Mental Health and
Referral

in Pastoral Care and Counseling

Triage, diagnosis awareness, safety, and referral




Learning outcomes

By the end of this hour, students should be able to:

0 1 Recognize

distress patterns that may suggest mental illness, substance use, trauma, or
acute danger.

0 2 Differentiate

pastoral support, pastoral counseling, crisis intervention, and clinical treatment.

03 Assess

suicidal and homicidal ideation enough to respond safely and ethically.

0 4 Refer

with competence, warmth, documentation, consent, and follow-through.
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60-MINUTE ARC

0-10 min

10-25 min

25-42 min

42-55 min

55-60 min

Pastoralrole, scope, and whole-person
framework

Common and complex diagnoses to
recognize

Suicide, violence, substance use, and crisis
response

Referral practice, collaboration, and follow-
up

Case integration and final cautions
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The pastoral role: care without clinical overreach

Clergy and pastoral counselors inhabit a sacred, relational, and often ambiguous space.

The pastor is not a substitute psychiatrist. The pastor
is a truth-telling, safety-oriented, spiritually grounded
companion who knows when to widen the circle of
care.

Name suffering without reducing the personto a
diagnosis.

Offer presence, prayer, moral support, spiritual
assessment, and practical guidance.

Recognize limits of competence and authority.

Know the pathways for emergency help, outpatient
care, and ongoing support.

Key posture: humble confidence
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CODE OF ETHICS
PASTORAL CARE
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A biopsychosocial-spiritual map

Good referrals begin with good seeing.

4 N\
Biological
sleep, pain, medication, illness,
neurodevelopment
\_ J
4 \
Social

family, work, poverty, culture, safety, isolation
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Whole person
care

s

Psychological

mood, thought, trauma, coping, personality

s

Spiritual

meaning, guilt, prayer, hope, lament, community
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Distress, disorder, and danger

Pastoral assessment asks: What is happening, how severe is it, and what level of help is needed?

Distress
Expected pain after loss, conflict, illness,
disappointment, or transition. It still deserves care.
Disorder
Persistent impairmentin mood, thought, behavior,
sleep, relationships, work, self-care, or reality
testing.
Danger

Risk of suicide, violence, abuse, grave disability,
psychosis, intoxication, withdrawal, or inability to
remain safe.
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Listen Screen Refer

A pastor does not need certainty
to act. Escalating risk is enough.

05



Common diaghoses to recognize: depression and

anviatv

A LB VANE 4 ]

Recognize patterns; do not label prematurely.

Depressive disorders

Pastoral applications

Watch for persistent sadness or emptiness, loss of interest,
sleep/appetite change, guilt, low energy, concentration problems,
psychomotor change, hopelessness, and suicidal thoughts.

Anxiety disorders

Do not rush to encouragement. Assess sleep, safety, functioning,
isolation, and substance use. Normalize treatment while offering
prayer, companionship, and practical support.

Referral indicators

Watch for excessive worry, panic attacks, avoidance, bodily anxiety
symptoms, hypervigilance, reassurance seeking, and impairment in work,
family, school, or ministry life.
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Suicidal thinking, inability to function, panic that prevents daily life,
severe insomnia, psychosis, possible bipolar symptoms, or
symptoms persisting despite pastoral support.
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Trauma, OCD, somatic distress, and grief
compnlications

Some suffermg is coherent, but still clinically significant.

Trauma & stressor-related OCD & related Somatic & health anxiety
intrusions, avoidance, negative obsessions, compulsions, bodily preoccupation, medically
mood/cognition, hyperarousal, reassurance loops, scrupulosity, unexplained symptoms, fear of
shame, dissociation, spiritual body-focused symptoms, severe illness, doctor-shopping or
alienation distress avoidance

Prolonged grief

persistent yearning, identity
disruption, avoidance, disbelief,
bitterness, loss of meaning beyond
expected mourning

Pastoral caution: spiritual language can express trauma, compulsion, or grief without
causing it. Listen underneath the language before correcting the theology.
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Mood disorders, psychosis, and complex
nrasentations

These conditions require urgent humility and skilled referral.

Bipolar spectrum: mania/hypomania, decreased need for
sleep, pressured speech, grandiosity, impulsive
spending/sex/risk, irritability.

Psychosis: hallucinations, delusions, disorganized thought,
paranoia, catatonia, marked decline in functioning.

Severe depression with psychotic features or inability to care
for self requires immediate clinical evaluation.

Do not debate delusions. Calmly orient to safety, reduce
stimulation, involve emergency resources when needed.
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Personality, attachment, and relational complexity

Some cases are not acute but are chronically destabilizing.

Attachment wounds Personality patterns
fear of abandonment, distrust, anxious pursuit, emotional rigidity, impulsivity, splitting, intense anger, chronic
shutdown emptiness

Your steadiness may be therapeutic. Your
availability without boundaries may be
harmful.

Pastoral stance Systems pressure

steady, boundaried, collaborative, non-reactive, consultative triangulation, rescue demands, congregational conflict,
boundary testing
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Neurodevelopmental, cognitive, and medical

caontrihutors

Not every pastoral problem begins in the soul.

ADHD / autism

Cognitive decline

executive functioning, sensory load,
social communication, masking

Spiritual impact

memory, judgment, personality
change, delirium, dementia,
caregiver strain

Referral question

Medical / medication

thyroid, pain, steroids, sleep apnea,
neurological issues,
pregnancy/postpartum

shame, vocation loss, isolation,
family strain, questions of identity

and worth
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Is a medical, neuropsychological,
psychiatric, or primary care
evaluation needed?
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Substance use and co-occurring disorders

Substance misuse is often both a symptom and a system.
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Escalating use despite consequences

Failed attempts to cut down

Cravings, secrecy, withdrawal, tolerance

Use to manage anxiety, trauma, shame, pain, or sleep
Legal, relational, vocational, financial, or spiritual fallout

Co-occurrence with depression, anxiety, trauma, bipolar
disorder, psychosis, or suicidality

Pastoral response

Move from moralizing to truthful mercy: name harm, assess safety,
encourage treatment, involve supports, and protect family members from
violence or neglect.
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Suicidal ideation: ask directly, calmly, and early

Direct questions do not plant the idea; they clarify risk and communicate courage.

Questions pastors must learn

“Have you wished you would not wake up?”
“Have you thought about killing yourself?”
“Do you have a plan?”

“Do you have access to the means?”

“Have you tried before?”

“What has kept you alive until now?”

Risk factors to notice
previous attempt

current plan + access to means
hopelessness, agitation, intoxication
major loss, shame, legal/financial crisis
serious mental illness or chronic pain

isolation, burdensomeness, no reasons for
living

When in doubt, stay with the person and escalate care.
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Suicide risk triage: a practical pastoral ladder

Use local policy and clinical consultation; this ladder is a teaching aid, not a substitute for law or clinical judgment.

RISK PICTURE

Passive thoughts, no plan, no intent, strong protective

LOW factors

Ideation with some planning, ambivalence, limited
means, increased distress

Specific plan, access to means, intent, recent attempt,
intoxication, severe agitation

Attempt in progress, stated intent now, weapon/means
present, cannot contract for safety

IMMINENT
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PASTORAL ACTION

Pastoral support + encourage therapy + schedule follow-up

Same-day clinical consult/referral; involve supports with consent

Do not leave alone; crisis team, emergency evaluation,
988/911

Emergency services immediately; remove means only if safe
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Homicidal ideation and violence risk

Take threats seriously without becoming theatrical or adversarial.

01 Target 02 Intent

Is there a named person, group, institution, or vague anger? Does the person want to harm, fantasize, rehearse, or threaten?

03 Means 04 History

Prior violence, domestic abuse, criminal/legal issues, cruelty,

Weapons, access, proximity, stalking, transportation, online planning? . .
P P y g P P g impulsivity?

05 State 06 Protection

Intoxication, paranoia, mania, severe agitation, humiliation, grievance? De-escalation, supports, treatment engagement, distance from target?

If there is a credible threat, consult immediately and follow legal duty-to-protect / duty-to-warn
requirements in your jurisdiction.
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Abuse, neglect, and domestic violence

Referralincludes protection, advocacy, and sometimes mandated reporting.

Child abuse or neglect: know mandatory reporting law and
report promptly.

Elder/vulnerable adult abuse: watch financial exploitation,
neglect, coercion, injuries, fear.

Domestic violence: do not use couples counseling when
coercive control or danger is present.

Spiritual abuse: manipulation, intimidation, or control using
sacred authority.

Safety planning may be more important than reconciliation
language.

Mental Health and Referral in Pastoral Care and Counseling
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Crisis response: stabilize, connect, refer, follow up

A simple sequence prevents panic and protects the vulnerable.

4

Follow up

slow pace, reduce stimulation, identify safe people, crisis lines, . document, check connection,
. . . L match level of care to risk; use . .
assess immediate danger, family, clinician, emergency . support spiritual/community
. warm handoff when possible
remain present supports needs

Crisis care does not need eloquence. It needs calm, clarity, and connection.

Mental Health and Referral in Pastoral Care and Counseling 16



Referral thresholds: when pastoral care is hot enough

Referral should be early, relational, and normalized.

Higher risk / higher specialization Lower risk / pastoral support still appropriate

Emergency Urgent clinical Specialized care

suicide attempt, imminent threat,
psychosis with danger, overdose, severe
withdrawal

trauma, eating disorders, SUD,
OCD/scrupulosity, personality
complexity, grief complications

active Sl, HI, mania, severe depression,
domestic violence, inability to function
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Routine support

stress, relational conflict, life transition,
grief, mild anxiety/depression with
functioning
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The warm handoff: referral as pastoral care

How the referral is made often determines whether it is received.

1 Name

“This deserves more support than | can offer alone.”

2 Normalize

“Many faithful people benefit from therapy, psychiatry, or recovery care.”

3 Match
Give 2-3 vetted options appropriate to risk, cost, culture, insurance,
specialty.

4 Bridge

Offer to call together, send a release, or help schedule if appropriate.

5 Follow

Check whether connection happened; keep providing pastoral care.
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Integrated care requires permission, clarity, and boundaries.

Consent

Collaboration, consent, and confidentiality

Confidentiality

Consultation

Obtain written releases before communicating
with clinicians, except when emergency or law
requires action. Clarify what will be shared and
why.

Documentation

Record date, concerns, risk questions asked,
actions taken, referrals offered, contacts made,
and follow-up plan.
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Do not overpromise secrecy. Explain limits:
danger to self/others, abuse/neglect reporting,
court or institutional policy.

Role clarity

The pastor remains a pastor. Do not become the
clinician, case manager, rescuer, or sole
emergency contact.

Consult supervisors, denominational leaders,
clinical colleagues, legal counsel, or child/adult
protection experts when cases exceed
competence.

Follow-through

Ask: Did the person connect? Is the church
safe? What spiritual/community care remains
appropriate?
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Skills that support referral-ready pastoral counseling

These models help the pastor care well without becoming the therapist.

Family systems Spiritual assessment
patterns, triangles, boundaries, roles, meaning, guilt, hope, image of God, religious
alliances coping

Pastoral

CBT-informed questions Trauma-informed

thoughts, feelings, behaviors; test and presence safety, trust, choice, collaboration,
reframe gently empowerment

ACT-informed care Motivational interviewing
values, acceptance, defusion, committed engage, focus, evoke, plan; reduce
action resistance

Mental Health and Referral in Pastoral Care and Counseling
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Families, churches, and systems of care

Mental illness rarely affects one person only.

Ask who else is affected: spouse, children, caregivers,
small group, ministry team.

Avoid triangulation: do not become the secret-holder or
emotional referee.

Help families understand warning signs, crisis plans,
boundaries, and realistic expectations.

Protect confidentiality while encouraging appropriate
support systems.

Teach congregations to reduce stigma without
romanticizing suffering.

Mental Health and Referral in Pastoral Care and Counseling
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Documentation and follow-up in ministry contexts

Write as if a future reader needs to understand your judgment.

1 Document facts 2 Documentrisk
date, place, who was present, presenting concerns, observable SI/HI questions, means/access, intoxication, psychosis, abuse
behavior concerns

3 Document action 4 Document plan

follow-up date, spiritual support, church safety steps, family

consultation, referrals, releases, emergency calls, mandated reports .
involvement

5 Avoid

speculation, labels beyond competence, unnecessary detail, pejorative
language

Good documentation is pastoral memory, ethical protection, and continuity of care.

Mental Health and Referral in Pastoral Care and Counseling
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Culture, social determinants, and spiritual struggle

Referral must account for access, trust, identity, and context.

Access Mistrust Culture

insurance, transportation, geography, previous harm from church, healthcare, law idioms of distress, family roles, stigma,

language, cost, childcare, disability enforcement, or institutions communal decision-making, religion
Spiritual struggle Advocacy
anger at God, shame, fear, demonic attribution, despair, loss of help people navigate systems without taking over their agency
vocation

Mental Health and Referral in Pastoral Care and Counseling
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Case consultation 1: depression and passive suicidal

inaatinn

Graduate exercise: What do you ask? What do you do? What do you document?

Case

Pastoral tasks

A 42-year-old church member says, “I’m exhausted. | pray but feel nothing.

Sometimes | wish | would not wake up.” They deny a plan, have stopped
attending small group, and recently lost a job.

Likely response

Do not minimize. Create same-day support plan. Encourage clinical
appointment. Consider 988 consultation. Involve trusted support with
consent. Schedule near follow-up.

Mental Health and Referral in Pastoral Care and Counseling

Ask direct suicide questions. Assess plan, intent, means, previous
attempts, substance use, protective factors, supports, and ability to
stay safe tonight.

Discussion prompt

What language would you use so the referral sounds like care rather
than rejection?
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Case consultation 2: mania, substance use, and

threate

Graduate exercise: What makes this urgent?

Case Urgent concerns
A ministry volunteer has slept 2 hours per night for a week, says God gave him Possible mania/psychosis, intoxication, impaired judgment, targeted
a special mission, spent thousands impulsively, smells of alcohol, and says a threat, financial/relational fallout, and ministry safety risk.

church leader “will pay for blocking me.”

Immediate actions Pastoral caution

Do not meet alone. Consult supervisor/clinical crisis resource. Assess threat Do not spiritualize grandiosity. Do not debate delusions. Do not promise
specifics. Follow policy/law. Consider emergency evaluation. Protect target if secrecy. Do not delay action for a “prayer-only” solution.

duty applies.

Mental Health and Referral in Pastoral Care and Counseling
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Competence, supervision, and caregiver health

The pastor’s nervous system becomes part of the intervention.

Our Mission

Mental Health and Referral in Pastoral Care and Counseling

Fihics ¢ Safe

Know your competencies and limits.

Seek supervision or consultation before crisis patterns
become habitual.

Track countertransference: rescue, avoidance, irritation,
fear, savior fantasies.

Use referral networks and team protocols.

Attend to sleep, prayer, therapy, peer consultation, and
Sabbath.
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From pastoral care to coordinated treatment

The desired outcome is not “handle it yourself” but “build a faithful system of care.”

Pastor Clinician

presence, prayer, spiritual assessment,
community connection

diagnosis, treatment plan, psychotherapy,
risk management

Coordinated

care

Physician / Psychiatry Family / Community
medical assessment, medication, detox, support, monitoring, practical help,
sleep/pain/cognitive issues protective relationships

Mental Health and Referral in Pastoral Care and Counseling



Selected resources and references

Keep these within reach in pastoral ministry.

American Psychiatric Association. DSM-5-TR and DSM overview resources. Psychiatry.org.

National Institute of Mental Health. Mental health topic pages and fact sheets, including psychosis and warning signs.
Centers for Disease Control and Prevention. Suicide prevention, facts, and risk/protective factors.

988 Suicide & Crisis Lifeline. 24/7 call, text, and chat support in the United States.

SAMHSA. National Helpline, FindTreatment.gov, and substance use resources.

The Joint Commission. National Patient Safety Goal and resources on suicide risk reduction.

American Psychological Association. Ethical Principles and Code of Conduct, confidentiality/disclosure standards.

National Conference of State Legislatures. Mental health professionals’ duty to warn/protect laws by state.

Final pastoral principle: never carry alone what should be held by a team.

Mental Health and Referral in Pastoral Care and Counseling
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