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      This book has been a work in progress since the mid-1990s, when the Diagnostic and Statistical Manual of Mental Disorders (DSM) of the American Psychiatric Association was published in its fourth edition. It was at that time that the three of us came together in initial discussions about what it means to think as Christians about psychopathology. One of our favorite discussions took place, memorably, during a kayak trip to Door County, Wisconsin. Rich, who at that time was professor and mentor to Barrett and Mark in their graduate studies, had a passion for adventure in God’s creation and (like his professor and mentor Newton Maloney, who took Rich and a group of his fellow students on mountain-climbing expeditions) for deep conversations about life and faith that could be explored in such contexts untethered by the distractions of daily life. On that trip we wrestled with our questions and hopes for the work of caring for those who are people in pain. And, as has been true throughout the centuries for people of faith, we engaged in the intergenerational process of seeking and passing on understanding about the nature of human suffering and hope for healing.


      We wrote this book to sort out the convictions that emerged from that conversation and many others since about integration of faith in the study of psychopathology, desiring to engage other Christians in a dialogue about ways of thinking about categories of human suffering (diagnosis and psychopathology) through the eyes of faith. Rather than creating a radically new approach to the study of psychopathology, we wanted to draw attention to the resources already present in historical pastoral care, including an understanding of sin and its relation to contemporary categories of psychopathology.


      To do this, we took several steps. The first was to consider ways in which the church has historically approached symptoms of psychological and spiritual concerns that are in some ways evident in contemporary nosologies. The next step was to clearly explain what we know about psychopathology from the best scientific studies conducted to date. We attempted to summarize existing explanatory frameworks—ways in which professionals today tend to make sense of symptoms of psychopathology. An additional step involved reflecting on these explanatory frameworks in an intentional manner—to think truly and thoroughly Christianly in our analysis of contemporary psychopathology, and to do so in a way that would help other Christians in the field move forward in the task of integration.


      This book is intended for a broad audience that includes students and clinicians in the mental health fields (e.g., psychology, counseling, social work, marriage and family therapy, and so on), pastors, and ministers of pastoral care.


      

        OVERVIEW 


        As we mentioned, we wrote this book in the wake of the publication of the fourth edition of the DSM. In 2013, the American Psychiatric Association released DSM-5, containing numerous substantive changes to the diagnostic categories of the previous edition. We decided to revise this book partly to align it with the changes in the DSM system and partly due to changes in the ways we think about some of the disorders codified in the DSM. We have also changed our thinking about how we structured some of the chapters in the first edition.


        The book is now divided into three parts. In part one, “Historical and Contemporary Categorization” (chapters one through five), we set the stage for discussion of the major symptom presentations as organized by the DSM. Chapter one addresses the various ways in which the authors of the Scriptures and pastoral theologians throughout history have classified the “wounds of the soul.” In chapter two, we explore the various ways in which the disciplines of contemporary mental health have classified human suffering. Chapters three and four address the multifaceted nature of the foundations of psychopathology in biological and sociocultural realities. Chapter five, “Sin and Psychopathology,” is our effort to unpack the implications of sin in the study of psychopathology from a Christian perspective.


        Part two of the book, “The Psychopathologies: Categories of Psychological Problems” (chapters six through sixteen), devotes one chapter to each of the major symptom presentations discussed in contemporary psychopathology (e.g., problems of mood). Each chapter contains a brief introduction to the problems in that category cluster, followed by an overview of the disorders in contemporary classification, including research on etiology, treatment and prevention. We then offer an appraisal of the problems in that cluster in light of themes from pastoral care literature and integrative themes, tying the discussion back to the foundational chapters from part one of the book.


        Part three (chapter seventeen) reflects our desire to cast a vision for Christian mental health professionals and for the pastoral care ministries of the church in light of the imperfect systems of classification available to us. In this book, we hope to bring together the best resources from the church and the best understandings from science and clinical practice.
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    Why begin a book on modern psychopathologies with a chapter on historical pastoral care? Though the value of pastoral care for the life and ministry of the church may be obvious, what does it have to do with “modern psychopathologies”? What does historical pastoral care have to do with struggles people have with anxiety, depression or substance abuse? Pastoral care, also often referred to as the ministry of the “care” or “cure” of souls, has been described as “helping acts, done by representative Christian persons, directed toward the healing, sustaining, guiding, and reconciling of troubled persons whose troubles arise in the context of ultimate meanings and concerns” (Clebsch & Jaekle, 1964). Throughout Christian history, “representative Christian persons” have sought to understand the “troubles” of the persons under their care and respond with wise care and counsel. Those providing this care throughout the centuries have contributed to the development of ways of understanding human suffering and helpful responses to that suffering. This work of categorizing and responding is not dissimilar to the processes at work in the development of the contemporary field of psychopathology. Furthermore, those contributing to this developing nosology in pastoral care have most often interacted with contemporary understandings of human suffering accepted in the broader culture, thinking integratively about this task.


    

      In every historic epoch, pastoring has utilized—and by utilizing has helped to advance and transform—the psychology or psychologies current in that epoch. . . . Nowhere in history has Christianity adumbrated solely from its own lore a distinct psychology, either theoretically or popularly understood. To appreciate traditional pastoring is to stand ready to adopt and adapt current psychological insights and applications without abdicating the distinctly pastoral role. (Clebsch & Jaekle, 1964, pp. 68-69)


    


    We are committed to this ideal of integrative and collaborative study in the work of understanding the sufferings of persons. As we will explore in this chapter, Christian history has much to offer contemporary understandings of human suffering; however, the work of integration and collaboration has not always been well received by the broader culture. Ours is such a time, and our hope is that this book will contribute to changing that.


    This book is about psychopathology, defined by the American Psychological Association as “the area of psychological investigation concerned with understanding the nature of individual pathologies of mind, mood, and behavior” (APA, 2015). The history of the mental health field, from its origins in Greek philosophy to the development of contemporary theories of psychotherapy, reveals an intensifying focus on systematic understandings and categorizations of the problems people experience in their psychological health (see Jones & Butman, 1991). This field of study provides the basis for the diagnostic categories and terminology used by contemporary health and mental health providers worldwide (accepted most widely in the DSM and ICD [International Classification of Diseases, World Health Organization] systems). These diagnostic categories have evolved through numerous iterations and revisions and continue to do so as theories mutate, societal values change, and continuing research offers a greater breadth of understanding. However, notably absent from these systems is any attention to spirituality or religious understandings of health and suffering.


    The word “psychopathology” is a derivative of three Greek words: ψυχή (psychē), πάθος (pathos) and λόγος (logos)—which translated literally would be something like “soul suffering study.” Modern psychopathology, as defined above by the APA, has a more reductionistic focus limited to the study of “mind, mood and behavior.” It is our belief that the task of Christians in the mental health fields and pastoral ministry is to think more holistically about human suffering and to integrate the understandings of classic Christian literature with that of contemporary research and practice in psychopathology. We believe that the history of pastoral care provides us with insights into the human condition that predate contemporary psychology and specific theories of psychopathology. Further, we believe that Christians interested in the study of human experience, including various dysfunctions and psychopathologies, need to be informed by these insights and pastoral reflections on the experiences of “troubled persons” and the church’s concern for their everyday and ultimate needs.


    Historical pastoral care and reflection was quite different from what we think of as modern psychology. It was based chiefly on reflection and deduction from principles derived from Scripture and pastoral experience, whereas the modern psychologies, while also indebted to reflection and theorizing, are grounded more in behavioral science investigation characterized by inductive, empirical study. In other words, the pastoral language, categories and methodologies for understanding human experiences are significantly different from those used by contemporary mental health professionals. These differences led to the neglect of historical pastoral care, in part out of disdain for premodern wisdom and its tendency to privilege reductionism, naturalism and empiricism (Oden, 1980). Although much has been gained through advances in the behavioral sciences, we wish to make connections that have been all but lost as Christians attempt to think as Christians about contemporary mental and spiritual health concerns. Toward that end we consider historical pastoral care and the insights of pastoral writers on the human condition.


    From the church’s birth at Pentecost, its writings bear witness to the significance given the task of care for one another and especially for those in need. Recognition is given not only to the importance of this work but also to the knowledge and skill needed to provide care to those who are suffering. Christ and his apostles laid the foundation for a church committed to the care of each member and instructed believers to make this a central aspect of life within the body of Christ. The early church fathers taught about the need for “physicians of the soul” skilled in the care of those whose woundedness hindered their faithful obedience to Christ or deprived them of fullness of life in the community of faith (Clebsch & Jaekle, 1964). For example, Origen wrote in the third century that Christians should look carefully for a “physician” of souls to whom they could confess their sin and “lay bare the cause of [their] ailment, [one] who knows how to be infirm with the infirm” (quoted in Kemp, 1947, p. 27). Similarly, in the fourth century, John Chrysostom wrote, “So the shepherd needs great wisdom and a thousand eyes, to examine the soul’s condition from every angle . . . [and] must not overlook any of these considerations, but examine them all with care and apply all his remedies appropriately for fear his care should be in vain” (Chrysostom, 1977, chap. 2, sec. 4, p. 58). Throughout the history of the church, this ministry of soul care has been central to its life and mission.


    In our day, pastors, elders, ministry leaders and Christian mental health professionals, in their desire to better understand how and why people hurt and ways to be helpful in response to their pain, have sought to understand the diagnostic categories of psychopathology and to appraise them in light of the truths of the Scriptures and the teachings of the Christian church. It is our hope that this book will serve as a resource to those who wish to better grasp this integrative endeavor and as a guide to those who wish to join in the ongoing task of understanding the nature of human suffering and responding to those in distress.


    Western society’s growing fascination with popular psychological understandings of the person has catapulted concern about psychopathology and wounds of the soul into the mainstream. Many people when faced with emotional problems will turn to mental health professionals to sort out the complexities of their concerns. Symptoms are almost without exception organized and conceptualized with reference to contemporary diagnostic nosology (e.g., the Diagnostic and Statistical Manual of Mental Disorders, APA, 2013), and this may inform case conceptualization and treatment planning, though it may also foreclose prematurely on other resources, including those found within the historical pastoral care literature. As Oden observes, “It is time to listen intently to the scriptural text and early Christian writers. It is time to ask how classical Christianity itself might teach us to understand the providence of God in the midst of our broken and confused modern situation” (1991, p. 36).


    It is toward this end of “listening intently” to the Scriptures and the voices of Christians who have gone before us and paved the way for our understanding of human experience that we consider the historical ministry of pastoral care and understandings of “soul suffering” that emerge from its literature. Unfortunately, contemporary societal trends toward reductionistic understandings of human experience, coupled with numerous other forces such as the advancement of the empirical study of human behavior, have led to the segregation of psychological and spiritual aspects of care and understandings of mental and emotional suffering. We will address this concern following a brief exploration of biblical foundations for soul care and an overview of the literature of pastoral care.


    

      SCRIPTURAL FOUNDATIONS


      The Scriptures, of course, do not use the language of contemporary psychopathology. Furthermore, it is not the intent of any of the biblical writers to offer a systematic categorization of psychological dysfunctions. Therefore we must be careful not to look to the Scriptures to find evidence of “God’s view” of psychopathology. It apparently was not the intent of the authors of the Scriptures to teach us the exact nature and breadth of our psychological functioning. However, in many places the Scriptures do offer instruction about the nature of our human condition before God and before one another. These truths have tremendous bearing on our understanding of issues related to psychopathology, and these teachings laid a foundation for the development of the church’s understanding and approach to human suffering and eventual categorizations of these experiences.


      A number of theological truths emerging from the pages of the Scriptures have bearing on our understanding of these issues. These include the nature of humans as created beings and image bearers of God and the impact of sin on that nature. These truths also include teachings about the church’s response to the suffering that results from the evil that is now part of this world.


      The nature of humans. It is beyond the scope of this book to offer a comprehensive theological anthropology. However, we affirm the Christian view that human beings are created by God, that they are “created persons,” to use Hoekema’s phrase (1986, p. 6). That is, human beings are dependent on God (created) while relatively independent and capable of making decisions and setting and meeting various goals (persons).


      Also, to be human is to be created in the image of God (imago Dei). Numerous scholars have proposed various ways we image God—through reason, will, the soul, relationality and so on—but suffice it to say that there are many aspects of human nature and being that set us apart from other creatures and seem to reflect something of who God is. There may be many facets to human beings’ imaging of God, and we affirm that God intended from creation to set humanity apart for his purposes.


      As created persons, as image bearers of God and in a number of other ways, human beings, whether or not they acknowledge it, are always in relation to God and to transcendent reality. We assume, then, that God created human beings to function in certain ways and that those functions include both “internal” thoughts, feelings and the experience of one’s conscience and “external” behaviors and ways of relating to others. When we are not functioning properly, we place ourselves at risk of spiritual, emotional and physical health concerns, and these domains are not discrete but interrelated and complex.


      The impact of sin. Although we were created as image bearers of God and were made in relation to him, we exist in a fallen state. This fallen condition is referenced by Paul in Romans: “Sin entered the world through one man, and death through sin, and in this way death came to all people, because all sinned. . . . Through the disobedience of the one man the many were made sinners” (Rom 5:12, 19). Sin refers to both a state (of fallenness) and specific acts. We have all “sinned and fall short of the glory of God,” and we face the consequences of that sin, which is death (Rom 3:23; 6:23).


      Specific acts of sin not only remind us of our fallen condition but demonstrate specific, concrete ways in which we fail to act according to God’s will for our lives and relationships. Sin undoubtedly interacts with a number of other dimensions of human experience, and we will discuss these issues further in chapter five.


      The impact of sin as a state is everywhere and experienced by everyone. But the message of the gospel is that God has not left us in this state of hopeless despair. He had compassion on us (Ps 145:9; Is 30:18; 49:13; Rom 5:8). “All have sinned and fall short of the glory of God, and all are justified freely by his grace through the redemption that came by Christ Jesus. . . . For the wages of sin is death, but the gift of God is eternal life in Christ Jesus our Lord” (Rom 3:23-24; 6:23).


      The Scriptures acknowledge that sin has left us in a state of brokenness and helplessness (not worthlessness, as some would assert). We are unable to change our condition. God alone can redeem us; he alone can bring hope and healing. Our intended nature was changed as a result of Adam and Eve’s sin, and we each at some point willfully participate in that legacy of sinfulness. Our condition is not as it was intended to be, and God responds to this condition in two seemingly opposing ways—wrath and judgment for the evil at work within us (Rom 1:18) and compassion and comfort for the suffering that we bear (2 Cor 1:4).


      Eric Johnson (1987) has proposed that these two aspects of our fallen nature (that for which God holds us accountable and that for which he does not) have significant implications for a Christian understanding of psychopathology. He suggests that the Scriptures teach a distinction between “sin” and “weakness”: “sin” (ἁμαρτία—hamartia) refers to the changes in our nature and behavior for which we are responsible, while “weakness” (ἁσθένεια—astheneia) refers to those changes in our nature for which we are not responsible. God responds to our sin with judgment tempered by grace, while his response to weakness is tenderness and compassion (Rom 8:26; 1 Cor 15:43; 2 Cor 12:9-10; 13:4; Heb 4:15; 11:34). This latter category and the overlap between the two, Johnson concludes, may have relevance for the many manifestations of human brokenness that are the focus of contemporary psychopathology. In other words, we have weaknesses that place us at risk of sinning, and we live in a world that is tainted by sin (as a state of affairs), and these dynamics, taken together with a variety of other factors, may account for a person’s susceptibility to psychopathology.


      The church’s response. As Jesus observed crowds of oppressed people, he was moved to compassion for them because of the many ways they suffered and because of their need for a shepherd (Mt 9:35; 14:14; 15:32; 20:34). His response to people in pain is the model for the church.


      

        In the ministry of Jesus is found the source, the inspiration, the ideal. . . . No other influence in the history of humanity has done so much to relieve human suffering, to create a spirit of compassion, and to inspire others to give themselves in an attempt to understand and to serve their fellow-men. . . . The stories and incidents revealed in the four gospels present one who had a unique insight into the needs and problems of people, one who understood with a clarity that has never been equaled or surpassed the meaning of life and human nature. . . . Jesus felt that . . . his mission was to relieve human suffering . . . to alleviate suffering in any manner in which he met it, whether it might be physical, mental, moral, or spiritual. (Kemp, 1947, pp. 6-7)


      


      The Scriptures assume the reality of suffering and the need for care and make it clear that this is not only central to the mission of the church but a “law” of Christ—“Carry each other’s burdens, and in this way you will fulfill the law of Christ” (Gal 6:2). Jesus’ summation of his teaching on numerous occasions to his followers was to love as he loved them. The prevailing scriptural metaphor for the care and comfort of the wounded, weak and oppressed is a shepherd’s care for the flock: Jesus referred to himself as the “Good Shepherd” in John 10, and Peter referred to God as the “Shepherd and Overseer of [our] souls” (1 Pet 2:25). Isaiah wrote that God


      

        tends his flock like a shepherd:


        He gathers the lambs in his arms


        and carries them close to his heart. (Is 40:11)


      


      Ezekiel rebuked the leaders of Israel, “Woe to you shepherds of Israel. . . . You do not take care of the flock. You have not strengthened the weak or healed the sick or bound up the injured. You have not brought back the strays or searched for the lost” (Ezek 34:2-4). Peter extols elders to be “shepherds of God’s flock that is under your care” (1 Pet 5:2).


      In Psalm 23, David gives perhaps the most vivid picture of this metaphor of tender care as he describes God’s love in response to his weakness and woundedness as the love of a shepherd who provides so that he will “lack nothing” and will be able to “lie down in green pastures” and drink from “quiet waters” without fear, who leads along “right paths,” who protects so that he “will fear no evil,” who comforts through his presence “with” him, who heals by “anoint[ing] [his] head with oil” and “refresh[ing] [his] soul,” and who gives hope in the promise that “goodness and love will follow [him] all the days of [his] life.” This is the pattern for the ministry of “shepherds” among the people of God and the foundation for the ministry of pastoral care throughout church history.


      The word pastor appears only once in most English translations of the Scriptures. Paul wrote to the church in Ephesus, “So Christ himself gave the apostles, the prophets, the evangelists, the pastors and teachers, to equip his people for works of service, so that the body of Christ may be built up until we all reach unity in the faith and in the knowledge of the Son of God and become mature, attaining to the whole measure of the fullness of Christ” (Eph 4:11-13). The word translated here as “pastor” is the Greek word ποιμήν (poimēn), which literally translates as “shepherd.” English translators have chosen to use the word “pastor” (an English transliteration of the Latin pastor, which means shepherd) instead of “shepherd” in order to acknowledge what they believe is Paul’s intent to identify a specific role in the early church—that of “pastoring.” It is noteworthy that this role is differentiated from that of evangelists and teachers as well as apostles and prophets.


      Those who would be pastors among God’s people must see themselves as shepherds. Within the culture of Old and New Testament Israel, shepherds were social outcasts, considered unclean because they lived among animals. Yet it was a shepherd whom God chose as king over Israel, and it was to shepherds that an angel first announced Jesus’ birth. Though people of humble position, their example of service and sacrifice are the model in the Scriptures for ministry. “Shepherds lead their sheep to places of nourishment and safety, protect them from danger, and are regularly called upon for great personal sacrifice. They are characterized by compassion, courage, and a mixture of tenderness and toughness” (Benner, 1998, p. 25). Through this metaphor of a humble shepherd we see the breadth of God’s compassion and his call for us to be people of compassion, and this metaphor provides the foundation for the church’s response throughout history to people in pain.


      We are to be people of compassion who seek to comfort one another with the comfort we have received from God—a comfort that produces “patient endurance” to persevere amid trials and sufferings (2 Cor 1:3-7). We are to serve one another with the humility Christ displayed in his sacrifice (Phil 2:5-11). And those entrusted with the specific responsibilities of “shepherding” are to “keep watch over yourselves and all the flock of which the Holy Spirit has made you overseers” (Acts 20:28). In the New Testament church, shepherding was not about status or position but about a vital responsibility of service. That service included leading by demonstrating a life of trustworthiness and Christlike service (1 Tim 3:1-7; Tit 1:6-9; 1 Pet 5:1-3) and preserving unity in the church so the spiritual gifts of all the believers could be brought together to meet the needs of the community and glorify God (1 Cor 12; Eph 4:1-16). This mutuality of caring in community, facilitated and overseen by the pastoral leadership of shepherds, formed the foundation for the ministry that has been referred to throughout the history of the church as “the care of souls” or “pastoral care.”


    


    

    

      THE LITERATURE OF THE CHURCH


      Throughout the history of the church, understandings of the nature of human suffering and the human condition have varied, as have the responses of the church to those who are suffering. Both the need for a “remedy” for sin and the need for assistance in spiritual growth have been central to the church’s response to the human condition. The focus of this response, though varied in its precise theology and practice, has most often been on the need for redemption in the life of believers who suffer as a result of sin (Kemp, 1947; McNeill, 1951; Clebsch & Jaekle, 1964; Benner, 1998). This dual focus on remediation and formation in the ministry of pastoral care is worthy of consideration as we begin an exploration of historical pastoral care.


      A common way of conceptualizing human functioning is to see it as a continuum from illness to wellness (see fig. 1.1). Within this paradigm, psychopathology and psychotherapy are generally considered to be focused on the illness side of the continuum. A common view of psychotherapy is that its primary aim is that of symptom reduction—intervening in the lives of symptomatic persons to the point of remediation of illness, a hypothetical neutral point where symptoms are no longer disabling. From this perspective, the work of formation (or increasing wellness) is beyond the scope of psychopathology and psychotherapy.


      

        [image:  Illness and wellness continuum]


        

          Figure 1.1. Illness and wellness continuum


        


      


      Although somewhat simplistic in scope, this view is not far from the reality of contemporary research and practice in psychopathology and psychotherapy. Historical pastoral care, on the other hand, has viewed illness and wellness as interrelated and inseparable. Classification in pastoral care has always considered both the pathological and the apithological, and responses have focused on both remediation and formation.


      The impact of sin. The theologians of the early church believed that the soul is stained with sin and that in the believer this arouses inner turmoil between the desires God created for humans to experience and the perversion of those desires through sin. All suffering, disability and trials can in the end be traced back to sin, and therefore an understanding of these struggles in life begins with an awareness of the sinfulness of the human condition. Origen, an Alexandrian theologian writing in the early third century, attempted to tease out the complexity of human dispositions that may impede one’s ability to live out life as God intended:


      

        I do not think it is possible to explain easily or briefly how a soul may know herself; but as far as we are able, we will try to elucidate a few points out of many. It seems to me, then, that the soul ought to acquire self-knowledge of a twofold kind: she should know both what she is in herself, and how she is actuated; that is to say, she ought to know what she is like essentially, and what she is like according to her dispositions. She should know, for instance, whether she is of good disposition or not, and whether or not she is upright in intention; and, if she is in fact of an upright intention, whether, in thought as in action, she has the same zeal for all virtues, or only for necessary things and those that are easy; furthermore, whether she is making progress, and gaining in understanding of things, and growing in the virtues; or whether perhaps she is standing still and resting on what she has been able to achieve thus far; and whether what she does serves only for her own improvement; or whether she can benefit others, and give them anything of profit, either by the word of teaching or by the example of her actions. . . . And the soul needs to know herself in another way—whether she does these evil deeds of hers intentionally and because she likes them; or whether it is through some weakness that, as the Apostle says, she works what she would not and does the things she hates, while on the contrary she seems to do good deeds with willingness and with direct intention. Does she, for example, control her anger with some people and let fly with others, or does she always control it, never give way to it with anyone at all? So too with gloominess: does she conquer it in some cases, but give way to it in others, or does she never admit it at all? (The Song of Songs 2, quoted in Oden, 1987, 3:35)


      


      Origen’s accounts reflect an appreciation not only for the complexities of human disposition but also of the importance of self-examination so that a person understands his or her propensity to act in ways that promote (or fail to promote) spiritual and emotional well-being.


      Classifications of sin became a specific focus of the early church, and “in the experience of life and the practice of soul guidance, attention was inevitably drawn to a variety of grave offenses of thought or action for which repentance was required” (McNeill & Gamer, 1938, p. 18). Lists of these sins began to be circulated in the church and would form the foundation for the church’s response to sin and the formulation of appropriate guidelines for pastoral counsel. In the second century, Hermas identified twelve sins that required repentance: unbelief, incontinence, disobedience, deceit, sorrow, wickedness, wantonness, anger, falsehood, folly, backbiting and hatred. A list by Cyprian, the third-century bishop of Carthage, included eight sins: avarice, lust, ambition, anger, pride, drunkenness, envy and cursing (McNeill & Gamer, 1938, p. 18).


      Augustine, bishop of Hippo in North Africa at the beginning of the fifth century, considered sin to be a disordering of that which God had originally created to be good. Thus the disorders of the soul could be described as the distortion of a virtue that God had ordained. In particular, Augustine wrote of what he called “disordered loves”:


      

        The person who lives a just and holy life is one who . . . has ordered his love, so that he does not love what it is wrong to love, or fail to love what should be loved, or love too much what should be loved less (or love too little what should be loved more), or love two things equally if one of them should be loved either less or more than the other, or love things either more or less if they should be loved equally. No sinner, qua sinner, should be loved; every human being, qua human being, should be loved on God’s account; and God should be loved for himself. And if God is to be loved more than any human being, each person should love God more than he loves himself. Likewise, another human being should be loved more than our own bodies, because all these things are to be loved on account of God whereas another person can enjoy God together with us in a way in which the body cannot, since the body lives only through the soul, and it is the soul by which we enjoy God. All people should be loved equally. (1997, 1.59-60, p. 21)


      


      This emphasis on disordered loves or disordered desires would characterize much of historical pastoral care, as theological insights aided pastors in their “understanding and interpretations of human experience” (Tidball, 1988, p. 493).


      John Cassian, a fifth-century monk who introduced Eastern monastic life to the Western church, categorized the disordered desires under what became known as the eight capital vices of gluttony, fornication, avarice, anger, dejection, languor, vainglory and pride. He offered not only a description of these sins but guidance for their “treatment” (McNeill & Gamer, 1938). At the close of the sixth century, Pope Gregory revised Cassian’s ordering of sins and their remedy, giving emphasis to pride (a revolt of the spirit against God) and lust (a revolt of the flesh against the spirit). His list in order included pride, vainglory, envy, anger, dejection, avarice, gluttony and lust.


      Cassian’s and Gregory’s lists of capital sins, or vices, formed the foundation of the church’s classification system for centuries. Corresponding lists of virtues emerged that offered a “wellness” orientation to complement the “illness” orientation of the vices. The capital vices were considered to be “source vices . . . that serve as an ever-bubbling wellspring of many others” (DeYoung, 2009). Pride, considered to be the root of all other vices, gave rise to the seven others, which in turn gave rise to other vices considered to be the fruit of these. For example, lust was understood to lead to the vices of affection for the world, blindness of mind, instability, love of oneself, haste, hatred of God, petulance, inconsiderateness and lack of self-control. Similarly, humility was considered to be the root of the virtues. From it grew the four cardinal virtues (prudence, justice, temperance and courage) and the three theological virtues (faith, hope and charity). As with the vices, these virtues were understood to give rise to virtuous fruit. For example, hope was understood to lead to the virtuous fruit of discipline, joy, patience, contemplation, contrition, confession and penitence. These lists of vices and virtues were represented in medieval art as trees.


      The branches of the tree of vices hung down toward the earth, whereas the branches of the tree of virtues lifted up toward heaven. The virtues and vices were understood to be more than mere wrong or right actions. According to DeYoung (2013), they were seen as “dispositional patterns of perceiving, thinking, feeling, and responding” that represent the “cumulative ‘groove’ our actions wear in us over time.”
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          Figure 1.2. The Tree of Vices, from Speculum Virginum,an early thirteenth-century manuscript
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          Figure 1.3. The Tree of Virtues, from Speculum Virginum


        


      


      Pope Gregory extended his classification of human nature beyond the vices, acknowledging that people possess different qualities of character and therefore “one and the same exhortation is not suited to all” (Gregory, 1978, p. 89). This was an important pastoral insight. He suggested that the approach of the pastor in soul care should be “adapted to the character of the hearers, so as to be suited to the individual in his respective needs, and yet never deviate from the art of general edification” (Gregory, 1978, p. 89). He proceeded to offer a classification system for understanding various polarities of character or state that ought to be taken into consideration by the pastor giving counsel or admonition. In addition to gender, age and social position, these categories included such qualities as joyful and sad, wise and dull, impudent and timid, insolent and fainthearted, impatient and patient, kindly and envious, sincere and insincere, hale and sick, fearful and impervious, taciturn and loquacious, slothful and hasty, meek and choleric, humble and haughty, obstinate and fickle, gluttonous and abstemious, generous and thieving, discordant and peacemaking. These categories evidence conditions of the soul due to sinful vices as well as conditions due to what might be called temperament.


      By the end of the sixth century, Celtic writers in Ireland were producing a flow of penitential books that would govern the experience of penance and the practice of guidance. Most of these books were written by followers of Cassian or Gregory, and their influence would shape the focus of pastoral guidance throughout the medieval period of the church.


      The Middle Ages brought greater emphasis on sacramentalism, though this was hardly the only development in pastoral care. Other emphases included Bernard of Clairvaux’s (1090–1153) and Hildegard of Bingen’s work in practical spirituality (Hurding, 1995). Additional developments were in the area of concern for the destitute, and perhaps Francis of Assisi is most well known for his outreach to the poor.


      In the sixteenth century, Ignatius Loyola described the nature of the soul as being subject to “desolation” and said it was only through the process of “consolation” that the soul could be restored:


      

        I call it consolation when the soul is aroused by an interior movement which causes it to be inflamed with love of its Creator and Lord, and consequently can love no created thing on the face of the earth for its own sake, but only in the creator of all things. . . . I call consolation any increase of faith, hope, and charity and any interior joy that calls and attracts to heavenly things, and to the salvation of one’s soul, inspiring it with peace and quiet in Christ our Lord.


        I call desolation all that is contrary to the third rule, as darkness of the soul, turmoil of the mind, inclination to low and earthly things, restlessness resulting from many disturbances and temptations which lead to loss of faith, loss of hope, and loss of love. It is also desolation when a soul finds itself completely apathetic, tepid, sad, and separated, as it were, from its Creator and Lord. For just as consolation is contrary to desolation, so the thoughts that spring from consolation are the opposite of those that spring from desolation. (Spiritual Exercises, quoted in Oden, 1987, Vol. 4, p. 73)


      


      Advances in pastoral theology during the Reformation were seen in the work of Martin Bucer, Martin Luther, John Calvin and many others. Protestant pastors began to offer teaching on the nature of sin and the role of the pastor in guiding souls. Perhaps the most systematic writing on pastoral care is seen among the Puritans. Interestingly, the writings of the Puritans evidenced an awareness of the distinction between spiritual and natural causes of any number of concerns. For example, natural depression, called “melancholy” in Puritan times, was understood as a condition quite apart from depression due to spiritual causes. Natural depression had no known cause, though it was presumed to be due to what we might think of as psychological causes. Puritan writers focused most of their attention on spiritual causes and cures, viewing bouts with spiritual depression as best remedied through resources available to the Christian, such as the reading of Scripture, pastoral counsel, corporate worship, prayer and the work of the Holy Spirit.


      This cursory glance at the literature of the church reveals our rich heritage in soul care and the study of the human condition from both an illness and wellness perspective. From this developing classification system, pastoral theologians developed corresponding remedial and formational strategies by which pastoral caregivers might respond to those in their care.


      The church’s response. At the close of New Testament times, the church faced severe persecution as it grew and began to spread throughout the world. New offices and increasing structure emerged within the church in response to its growth and the persecution it was enduring. Pastoral ministry was often centered on sustaining people within the community in the face of tremendous trial. Anticipation of the imminent return of Christ gave the community strength and hope to persevere, and this anticipation contributed to the gradual rise of the practice of confession as central to the life of the church. By the second century, standard methods for private guidance and public confession had developed within the church (Holifield, 1983). The church’s response to and remedy for the condition of sin was confession to one another (Jas 5:16; 1 Jn 1:9) and repentance (Lk 5:32; Acts 5:31; 2 Cor 7:10; 2 Pet 3:9), and these would form the foundation of the church’s response until the modern era (Benner, 1998).


      All indications are that confession was public and was a central element in the regular meetings of the church. The Didache, written about one generation after the close of the New Testament, instructed the church to gather on the Lord’s Day to “confess your sins, and not approach prayer with a bad conscience” and to “break bread and give thanks, first confessing your sins so that your sacrifice may be pure” (quoted in Richardson, 1970, pp. 173, 178). Gradually, however, confession became a more private practice. In the fourth century, Basil, bishop of Caesarea, suggested that confession of sins follow the same principles associated with physical illnesses. Just as persons do not disclose their bodily infirmities to everyone but only to those skilled in their cure, so confession of sins should be made to one who is able to offer a spiritual remedy. In the fifth century, Pope Leo the Great declared it sufficient that confessions be made in secret to a priest. He felt that continuance of public confession was dangerous, that many would avoid penance if public confession was required (Kemp, 1947).


      This change from public to private confession not only demonstrated movement toward the idea that value resides in individual confession of sin to a qualified caregiver but also acknowledged a growing desire for a confidential framework for confession. The second synod of Davin in Armenia ensured confidentiality by decreeing that any priest who divulged the content of a confessional should be anathema. This later became known as the Seal of the Confessional (Kemp, 1947).


      With the rise of the confessional as a central focus in soul care came an emphasis on penance as part of the process of confession. This emphasis eventually was codified in the form of the “penitential” in about the sixth century. Perhaps inspired by Pope Gregory’s Pastoral Care (originally published in 591), numerous volumes appeared that functioned as handbooks for priests in their role as confessors. Whereas Pope Gregory’s work focused primarily on the qualities of pastoral leadership and the most effective ways for responding to people with various styles and temperaments, the penitentials that followed were largely composed of lists of commonly recognized sins and the penance necessary to receive forgiveness for each. In addition, they outlined methods for priests to use in receiving and dealing with penitents (McNeill & Gamer, 1938).


      The penitentials were an important factor in the shift from public to private confession. Many used the metaphors, ideas and language of then-current models of medicine. For example, the Penitential of Columban from the seventh century stated:


      

        For even the physicians of bodies prepare their medicines in various sorts. For they treat wounds in one way, fevers in another, swellings in another, bruises in another, festering sores in another, defective sight in another, fractures in another, burns in another. So therefore the spiritual physicians ought also to heal with various sorts of treatment the wounds, fevers, transgressions, sorrows, sicknesses, and infirmities of souls. (quoted in McNeill & Gamer, 1938, p. 251)


      


      Similarly, in the eighth century a penitential attributed to the Venerable Bede suggested that a “physician of the soul” should allow for different spiritual and circumstantial conditions in the same way that a physician of the body prescribes varying remedies depending on the disease.


      Though at times harsh in their instruction, the penitential authors demonstrated a “sympathetic knowledge of human nature and a desire to deliver men and women from the mental obsessions and social maladjustments caused by their misdeeds” (McNeill & Gamer, 1938, pp. 45-46). They sought to understand the conditions of sinners and the factors that might affect these conditions and the church’s response to them. The Bigotian Penitential from the eighth century suggested that the process of confession and penance should take into consideration “the age and sex of the penitent, his training, his courage, with what force he was driven to sin, with what kind of passion he was assailed, how long he continued in sin and with what sorrow and labor he was afflicted” (Kemp, 1947, p. 29).


      

        The penitentials offered to the sinner the means of rehabilitation. He was given guidance to the way of recovering harmonious relations with the church, society and God. Freed in the process of penance from social censure, he recovers the lost personal values of which his offenses have deprived him. He can once more function as a normal person. Beyond the theological considerations, we see in the detailed prescriptions the objective of an inward moral change, the setting up of a process of character reconstruction which involves the correction of special personal defects, and the reintegration of personality. (McNeill & Gamer, 1938, p. 46)


      


      As a group, the penitentials sought to cure souls by what they termed the “principle of contraries”: each vice must be replaced by a corresponding virtue. The theology behind them was clearly legalistic, and the penalties were often so severe as to be inhumane. Their goal, however, was to care for the spiritual health of sinners lost in their sin. The place of confession and penance in the life of the church also solidified the role of the priest as the physician of the soul.


      In 1215 the Fourth Lateran Council dictated that everyone must confess their sins to their local priest at least once each year, and by the twelfth century a full sacramental theory of priestly absolution was developed. The systematized response of the church to sin and confession seemed to reach some completion in the sixteenth century with the elaboration of a complex body of casuistry—the application of general principles to particular cases—that undertook to remedy every spiritual dilemma imaginable (Holifield, 1983).


      With the Reformation came a renewed emphasis on the role of the pastor as a “shepherd” in the community and a focus on mutual responsibility and care—the priesthood of all believers. The Protestant Reformers wrote that the primary role of the pastor was offering the same tender care to the flock as described by Paul in his first letter to the church in Thessalonica: “As apostles of Christ we could have been a burden to you, but we were gentle among you, like a mother caring for her little children. We loved you so much that we were delighted to share with you not only the gospel of God but our lives as well, because you had become so dear to us” (1 Thess 2:6-8 NIV 1984).


      In the seventeenth century Richard Baxter wrote, “We must feel toward our people as a father toward his children; yea the tenderest love of a mother must not surpass ours” (Baxter, 1931, pp. 178-79). Baxter felt his success as a pastor was due to his efforts in pastoral care. He had a custom of family visitation and said, “I find more outward signs of success [from this ministry], than from all my public preaching to them” (Baxter, 1829, p. 80). Utilizing family visits, pastoral counsel and preaching, Baxter spoke to the spiritual condition of those under his care. Although the Puritans were known for their emphasis on theological truths, their concern was really that God work in the hearts of his people so that true faith would claim “the affections as well as the intellect” (Packer, 1990, p. 132).


      Baxter’s Christian Directory (1673) is perhaps the most comprehensive and far-reaching Puritan work on pastoral care. It was written for pastors who were younger and less experienced in “practical divinity.” The Puritans viewed people as spiritually sick, and their remedy was to bring about healing:


      

        Truth obeyed, said the Puritans, will heal. The word fits, because we are all spiritually sick—sick through sin, which is a wasting and killing disease of the heart. The unconverted are sick unto death; those who have come to know Christ and been born again continue sick, but they are gradually getting better as the work of grace goes on in their lives. The church, however, is a hospital in which nobody is completely well, and anyone can relapse at any time. (Packer, 1990, p. 65)


      


      Emphasis was placed on self-examination so that pastors could accurately diagnose spiritual disease and offer biblical remedies. Biblical remedies were expositions of Scripture directed to the conscience through the conviction of the Holy Spirit.


      Thomas Oden, in his four-volume anthology Classical Pastoral Care, identified five recurring themes in the literature of pastoral care that he contended describe the historical view of the church on the nature of effective soul care. These themes bear a striking similarity to the findings of contemporary psychological research on effective therapeutic relationships. They include “(1) accurate empathic listening; (2) congruent, open awareness of one’s own experiencing process, trusting one’s own soul, one’s own most inward experiencing, enabling full self-disclosure; (3) unconditional accepting love; (4) rigorous self-examination; and (5) narrative comic insight” (Oden, 1987, Vol. 3, p. 7). The following examples highlight the wise counsel of pastoral theologians who recognized that the relationship between the shepherd or physician of souls and the one receiving care was central to effective pastoral care.


      Catherine of Siena, a fourteenth-century Italian mystic who devoted her life to care for the poor and sick, wrote about empathy in pastoral care:


      

        They made themselves infirm with those who were infirm, so that they might not be overcome with despair, and to give them more courage in exposing their infirmity, they would ofttimes lend countenance to their infirmity and say, “I, too, am infirm with thee”! They wept with those who wept, and rejoiced with those who rejoiced; and thus sweetly they knew to give every one his nourishment, preserving the good and rejoicing in their virtues, not being gnawed by envy, but expanded with the broadness of love for their neighbours, and those under them. They drew the imperfect ones out of imperfection, themselves becoming imperfect and infirm with them, as I told thee, with true and holy compassion, and correcting them and giving them penance for the sins they committed—they through love endured their penance together with them. For through love, they who gave the penance, bore more pain than they who received it. (A Treatise of Prayer, quoted in Oden, 1987, Vol. 3, pp. 8-9)


      


      Ambrose, bishop of Milan in the fourth century, wrote in his work Duties of the Clergy about the need for those who care for souls to know themselves: “Blessed, plainly is that life which is not valued at the estimation of outsiders, but is known, as judge of itself, by its own inner feelings” (quoted in Oden, 1987, Vol. 3, p. 19). The apostle Peter reveals that if we love one another deeply, such love “covers over a multitude of sins” we may commit against each other (1 Pet 4:8). Thomas Aquinas in the thirteenth century offered similar words to those who care for souls: “When the people see that you unfeignedly love them, they will hear any thing and bear any thing from you. . . . We ourselves will take all things well from one that we know entirely loves us” (Commentary on Sentences, quoted in Oden, 1987, Vol. 3, pp. 8-9).


      In the eleventh century, the Benedictine abbot William of St. Thierry wrote about the importance of examining oneself rigorously to know the motives of the heart and the actions that follow:


      

        To try to escape ill-health of the soul by moving from place to place is like flying from one’s own shadow. Such a man as flies from himself carries himself with him. He changes his place, but not his soul. He finds himself the same everywhere he is, except that the constant moving itself makes him worse, just as a sick man is harmed by jolting when he is carried about. (The Golden Epistle, quoted in Oden, 1987, Vol. 3, p. 42)


      


      George Herbert, a sixteenth-century Anglican pastor, addressed the need for some humor and “pleasantness of disposition” in the ministry of caring for the souls of others. He contended that “instructions seasoned with pleasantness both enter sooner and root deeper” (The Country Parson, quoted in Oden, 1987, Vol. 3, p. 47).


      Throughout all of these we see evidence of a compassionate response of soul care physicians to the specific needs of people, with keen awareness of the nature of their sin and suffering.


      Throughout Christian history the church has been dedicated to the care of souls; these efforts have been undergirded by the basic understanding that sin is the cause of human suffering and dysfunction and that the remedy can be found only in a compassionate pastoral response to the realities of both sin and pain. And, as we have already stated, pastoral care within the church has always utilized and benefited from existing understandings of the nature of humanity and the soul (what could be called “psychopathologies” of the day) and existing models of caring (what could be called “psychotherapies” of the day).


      This is evident in the literature of the pastoral writers right up to the twentieth century. In his 1918 book The Disease and Remedy of Sin, W. M. MacKay described three categories of diseases of the soul—diseases of the flesh, diseases of the heart and diseases of the spirit—and their remedies in metaphoric language drawn from then-current concepts of medicine and psychology. In the preface, he explains his purpose this way:


      

        It is the aim of these pages to show that true religion, so far from being apart from real life, is the very essence of it; that its truths are the laws of Spiritual Health, and that, far from being a dispensable luxury, they are more necessary than the bread we eat or the air we breathe. With this end, the various experiences of the soul in health and disease have been examined from a medical point of view. This volume therefore may be described as an Essay in the Psychology of Sin and Salvation from a medicinal standpoint. Christianity is everywhere regarded as the care and cure of spiritual disease. The prevalent category of thought is “spiritual health”: the commanding goal is “eternal life.” (MacKay, 1918, p. vii)


      


      Nevertheless, the distinctly Christian nature of such understandings of the human condition and corresponding remedies for sin and suffering have been challenged in the twentieth and twenty-first centuries by the rise of contemporary psychopathology and psychotherapy. As a result, the current state of the pastoral care ministry of the church and its relation to contemporary models stemming from the mental health field is unclear.


    


    

    

      CONTEMPORARY PASTORAL CARE


      

        What curious fate has befallen the classical tradition of pastoral care in the last five decades? It has been steadily accommodated to a series of psychotherapies. It has fallen deeply into a state of amnesia toward its own classical pastoral past, into a vague absent-mindedness about the great figures of this distinguished tradition, and into what can only generously be called a growing ignorance of classical pastoral care. (Oden, 1984, p. 2)


      


      The emergence of modern psychopathology and psychotherapy, rooted in materialistic ideologies and intent on disavowing religious or supernatural worldviews, offered a more “scientific” approach to understanding human suffering and its remedy. Distinctly Christian pastoral models began to fall into the background as the church slowly became fascinated with this “new” field of study. Clebsch and Jaekle contended that the presence and prominence of modern psychology in our culture silenced the church and produced a fundamental rift in the once vital ministry of the cure of souls (1964). Thomas Oden echoed this when he wrote:


      

        What happened after 1920? It was as if a slow pendulum gradually reversed its direction and began to swing headlong toward modern psychological accommodation. . . . Pastoral care soon acquired a consuming interest in psychoanalysis, psychopathology, clinical methods of treatment, and in the whole string of therapeutic approaches that were to follow Freud. . . . Classical pastoral wisdom fell into a deep sleep. (1988, pp. 22-23)


      


      David Benner (1998) argued that the rise of modern psychopathology and psychotherapies led to an artificial separation of the spiritual and psychological aspects of persons. Such compartmentalizing of the soul into psychological and spiritual “resulted in the church being judged to be relevant only to the spiritual part of persons.” Therefore “the church largely abandoned efforts to chart or offer guidance regarding matters of the inner life in its totality. This ultimately led to the displacement of clergy by psychotherapists as curates of the soul” (pp. 13-14).


      The segregation of psychological and spiritual. We are now left with a societal perspective on the nature of persons that segregates psychological and spiritual into separate domains. Diseases and remedies for each have become the purview of almost totally separate disciplines with separate ideologies, separate pathways of training and separate professional identities. Specialists in the “psychological” nature of persons can be trained without regard for the “spiritual” nature of persons, and experts in the “spiritual” nature of persons can be trained with little or no regard for the “psychological” nature of persons. We have accepted the idea of a fragmented soul, and so our attempts to understand the psychological nature of human pain and struggle (psychopathology) are often undertaken without regard for spiritual realities, historical Christian perspectives or an understanding of the spiritual implications of these views.


      As soul care became less central to the role of pastors and ministry leaders (especially in Protestant traditions), the church began to abdicate its historical role in caring for troubled persons. In many (if not most) traditions, pastoring has become associated with evangelism, teaching and administration and lost its connection to the metaphors of “shepherding” and “physicians of the soul.” “Spiritual” care has most consistently been removed from the life of faith communities and taken up by independent spiritual directors and pastoral counselors. Churches that do attend to historical ideals of soul care often limit that care to lay counselors trained in programs largely based on psychotherapeutic models of care or to church-based psychotherapists. All of these various ministries (spiritual direction, pastoral counseling, lay counseling and so on), though of tremendous value to the church and society, lack the centrality of mission of historical pastoral care and do not offer a platform from which the church can effectively engage the field of mental health in meaningful dialogue and collaboration.


      It is our strong belief that we must desegregate the soul in our thinking, rejoining spiritual and psychological understanding of sin and the suffering of persons. In so doing, Christian pastoral care traditions might reemerge within the ministries of the church to respond effectively to sin and suffering, intentionally integrating the advances of contemporary psychopathology and psychotherapy and collaborating with mental health professionals in research and practice. As Thomas Oden stated, “A major effort is needed today to rediscover and remine the classical models of Christian pastoral care and to make available once again the key texts of that classical tradition following about fifty years of neglect, the depths of which are arguably unprecedented in any previous Christian century” (1988, p. 17).


      Desegregation of the soul. The shepherding ministry of the church has historically drawn on both spiritual and psychological resources for the care of souls. Within the past century, these have become compartmentalized, and psychological resources have been largely separated out from the church’s ministry. Psychological care is considered the domain of professional mental health practitioners and spiritual care the domain of professional clergy. Though there can be wisdom in specialization, we believe that the segregation evident today is both unbiblical and neglectful of the history of soul care within the church. Christian providers of psychological care and Christian providers of spiritual care must rejoin their efforts and recognize their joint responsibility for a more holistic care of the soul (as a “psychospiritual whole”; see Benner 1998). Of course, our awareness of the great traditions of pastoral care does not in and of itself qualify us to be practitioners, but this awareness is a starting point for integration.


      Such an integrative approach to soul care would be rooted in a biblical understanding of the nature of the soul. Benner argues convincingly for a view of the soul rooted in the theology, anthropology and psychology of Scripture, encompassing “all of our personhood”:


      

        The soul is the meeting point of the psychological and the spiritual. This means that soul care that draws on both the best insights of modern therapeutic psychology as well as the historic Christian approaches to the care and cure of persons will never again be able to accept the artificial distinction of the psychological and spiritual. A proper understanding of the soul reunites the psychological and the spiritual and directs the activities of those who care for the souls of others in such a way that their care touches the deepest levels of people’s inner lives. (1998, p. 62)


      


      Some have attempted to bridge this divide; however, those efforts most often take the form of attempts to inform the one of the expertise of the other. For example, Johnson and Johnson (2000) produced a helpful resource for pastors that summarized the major diagnostic categories of psychological disorders and their most common treatments—an attempt to inform pastors of the expertise of psychology. Roberts (1993) has provided a thought-provoking analysis of the views of persons championed by prominent contemporary psychotherapeutic models, concluding that they are insufficient and offering his Christian interpretation of selfhood—an attempt to inform those in psychology of the expertise of theology. It is time for a desegregation of the soul in our thinking about what causes psychological and spiritual disorders and a unification of our efforts of care for the soul.


      Soul care that attends to both the spiritual and psychological wounds of people is the kind of soul care that has been done throughout the history of the church. We must return to these roots while drawing on advances in the behavioral sciences. In many places today, pastors are attempting to counsel the spiritual without considering the psychological, and counselors are attempting to counsel the psychological without considering the spiritual. This must be changed. There is great need for counselors to be better trained theologically and for pastors to be better trained in psychology.


      Our hope is that this work may contribute to increasing efforts to reconceptualize the work of Christian soul care, drawing on the rich history of distinctly Christian understandings and practices and the best that contemporary psychopathology and psychotherapy have to offer. In the twelfth century, Aelred of Rievaulx offered a prayer for the work of soul care that captures the vision for what is needed:


      

        Teach me your servant, therefore, Lord, teach me, I pray you, by your Holy Spirit, how to devote myself to them and how to spend myself on their behalf. Give me, by your unutterable grace, the power to bear with their shortcomings patiently, to share their griefs in loving sympathy, and to afford them help according to their needs. Taught by your Spirit may I learn to comfort the sorrowful, confirm the weak and raise the fallen; to be myself one with them in their weakness, one with them when they burn at causes of offence, one in all things with them, all things to all of them, that I may gain them all. Give me the power to speak the truth straightforwardly, and yet acceptably; so that they all may be built up in faith and hope and love, in chastity and lowliness, in patience and obedience, in spiritual fervor and submissiveness of mind. And, since you have appointed this blind guide to lead them, this untaught man to teach, this ignorant one to rule them, for their sakes, Lord, if not for mine, teach him whom you have made to be their teacher; lead him whom you have bidden to lead them, rule him who is their ruler. Teach me, therefore, sweet Lord, how to restrain the restless, comfort the discouraged, and support the weak. Teach me to suit myself to everyone according to his nature, character and disposition, according to his power of understanding or his lack of it, as time and place require, in each case, as you would have me do. (Treatises, The Pastoral Prayer, quoted in Oden, 1987, Vol. 3, p. 11)


      


      Bringing together Christianity and the science of psychology is a challenging and exciting prospect. The joining of a Christian perspective on historical pastoral care and contemporary advances in the behavioral sciences may provide new insights for Christian mental health professionals. One of the many areas for discourse is a distinctly Christian perspective on abnormal behavior. That is the purpose of this book: to consider what it means to see psychopathology through the eyes of faith.
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CLASSIFICATION IN
CONTEMPORARY MENTAL HEALTH

[image: image]


As we stated in the first chapter, this book is about psychopathology, defined by the American Psychological Association as “the area of psychological investigation concerned with understanding the nature of individual pathologies of mind, mood, and behavior” (APA, 2015). The field of contemporary mental health is built on the assumption that “pathologies” of human functioning can be categorized and studied and that strategies to treat these pathologies can be derived from such a categorization system. Mental health associations throughout the world are involved in the development and utilization of categorization systems, some specific to their own societal context. However, most have adopted a global system produced by the World Health Organization: the International Classification of Diseases (ICD-10). Mental health associations in the United States have resisted the adoption of this system, favoring one produced by the American Psychiatric Association: the Diagnostic and Statistical Manual of Mental Disorders (DSM-5).

These classification systems seek to categorize pathological or abnormal psychological functioning. The term mental disorder is commonly applied to these categories of abnormal human functioning, but it is in reality inadequate. It does not do justice to the complexity of cognitive, emotional, spiritual, behavioral and relational factors that are at work in the development and maintenance of a “mental” disorder. The American Psychiatric Association has defined and explained a “mental disorder” as

a syndrome characterized by clinically significant disturbance in an individual’s cognition, emotion regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental functioning. Mental disorders are usually associated with significant distress or disability in social, occupational, or other important activities. An expectable or culturally approved response to a common stressor or loss, such as the death of a loved one, is not a mental disorder. Socially deviant behavior (e.g., political, religious, or sexual) and conflicts that are primarily between the individual and society are not mental disorders unless the deviance or conflict results from a dysfunction in the individual, as described above. (APA, 2013, p. 20)


The World Health Organization prefers the terminology of “mental and behavioral disorders” but offers no discrete definition in the ICD-10. According to the WHO website, these disorders are “generally characterized by a combination of abnormal thoughts, perceptions, emotions, behaviour and relationships with others” (2014).

Though no universally accepted definition exists for the term or concept of psychopathology, most of the definitions share common emphases, sometimes referred to as “the four Ds”—danger, distress, dysfunction and deviance (Comer, 2013). As we discussed in the first chapter, pastoral care throughout Christian history has also been concerned with identifying categories of human suffering. Rooted in a biblical worldview and a theological understanding of the fall, the Christian church has historically viewed human beings as disordered—all of us. Our thoughts, emotions, behaviors and relationships are not what they should be—not what they were created to be. We live in a world deformed by sin, and we treat each other in sinful ways. All of us face the challenge of living in this reality; however, we are not all given the same resources to face this challenge. Whether we consider the inner resources of the biology that we inherit or the external resources of the environments in which we live, there is no equity in the system of a fallen world. Some seem to experience a life relatively free from pain and trial, surrounded by supportive relationships, while others suffer oppression, abuse and deprivation.

Christians acknowledge this disordered reality, and historical pastoral care has also sought to understand the dangers, distresses, dysfunctions and deviances that result from it. Perhaps the area of greatest tension has been in understanding deviance. The Christian church has always focused on understanding humanity’s deviances from God’s design. In contemporary mental health, the focus is on deviance from societal norms. Many of these norms change over time within a given society and differ from one society to another. We will address these norms as they relate to the categories of psychopathology in part two.

Throughout history, attempts have been made to understand and categorize abnormal human functioning. From Egyptian descriptions of abnormal behavior as early as 2600 BC to early classification schemes of the Greek philosophers and physicians beginning around the fifth century BC to the complex and comprehensive national and international classification systems of today, we have sought to understand why we behave as we do. Our ability to understand has depended largely on our efforts to adequately classify and study these “disorders.”


NOSOLOGY: THE SCIENCE OF CLASSIFICATION

Nosology refers to the scientific task of categorizing and classifying phenomena. Not everyone is in agreement on the value of nosology for the work of mental health care. Some stress that it is the most vital element necessary to maintain the scientific integrity and viability of the discipline. For example, Adams and Cassidy contend that “a science can develop only so far as it is able to classify the information in its field,” and, quoting Norman Sartorius, they assert that “no other intellectual act is of equal importance” (1993, p. 3). Others disagree and stress the limiting biases that emerge from attempts to force individualized experience into preconceived categories.

Two conceptual approaches to nosology have dominated historical approaches to classifying psychopathology, and two others are emerging in the field. The first, referred to as the monothetic approach, the classical categorization model or the neo-Kraepelin model, is based on the idea that categories of psychopathology form around distinct naturally occurring phenomena that are readily evident to all observers. Disorders in this model are considered to be homogeneous, “qualitatively distinct entities . . . [with] sharply distinct, non-overlapping boundaries. . . . Membership in a category is considered on a ‘yes-or-no’ (‘all or nothing’) basis” (Reeb, 2000, pp. 11-12). Nathan and Langenbucher summarize assumptions about the process of classification made by this model:


	The presence of universally accepted criteria for class membership (e.g., all squares have four sides, and all schizophrenic individuals are autistic)


	High agreement about class membership among classifiers (e.g., everyone agrees on what is a square, just as everyone agrees on who is schizophrenic)


	Within-class homogeneity of members (e.g., all squares look alike, and all schizophrenic persons behave the same way) (2003, p. 4)




Cantor, Smith, French and Mezzick (1980) describe a second model of categorization, prototypic categorization (also referred to as the polythetic approach), which they contend is much more consistent with the nature of psychopathology and the process of classifying syndrome patterns most commonly used in mental health. Disorders in this model are considered to exist on a continuum from very clear to very unclear cases and to be “heterogeneous . . . [with] overlapping (‘fuzzy’) boundaries” (Reeb, 2000, p. 12). Very clear cases are seen as “prototypes,” and membership in a category of disorder requires only a certain number of symptoms from a specified list associated with that disorder. Nathan and Langenbucher describe assumptions of this model that make it more suitable, in their opinion, for psychopathology classification:


	Correlated—not necessarily pathognomonic—criteria for class membership


	High agreement among classifiers only when classifying cases that demonstrate most of the correlated criteria for class membership


	Heterogeneity of class membership because criteria are only correlated, not pathognomonic (2003, pp. 4-5)




A third approach, the dimensional approach, does not seek to determine the presence or absence of a disorder (as with the above approaches) but rather attempts to rate a person on a defined scale according to certain attributes of functioning—for example, personality traits, cognitions, emotions, behaviors, or levels of functioning (Reeb, 2000). Dimensional models do not focus on qualitative distinctions between normal and abnormal functioning but rather view psychopathology on a continuum of health, as “representing extreme versions of normal traits” (Reeb, 2000, p. 15). The challenge, according to proponents of a dimensional model, is that an inordinate number of symptoms are shared by numerous diagnostic categories, making the boundaries of those categories difficult to define. “Eleven of the sixteen major diagnostic classes are based on shared phenomenological features” (Clark, Watson & Reynolds, 1995, p. 3). For example, sleep disturbances can be a symptom of sleep disorder, depression, anxiety and other disorder categories.

The appeal of a dimensional model is the potential for greater specificity in diagnosis. The polythetic categorical model of the DSM may not be adequate to offer any greater specificity. A dimensional model would replace phenomenological categories of individual disorders with dimensions of symptom clusters, in which they could be weighted hierarchically based on and reflecting degrees of specificity. These symptom dimensions would serve as the foundation on which a system of diagnoses could then be constructed. The resulting system would consist of “an ordered matrix of symptom-cluster dimensions, a diagnostic table of the elements that are used in combination to describe the rich variety of human psychopathology” (Widiger & Clark, 2000, p. 13).

A dimensional system would center on specific symptoms that could be assessed on a continuum delineating gradations of severity. Two possible advantages to such a system would be (1) the replacement of the more than three hundred diagnostic categories of the DSM with a smaller set of dimensional symptom clusters and (2) a more significant consideration of severity in psychopathology (Clark, Watson & Reynolds, 1995).

The fifth edition of the DSM evidenced a shift from a prototypic categorization approach toward a more dimensional approach:

Structural problems rooted in the basic design of the previous DSM classification, constructed of a large number of narrow diagnostic categories, have emerged in both practice and research. . . . Because the previous DSM approach considered each diagnosis as categorically separate from health and from other diagnoses, it did not capture the widespread sharing of symptoms and risk factors across many disorders that is apparent in studies of comorbidity. Earlier editions of DSM focused on excluding false-positive results from diagnoses; thus, its categories were overly narrow. . . . The once plausible goal of identifying homogeneous populations for treatment and research resulted in narrow diagnostic categories that did not capture clinical reality, symptom heterogeneity within disorders, and significant sharing of symptoms across multiple disorders. The historical aspiration of achieving diagnostic homogeneity by progressive subtyping within disorder categories no longer is sensible; like most common human ills, mental disorders are heterogeneous at many levels, ranging from genetic risk factors to symptoms. (APA, 2013, p. 12)


The assumptions one brings and the approach one uses in the task of categorization have tremendous bearing on the ability of any classification model to identify and differentiate specific observable reoccurring phenomena. Some have debated whether classification in psychopathology can ever approach the standards of “scientific” categorization. For example, Birley (1975) believed that psychiatric diagnosis should be seen as more an art than a science. He believed that the best the process of diagnosis can offer is a “condensed, symbolic representation [that would] communicate a truth about [a] slice of nature,” similar to a work of art (quoted in Nathan and Langenbucher, 2003, p. 5).

The general trend, however, has been to view the diagnostic process as a scientific endeavor. Blashfield and Draguns (1976) outlined the scientific purposes of diagnostic classification:


	Communication, because without a consensual language, practitioners could not communicate


	A means for organizing and retrieving information, because an item’s name is a key to its literature and knowledge accrues to the type


	A template for describing similarities and differences between individuals


	A means of making predictions about course and outcome


	A source of concepts to be used in theory and experimentation (summarized by Nathan & Langenbucher, 2003, p. 5)




A fourth model under consideration, the etiological model, would identify diagnoses based not on the symptoms but rather on the origins of the dysfunction (see Andreasen & Carpenter, 1993). The DSM has all but abandoned discussion of the etiology of most mental illnesses. Perhaps the most persuasive arguments for an etiologically based system of classification emerge from studies of neurophysiology and the role that neurotransmitters such as serotonin and dopamine play in the development and maintenance of psychopathological symptoms.

Attempts to develop an etiological model based on experiential criteria are more problematic. For example, some have suggested that trauma or stress serve as an etiological class for PTSD and the adjustment disorders (Davidson & Foa, 1991). Problems associated with such experiential criteria for an etiologically based system have to do with the facts that individual experiences are by nature imprecise and many people who live through similar experiences never develop psychopathological symptoms.

Contemporary systems for classifying psychopathology have developed over a long and often conflictual history. These diagnostic categories have evolved through numerous iterations and revisions and continue to do so as theories mutate, societal values change and continuing research offers a greater breadth of understanding. In this chapter we will survey the historical development of the classification of psychopathology, contemporary systems of classification used by health care and mental health care providers and researchers, and a few key issues related to these. We will consider challenges to contemporary systems and points of specific interest for Christian psychologists and mental health care providers who must work within the limitations of these systems.




HISTORY OF MENTAL HEALTH CLASSIFICATION

As noted, endeavors to classify abnormal human functioning have a long and varied history. The first recorded efforts date back to the third millennium BC, with Egyptian and Sumerian documents that make reference to senile dementia, melancholia and hysteria. Common among the Greeks and Romans of the late centuries BC and early centuries AD were descriptions of five categories of psychopathology (Pincus & McQueen, 2002). Most notable of these was Hippocrates, who in the fifth century BC delineated these five categories as “phrenitis, an acute disturbance with fever; mania, an acute disturbance without fever; melancholia, all chronic disorders; hysteria, a female disorder noted by agitation, pain and convulsions; and epilepsy, the only disorder of the group possessing the same name and meaning today” (Millon, 1969, p. 11). With little revision, this system was accepted and utilized until the fall of Rome in the fifth century AD.

Rome’s fall marked the beginning of a period of rejection of naturalistic explanations of disease in favor of spiritualized ones. In the thousand-year Middle Ages, an increasing religious fanaticism in Europe sought to blame demonic forces for widespread famine and pestilence. Societal responses to mental illness ranged from initial fear and compassion for people understood to be seized by demonic forces against their will to eventual hatred and torturous revenge against those believed to be in collaboration with the devil. Witch hunts, inquisitions, torture and execution became characteristic of the treatment of the mentally ill, unwitting objects of the rage and anguish of societies plagued by hunger, disease and superstition.

Not until the sixteenth century did voices begin to emerge challenging the barbaric treatment of the mentally ill, which was rooted in superstitious and ill-informed spiritualized understandings of psychopathology. Some began to return to pre-medieval explanations of psychopathology, and the Hippocratic system of classification began to find a renewed following (Nathan & Langenbucher, 2003). The work of physicians such as Paracelsus (Swiss) and Johann Weyer (Dutch), who vigorously opposed superstitious explanations of psychopathology and inhumane treatments, contributed to a climate of intense debate and volatile reactions. Paracelsus, though he continued to embrace some superstitious explanations, was the first to espouse chemical origins of mental disorders. He added three categories to the classification system of Hippocrates: “vesania, disorders caused by poisons, lunacy, a periodic condition influenced by phases of the moon, and insanity, diseases caused by heredity” (Millon, 1969, p. 11).

Felix Plater, a Swiss physician who followed after Paracelsus, developed a system based on observable symptoms. He proposed the following categories of psychopathology: “consternatio mentis, disturbances of consciousness, mentis alienato, disorders of violence, sadness, delirium or confusion, mentis defatigatio, mental exhaustion, and imbecillitas mentis, mental deficiency and dementia” (Millon, 1969, p. 11).

By the eighteenth century, physicians like Philippe Pinel began to reform treatment of the mentally ill in some hospitals and to train others in a more naturalistic understanding of the origins of psychopathology. Pinel’s student Jean Esquirol published the first modern work on psychopathology in 1838, Des maladies mentales (“the maladies of the mind”). Expanding research and a growing body of knowledge in anatomy and physiology fortified an emerging emphasis on disease-oriented classification. In 1845 Wilhelm Griesinger, a German psychiatrist, published Mental Pathology and Therapeutics, in which he made the bold claim that “mental diseases are brain diseases” (Millon, 1969, p. 12).

An alternate naturalistic system emerged at the same time, given its most substantive form by German psychiatrist Karl Ludwig Kahlbaum. His system categorized disorders not by disease but by their course and outcome. These two approaches remained oppositional until Emil Kraepelin (1856–1926) successfully bridged them with his classification system, which attempted to consider both symptom patterns and patterns of onset, course and outcome. Kraepelin’s system, published in his Textbook of Psychiatry (first edition, 1883), became the standard for the field. He was working on the ninth edition at the time of his death.

Contributions to Kraepelin’s nosology were made in the United States by Adolf Meyer and in Switzerland by Eugen Bleuler. The combination of their efforts with Kraepelin’s system formed the basis of contemporary systems of classification. “In this ‘traditional’ classification,” according to Millon, “Kraepelin’s clinical categories are retained as the basic framework, and Meyer’s and Bleuler’s psychological notions provide guidelines to the patient’s inner processes and social reactions” (Millon, 1969, p. 13).

Efforts in mental health classification lagged slightly behind international attention to the statistical classification of all diseases. In 1853, the first International Statistical Congress was convened in Belgium, at which a decision was made to develop a “uniform nomenclature of causes of death applicable to all countries” (Registrar General of England and Wales, 1856, cited in Israel, 1978, p. 151). This formed the foundation of what would ultimately become the International Classification of Diseases published by the World Health Organization. In 1898 the American Public Health Association adopted this system and advocated for its use in the United States, Canada and Mexico and suggested that the system be revised every decade (Israel, 1978).

In 1948 the World Health Organization published the sixth edition of the International Classification of Diseases (ICD-6), which was the first major organizational classification system to include a section on mental disorders. The American Psychiatric Association soon followed with the 1952 publication of the first Diagnostic and Statistical Manual of Mental Disorders (DSM).

Theodore Millon summarized the varied history of classification in psychopathology in this way:

What patterns, trends and directions can we extract from this history? For one, it is likely that the reactions of any group of naïve individuals faced with mental disorder in their midst would follow a parallel course to what had in fact taken place. At first, such a group would react with perplexity and fear, followed shortly by efforts to avoid or eliminate the disturbing behavior. Because of their lack of knowledge, their crude efforts would fail, leading to frustration and, in turn, to anger, punitive action and hostility. In due course, the obvious helplessness and innocence of the ill would evoke protests against harshness and cruelty. A new compassion and sympathy would arise and awaken a search for methods of humane treatment. But goodwill alone would not be sufficient to deal with the illness. Proper treatment requires knowledge, and knowledge can be derived best from systematic study and research. And so, in its course of progress, this imaginary group would move step by step from perplexity, fear and cruelty, to scientific analysis and humane treatment. It is at this point that we stand in our study of psychopathology today. Despite periodic regressions and fads, progress toward humanism, naturalism and scientific empiricism has continued. (1969, p. 34)





CONTEMPORARY CLASSIFICATION

Contemporary efforts to classify abnormal psychological functioning offer little more consistency and uniformity than has been true throughout history. Kendler (1990) identified three general approaches that have been characteristic of psychopathology classification over the past two centuries. Kendler referred to these as (1) reliance on great professors, (2) reliance on the consensus of experts and (3) reliance on empirical data.

Reliance on great professors. This approach, which dominated the nineteenth and twentieth centuries, relied on the work of esteemed psychopathologists to identify mental disorders and categorize them into systems consistent with their theoretical approaches. As noted above in our discussion of the history of psychopathology classification, the work of a key theorist dominated the perspectives of the scientific and mental health communities, at times for decades, until another theorist’s work supplanted it. Examples were theorists such as Pinel, Greisinger and Kraepelin. Kraepelin’s understanding of psychoses, in particular, had wide acceptance during the early twentieth century (Reeb, 2000).

Reliance on the consensus of experts. During the twentieth century the influence of key individual theorists gave way to committees and organizations interested in developing systems of classification that could be embraced by the broader mental health community, both nationally and internationally. Attempts were made to reach consensus on categories of classification. Irreconcilable disagreements were settled by majority vote, leaving much room for conflict between opposing perspectives. Both the ICD and DSM systems initially relied on a consensus approach to classification and majority vote on issues of conflict.

Reliance on empirical data. By the latter part of the twentieth century, the search for universally reliable and valid criteria for psychopathology classification and diagnosis led to significant revisions in the process by which these organizations developed, evaluated and modified diagnostic categories. According to Reeb, in the DSM-III (1980), DSM-III-R (1987) and DSM-IV (1994), the American Psychiatric Association innovated the process of classification of psychopathology in the following ways:


	Preeminence was given to available empirical data for the determination of diagnostic categories. The DSM-IV employed a three-stage empirical process that utilized literature reviews, reanalysis of data sets and issue-focused field trials.


	Specific criteria used to make judgments about the presence or absence of a disorder were operationally defined.


	A biopsychosocial approach to psychopathology was chosen in an attempt to be neutral regarding the many competing etiological theories of psychopathology that dominated the “great professors” approach to classification (we will address these theoretical perspectives in more detail later in the chapter).


	
A multiaxial system of diagnosis was developed, enabling mental health clinicians to evaluate persons on five dimensions of functioning.


	1.Axis I: all disorders and syndromes except . . .


	2.Axis II: personality disorders and mental retardation


	3.Axis III: medical conditions relevant to psychological functioning


	4.Axis IV: psychosocial or environmental problems


	5.Axis V: rating of global psychosocial functioning






	An explicit definition of a mental disorder was given differentiating abnormal and normal functioning.


	An emphasis was placed on vocabulary reflecting the diagnosis of the disorder as opposed to a diagnosis of the person; labeling terms like schizophrenic and alcoholic were avoided.


	Disorders were categorized according to essential (required) features, associated (frequently present but not required) features, age at onset, course, impairment, complications, predisposing factors, prevalence, gender ratio, familial pattern and differential diagnosis (a description of features that differentiate the disorder from closely related ones).


	Correspondence to the ICD system of classification was improved. (Reeb, 2000, pp. 7-8)




With the publication of DSM-5, the APA decided to discontinue the use of a multiaxial system for diagnosis. According to the APA, the multiaxial system was originally introduced to address disparities in quality of research among diagnostic categories—certain categories (such as personality disorders) that relied on inadequate research and clinical attention were separated into a separate axis of diagnosis so that they might become a focus of increased research. With the fifth revision of the DSM, the APA deemed this separation no longer needed and the multiaxial system too burdensome and time-consuming to be clinically helpful. So the DSM-5 shifted to a single-axis system. As noted in its introduction:

DSM-5 has moved to a nonaxial documentation of diagnosis (formerly Axes I, II, and III), with separate notations for important psychosocial and contextual factors (formerly Axis IV) and disability (formerly Axis V). This revision is consistent with the DSM-IV text that states, “The multiaxial distinction among Axis I, Axis II, and Axis III disorders does not imply that there are fundamental differences in their conceptualization, that mental disorders are unrelated to physical or biological factors or processes, or that general medical conditions are unrelated to behavioral or psychosocial factors or processes.” (APA, 2013, p. 16)


No one classification system is embraced by all mental health care providers. In a 2011 study by the World Health Organization of more than 4,800 psychiatrists from 44 different countries exploring their attitudes and practices related to mental health classification, 70% of psychiatrists who saw patients reported using the ICD system, 23% reported using the DSM system and 5% reported using a contextually specific classification system (Reed, Correia, Esparza, Saxena, & Maj, 2011, pp. 118-31).1 Some examples of societally specific classification systems include the Chinese Classification of Mental Disorders (CCMD 3), the Latin American Guide for Psychiatric Diagnosis (GLDP), the French Classification of Child and Adolescent Mental Disorders (CFTMEA) and the Cuban Glossary of Psychiatry (GC 3).

A further challenge to the task of developing and utilizing a shared classification system is the fact that “a vast majority of people with mental disorders, including those with severe mental illness, view primary care as the cornerstone of their healthcare system” (Sharma & Copeland, 2009, p. 11). Primary care physicians or their global equivalent, often without adequate specialized training, serve as the mental health providers for many of those suffering with mental illness throughout the world. Mental disorders constitute 13% of the global burden of disease; however, they are estimated to receive less than 1% of funding for services in most low- and middle-income countries (Kleinman, 2013). “Almost half the world’s population lives in countries where, on average, there is one psychiatrist to serve 200,000 or more people; other mental health care providers who are trained in the use of psychosocial interventions are even scarcer” (World Health Organization, 2013, p. 8).

Some health care associations, recognizing the burden of mental health care resting on the shoulders of primary care providers, have offered diagnostic resources tailored to the needs of these providers. The tenth edition of the ICD and the fifth revision of the DSM were published in versions targeted to primary care physicians (ICD-10 PC and DSM-5 PC) intended to facilitate the education of primary care physicians about mental disorders. However, alternative classification systems such as the International Classification of Primary Care (ICPC-2), which includes all physical and mental disorders that might be encountered by primary care physicians and the reason a patient might seek care for these, complicate consensus.

Global efforts to understand and classify psychopathology are also hindered by the disparate realities of mental health care throughout the world. Global mental health care is plagued with inequity and in many places dire inadequacy (Kleinman, 2013). According to the Mental Health Action Plan 2013–2020 of the World Health Organization:

Health systems have not yet adequately responded to the burden of mental disorders; as a consequence, the gap between the need for treatment and its provision is large all over the world. Between 76% and 85% of people with severe mental disorders receive no treatment for their disorder in low-income and middle-income countries; the corresponding range for high-income countries is also high: between 35% and 50%. A further compounding problem is the poor quality of care for those receiving treatment. WHO’s Mental Health Atlas 2011 provides data that demonstrate the scarcity of resources within countries to meet mental health needs, and underlines the inequitable distribution and inefficient use of such resources. (2013, p. 8)


The need for greater consensus in global understandings of psychopathology was addressed in the development of the fifth revision of the DSM. Collaboration between the American Psychiatric Association, the World Health Organization, the National Institute of Mental Health and several other organizations led to thirteen international DSM-5 research planning conferences involving participants from thirty-nine countries. Their task was to “review the world literature in specific diagnostic areas to prepare for revisions in developing both DSM-5 and the International Classification of Diseases, 11th Revision” (APA, 2013, p. 6). Progress is being made, but we are still a long way from an internationally accepted and utilized classification system. As acknowledged by the American Psychiatric Association, those involved in the collaboration between the APA and the World Health Organization in the revisions of the DSM and ICD shared a common goal of harmonizing the two systems because:


	The existence of two major classification systems of mental disorders hinders the collection and use of national health statistics, the design of clinical trials aimed at developing new treatments, and the consideration of global applicability of the results by international regulatory agencies.


	More broadly, the existence of two classifications complicates attempts to replicate scientific results across national boundaries.


	Even when the intention was to identify identical patient populations, DSM-IV and ICD 10 diagnoses did not always agree. (APA, 2013, p. 11)




For the sake of cohesiveness and clarity, throughout this book we will use the DSM categories of classification.

A concluding comment. DSM categories of psychopathology are utilized not only by health and mental health providers but also increasingly by pastors and other ministry leaders. Pastors, spiritual directors and pastoral counselors in their ministries of care for hurting individuals seek to “diagnose” the problems people face. Some are well-informed by the historical Christian literature of pastoral care with its classifications of the human condition discussed in chapter one. Others may be informed by the contemporary classification paradigms of mental health. For example, they may rely on resources like Johnson and Johnson’s The Pastor’s Guide to Psychological Disorders and Treatments (2002), which is intended to serve as

a quick and easy reference source for pastors interested in the essential concerns posed by common psychological (psychiatric) disorders. . . . We have written this guide in hope of offering pastors a useful and fruitful resource as they attempt to help children, adults, and families in their churches. We hope it comes to be a tattered and much referenced guidebook for those who counsel as part of their ministries. Most of all, we hope this guide will serve God’s kingdom as pastors find the right services for parishioners in need. (pp. 4-5)


Implicit is the assumption that the contemporary nosology in psychopathology is “useful and fruitful” for pastors who want to help people and “find the right services for parishioners in need.” Others have argued that what is needed is a system for “pastoral diagnosis” that draws on the best of both pastoral care and mental health perspectives (see Schlauch, 1993).

As contemporary society, and increasingly the church, continue to embrace understandings of human suffering rooted in the nosology of psychopathology, clarity about the nature of that nosology and its applicability is essential. Three issues related to the nature of the contemporary DSM nosology will be examined here, with a summary of some limitations of that system identified in the literature of psychopathology: theoretical perspectives on psychopathology, the question of etiology, and the values inherent in the DSM system of classification.




THEORETICAL PERSPECTIVES IN CONTEMPORARY CLASSIFICATION

Historically, theoretical perspectives on the classification of psychopathology have differed as dramatically as have the perspectives on their treatment (see Jones & Butman, 1991). Theodore Millon, in his classic work Modern Psychopathology (1969), grouped these perspectives into four major categories:


	Biophysical theories, which assume that physiological processes are the primary determining factors of psychopathology


	Intrapsychic theories, which assume that psychological factors determine abnormal psychological functioning


	Phenomenological theories, which stress the unique experience and perception of each individual and how that perception is lived out


	Behavioral theories, which assume that the process of learning through reinforcement shapes pathology in the individual (see appendix)




We will look briefly at these theoretical perspectives, as they provide a historical picture of some of the foundational theoretical chasms evident in attempts to understand psychopathology.

Biophysical theories. Biophysical theories in general contend that abnormal psychological symptoms indicate the presence of a biological defect of some sort. These theories generally group around two perspectives: (1) most psychopathology is rooted in hereditary conditions or naturally occurring differences in individual biology, and (2) most psychopathology results from external invasive factors (e.g., toxins, infectious diseases, traumas, malnutrition, hereditary defects) that disrupt normal healthy functioning. Biophysical theorists typically center their research efforts on questions related to heredity, constitution (normal variation in human physiology and its relation to psychopathology), neurophysiology, or some combination of the above.

Intrapsychic theories. Intrapsychic theories in general contend that abnormal psychological symptoms reflect attempts by a person to compensate for, adapt to or defend against some form of psychological trauma or inner conflict, most often experienced during formative periods of childhood. Three specific categories of experience are most often targeted as the root of pathological development: (1) frustration of basic needs and instinctual drives, (2) exposure to conflictual experiences, and (3) the nature of the settings in which the developmental process occurs and the attitudes of primary caregivers. Psychopathology is generally understood to represent unresolved conflict or repressed anxiety.

Phenomenological theories. Phenomenologists view each person as having the capacity for self-actualization and consider pathology to result from the impairment of a person’s ability to be self-authenticating. They stress that a person reacts to the world only through his or her own unique experience and perception of it. This individualized perception and the ability to embrace it fully and courageously are foundational to healthy functioning. Psychopathology exists when a person is unable to embrace his or her full inner potential and becomes “depleted by self-frustration and broken by despair” (Millon, 1969, p. 70).

Behavioral theories. Behaviorists react to what they perceive as subjective introspection in the intrapsychic and phenomenological theories, rejecting notions of authentic choice and internal processes in favor of a belief that reinforced adaptive behavior is the sign of healthy functioning. Psychopathology merely represents behavior that has been reinforced in a maladaptive or socially unacceptable direction. As Millon states, “By reducing the reality of experience to abstract stimuli and responses, psychopathology becomes a barren pattern of mechanical reactions” (1969, p. 69).

As is evident from this cursory overview, the theoretical presuppositions and biases of those who attempt to understand the nature and causes of psychopathology have a tremendous bearing on the factors they will consider relevant to the task. Theoretical perspectives pose the risk of blinding clinicians and researchers to other valid and valuable ways of understanding psychopathology; however, without them no framework would exist for understanding and categorizing human functioning. As Kendler points out, “Validation of a psychiatric disorder cannot . . . occur in a vacuum” (1990, p. 970). Widiger adds:

What is often necessary for the interpretation of data is a theoretical model that guides the understanding of the relevance of alternative validators (More, 1991). The validation of a mental disorder is inherently the validation of a particular theoretical formulation of the diagnosis, and it cannot occur in the absence of this formulation (Follette and Houts, 1996; Widiger and Trull, 1993). The choice among competing formulations that place a different emphasis on alternative validators is a choice between competing theoretical formulations of the disorder. (2002, p. 38)


Which actually precedes the other is a question debated among researchers. Is the theoretical perspective foundational to the classification system, as Widiger suggests, or vice versa, as Adams and Cassidy propose?

Most mental health professionals, including humanists, behaviorists, psychodynamic theorists, and those with a biological orientation, would agree that the study of human beings begins with the observation of their behavior. It is the implications and explanations of that observed behavior that constitute the various theoretical orientations. It is imperative that an adequate classification system precede the development of these theories. Although the temporal order is often confused in actual practice, the sequence of the development of a science involves classification, then measurement, and then theories as a basic prerequisite for knowledge. (1993, pp. 8-9)


No gold standard exists for establishing which theoretical perspective is the right one or holds the most validity (Widiger, 2002). Proponents of each perspective have levied strong criticisms against the other perspectives and on the role theoretical perspectives have historically played in the field of psychopathology. For example, in his critique of psychopathology theories, Millon states:

The formal structure of most theories of psychopathology is haphazard and unsystematic; concepts often are vague and procedures by which empirical consequences may be derived are confused. Many theories are written in a hortatory and persuasive fashion. Facts are mixed with speculations, and literary allusions and colorful descriptions are offered as substitutes for testable hypotheses. In short, instead of presenting an orderly arrangement of concepts and propositions by which hypotheses may be clearly derived, these theories present a loosely formulated pastiche of opinions, analogies and speculations. Brilliant as many of these speculations may be, they often leave the reader dazzled rather than illuminated. (Millon, 1969, p. 69)


In this climate of fundamental disagreement and debate, the most current revision of the DSM classification system states, “With any ongoing review process, especially one of this complexity, different viewpoints emerge, and an effort was made to consider various viewpoints and, when warranted, accommodate them” (APA, 2013, p. 11). The result is a lack of clarity and ownership for the theoretical perspectives implicit within the classification system. It is imperative that clinicians and researchers be forthright about their theoretical perspectives and the impact of those perspectives on their research and practice.

Christians engaged in the work of mental health care and research bear no less of a responsibility to know the theoretical biases and presumptions behind the diagnostic systems we use, to disclose our own theoretical perspectives in our work and (perhaps most important) to understand the relationship our faith has to the theoretical perspectives we embrace. Those who profess to believe in God and the veracity of the Scriptures embrace common elements of a distinct view of persons—that human beings are created in the image of God, are disordered by sin and await transformation into the likeness of Christ in eternal life (see Jones & Butman’s “A Christian View of Persons,” 1991, pp. 39-62). These beliefs must influence our theoretical understandings of psychopathology and the ways we use a nosology devoid of similar understandings.




ETIOLOGY IN CONTEMPORARY CLASSIFICATION

Historically, the task of diagnosing psychopathology has not been a quest for etiology (Schaffner, 2002). Identifiable, distinct and isolatable causes for particular diagnoses have not been the norm, as the etiological factors at work in the formation of psychopathological symptoms are multifaceted. This has been a source of significant tension between two major perspectives on the work of psychopathology. Comer (1996) identifies these as the somatogenic perspective, which holds that abnormal psychological functioning results from physical causes (a view with a 2,300-year history, dating back to the work of Hippocrates), and the psychogenic perspective, which contends that psychological causes are responsible for the development of psychopathology (a view that originated in the nineteenth century in the work of Anton Mesmer, Jean Charcot, Josef Breuer and, ultimately, Sigmund Freud and his students).

Some hold so closely to a somatogenic perspective that they argue that no truly scientific nosology can be developed for psychopathology until its etiologies can be irrefutably reduced to neurochemical and biological mechanisms (see Lilienfeld & Marino, 1995; Kendler, 1990; Kendell, 1989). Others argue that etiology should not be the focus of classification and diagnosis of psychopathology and that psychopathology should be seen as distinct from the classification and diagnosis of physical illness. For example, in the preface of Goodwin and Guze’s (1974/1996) book Psychiatric Diagnosis, the authors offer this disclaimer:

There are few explanations in this book. This is because for most psychiatric conditions there are no explanations. “Etiology unknown” is the hallmark of psychiatry as well as its bane. Historically, once etiology is known, a disease stops being “psychiatric.” (quoted in Schaffner, 2002, p. 271)


Prior to the time of Paracelsus, diagnoses were rooted in assumptions of the causes of pathology. For example, Hippocrates believed the etiology of the illnesses he diagnosed was in various fluid imbalances in the body. Paracelsus changed the focus from etiology to groups of signs and symptoms (syndromes) that were believed to occur in patterns and characterize pathology. This emphasis on description of symptom patterns rather than causes continues in our contemporary system. As stated in the DSM-5:

Until incontrovertible etiological or pathophysiological mechanisms are identified to fully validate specific disorders or disorder spectra, the most important standard for the DSM-5 disorder criteria will be their clinical utility for the assessment of clinical course and treatment response of individuals grouped by a given set of diagnostic criteria. (APA, 2013, p. 20)


According to Nathan and Langenbucher, “In Paracelsus’ system, as well as in each succeeding step toward the modern approach . . . , the etiology of the illness was presumed to be unknown and hence unnecessary for the diagnostic task” (2003, p. 5).

As we mentioned in chapter one, the idea of cause is central to the nosologies of the church in its understanding of the disordered human condition. Sin as a state and sinful behavior as a choice are basic to historical Christian approaches to understanding human functioning. Contemporary nosology in psychopathology lacks a coherent foundation in etiology, and some see no need for it. This is an important aspect of our contemporary system of classification and warrants careful consideration by clinicians and researchers, Christian and non-Christian alike.




DSM “VALUES” IN CONTEMPORARY CLASSIFICATION

The values of the DSMs are answers to the “should” questions that are the most fundamental for a diagnostic manual; such questions include: Should we have a diagnostic manual? What should it include? How should we put it together? Whom should we include in making such a manual? To whom should we direct this manual? How should we decide which methods and scientific data are meritorious and which are not? (Sadler, 2002, pp. 7-8)2


Contemporary classification of mental health is not a value-free or apolitical process (Widiger, 2002). The very concept of a mental disorder assumes a societally shared value in the idea of “normal,” “healthy” psychological functioning, because diagnosis of a mental disorder suggests a value judgment about “abnormal” or “unhealthy” functioning. In addition, as Thomas Widiger points out, the exact “point of demarcation” between functioning that is normal and abnormal is debatable and subject to personal and societal values (see also Clark, Watson & Reynolds, 1995). He argues one step further that there is also “no clear or qualitative point of demarcation between . . . mental and physical disorders, or between mental and relationship disorder. . . . Persons disagree on where to place the point of demarcation. If the demarcation is along a continuum of functioning, some amount of uncertainty, ambiguity, and disagreement is to be expected and should be tolerated” (Widiger, 2002, p. 28).

The DSM-5 classification system strives toward an evidence-based approach to classification. Kendler (1990) identifies key challenges to this approach. With an evidence-based system, specific empirical testing is necessary to validate each hypothesis in the nosological system; therefore little credibility is given to historical traditions, clinical judgment or common sense. Consensus regarding the construct of particular diagnoses may be difficult to reach (e.g., depression can be understood as a mood disorder or a cognitive disorder). In addition to the construct of the disorder, clinicians may disagree over the significance of various contributing factors such as family history or clinical course, making scientific testing difficult (see Sadler, 2002). The DSM-5 acknowledges the complexity of the task of diagnosis in actual clinical practice. “It requires clinical training to recognize when the combination of predisposing, precipitating, perpetuating, and protective factors has resulted in a psychopathological condition in which physical signs and symptoms exceed normal ranges” (APA, 2013, p. 19). The necessary balance between clinical intuition and reliance on valid and reliable universal or contextually specific evidence-based criteria in diagnosis complicates the work of psychopathology.

Though the developers of the DSM have striven to produce a classification system that is at its core scientific, they have in the process produced a document that has tremendous social implications (Widiger & Trull, 1993). Diagnostic categories can have significant positive or negative ramifications for specific groups and individuals within our society (Frances et al., 1990). The potential influence of the DSM on the development of public policy for these groups can lead to challenges to the scientific integrity of the classification process, as pressures may be placed on researchers to produce specific results.

In the wake of the revolution in science of the 1960s and 1970s, which challenged the fabric of empiricism, rationality and logical positivism and convincingly showed that all science is laden with the values of the scientist (e.g., Feyerabend, 1978; Kuhn, 1970), the DSM-II was under revision. Robert Spitzer, the head of the revision committee, acknowledged a personal agenda to depathologize homosexuality, contending that its identification as a disorder was based on value judgments rather than good science (Spitzer, 1981). According to Sadler, “The whole controversial mess around this change brought to popular awareness the notion that psychopathology involved value judgments” (2002, p. 4).

Some have unabashedly advocated the use of political pressure and agendas in the formulation of diagnostic criteria. For example, Walker states that the “political advocacy of the battered woman’s movement, along with the feminist mental health network, managed to force the psychiatrists . . . to place in the appendix several . . . newly proposed diagnoses” (1989, p. 699). In response to the dangers of such socially and politically motivated research agendas, some have accused the American Psychiatric Association of using the DSM as an instrument to gain “economic wealth, social influence and political power” (Widiger, 2002, pp. 32-33; see also Caplan, 1995; Follette & Houts, 1996; Kirk & Kutchins, 1992; Rogler, 1997; Schacht, 1985; and Zimmerman, 1988).

Individual as well as organizational political influence is an important challenge to the scientific integrity of the classification process. Though values in the form of research biases and political ideologies are an inescapable reality in the scientific process, scientific integrity demands that researchers, scientists and clinicians strive to minimize their role in the formulation of diagnostic categories and criteria. As Frances, Widiger and Pincus state, “The ideal is to reach the conclusions a person with no fixed preconceptions (a consensus scholar) would discover from a comprehensive overview of the entire research literature, not confined to any particular research program or theoretical orientation” (quoted in Widiger, 2002, p. 35).

Some have suggested that resolving problematic values in the process of diagnosis and treatment can be done only through the diagnostician’s willingness to boldly embrace and disclose those values (Simola, 1992; Kirmayer, 1994; Kleinman, 1988). “Neutrality is both a myth and a fallacy,” says Simola, who contends that it is better to be openly biased than to fail in an attempt to be neutral or value-free (1992, p. 399). Others challenge this notion, asserting that the “optimal method for overcoming problematic cultural biases is the continued application of a critical scientific perspective” (Widiger, 2002, p. 30).

To the extent that final decisions reflect simply the a priori viewpoints of the persons in closest proximity to the decision-making power, the process can become (or at least appear to become) more political than scientific. The decisions become based not on the scientific literature but on the amount of control, power or influence one possesses. An individual researcher’s impact on the DSM would be a matter not of the quality of the research but of the researcher’s proximity to the position of influence (Widiger, 2002, p. 35).

A different perspective on values is taken by Sadler (2002), who contends that values and evaluation are and should be seen as the complementary other half of the universe of psychopathology. Without values, Sadler asserts, with only the descriptive and factual elements of the work of psychopathology, mental health care would be an “impoverished field.”

Values shape what is clinically relevant (what the clinician sees or doesn’t see); what clinical evidence is salient, useful, or otherwise important; the criteria of pathology; the credibility of the diagnostic process, even the priorities in designing a classification. . . . For every delusion there is a complementary jealousy, fear, or family member’s tears; for every addiction there is a tragedy; for every depression there is at least one lament. (2002, pp. 5-6)


Differences among cultures can affect the degree to which general psychological functioning or a given behavior is considered pathological. Healthy or adaptive functioning and behavior are to some degree determined within a given society, and these values may or may not be shared by other cultures (Kirmayer, 1994; Kleinman, 1996; Rogler, 1996). Such differences can complicate the process of diagnosis and attempts to develop universally accepted classification systems (Mezzich et al., 1996). The DSM-5 includes a woefully inadequate “Glossary of Cultural Concepts of Distress.” The ICD-10 includes a slightly more thorough annex of “Culture-Specific Disorders.” Much more work is needed to achieve global understanding of culturally specific conditions of distress.




LIMITATIONS OF CONTEMPORARY CLASSIFICATION

Clearly, all are not in agreement regarding the value and utility of the systems of classification. Some who challenge their use suggest that the limitations of categorization outweigh the benefits. Some of the suggested limitations include the following:


	DSM categories are descriptive rather than explanatory. The categories are based on visible symptom patterns and clusters rather than etiological (causal) considerations.


	DSM categories focus on individual pathology. It is not within the classification system to consider family dysfunction, societal injustice or disorder, or other systemic problems. Therefore, pathology is (whether intended or not) attributed to the life of the individual at the risk of perpetuating societal injustice.


	DSM categories propagate diagnostic labels that can be destructive in the life of individuals.


	DSM categories promote a medical model of psychological practice that can limit social or psychological approaches from being reimbursable.


	DSM categories strive to be atheoretical.


	
DSM categories were developed as a product of a committee and intended to serve multiple functions. According to DSM-5, its purposes include:


	1.To be first and foremost a useful guide to clinical practice


	2.To serve as a common language for clinicians and researchers to communicate the essential characteristics of mental disorders


	3.To facilitate an objective assessment of symptom presentations in a variety of clinical settings as well as in general community epidemiological studies of mental disorders


	4.To be a tool for collecting and communicating accurate public health statistics on mental disorder morbidity and mortality rates


	5.To serve as a textbook for students and seasoned professionals (APA, 2013, p. xli)








In addition, it serves as a standard for third-party reimbursement decision-making. According to Sadler, “Many criticisms of the DSM have been leveled precisely at this all-things-to-all-people aspect” (2002, p. 315).

A significant challenge to the classification and diagnosis of psychopathology has been the lack of any uniformly accepted standard for validation of the diagnostic criteria. “The absence of the kind of definitive, documented etiological mechanisms, with associated laboratory findings, by which the diagnoses of many physical disorders are confirmed—a gold standard for comparative purposes—has made establishing the validity of many DSM . . . diagnoses a good deal more difficult” (Faraone & Tsuang, 1994, quoted in Nathan & Langenbucher, 2003, p. 9). Various validation criteria have been considered over the past several decades, including symptom consistency, family studies, the course of the illness, genetic studies and more recently neurophysiology (Andreasen, 1995).





ADDITIONAL CONSIDERATIONS


The classification process of the DSM is a multidimensional process, with allegiances that can at times be counterproductive. Sadler identifies three such processes: “(1) scientific processes, (2) professional-interest or guild processes, (3) organizational-practical processes” (2002, p. 301). He suggests that those guiding the DSM classification processes have been faced with the challenge of balancing a desire for empirically valid and reliable research in psychopathology with the need for a system that is of practical value in clinical practice. The work of classification, according to Sadler, must anchor itself in the central ethic of aiding individuals and families who suffer.

The idea that scientific knowledge is perspectival, incomplete, and infected with values and interests generates legitimate anxiety in all of us—for if we cannot anchor ourselves with scientific knowledge, on what basis can we rationally choose to act on the important problems that face us? But it is exactly this question—On what basis can we rationally choose to act?—that we must confront, scientist and layperson, patient and clinician. Scientists must choose as we all do: What are the important questions for research? Which methods will give us the most credible results? On what criteria shall we decide between conflicting theories and data? Whom should we admit as colleagues, and what should their qualifications be? It is in the particular answers to these questions that the politics of science emerges, and the DSM’s science is no exception. (Sadler, 2002, p. 306)


The field of psychopathology is admittedly an inexact science. As we stated above, the DSM-5 acknowledges that no “incontrovertible etiological or pathophysiological mechanisms” have been identified for the diagnostic categories. These categories represent a contextually specific consensus of a specific group of researchers at a given point in time. As Grob has stated, “Classification systems are neither inherently self-evident nor given. On the contrary, they emerge from the crucible of human experience; change and variability, not immutability, are characteristic” (1991, p. 421).

For the Christian, the discussion must be extended even further. If we agree with some of the leading thinkers in the field that the knowledge base from science is incomplete and classification systems are variable, then the Christian is left to constantly critique existing systems of classification and, further, to consider whether there is a distinctively Christian understanding of classification that is not part of the broader contemporary discussion.

A Christian worldview necessitates a distinctive view of psychopathology—one in which “deviance” is considered not only in relation to societal norms but also in relation to shared theological understandings of God’s design for human functioning. An obvious challenge is the reality of diverse and often antithetical theological understandings across various Christian traditions. Such divergent perspectives have led to diverse Christian “cultures” that inevitably develop dissimilar perspectives on what is “sinful” or “pathological.” Our hope, of course, is that Christians in the fields of psychology and pastoral care will increasingly work together to identify shared understandings and to clarify helpful ways to live out Christian faith in the study and classification of psychopathology and its contribution to care for those in distress.
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