genuinely possess (a recipe for eventual collapse), or by gradually
disengaging from genuine theological engagement altogether (a recipe for spiritual emptiness disguised as
professional competence).
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Perhaps the most damaging single factor in pastoral mental health is the cultural expectation that pastors
project strength, confidence, and spiritual vitality regardless of their inner reality. This expectation operates
at multiple levels simultaneously: it is embedded in the theological training that forms pastors (where
emotional struggle is rarely discussed as a professional hazard); in the congregational culture that evaluates
pastoral credibility partly on the basis of apparent spiritual strength; in the pastoral peer culture where
admitting struggle can feel like professional suicide; and in the pastor's own internalized self-expectations,
which often demand a standard of spiritual performance that no human being can sustainably maintain.

The result is a massive, systemic culture of concealment. Pastors learn early that admitting struggle has
costs — potentially catastrophic ones. The pastor who tells his board that he is struggling with depression
may find himself on a performance improvement plan. The one who admits to anxiety about his preaching
may be seen as insufficiently called. The one who confesses the loneliness of pastoral leadership may be
told that he needs to find his sufficiency in Christ rather than in human companionship. These responses —
all of which have been documented in pastoral experience — teach pastors an efficient lesson: your inner
reality is not safe to share. Keep it hidden. Perform what is expected. Survive.

This concealment does not eliminate the mental health struggles. It amplifies them, extends them, and adds
a secondary layer of shame — the shame of concealment itself, the shame of the gap between the person
who preaches and the person who goes home. Over time, this shame becomes one of the most corrosive
elements in pastoral mental health, eroding the pastor's sense of integrity, authenticity, and worthiness for
the calling.

livewellbyjamesbell.com | © James Bell | Pastors Connection Network




LIVEWELL BY JAMES BELL

livewellbyjamesbell.com | © James Bell | Pastors Connection Network



LIVEWELL BY JAMES BELL

Section 2: Clinical Foundations — Understanding What You
Are Facing

|Naming What Lives in the Shadows

Clinical literacy — the capacity to accurately name what you are experiencing — is one of the most
important gifts a pastor can develop for his own wellbeing. Too many pastors suffer for years under vague,
spiritualized language: "I'm just going through a hard season."” "I'm battling spiritual warfare." "I'm tired but
pressing through.” These descriptions are not false — they may capture something real — but they often
obscure the clinical dimension of what is actually occurring, and in doing so, they prevent the pastor from
accessing the specific help that would actually address the problem.

The body of clinical knowledge about mental health conditions has accumulated over more than a century of
careful research, clinical observation, and therapeutic refinement. It represents one of the most significant
achievements of modern science — the development of reliable frameworks for understanding, describing,
and treating the enormous range of conditions that affect human psychological functioning. The Christian
pastor who dismisses this body of knowledge in favor of purely spiritual categories is making the same error
as the Christian who refuses insulin because diabetes is "really" a spiritual condition. The body and the mind
are created by God. When they malfunction, clinical understanding and intervention can be part of God's
healing provision.

2.1 Major Depressive Disorder — The Pastoral Reality

Major Depressive Disorder (MDD) is the most common serious mental health condition among clergy.
According to DSM-5 diagnostic criteria, MDD is characterized by five or more of the following symptoms
during the same two-week period, with at least one being either depressed mood or loss of interest or
pleasure: depressed mood most of the day, nearly every day; markedly diminished interest or pleasure in all,
or almost all, activities most of the day; significant weight loss or gain, or decrease or increase in appetite;
insomnia or hypersomnia; psychomotor agitation or retardation observable by others; fatigue or loss of
energy nearly every day; feelings of worthlessness or excessive or inappropriate guilt; diminished ability to
think or concentrate, or indecisiveness; and recurrent thoughts of death or suicidal ideation.

In pastoral contexts, depression often presents in ways that can be easily misread. The depressed pastor
may continue to preach effectively — the sermon preparation and delivery systems may remain functional
even as the inner life deteriorates. He may appear energetic and engaged in public while experiencing
profound emptiness in private. He may become increasingly cynical about the church and ministry without
consciously connecting this cynicism to depression. He may begin to withdraw from the relationships and
activities that previously brought joy — including his relationship with God, his family time, his hobbies — in
ways that appear to others as busyness rather than retreat.

The phenomenology of pastoral depression is distinctive enough to merit its own description. The depressed
pastor often experiences a splitting of the self: the professional self that continues to perform pastoral
functions with apparent competence, and the private self that is increasingly hollow, increasingly
disconnected, increasingly convinced that the public performance is a fraud. This splitting is one of the most
psychologically costly features of pastoral depression, because it adds the secondary suffering of
inauthenticity to the primary suffering of the depression itself.

Depression in ministry often carries a specific theological coloring that distinguishes it from depression in
secular contexts. The depressed pastor may experience his condition as evidence of spiritual failure —
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The biblical precedent for depression in ministry is, as we have noted, extensive. But it deserves extended
engagement here, because it is both theologically important and practically useful for the depressed pastor.
Elijah's collapse in 1 Kings 19 is the most clinically detailed account of what we would today recognize as a
major depressive episode. Following the climactic victory on Mount Carmel — a moment of extraordinary
spiritual power — Elijah fled in terror from Jezebel's threat, descended into the wilderness, sat under a
broom tree, and asked to die. He then slept. He was awakened, given food and water, and slept again. Only
after this cycle of rest, nourishment, and gentle divine presence was he able to hear the "still small voice"
that redirected his ministry.

God's response to Elijah's depression is theologically instructive: it was not rebuke but care. It was not
instruction but provision. It was not correction but compassion. God did not tell Elijah to pray harder, trust
more, or remember his victories. God let him sleep. God fed him. God came to him in silence rather than
storm. And then, when Elijah was ready — not before — God asked the simple, open question: "What are
you doing here, Elijah?" This is the model of divine pastoral care for the depressed pastor. It is, by
extension, the model the church should embody.

2.2 Anxiety Disorders — When the Nervous System Cannot Rest

Anxiety disorders as a category represent the most prevalent class of mental health conditions globally, and
they are significantly prevalent among clergy. The major anxiety disorders that most commonly affect
pastors include Generalized Anxiety Disorder (GAD), Panic Disorder, Social Anxiety Disorder (Social
Phobia), and Obsessive-Compulsive Disorder (OCD), though other anxiety-spectrum conditions also appear
in pastoral populations.

Generalized Anxiety Disorder in pastors typically presents as chronic, excessive worry about a range of
ministry and personal concerns that the pastor finds very difficult to control. The worry is disproportionate to
the actual probability or impact of the feared outcomes. Common worry themes in pastoral GAD include:
fear of preaching failure or being inadequate as a preacher; fear of pastoral failure — that the church will
decline, that people will leave, that important relationships will be damaged; fear of moral failure —
specifically, the fear of falling into the kinds of failures the pastor sees in others; fear of family harm or
neglect resulting from ministry demands; and pervasive uncertainty about whether he is in the right calling.

Panic Disorder — characterized by recurrent, unexpected panic attacks followed by persistent concern
about additional attacks — is paradoxically common among pastors who preach and lead in public. A panic
attack involves an abrupt surge of intense fear accompanied by physical symptoms: racing or pounding
heartbeat, shortness of breath or feeling smothered, chest pain, dizziness or lightheadedness, tingling
sensations, chills or hot flashes, nausea, and a sense of unreality or detachment from self. The first panic
attack is typically terrifying, often leading the pastor to believe he is having a heart attack or dying. If not
properly treated, Panic Disorder can lead to agoraphobic avoidance — the pastor becoming increasingly
unwilling to enter the situations that have triggered attacks.

Social Anxiety Disorder is particularly poignant in pastoral contexts because it creates a cruel irony: the
pastor whose calling is interpersonal — to relate to, care for, and communicate with people — experiences
intense, irrational fear in social situations. The pastor with social anxiety may manage the structured
performance of preaching relatively well while suffering intensely in the unstructured interpersonal demands

livewellbyjamesbell.com | © James Bell | Pastors Connection Network




LIVEWELL BY JAMES BELL

2.3 Burnout — The Collapse of Capacity

Burnout is not simply being tired. It is not the normal fatigue that follows a demanding season of ministry. It
is a syndrome — a specific constellation of symptoms resulting from chronic, unaddressed occupational
stress — that the World Health Organization has formally classified as an occupational phenomenon.
Understanding the distinction between burnout and other mental health conditions is important because
burnout requires partly different interventions.

The three defining dimensions of burnout, as described by researcher Christina Maslach, are: exhaustion
(the depletion of emotional, physical, and cognitive resources); depersonalization or cynicism (the
development of a detached, negative, or cynical attitude toward the work and the people involved); and
reduced personal accomplishment (a diminished sense of competence and achievement in one's work). All
three dimensions are present in pastoral burnout, and all three carry specific features in ministry contexts.

Pastoral exhaustion is rarely simple physical fatigue. It is the exhaustion that comes from giving emotionally
without receiving; from making high-stakes decisions without adequate support; from carrying the weight of
a community's spiritual life; from navigating conflict, disappointment, and the relentless demands of
institutional leadership alongside the soul-intensive demands of pastoral care. It is the exhaustion of a
person who has been functioning as an emotional battery for a community that has been drawing from it
without recharging it.

Pastoral cynicism — the second dimension of burnout — is among the most painful and least acknowledged
features of the condition. The pastor who once loved his people, who once felt genuine joy in the pastoral
calling, who once found meaning in every hospital visit and counseling session, gradually discovers that
these feelings have been replaced by something darker: irritability, resentment, the sense that people are
problems to be managed rather than souls to be served, the secret conviction that most of his congregation
is fundamentally unreachable. This cynicism is not a character flaw. It is a symptom of a burned-out nervous
system that has exhausted its capacity for empathy and connection. It responds to structural intervention —
not to moral exhortation.

Reduced efficacy — the third dimension — manifests in the pastor's growing conviction that his ministry is
not making a difference, that his efforts are futile, that the kingdom advances despite rather than through
him. For a person whose sense of identity and calling is inseparable from ministry effectiveness, this
conviction is uniquely devastating. It strikes at the core of vocational identity and can lead to the kind of
deep despair that is sometimes confused with depression but is actually better described as existential
emptiness — the loss of meaning that follows when the source of meaning has been depleted.

2.4 Post-Traumatic Stress and Secondary Trauma in Ministry

Pastoral ministry is traumatic work. This statement deserves full, unqualified acknowledgment, because the
church culture rarely makes it. Pastors regularly witness: the sudden, violent death of congregants in
accidents, homicides, and suicides; the agonizing deaths of beloved members from cancer, heart disease,
and other terminal conditions; childhood abuse disclosures that carry vivid details of sustained cruelty;
domestic violence in its most severe forms; addiction relapse, overdose, and death; community disasters
including mass shootings, natural disasters, and industrial accidents; and the slower traumas of broken
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Most pastors receive no training in trauma-informed care — not for their congregants and certainly not for
themselves. They are sent into the most traumatic situations human life produces with nothing more than
their faith and their general pastoral preparation. And then they are expected to continue functioning as
though they have not been affected. The result is a silent epidemic of pastoral trauma that includes both
Primary PTSD (from direct traumatic experiences) and Secondary Traumatic Stress, also called Vicarious
Trauma or Compassion Fatigue — the development of PTSD-like symptoms through repeated exposure to
the traumatic experiences of others.

The symptoms of vicarious trauma in pastoral ministry include: intrusive thoughts and images about difficult
pastoral encounters; hypervigilance — a persistent state of alertness and scanning for threats that makes
genuine relaxation impossible; emotional numbing and detachment as a protective response to sustained
exposure; nightmares and sleep disturbances related to pastoral experiences; avoidance of situations,
people, or topics that trigger associations with traumatic pastoral encounters; and a fundamental change in
worldview — a loss of the sense of safety, meaning, and trust in people that previously characterized the
pastor's orientation to life.

These symptoms, unaddressed, progressively compromise the pastor's capacity for ministry, relationship,
and wellbeing. They also tend to worsen over time without intervention, as each new traumatic exposure is
added to an already overloaded system. The pastor who has served a congregation for 20 or 30 years
without processing his cumulative traumatic exposure is carrying a weight that most people around him
cannot see but that shapes everything about how he functions.

2.5 Substance Use — The Hidden Coping Mechanism

Alcohol and prescription medication misuse among clergy is significantly underreported due to the same
cultural prohibition against weakness that shapes every other aspect of pastoral mental health. The
available data suggests that clergy substance use rates are higher than they appear from voluntary
self-report, and that the patterns of substance use in pastoral contexts have several distinctive features.

Alcohol use in pastoral ministry often begins as a socially acceptable form of decompression — a glass of
wine after a demanding Sunday, a beer after a difficult counseling session, a drink to manage the social
anxiety of congregational events. In the absence of healthier coping strategies, this use gradually increases:
more occasions, larger quantities, a growing dependence on the substance to achieve the relaxation and
emotional relief that the nervous system craves but cannot generate naturally after sustained depletion. The
progression from social use to misuse to dependence can take years and is rarely perceived as a problem
until it is serious.

Prescription medication misuse follows a similar pattern. The pastor prescribed anxiolytics or sleep aids
following a mental health crisis may find that he cannot manage without them after the acute crisis has
resolved. The one prescribed pain medication following an injury may find that the sense of numbness and
calm it produces is too valuable to surrender. These patterns are not signs of moral weakness — they are
predictable neurological responses to sustained suffering combined with inadequate legitimate coping
resources.
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IF YOU ARE CONCERNED ABOUT YOUR OWN SUBSTANCE USE

Ask yourself three questions: (1) Am | using substances more frequently or in larger amounts than |
intend? (2) Have | tried to cut back and found | could not? (3) Is my substance use affecting my
ministry, marriage, or personal functioning? If you answered yes to any of these, please speak with a
physician, addiction counselor, or trusted colleague today. Substance use disorders respond well to
treatment when addressed early.
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Section 3: Practical Rhythms for Sustainable Mental Wellness
|Bui|ding a Life That Can Sustain a Calling

Mental wellness in ministry does not happen by accident, by spiritual determination alone, or by simply
trying harder. It requires what we might call intentional architecture — the deliberate, structured design of
rhythms, relationships, boundaries, and practices that create the conditions for psychological and spiritual
sustainability. This architecture is not a concession to human weakness. It is a recognition of human design.
God made human beings as creatures of rhythm — creatures who need rest, nourishment, community,
creative engagement, and regular cycles of exertion and recovery. The pastor who ignores this design is not
being more faithful. He is being more foolish.

What follows is a comprehensive framework for pastoral mental wellness organized around seven essential
domains. These domains are not a checklist — they are a holistic architecture, and they are most effective
when pursued together. Addressing one domain while neglecting the others produces limited and temporary
results. The pastor who exercises regularly but never sleeps, or who has good therapy but no peer
community, or who maintains Sabbath but has no contemplative practice, will find partial protection but not
the sustained wellness that the calling demands.

Domain 1: Professional Therapeutic Support

The single most impactful thing a pastor can do for his mental health is engage in regular, professional
psychotherapy. This is not a popular statement in pastoral culture, where therapy is often viewed with
suspicion as either unnecessary (for the spiritually robust) or dangerous (as an alternative to pastoral care).
Both of these views are wrong, and both of them have contributed to the mental health crisis in ministry.

Therapy provides something that no other relationship in the pastor's life can adequately substitute for: a
completely confidential space with a trained professional whose sole agenda is the pastor's wellbeing.
Unlike the pastoral counseling the pastor provides to others, therapy is entirely for the pastor. Unlike peer
community — valuable as it is — therapy includes clinical expertise, evidence-based interventions, and
systematic assessment. Unlike spouse or family relationships, therapy carries no relational stakes, no risk of
burdening a loved one, and no conflation of the therapeutic process with other relational dynamics.

For pastors specifically, therapy offers several unique benefits beyond general mental health maintenance.
First, it provides a space to process the cumulative traumatic and emotionally demanding experiences of
ministry without burdening others. The pastoral counseling encounters, the deathbed vigils, the conflict
mediations, the confession of sins, the marital crises — all of this material has a weight that accumulates
over time. Therapy is one of the primary mechanisms for processing this weight before it becomes
pathological.

Second, therapy provides a rare opportunity for the pastor to inhabit the role of the one who is helped rather
than the helper. This role reversal is psychologically and spiritually significant. The pastor who is always the
giver, always the one with answers, always the strong one, develops an asymmetrical relational identity that
is both distorted and exhausting. Learning to receive — to be the patient rather than the practitioner —
restores a healthy relational symmetry and often produces insights about the ministry relationship itself.

Third, therapy provides an outside perspective on patterns of thinking, relating, and behaving that the pastor
— embedded within his own ministry context — cannot objectively see. The pastor's ministry context is a
closed system that reinforces its own norms and narratives. An outside therapist, with no stake in the
system and trained in pattern recognition, can identify dynamics that the pastor has normalized but that are
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When seeking a therapist, the pastor should look for several specific qualities. Licensure at the masters
level or above is essential: Licensed Clinical Social Worker (LCSW), Licensed Professional Counselor
(LPC), Licensed Marriage and Family Therapist (LMFT), or doctoral-level psychologist (PhD or PsyD).
Experience with high-achievers, helping professionals, or clergy specifically is highly valuable — a therapist
who understands the unique pressures of pastoral leadership will be more effective than one who must be
educated about the context.

The question of whether the therapist should be a Christian is more nuanced than it might appear. A
Christian therapist who is not clinically skilled is less useful than a secular therapist who is highly competent.
At the same time, for pastors wrestling with theological questions, doubt, or the specific intersection of faith
and mental health, a therapist who understands and respects the Christian framework is genuinely valuable.
The ideal is a therapist who is both clinically excellent and theologically informed — but if forced to choose,
prioritize clinical excellence.

The therapeutic relationship is itself one of the most important variables in therapeutic effectiveness.
Research on psychotherapy consistently shows that the quality of the therapeutic alliance — the sense of
safety, trust, and genuine connection between therapist and client — accounts for a larger portion of
therapeutic outcome than the specific modality used. If after three or four sessions a pastor does not feel
genuinely heard, understood, and respected by his therapist, he should feel free to seek a different one.
Finding the right therapist sometimes takes multiple attempts, and this is a normal part of the process.

Domain 2: Pastoral Peer Community

Research on pastoral wellbeing consistently identifies peer community — specifically, a small group of peer
pastors with whom one can be completely honest — as one of the strongest protective factors against
mental health crises, burnout, and ministry dropout. The mechanism is not complex: human beings are
designed for community, and the specific kind of community most protective against isolation, shame, and
hopelessness is one characterized by mutual vulnerability, genuine understanding, and sustained presence.
Most pastors have the first two elements available to them in congregational relationships. The peer
community provides the third: people who understand the ministry context from the inside, whose
relationship is not complicated by power differentials or pastoral roles, and who are capable of both giving
and receiving at the same level.

A healthy pastoral peer community has several distinguishing characteristics. It is small enough for genuine
intimacy: five to twelve members is typically optimal. It meets with sufficient frequency to sustain genuine
relationship: monthly is a minimum; bi-weekly is better. It maintains strict confidentiality: what is shared in
the group stays in the group, without exception. It includes honest personal sharing, not just ministry
strategy discussion: the group that only talks about church growth and preaching is not functioning as a
genuine support community. It includes prayer that is genuine rather than performative: prayer for each
other's real struggles rather than polished intercession.

The Pastors Connection Network, which provides the context for this resource, exists specifically to facilitate
this kind of peer community for pastors. Its founder, James Bell, built the network around the conviction —
grounded in both research and personal pastoral experience — that the most important thing a pastor can
do for his long-term ministry sustainability is invest in genuine peer community. The pastor who dismisses
this investment as an unaffordable luxury in his busy ministry schedule has likely misunderstood both the
investment and the alternative.
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Domain 3: Physical Health as Spiritual Discipline

The integration of body and mind — recognized in biblical anthropology in the concept of the unified human
person — means that physical health directly affects psychological function, and that psychological suffering
directly affects physical health. The pastor who neglects his physical health is not only damaging his body;
he is impairing his psychological functioning, his emotional regulation, his cognitive capacity, and ultimately
his spiritual life. Conversely, the pastor who attends to his physical health as a spiritual discipline — as the
stewardship of the temple of the Holy Spirit — will find that this investment pays compound interest across
every dimension of his life.

Exercise has been demonstrated in multiple rigorous clinical trials to be as effective as antidepressant
medication for mild to moderate depression, and more effective over the long term for preventing relapse.
The mechanisms are neurobiological: exercise increases brain-derived neurotrophic factor (BDNF), which
promotes neural growth and resilience; it increases serotonin and dopamine availability; it activates the
body's natural stress-regulation systems; and it provides a reliable, healthy experience of embodied
competence and vitality. For a population as depression-prone as clergy, regular exercise is not an optional
personal preference — it is a clinical intervention with evidence behind it.

Sleep is the single most critical physical health variable for mental wellness. Sleep deprivation amplifies
anxiety and emotional reactivity, impairs cognitive function and decision-making, degrades impulse control
and emotional regulation, and increases vulnerability to every mental health condition. Pastors are
chronically sleep-deprived: the demands of Sunday preparation often compress Saturday night; the
post-adrenaline crash of Sunday morning frequently disrupts Sunday night sleep; evening meetings and
pastoral care extend Monday through Friday into the late hours. The pastor who has been chronically
sleep-deprived for years is operating under a neurological handicap that no amount of spiritual discipline or
professional skill can fully compensate.

Nutrition and hydration, while receiving less research attention than exercise and sleep, are nonetheless
significant for pastoral mental wellness. Skipping meals — common among pastors on ministry-intense days
— creates blood sugar instability that directly impairs mood, concentration, and emotional regulation. The
pastor who preaches on an empty stomach or after a nutritionally inadequate week will preach from a
neurologically compromised state. The regular rhythms of adequate, nutritious eating are not
self-indulgence; they are basic maintenance of the instrument through which God's work flows.

Domain 4: Sabbath as Psychological Necessity

The Sabbath command — the fourth of the Ten Commandments — is the most countercultural
commandment in contemporary ministry culture. The idea that the pastor should do absolutely no work one
day out of every seven strikes most pastors and many congregations as luxurious, irresponsible, or
spiritually presumptuous. How can you rest when people are suffering? How can you stop when the
kingdom work demands constant engagement? How can you take a full day off when you are the spiritual
leader of a community that depends on you?

These questions, while understandable, fundamentally misread the Sabbath command. The Sabbath was
not given to people who had completed their work — it was given as a structural rhythm embedded in the
architecture of creation itself. God rested on the seventh day not because he was tired — the omnipotent
Creator does not grow weary — but because rest is part of the design of a good and sustainable created
order. The human person who cannot rest is not more faithful than the one who can. He is more broken —
broken in his understanding of his own finitude, broken in his understanding of God's sovereignty, broken in
his understanding of what the kingdom actually requires.
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Practically, the pastoral Sabbath requires intentional design. It is not simply a day without meetings. Itis a
day explicitly set aside for restoration: time with family, rest, recreation, creative engagement, worship as a
congregant rather than a performer, meals with friends, reading for pleasure, time in nature. It is a day when
the pastor's phone is genuinely off — not on silent but accessible, but off. It is a day when congregants
know not to expect a response, when the study remains closed, when sermon preparation is forbidden.

The objection that "emergencies don't take a day off" is answered by the same observation that applies to
every profession that makes this claim: establishing a clear system for genuine emergencies (a designated
elder or staff member who is the first point of contact on the pastor's Sabbath) ensures that true
emergencies are handled without the pastor becoming the default first responder for every pastoral need.
The vast majority of pastoral "emergencies" can wait twenty-four hours. The ones that genuinely cannot can
be handled by a designated backup. The pastor who has established this system will discover that genuine
Sabbath is not just personally restorative — it is organizationally healthy, because it models for the
congregation what genuine rest actually looks like.

Domain 5: Contemplative Spiritual Practice

The pastor's professional relationship with Scripture and prayer presents a unique spiritual danger: the
instrumentalization of the means of grace. When every Scripture reading is for sermon preparation, every
prayer is public performance, and every spiritual conversation is pastoral care, the pastor can lose — slowly,
almost imperceptibly — his own personal encounter with God. The well does not go empty all at once. It
drains gradually, until one day the pastor finds himself preaching about a God he is no longer genuinely
experiencing, praying words that have lost their authenticity, reading a Bible that has become professional
material rather than living word.

Recovering and maintaining a genuine personal contemplative practice — Scripture and prayer that is for
the pastor himself, not for his congregation — is one of the most important and most neglected dimensions
of pastoral mental wellness. It is important because the pastor's inner life is the source from which his
ministry flows. The pastor who is drawing from an empty well will eventually produce hollow ministry, no
matter how skilled his technique or how rich his historical knowledge of Scripture.

Specific contemplative practices with strong evidence for both spiritual depth and psychological benefit
include the following. Lectio Divina — the ancient monastic practice of slow, prayerful, personally engaged
reading of Scripture — offers a fundamentally different relationship to the text than exegetical study. Rather
than analyzing the text, Lectio invites the text to speak directly to the reader, attending to what words or
phrases resonate, sitting with them in silent prayer, and allowing them to address the reader's actual life
rather than his sermon preparation.

The Examen — the Ignatian practice of daily review — offers a structured framework for noticing God's
presence and absence in the daily rhythms of life. In its classic form, it involves reviewing the day with two
lenses: consolation (moments of joy, peace, connection, meaning — where was God present?) and
desolation (moments of anxiety, emptiness, disconnection, suffering — where did God feel absent?).
Regular practice of the Examen develops a habit of attentiveness to the inner life that is one of the most
valuable skills a pastor can possess — both for his own wellbeing and for his pastoral care of others.

Extended periods of silence and solitude — beyond the brief daily quiet time — are particularly important for
pastors who carry significant emotional weight. Jesus regularly withdrew from the crowds and even from his
disciples for extended periods of prayer, solitude, and silence. These withdrawals were not laziness or
neglect of ministry. They were the means by which he maintained the depth of inner life from which his
ministry flowed. The pastor who cannot maintain genuine inner depth in the constant noise of ministry
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Domain 6: Marriage and Family Health

The pastor's marriage is simultaneously his most important human relationship, his most powerful ministry
testimony, and his most neglected pastoral responsibility. The statistics on pastoral marriages are sobering:
they fail at rates comparable to or exceeding the general population, despite the fact that the pastor's entire
professional message centers on covenant love, forgiveness, and relational health. This discrepancy is not
primarily a character indictment of pastors. It is a structural consequence of a ministry culture that has failed
to protect the marriages of those who serve within it.

The structural threats to pastoral marriages are numerous and well-documented. The ministry consumes the
pastor's time, energy, and emotional capacity, leaving the marriage with insufficient investment in all three.
The pastoral calling creates an identity fusion between the pastor's professional role and personal self that
the spouse does not share — she is not always "the pastor's wife" in the way he is always "the pastor,” and
this asymmetry creates both pressure and disconnection. The confidentiality demands of ministry mean the
pastor cannot share the most significant dimensions of his work life with his spouse — creating a wall of
inaccessibility at the center of the marriage. And the congregation's claims on the pastor's schedule,
attention, and affection often function as a de facto rival for the spouse's place in his life.

Protecting the pastoral marriage requires intentional structural commitments that are maintained with the
same discipline applied to ministry preparation. A weekly protected date night — non-negotiable, on the
calendar, not subject to cancellation for non-emergency ministry demands — is the minimum investment. An
annual couples retreat or intensified marriage investment period is the next layer. Regular couples
counseling — not as crisis intervention but as ongoing maintenance — provides the professional support
that the unique pressures of pastoral marriage require. And explicit, ongoing conversations about the
marriage's health, the spouse's experience of ministry, and the boundaries that need to be maintained
require the same intentionality as any other important pastoral relationship.

Domain 7: Professional Development and Career Sustainability

Long-term pastoral mental wellness includes the professional dimension of the pastor's life: the quality of his
vocational identity, his sense of growth and development, his relationship to his calling over time, and the
structures that support sustainable career functioning. Many pastors operate without any systematic
professional development beyond required denominational continuing education — which means they are
doing the most demanding work of their lives without the benefit of the professional growth infrastructure
that most other professions take for granted.

Pastoral professional development that contributes to mental wellness includes: regular reading that
stretches and refreshes the pastor's intellectual life, including both theological and non-theological material;
annual attendance at conferences that provide inspiration, peer connection, and skill development; formal
mentoring relationships with pastors who are further down the road; peer consultation on pastoral
counseling cases (with appropriate confidentiality protections); and regular assessment of vocational health
— honest evaluation of whether the current assignment is the right fit, whether the current life structure is
sustainable, and whether adjustments are needed.
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Section 4: Crisis Response — When Breaking Point Comes
|Recognizing and Responding to Mental Health Crisis

Despite every preventive measure and every wellness practice, crisis will come. This is not pessimism — it
is realism grounded in the biblical account of human experience and in the documented reality of pastoral
ministry. The question is not whether a pastor will face a mental health crisis during his years of ministry. For
most pastors, the question is when, how severe, and whether the structures and relationships in place will
allow for early intervention or will require crisis to reach catastrophic proportions before it is addressed.

Understanding what a genuine mental health crisis looks like — as distinguished from a difficult season or a
demanding period — is the first step toward responding appropriately. A mental health crisis is not feeling
tired, not having a hard week, not going through a challenging stretch in ministry. A mental health crisis
involves a significant, persistent deterioration in functioning that requires immediate professional
intervention. The distinction matters because applying crisis-level responses to normal pastoral difficulty
generates unnecessary alarm, while failing to recognize a genuine crisis leads to delayed intervention and
worsened outcomes.

4.1 Warning Signs of Approaching Crisis

Mental health crises in pastors rarely arrive without warning signs. The warning signs are often dismissed,
minimized, or rationalized — but in retrospect, they are almost always identifiable as precursors to the crisis
that followed. Developing the capacity to recognize these warning signs — in yourself and in pastoral
colleagues — is one of the most valuable skills a pastor can develop.

EMOTIONAL WARNING SIGNS include: persistent sadness or emptiness that extends beyond situational
grief; pervasive irritability or anger that is disproportionate to triggers; emotional numbness or detachment —
a loss of the ability to feel genuine emotion; recurrent thoughts of death or dying; active suicidal ideation
(thoughts of killing oneself); inability to experience joy or pleasure in activities that previously provided them;
overwhelming anxiety that is constant rather than situational; and episodes of intense emotional
dysregulation — panic, rage, profound despair — that are out of character.

BEHAVIORAL WARNING SIGNS include: significant changes in sleep patterns (sleeping much more or
much less than usual); significant changes in appetite and weight; withdrawal from relationships and
activities; increased use of alcohol or other substances; neglect of previously important responsibilities;
inability to perform basic professional functions; increasingly poor decision-making; and unusual secrecy or
evasiveness.

COGNITIVE WARNING SIGNS include: inability to concentrate or complete tasks; persistent negative
thoughts about self, world, and future (the cognitive triad of depression); distorted thinking patterns including
catastrophizing, personalization, and all-or-nothing thinking; difficulty making decisions; persistent thoughts
of worthlessness or hopelessness; and in severe cases, paranoid or distorted perceptions of reality.

RELATIONAL AND MINISTRY WARNING SIGNS include: growing cynicism about ministry and the
congregation; increasing difficulty caring about pastoral encounters; neglect of sermon preparation that was
previously taken seriously; avoidance of pastoral care responsibilities; damaged or deteriorating key
relationships (marriage, staff, elder board); inability to be present in pastoral conversations; and the feeling
of going through ministry motions without any genuine inner engagement.
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4.2 Suicidality in Pastoral Ministry

Suicide among pastors and clergy is the most severe possible outcome of untreated pastoral mental health
crisis, and it deserves explicit, non-euphemistic discussion. The rates of suicidal ideation among pastors are
significantly higher than is commonly acknowledged. One study found that 14% of pastors had experienced
suicidal thoughts connected to their ministry. Actual suicide among clergy does occur, and every such death
represents a catastrophic failure of the support systems that should have intervened before crisis reached
that point.

It is important for every pastor to understand the difference between passive suicidal ideation (thoughts of
death or dying, wishes to not exist, without specific plan or intent) and active suicidal ideation (specific
thoughts of killing oneself, with or without a specific plan). Both warrant immediate professional attention.
Passive ideation is more common and often normalized among people who are severely depressed — the "I
just don't want to be here anymore" thought that visits the exhausted pastor on a difficult Sunday night. It is
not safe to ignore, even when it feels less urgent than active ideation.

IF YOU ARE EXPERIENCING SUICIDAL THOUGHTS RIGHT NOW

Please contact the 988 Suicide and Crisis Lifeline by calling or texting 988. You can also text HOME to
741741 to reach the Crisis Text Line. Or go directly to your nearest emergency room. Your life matters

more than your ministry. There is help available, and what you are experiencing is treatable. Please
reach out now.

The pastor who is concerned about a colleague exhibiting warning signs of suicidal ideation should not wait
for the crisis to become unmistakable. Ask directly: "Are you having thoughts of hurting yourself or ending
your life?" Research consistently shows that asking this question directly does not plant suicidal ideas — it
opens the door for the person to speak honestly about what they are experiencing, often for the first time.
Do not leave the person alone if you believe they are in immediate danger. Help them access professional
care immediately.

4.3 The Conversation With Your Leadership

One of the most feared but often most liberating actions a pastor in crisis can take is to have an honest
conversation with his leadership about what he is experiencing. The barriers to this conversation are real
and understandable: fear of losing one's position, fear of congregational instability, fear of being seen as
unqualified, fear of the personal cost of disclosure. These fears have been confirmed by enough real-world
pastoral experiences to make them rational.

And yet the data on what actually happens when pastors disclose their struggles to healthy leadership
boards is more encouraging than the fears suggest. The vast majority of boards that are presented early,
honestly, and with a plan — by a pastor who has already begun addressing his mental health challenges —
respond with genuine compassion, practical support, and collaborative problem-solving. The boards that
respond destructively to pastoral disclosure are typically those that are presented with disclosure as a crisis
rather than a preemptive sharing, or those whose relational culture was already characterized by mistrust
and performance-over-people values.

Preparing for the leadership conversation involves several steps. First, begin addressing the mental health
challenge before the conversation — engage a therapist, contact your denomination's care program, reach
out to a trusted peer. When you go to your board, you should be able to say not only "I am struggling" but
"here is what | am already doing about it." This demonstrates the seriousness and agency that leadership
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Third, be specific without catastrophizing. "I have been experiencing symptoms of depression for the past
several months and have recently started therapy" is both honest and non-catastrophic. It names the reality
clearly without overstating it. It models the kind of honest, precise communication that healthy leadership
boards can work with. Fourth, come with a practical request: "l would appreciate your prayers and your
partnership in figuring out what adjustments, if any, my schedule or responsibilities might need during this
period.” This framing invites collaboration rather than placing all the burden on the leadership to figure out
the response.

4.4 Taking a Sabbatical for Mental Health Recovery

The pastoral sabbatical — an extended leave from ministry responsibilities for restoration, reflection, and
renewal — is one of the most underutilized and most needed interventions available to pastors in serious
mental health crisis. A sabbatical differs from a vacation in that it is intentional, structured, and oriented
toward specific goals of restoration and renewal. It differs from a forced leave in that it is, ideally, proactively
taken before crisis reaches catastrophic proportions.

The length of a mental health sabbatical depends on the severity of the presenting condition. Mild to
moderate depression or burnout may be addressed by a four- to eight-week leave during which the pastor
intensifies therapy, rest, and restoration. More severe conditions may require three to six months of
intentional separation from ministry responsibilities. In cases of acute crisis or moral failure, even longer
periods of structured restoration may be necessary.

During a mental health sabbatical, the pastor should: maintain regular therapeutic appointments (increasing
rather than reducing frequency during this period); engage in the physical health practices — exercise,
sleep, nutrition — that have often been neglected during the ministry season that precipitated the crisis;
invest intentionally in the marriage and family relationships that have been underfunded; engage in creative,
restorative activities that have been crowded out by ministry demands; read, pray, and engage Scripture for
personal nourishment without the pressure of production; and resist the temptation to return to ministry
before genuine restoration has occurred.

4.5 The Theology of the Pastoral Crisis

Every pastor in mental health crisis will eventually face the theological question: What does this mean?
Does my depression mean that God has abandoned me? Does my burnout mean | was never truly called?
Does my anxiety mean that my faith is insufficient? Does my crisis mean that | am disqualified from
ministry? These questions are not peripheral — they are central to the pastoral mental health experience,
and how they are answered will shape the trajectory of recovery.

The biblical and theological answer to all of these questions is a clear, unqualified no. The theological
tradition offers instead a framework that has been described by various theologians as the "paschal pattern
— the pattern of death and resurrection that runs through all of Christian experience. The crisis is not the
end of the story. The collapse is not the final state. The darkness is real, and it must be inhabited honestly
rather than bypassed through premature resurrection — but it is not ultimate. The same God who raised
Jesus from the dead raises burned-out pastors. The same Spirit who breathed life into dry bones breathes
life into depleted ministers. The same grace that is sufficient for Paul's thorn is sufficient for every pastor's
crisis.

livewellbyjamesbell.com | © James Bell | Pastors Connection Network




LIVEWELL BY JAMES BELL

Paul's testimony in 2 Corinthians 12 deserves extended reflection for every pastor in crisis: "A thorn was
given me in the flesh, a messenger of Satan to harass me, to keep me from being too elated. Three times |
pleaded with the Lord about this, that it should leave me. But he said to me, 'My grace is sufficient for you,
for my power is made perfect in weakness.' Therefore | will boast all the more gladly of my weaknesses, so
that the power of Christ may rest upon me." The thorn is real. The suffering is genuine. The prayer for its
removal is faithful. And the answer is not healing but sustaining grace — a grace that does not eliminate the
weakness but transforms it into the very medium through which God's power operates most visibly.

But he said to me, "My grace is sufficient for you, for my power is made perfect in weakness."
Therefore | will boast all the more gladly of my weaknesses, so that the power of Christ may rest upon
me. For the sake of Christ, then, | am content with weaknesses, insults, hardships, persecutions, and
calamities. For when | am weak, then | am strong.
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Section 5: Building a Mentally Healthy Church Culture
|When the Pastor Leads the Way

The pastor's own mental health journey — to the extent he chooses to make it public — has the potential to
become one of the most transformative pastoral acts of his ministry. Research on mental health stigma
reduction consistently demonstrates that personal disclosure from trusted authority figures is the single most
effective intervention for reducing stigma in communities. When a pastor says from the pulpit, with
appropriate vulnerability and without catastrophizing, "I have been in therapy, and it has changed my life and
deepened my ministry," he gives permission to hundreds of struggling congregants to do the same.

This is not a mandate for pastoral self-disclosure that violates appropriate professional boundaries or
burdens the congregation with more than they need to know. It is an invitation to the kind of honest,
humanizing pastoral communication that builds trust, models health, and dismantles the silence around
mental health that protects shame rather than people. The pastor does not need to share every detail of his
mental health journey. He needs to share enough to communicate: | am human. | have struggled. | have
sought help. The help worked. And you can do the same.

5.1 Preaching That Breaks the Silence

One of the most significant things a church can do to create a mentally healthy culture is preach explicitly
and regularly on the biblical accounts of struggle, depression, doubt, and despair — not as cautionary tales
of faithlessness but as testimonies of God's faithfulness in the darkest places of human experience. The
Psalms alone provide a curriculum for this preaching: at least a third of the 150 psalms are lament psalms,
which means that the inspired hymnbook of Israel is overwhelmingly characterized by honest expressions of
suffering, complaint, and desperate need.

Preaching the lament psalms honestly — without domesticating their raw anguish, without prematurely
resolving their dissonance, without adding pietistic endings that the texts themselves do not provide — is
one of the most radical and most needed acts of pastoral proclamation. Psalm 88 ends with the word
"darkness" — it is the only psalm in the canon that offers no resolution, no turning of lament to praise, no
final word of faith. Preaching Psalm 88 honestly communicates to the congregation: the Bible makes room
for your suffering, even when it does not resolve it. God can hold your darkness. This community can hold
your darkness. You do not have to perform well-being in order to belong here.

5.2 Structural Elements of a Mentally Healthy Church

A mentally healthy church is not one that has achieved a particular therapeutic standard or whose members
score well on depression inventories. It is one whose culture — its unspoken norms, its communal practices,
its relational patterns — creates conditions in which mental health struggles can be acknowledged honestly,
addressed compassionately, and supported sustainably. Creating this culture requires attention to multiple
structural elements simultaneously.

CONGREGATIONAL CARE TEAMS with mental health professionals. Many churches benefit enormously
from including licensed counselors, social workers, psychologists, or therapists on their pastoral care teams
— not to replace pastoral care but to complement it and to provide appropriate clinical support. When the
congregation knows that mental health professionals are part of the church's care infrastructure, the barrier
to seeking help is significantly reduced. The implicit message is: mental health care is as normal here as
physical health care.
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MENTAL HEALTH RESOURCE LIBRARY AND REFERRAL NETWORK. Every church should have a
curated list of vetted, trusted local mental health professionals to whom they can make referrals. This list
should be maintained and updated regularly, should include professionals with a range of specializations
(trauma, addiction, eating disorders, marriage and family, child and adolescent mental health), and should
be easily accessible to pastoral staff and congregants. The pastor who must start from scratch to find a
therapist referral when a congregant is in crisis is less effective than the one who can reach for a prepared
list.

REGULAR MENTAL HEALTH EDUCATION PROGRAMMING. Annual or semi-annual educational events on
mental health topics — hosted by the church, led by qualified professionals, and explicitly framed within a
gospel context — normalize mental health conversations and provide practical resources to congregants
who might not otherwise access them. Topics might include: understanding depression and anxiety;
supporting a family member with mental illness; trauma and recovery; the role of faith in mental health; and
specific topics relevant to the congregation's demographics (parenting, adolescent mental health, senior
mental health, etc.).

A VISIBLE COMMITMENT TO PASTOR WELLBEING. Congregations that genuinely care about pastoral
mental health demonstrate that care structurally: they establish clear Sabbath protections for their pastor;
they provide sabbatical policies and enforce them; they include mental health care in the pastoral
compensation package; they ask regularly and genuinely about the pastor's wellbeing in board meetings;
and they create a culture in which pastoral struggle can be shared with leadership without fear of punitive
consequences.

5.3 Training Leaders to Recognize and Respond to Mental Health Crises

The most immediate mental health intervention most people receive is not from a mental health professional
— it is from a trusted person in their life who notices something is wrong and responds with care. In a
church context, this means that trained lay leaders — small group leaders, deacons, pastoral care
volunteers — who know how to recognize the signs of mental health distress and respond with appropriate
care and connection to resources are among the most important mental health assets a congregation can
have.

Mental Health First Aid training — an internationally recognized evidence-based program that teaches lay
people to recognize, respond to, and connect people in mental health crisis to appropriate care — is
available through most major health systems and online. Training a cohort of church leaders in Mental
Health First Aid is a relatively modest investment with significant potential impact. The local church whose
lay leaders know how to have a supportive conversation with a struggling congregant, assess for safety risk,
and make an appropriate referral is serving its community in a genuinely important way.

5.4 Destigmatizing Medication

The question of psychiatric medication deserves explicit pastoral engagement, because misinformation and
stigma around medication are among the most common barriers to effective treatment for mental health
conditions in religious communities. Many Christians have been taught — explicitly or implicitly — that
taking medication for a mental health condition represents a failure of faith, a distrust of God's sufficiency, or
an inappropriate reliance on secular medicine rather than spiritual resources.

This teaching is not only theologically unsound — it is pastorally harmful. The brain is an organ. It is subject
to the same range of dysfunction as every other organ in the created, fallen human body. Just as the
diabetic who takes insulin is not showing insufficient faith in God's healing power, the pastor with clinical
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Psychiatric medications are not magic, and they are not without side effects or risks. They work best when
combined with therapy and lifestyle change. Finding the right medication and the right dosage often requires
patience and adjustment. Some people respond well; others do not respond or experience significant side
effects. A psychiatrist — rather than a primary care physician — is best equipped to manage complex
psychopharmacological decisions. But for many pastors with clinical depression, anxiety disorders, OCD, or
PTSD, medication is a legitimate, evidence-based, God-honoring part of a comprehensive treatment
approach.
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Section 6: The Long Road — Recovery, Restoration, and
Renewed Ministry

|Coming Back — and Coming Back Differently

Recovery from a serious mental health crisis in ministry is not a return to the person you were before the
crisis. It is a transformation — sometimes painful, always significant — that produces a different pastor than
the one who went in. This is not a consolation prize for those who have suffered. It is a theological reality
grounded in the paschal pattern of Christian experience: death and resurrection do not produce the same
thing that was there before. They produce something transformed.

The pastor who returns to ministry after a genuine reckoning with depression, burnout, trauma, or crisis
brings something that cannot be produced any other way: a first-hand knowledge of the darkness, a tested
faith that has survived the valley, and a compassion for the suffering of others that is grounded in genuine
empathy rather than theoretical understanding. These qualities are not incidental to effective pastoral
ministry — they are central to it. The congregation that has watched their pastor walk through suffering and
emerge with his faith intact has witnessed one of the most powerful testimonies to the gospel that any of
them will ever see.

6.1 Markers of Genuine Recovery

Recovery is not simply the remission of symptoms — the absence of depression, the quieting of anxiety, the
end of the acute crisis. Genuine recovery includes the restoration of meaningful functioning across multiple
domains: the ability to find genuine joy and meaning in ministry (not just perform it), restored relational
capacity and depth, stable sleep and physical functioning, the ability to engage difficult pastoral situations
without being destabilized, and a renewed rather than merely resumed relationship with God.

Genuine recovery also includes structural change — the modification of the habits, boundaries, and ministry
culture elements that contributed to the crisis in the first place. The pastor who returns to ministry after
burnout without changing anything about his schedule, his availability policy, his Sabbath practices, or his
peer community is not in recovery — he is in remission, with the next crisis already in progress. Recovery
that produces lasting change requires honest assessment of what contributed to the crisis and deliberate
restructuring of the conditions that allowed it to develop.

6.2 Returning to Ministry After Crisis

The return to full ministry after a mental health crisis or sabbatical should be gradual, carefully supported,
and clearly communicated. A phased return — beginning with reduced responsibilities and hours, with
regular check-ins with leadership and the therapist — is generally healthier than an abrupt full return. The
congregation benefits from clear, appropriately honest communication about the pastor's return, including
acknowledgment of the time away and expression of the pastor's renewed commitment to health and
ministry.

The pastor's first sermons after returning from a mental health crisis are among the most powerful he will
ever preach — if he preaches them honestly. The congregation that has been wondering what happened,
that has been carrying its own anxieties about the church's future, that has been praying for its pastor,
deserves to hear something real. Not oversharing, not catastrophizing, not self-focused. But honest,
grounded in the pastoral experience, theological, and full of the hard-won hope that genuine crisis produces.
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6.3 The Ministry of the Wounded Healer

Henri Nouwen's concept of the "wounded healer" — the insight that the pastor's own wounds, when
acknowledged and integrated rather than concealed, become the very medium through which God's healing
flows to others — is one of the most important pastoral theological contributions of the twentieth century. It
names something that every honest pastor eventually discovers: that his suffering does not disqualify him
from ministry. It equips him for a kind of ministry that the unbroken cannot offer.

The pastor who has sat under the broom tree and asked God to take his life can sit with the congregant
under her own broom tree with a presence that is qualitatively different from any pastoral presence that has
only known health. The pastor who has wept in his car after the Sunday morning performance and driven
home to a family he has been neglecting can counsel the struggling marriage with a truth born from personal
reckoning rather than textbook knowledge. The pastor who has faced his own addiction, his own
depression, his own spiritual bankruptcy can preach grace with an authority that comes not from theological
education but from having desperately needed it himself.

Blessed be the God and Father of our Lord Jesus Christ, the Father of mercies and God of all comfort,
who comforts us in all our affliction, so that we may be able to comfort those who are in any affliction,
with the comfort with which we ourselves are comforted by God.

"The pastor who has suffered deeply and honestly — who has named the darkness, sought genuine help, and
found grace sufficient — preaches the gospel with an authority that no unbroken man can match. Your wounds
are not liabilities. They are credentials." — James Bell
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Section 7: Resources, Appendices & Action Plans
|Appendix A: Mental Wellness Action Plan for Pastors

The following action plan is designed to help pastors assess their current mental wellness practices and
identify specific, concrete next steps. It is not a comprehensive clinical tool — it is a practical starting point.
Work through it honestly, preferably with a therapist, a trusted peer, or your spouse.

Step 1: Honest Self-Assessment

Rate each of the following on a scale of 1-5, where 1 = completely neglected and 5 = well-established and

consistent.

1. Therapy: | am currently engaged in regular professional psychotherapy or counseling. Rating:

2. Peer community: | have a regular peer community of pastoral equals with whom | am genuinely honest.
Rating:

3. Physical health: | exercise regularly, sleep 7-8 hours, and maintain basic nutritional rhythms. Rating:

4. Sabbath: | take a genuine, full day off each week that is truly restorative. Rating:
Contemplative practice: | have a personal spiritual practice that is not for sermon prep. Rating:
6. Marriage/family: My marriage and family relationships are adequately protected and invested in. Rating:

7. Professional development: | am growing, learning, and investing in my professional formation. Rating:

SteFZ: Identify Your Lowest Score

Your lowest score(s) identify your highest-leverage intervention point. Rather than trying to improve
everything at once — which typically produces temporary adjustment and eventual reversion — focus your
initial energy on the domain where improvement will have the greatest impact on your overall wellness.

Step 3: Create a Specific, Time-Bound Action

For each domain rated 1-2, write a specific action you will take in the next two weeks. Not a vague intention
("l should find a therapist") but a specific, actionable commitment ("l will contact three therapists from the
referral list this Thursday and schedule consultations with at least two of them within the next two weeks").

Appendix B: Crisis Contacts and Resources

988 Suicide and Crisis Lifeline: Call or text 988 (available 24/7)

Crisis Text Line: Text HOME to 741741

Pastoral Care Inc.: pastoralcareinc.com — pastoral counseling and support

Focus on the Family Counseling Referral: 1-855-771-HELP (4357)

National Alliance on Mental lliness (NAMI): nami.org / 1-800-950-NAMI (6264)

Pastors Connection Network: livewellbyjamesbell.com — peer community and resources

Appendix C: Recommended Reading

The following resources are recommended for pastors engaging with mental health in ministry. They are not
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"The Anxious Pastor" — various resources on pastoral anxiety and coping

"The Wounded Healer" by Henri Nouwen — the foundational text on ministry from the place of
woundedness

"Soul Keeping" by John Ortberg — pastoral formation and the care of the inner life
"Running on Empty" by Fil Anderson — burnout and spiritual renewal in ministry

"The Dark Night of the Soul" by St. John of the Cross — the classic mystical account of spiritual
desolation and renewal

"Emotionally Healthy Spirituality” by Peter Scazzero — emotional health and spiritual maturity

A Final Word: The Pastor Who Endures

The pastoral calling is not a sprint. It is not even a marathon. It is a long-distance journey that spans
decades, demands everything the pastor has, and asks him to give it again tomorrow. The pastor who
endures is not the one who is strongest, most gifted, most disciplined, or most spiritually extraordinary. He is
the one who has learned to be honest about his limitations, to build the structures that sustain him, to seek
help when he needs it, to rest when he must, and to return again and again to the God who called him —
not as a performance of faithfulness, but as a desperate, genuine dependence on the one whose strength is
made perfect in weakness.

The mental health of the pastor is not a secondary concern in the economy of the kingdom. It is primary. A
church led by a pastor who is genuinely well — not performing wellness but actually cultivating it — is a
church with a more powerful witness to the gospel than any program, any production, or any preaching
technique can provide. When the congregation watches their pastor face his own darkness with honesty and
emerge with faith intact, they see the gospel enacted in the most compelling form available: a real human
being, genuinely broken, genuinely graced, genuinely sustained.

That pastor can be you. Not the invulnerable pastor you thought the calling required. Not the pastor who has
all the answers and never shows the strain. But the pastor who has been to the broom tree, who has asked
God to let him die, who has heard the gentle voice: "Arise and eat. The journey is too great for you." And
who has arisen. And eaten. And gone in the strength of that meal for forty days — and forty more.

The LORD is my shepherd; | shall not want. He makes me lie down in green pastures. He leads me
beside still waters. He restores my soul.

"God does not call the equipped. He equips the called — and part of that equipping is the mercy to break us
open to our need for him, for each other, and for the care that makes sustainable ministry possible." — James
Bell, Pastors Connection Network
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