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Bipolar disorder poses significant challenges for individuals and their communities, particularly
within religious ministry. This research project addressed the need for an educational program
that equips ministry leaders to support adolescents and young adults with bipolar disorder
effectively. The Love Faith Church (LFC) in Columbia, South Carolina, serves as the focal point
for this study.

This project included the development of an eight-week Ministry Leaders’ Educational Plan to
educate ministry leaders about bipolar disorder in adolescents and young adults. It emphasized
evidence-based research and biblical foundations to help ministry leaders better understand and
recognize the signs associated with bipolar disorder. The program further guided leaders in
creating a supportive, spiritually nurturing, and cognitively stimulating environment for these
individuals.

The study leveraged a mixed-methods approach, encompassing quantitative and qualitative
research techniques. Pre- and post-test surveys were conducted to gauge ministry leaders’
perspectives and measure changes in knowledge, communication, and leadership abilities. In-
depth interviews and focus groups provided qualitative insights into the experiences and opinions
of ministry leaders.

This research project bridged a significant gap in the literature by focusing on ministry leaders’
experiences in addressing bipolar disorder in adolescents and young adults within a church
setting. Doing so addressed the critical need for tailored interventions in this field. The goal was
to empower ministry leaders to better serve and support individuals with bipolar disorder,
fostering a more inclusive and understanding religious community. In conclusion, this research
project represented a vital step toward improving faith communities’ mental health support
systems. Equipping ministry leaders with the knowledge and skills helped reduce stigma,
promote inclusion, and enhance the well-being of adolescents and young adults with bipolar
disorder.
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CHAPTER 1: INTRODUCTION

Bipolar disorder is a growing global problem. Bipolar disorder clinical research offers
many insights into its causes and implications. Ministry leaders face unique challenges while
leading adolescents and young adults with bipolar disorder. Indirect evidence indicates that an
individual with bipolar disorder will likely report social isolation and condemnation, contributing
to stress, anxiety, and depression.* Therefore, it is paramount to develop a program to educate
ministry leaders on the unique needs and characteristics of adolescents and young adults who
have been diagnosed with bipolar disorder. Using this research, the writer will evaluate how
Love Faith Church (hereafter, LFC) in Columbia, SC, can educate its ministry leaders to manage
individuals with bipolar disorder better.? The research includes an eight-week Ministry Leaders’
Educational Plan program to assist ministry leaders in managing adolescents and young adults
with bipolar disorder.

The first chapter of the thesis encompasses eight sections and this introduction. The
second section briefly introduces the ministry context of the study, whereas the third and fourth
sections present the problem and purpose of the thesis. This chapter includes basic assumptions,
definitions, limitations, and research delimitations. Finally, the thesis statement summarizes the

information presented in the introduction chapter.

! “Bipolar and Isolation | HealthyPlace,” (a),
https://www.healthyplace.com/blogs/breakingbipolar/2013/09/bipolar-isolation.

2 This thesis project aims to protect the church, so it uses the pseudonym Love Faith Church.



Ministry Context

Love Faith Church is a local ministry in Columbia, South Carolina. There is a mixed
population of believers in the church, with diverse ethnicities and cultures. The goal of outreach
events organized by individuals is to reach the unchurched within the community systematically.
As part of its ongoing design, the church engages in strategic evangelism, community events,
outreach programs, summer of service, camp ignite, worship services, and more. The
congregation’s support and donations often meet community, city, and world crisis needs. Love
Faith Church emphasizes the importance of demonstrating relational love to people, just as
Christ shows love to the church. It offers many services to followers, such as college internships,
RightNow Media, Bible reading guides, baptism, prayer requests, and child dedication. These
services go a long way in strengthening followers’ faith and bringing them closer to God.

The church was created in 2006 by four founding families. Between 2006 and 2023, it
gradually expanded, attracting more followers, and designing new ministries. It is a relatively
large church with many services, and a formal structure. The church’s leadership tries to keep up
with the times. As a result, it offers many services based on digital technologies, such as
RightNow Media.® Furthermore, it is essential to emphasize that the church’s website is an
integral element of its operations since it collects relevant information from followers and offers
convenient tools for participating in certain services. For instance, this platform allows followers
to register for baptism by choosing an available date.

The current proposed study at Love Faith Church in Columbia, South Carolina, will be an

interpretative research project. Following the last census, the city’s population is around

3 “RightNow Media | Streaming Video Library of Bible Studies,” accessed Mar 31, 2023,
https://www.rightnowmedia.org/accessrnm?utm_source=bing&utm_medium=cpc&utm_campaign=ongoingconversi
ons&utm_content=churchdecisionmakers&msclkid=60ee6ea9a8481fche35f0a8e89ab208a.



137,541.% The data from the Pew Research Center® show that approximately 78% identify as
Christians. Others consider themselves Evangelical Protestants (78%), Mainline Protestants
(35%), Historically Black Protestants (15%) or Catholics (10%).% Baptists currently have the
city’s largest congregation, while other denominations’ influence is much less significant. The
available evidence provides a compelling reason to believe that religion plays an essential role in
the lives of most residents of Columbia. A recent survey illustrates that 90% of the city’s
dwellers are “certain” or “fairly certain” in their belief in God, while 85% point out that religion
plays an important or somewhat important role in their lives.” There are also many other facts
indicating religion’s importance for Columbia dwellers. Among them, 51% read scripture once a
week, 67% feel spiritual peace and well-being due to their faith, and 81% pray to God every
week.® In light of these findings, it seems justified to state that most people living in Columbia,
SC pay significant attention to religion.

The church’s website states it tries to help people know God, find meaning in life, and
make a difference. Unfortunately, there is no information online on the exact number of
followers of the church and their demographic characteristics. Love Faith Church (LFC) mainly
interacts with its followers through worship services and life groups, two fundamentally different
instruments. The former are large gatherings incorporating many followers, whereas the latter are

customized interventions for specific groups that address their unique needs.

4 U.S. Census Bureau, “QuickFacts Columbia City, South Carolina,” last modified July 1, 2021,
https://www.census.gov/quickfacts/columbiacitysouthcarolina.

5 Pew Research Center, “Adults in South Carolina,” last modified 2022,
https://www.pewresearch.org/religion/religious-landscape-study/state/south-carolina/.

® 1bid.
" Ibid.
8 1bid.



The church offers many resources to its followers. The Bible reading guide invites people
to take a journey of reading the Bible in a year that helps deepen one’s knowledge of God. It
offers a detailed plan guiding followers through reading the Gospels with a list of specific verses
they can read daily. The program is supposed to foster discipline and ensure that people achieve
their goal of reading the Bible in a year. The church also invites followers to get baptized. Its
website provides a set of available dates so people can register for baptism online. Each church
service ends with everyone being able to pray with the church’s prayer teams; additionally, they
can request customized prayers. Child-dedicated services do not exist as a set of standard
procedures. According to the website, parents should contact pastoral team members and
collaborate to find the most appropriate way to dedicate their children to meaningful services.

The church allows followers to express their feelings and experiences of how God has
affected their lives with the, Share Your Story, online and this information will enable the prayer
team to incorporate it into prayers or other church services. College internship services refer to a
full-time college internship program combining formal academics with training outside the
classroom. The most important parts of this program are leadership training from the fastest-
growing churches and Bible classes at the best Christian colleges in the country. Finally, the
RightNow Media service is a streaming platform with many faith-based videos.

Interestingly, the church has both an online and an offline campus to appeal to the
maximum number of people. Information presented on the official website of Love Faith Church
(LFC) is insufficient for conclusions regarding followers’ demographic characteristics and
distinctive features. Based on the data that was previously mentioned, similarly to other religious

people in Columbia, these individuals are likely to express a relatively high religious



commitment and conservatism.® The church can assist its ministry leaders with understanding
and ministering to youth and young adults with bipolar disorder by providing a focused
educational program for their ministry leaders. Furthermore, parents, guardians, and caregivers
might request a customized prayer for their unique problems. At the same time, LFC does not
have specific resources for leading these adolescents and young adults with bipolar disorder.

The available evidence indicates a compelling reason that followers of Love Faith Church
are diverse. Such a pattern is typical for churches operating in South Carolina. Roach reports that
Southern Baptist Conventions are becoming increasingly diverse regarding racial and ethnic
characteristics.'® Information provided by the Pew Research Center supports this point of view.
There is no agreement among most Southern Baptist churches’ followers on several pressing
matters. For instance, they disagree on issues such as homosexuality, same-sex marriage,
environmental regulations, and human evolution.!! Such a diverse picture of congregations
provides a premise to assert that ministers must design customized interventions to address the
needs of their varied followers.

The academic literature does not offer valuable insights into how LFC ministries could
assist ministry leaders with adolescents and young adults with bipolar disorder within a church
setting. The research by Saxton!? recently discovered a direct link between family ministry

engagement and baptism ratios within the context of the Southern Baptist Convention. The

® Dalia Fahmy, “7 Facts about Southern Baptists,” last modified June 7, 2019,
https://www.pewresearch.org/fact-tank/2019/06/07/7-facts-about-southern-baptists/.

10 David Roach, “Count the Faces: SBC Diversity on the Rise,” last modified June 11, 2021,
https://www.baptistpress.com/resource-library/shc-life-articles/count-the-faces-sbc-diversity-on-the-rise/.

11 Pew Research Center, “Adults in South Carolina,” last modified 2022,
https://www.pewresearch.org/religion/religious-landscape-study/state/south-carolina/.

12 Kevin Bryce Saxton, “Family Ministry and Evangelism: An Empirical Study of Family Ministry
Engagement and Baptism Ratios in the Southern Baptist Convention,” Ph.D. dissertation (The Southern Baptist
Theological Seminary, 2017).


https://www.pewresearch.org/religion/religious-landscape-study/state/south-carolina/

author emphasizes that a family ministry emphasis is a powerful tool for overcoming various
children’s problems and helping them stay connected to the church.®

Zust et al. provide many examples in their study of how pastors’ dedicated efforts helped
victims of domestic violence stop blaming themselves for traumatic experiences.'* The growing
emphasis on addressing mental health issues to help followers is evident in many publications
featuring churches in South Carolina. For instance, the Southern Baptist Convention issued a
resolution on “Mental Health Concerns and the Heart of God” in 2013 in response to mass
shootings and suicides.™® All the examples provided above illustrate that Southern Baptists are
becoming increasingly interested in expanding their ministries so that the church would become
an integral part of followers’ lives and an effective instrument for tackling various problems,

including those connected with family issues and mental health problems.

Problem Presented

Bipolar Disorder in the United States

Bipolar disorder is a well-known mental health problem. An individual with bipolar
disorder has extreme mood swings, a high suicide rate, sleep problems, and dysfunctional self-
esteem (feeling inferior when depressed, superior when manic).'® At Love Faith Church (LFC),
some adolescents and young adults struggle silently and refuse to discuss any issues or

complications they have about their illness due to stigma. Mania or hypomania and depression

13 Saxton, “Family Ministry and Evangelism: An Empirical Study of Family Ministry Engagement and
Baptism Ratios in the Southern Baptist Convention.”

14 Barbara Zust, Jaclyn Housley and Anna Klatke, “Evangelic Christian Pastors’ Lived Experience of
Counseling Victims/Survivors of Domestic Violence,” Pastoral Psychology 66 (2017): 675 (675-87).

15 Barbara Denman, “SBC Addresses Mental Health Issues,” September 1, 2013,
https://www.baptistpress.com/resource-library/shc-life-articles/shc-addresses-mental-health-issues/.

16 Markus Rantala, Severi Luoto, Javier Borraz-Leon and Indrikis Krams, “Bipolar Disorder: An
Evolutionary Psychoneuroimmunological Approach,” Neuroscience & Biobehavioral Reviews 122 (2021): 28-37.



are the main symptoms and contribute to elevated levels of stress. At the same time, periods of
depression are problematic since they could prevent people from performing their work
responsibilities and engaging with loved ones, while extreme cases of bipolar disorder might
even lead to suicide.!” Ministry leaders must recognize, however, that some adolescents and
young adults need additional support and design programs to assist them. The severity of bipolar
disorder and its potential to cause disastrous consequences are the main reasons behind the
growing attention to this mental health problem.

Bipolar disorder is a pressing concern for various stakeholders because of its prevalence
and possible implications. According to recent studies, bipolar mood disorders, dysthymic
disorders, and major depressive disorders are three of the most common hospitalizations among
Americans aged 18 to 44.18 Bipolar disorder is prevalent in men and women at the age of 20.
According to statistics, about 5% of the world’s population has bipolar disorder, while 1-2%
suffer from bipolar.'® The number of bipolar disorder cases globally has increased from 32.7
million in 1990 to 48.8 million in 2013, representing a 49.1% increase that is accounted for by
aging and population growth.2° Moreover, even though the disorder remains relatively rare,

scientists emphasize that this illness significantly impacts the prevalence of disability in society

17 peter Dome, Zoltan Rihmer and Xenia Gonda, “Suicide Risk in Bipolar Disorder: A Brief Review,”
Medicine (Kaunas) 55, no. 8 (2019): 403.

18 Martin Katzman et al., “Adult ADHD and Comorbid Disorders: Clinical Implications of a Dimensional
Approach,” BMC Psychiatry, 17 (2017): 3.

1% Emma-Marie Smith, “Bipolar Facts and Statistics: Bipolar Disorder Is Real,” Healthy Place, December
28, 2021, https://www.healthyplace.com/bipolar-disorder/bipolar-information/bipolar-facts-and-statistics-bipolar-
disorder-is-real.

20 Alize Ferrari et al., “The Prevalence and Burden of Bipolar Disorder: Findings from the Global Burden
of Disease Study 2013,” Bipolar Disorders 18, no. 5 (2016): 441.



because of its early onset, chronicity, and severity.?* Therefore, bipolar disorder is a pressing
problem that deserves the attention of various stakeholders.

The available evidence indicates that the prevalence of bipolar mental disorder is critical
for the United States. The study by Post et al. showed that this illness is severe and characterized
by long treatment delays in the United States compared to Europe. Furthermore, this illness is
associated with more family members suffering from a psychiatric disorder.?? It seems that this
disorder begins at a younger age in the USA. As the scientists explain, approximately two-thirds
of all Americans diagnosed with bipolar disorder reported its first signs before the age of 19.

In contrast, the percentage of European patients with such an early offset of the disorder
constitutes only around 33%.2® According to Merikangas et al., the prevalence of bipolar disorder
in different countries was 2.4%, accounting for a significant share of the global population, and
the USA had one of the highest rates of patients with this mental health problem, 4.4%.2* While
the number of bipolar patients, almost bipolar disorder constitutes a critical problem in the
United States that requires a coordinated response from different parties, including the federal
and local government, non-government organizations, churches, businesses, and educational
institutions.

The amount of information on the prevalence of bipolar disorder in different
demographic groups is limited. Additionally, such information primarily relies on old sources.

Nevertheless, it still offers some insights valuable for the current study. The data from the

2L Ferrari, et al., “The Prevalence and Burden of Bipolar Disorder: Findings from the Global Burden of
Disease Study.”

22 Robert Post et al., “More Childhood Onset Bipolar Disorder in the United States than Canada or Europe:
Implications for Treatment and Prevention,” Neuroscience & Biobehavioral Reviews, 74 (2017): 204-13.

2 1bid.

24 Kathleen Merikangas, et al., “Prevalence and Correlates of Bipolar Spectrum Disorder in the World
Mental Health Survey Initiative,” Arch Gen Psychiatry 68, no. 3 (2011): 241-51.



National Comorbidity Survey reveal no statistically significant difference between the exposure
of males and females to the risk of developing bipolar disorder.?> The prevalence of bipolar
disorder and severe impairment is estimated at 2.9% and 2.6%, respectively. It has been
estimated that adolescent women 3.3% are more likely to develop bipolar disorder 2.6% than
their male counterparts based on the Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (DSM-1V) criteria assessed impaired functioning.?® The highest percentage of
bipolar patients was reported for the age group between 18 and 29 years old (4.7%), although
people between 30 and 44 years old also displayed a high prevalence of this disorder (3.5%).%
82.9% of Americans with bipolar disorder report severe impairment, illustrating the disorder’s
severity.

Moreover, severe bipolar disorder is especially likely to be observed in adolescents. The
findings of Merikangas et al. indicate that whereas 2.9% of adolescents in the country had
bipolar disorder in 2010, 2.6% of adolescents reported severe impairment.?® According to the

arguments above, adolescents are at risk of developing bipolar disorder.

Bipolar Disorder in Young Adults

This project examines how the Love Faith Church (LFC) can enable its ministry leaders

to help lead adolescents and young adults with bipolar’s unique challenges. The term “young

% Harvard Medical School, “National Comorbidity Survey,” August 21, 2017,
https://www.hcp.med.harvard.edu/ncs/index.php.

26 National Institute of Mental Health, “Bipolar Disorder,” last modified 2017,
https://www.nimh.nih.gov/health/statistics/bipolar-disorder.

27 1bid.

28 Kathleen Merikangas, et al., “Prevalence and Correlates of Bipolar Spectrum Disorder in the World
Mental Health Survey Initiative,” Arch Gen Psychiatry 68, no. 3 (2011): 241-51.
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adults” in this project’s context refers to those between 18 and 25 years old.?® In between puberty
and age 18, a person becomes more independent and realizes their values, beliefs, and life
goals.®® At this point, an individual with bipolar disorder might face many challenges, such as
family problems, issues related to body image, the possible lack of employment or career
advancement opportunities, negative stereotyping, defeated expectations, and many others. For
individuals with bipolar disorder who lack coping strategies and emotional resilience, these
hurdles may become overwhelming.3! The available evidence provides a compelling reason to
believe that young adults who have been diagnosed with bipolar disorder are an example of
individuals who are less likely to overcome the challenges that are common for this age group.®
Therefore, they usually require additional assistance from parents, therapists, friends, ministry
leaders, or other parties.

Ministry leaders are essential in helping adolescents and young adults with bipolar
disorder live their whole lives and remain productive members. The research by Sullivan et al.
emphasizes that family cohesion, adaptability, and conflict within the family context
dramatically affect the outcomes of family-focused treatment for bipolar adolescents.® In
particular, the symptoms of mania display much more significant reductions in adolescents from

low-conflict families; furthermore, the scientists consider all three family-related variables as

29 Clare Stroud, et al., “Investing in the Health and Well-Being of Young Adults,” Journal of Adolescent
Health 56, no. 2 (2015): 127-29.

30 L_aura Prior et al., “Food Insecurity and Mental Health Problems among a Community Sample of Young
Adults,” Social Psychiatry and Psychiatric Epidemiology 51 (2016): 1073-81.

31 Stroud, et al., “Investing in the Health and Well-Being of Young Adults,” 127-29.

32 Judith Proudfoot et al., “Triggers of Mania and Depression in Young Adults with Bipolar Disorder,”
Journal of Affective Disorders 143, no. 1-3 (2012): 196-02.

33 Aimee Sullivan et al., “Family Functioning and the Course of Adolescent Bipolar Disorder,” Behavior
Therapy 43, no. 4 (2012): 837-47.
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likely to affect patients’ depression scores.3* Milkowitz advocates for adopting customized
treatment strategies for bipolar disorder in late adolescence.® The scientist points out that the
structure of a family, possible unresolved conflicts, and dysfunctional alliance patterns all
significantly impact the outcomes of family-focused treatment of adolescents with bipolar
disorder.®

The research by Goldstein et al. asserts that it is paramount to stabilize daily rhythms and
interpersonal relationships for adolescents at risk for the development of bipolar disorder.*’
Scholars agree that family functioning is crucial in preventing severe bipolar disorder in
adolescents. The literature does not offer much information on the unique experiences of
ministry leaders who manage adolescents and young adults with bipolar disorder within the
church context, as most studies covering family relationships focus on children and adolescents.
At the same time, it seems justified to assert that the significance of the church’s help is evident.

Young adults who have not overcome their childhood traumas that resulted in the
development of bipolar disorder report severer depressive moments, higher functioning
impairment, and higher suicide risks.®® It might be hard to treat their disorder at this point. Issues
related to family relationships are included in the risk criteria for bipolar affective disorder in the

study by Bechdolf et al., which assists in the identification of bipolar disorder in adolescents and

34 Sullivan, et al., “Family Functioning and the Course of Adolescent Bipolar Disorder,” 837-47.

% David Miklowitz, “Family Treatment for Bipolar Disorder and Substance Abuse in Late Adolescence,”
Journal of Clinical Psychology, 68, no. 5 (2012): 502-13.

% 1bid.

37 Tina Goldstein et al., “Early Intervention for Adolescents at High Risk for the Development of Bipolar
Disorder: Pilot Study of Interpersonal and Social Rhythm Therapy (IPSRT),” Psychotherapy (Chic), 51, no. 1
(2014): 180-89.

38 Clarisse de Azambuja Farias et al., “Clinical Outcomes and Childhood Trauma in Bipolar Disorder: A
Community Sample of Young Adults,” Psychiatry Research, 275 (2019): 228-32.
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young adults who are seeking help.® The importance of healthy relationships with ministry
leaders for an individual with bipolar disorder also could be interpreted from the scientific paper
by Geddes and Miklowitz.*® Even as individuals with bipolar disorder grow up, multiple sources
suggest that church ministry leadership still plays an important role in their ability to cope with
the illness. In this situation, it seems justified to state that adolescents and young adults with
bipolar disorder require help to overcome this illness and their church leaders need to be

educated on how to assist them.

Mental Health Problems and the Church

As explained in the previous section of the chapter, churches operating in South Carolina
pay an increasingly large amount of attention to the problem of mental health.** Churches initiate
various interventions to help their followers overcome multiple issues and assist their loved ones
with preventing the development of mental health problems. The article by Williams et al. sheds
some light on implementing a Mental Health Ministry Committee in African American
churches.* The scientists found that such a program had the potential to reduce stigma and
promote effective treatment of followers who were seeking help with overcoming depression.
Moreover, the scholars point out that partnerships with the lead pastor or other church staff

members could be a basis for an instrumental community-based participatory approach to reduce

3% Andreas Bechdolf et al., “A Preliminary Evaluation of the Validity of At-Risk Criteria for Bipolar
Disorders in Help-Seeking Adolescents and Young Adults,” Journal of Affective Disorders 127, no. 1-3 (2010):
316-20.

40 John Geddes and David Miklowitz, “Treatment of Bipolar Disorder,” The Lancet 381, no. 9878 (2013):
1672-82.

4L «“\Weekend of Faith for Mental Health.” Accessed Mar 31, 2023,
https://www.sumtersc.gov/news/weekend-faith-mental-health.

42 LLaverne Williams, Robyn Gorman, and Sidney Hankerson, “Implementing a Mental Health Ministry
Committee in Faith-Based Organizations: The Promoting Emotional Wellness and Spirituality Program,” Social
Work in Health Care 53, no. 4 (2014): 414-34.
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the prevalence of mental health disorders within the congregation.*® Robinson et al. show that the
African American Church might be a powerful mechanism for ensuring the mental health of
black males by providing culturally relevant, spiritually sensitive, and gender-specific services
addressing particular mental health issues.**

This project illustrates the importance of customization in developing effective
interventions for protecting the mental health of specific groups of followers. Bornsheuer et al.,
in turn, assert that Christian church members appreciate their church’s role in shaping followers’
mental health.* Individuals with bipolar disorder argue that they come to the church when
seeking care, talk to knowledgeable practitioners about their mental health problems, and apply
certain religious practices in mental health counseling. All these activities help them prevent the
development of mental health disorders.

The literature offers many insights into ministers’ role in addressing their congregations’
mental health issues. Still, no specific programs exist that can be useful to ministry leaders. The
study by Nadkarni and Fristad indicates that those whose children have bipolar disorder often
display a pattern of social isolation.*® In particular, the scientists found that such an individual
with bipolar disorder often distance themselves from church ministries. Such an outcome is
unfortunate because, as the scientists explain, church groups could support these people and help

them implement effective treatment strategies for children.

43 Williams, Gorman, and Hankerson, “Implementing a Mental Health Ministry.”

4 Michael Robinson et al., “Black Male Mental Health and the Black Church: Advancing a Collaborative
Partnership and Research Agenda,” Journal of Religion and Health 57 (2018): 1095-07.

4 Jennifer Bornsheuer, Richard Henriksen, and Beverly Irby, “Psychological Care Provided by the Church:
Perceptions of Christian Church Members,” Counseling and Values 57, no. 2 (2012): 199-13.

46 Radha B. Nadkarni and Mary A. Fristad, “Stress and Support for Parents of Youth with Bipolar
Disorder.” The Israel Journal of Psychiatry and Related Sciences 49, no. 2 (2011): 104.
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Furthermore, recent evidence suggests that many churches have created a network of
adequate mental health services customized to their needs and address various disorders.*’ It
could be observed from the research by Cruz et al.,*8 that religion plays a vital role in shaping the
experiences of people with bipolar disorder. The problem is Love Faith Church’s ministry lacks
resources to assist ministry leaders in recognizing possible bipolar disorder signs in adolescents

and young adults.

Purpose Statement

The purpose of this DMIN action research project is to develop and deploy an
educational program for ministry leaders about bipolar disorder in adolescents and young adults.
With the church becoming overloaded with responsibilities, ministry leaders give minimal
priority to mental health problem issues. There is no better place to address issues, seek refuge,
and receive guidance than the church. People seeking mental health treatment consult youth
pastors, ministers, and lay leaders as the first resort. Still, the lack of trust between ministering
leaders and the body of the church prevents education regarding bipolar disorders. Ministry
leaders can achieve positive results through theological and psychological monologue when
addressing faith and bipolar disorders.

The researcher developed a ministry leaders’ education program for eight weeks to
educate them about bipolar disorder in adolescents and young adults and how they may be able

to recognize signs associated with bipolar disorder to create a spiritual, emotional, and

47 Rosalyn Denise Campbell and Tenesha Littleton, “Mental Health Counselling in the Black American
Church: Reflections and Recommendations from Counsellors Serving in a Counseling Ministry,” Mental Health,
Religion & Culture 21, no. 4 (2018): 336-52.

48 Mario Cruz et al., “The Relationship between Religious Involvement and Clinical Status of Patients with
Bipolar Disorder,” Bipolar Disorders 12, no. 1 (2010): 68-76.
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cognitively stimulating environment within their ministry. In week one, ministry leaders will
learn about bipolar disorder. Week two will focus on recognizing signs of bipolar disorder
among adolescents and young adults. As part of the third, fourth, and fifth weeks of this course,
ministry leaders will learn biblical principles related to mental health from a biblical perspective.
Ministry leaders will learn about sensory overload symptoms during week six, how to be aware
of individuals with bipolar disorder as leaders, and how to take self-care actions when
ministering to adolescents and young adults with bipolar disorder. It is intended that week seven
will provide ministry leaders with an overview of educational programs that have already been
implemented, and week eight will be the culmination of the educational program. Using the
Ministry Leaders’ Education Plan, Love Faith Church’s ministry leaders can assist individuals
with bipolar disorder more effectively in their ministry roles.

Despite numerous studies investigating bipolar disorders, little study has focused on
ministry leaders’ experiences in addressing this problem in adolescents and young adults in
churches, and this issue is not systematically studied. As a result, there is an evident research gap
concerning the church’s role in educating ministry leaders about bipolar disorder. The current
thesis will address the gap with the unique strategies church ministry leaders could employ to

help advance their knowledge and experiences.

Basic Assumptions

Based on the researcher’s findings, the following presuppositions underly the problem.
According to this project, ministry leaders who lead adolescents and young adult members of the
Love Faith Church’s congregation demonstrate dedication to a relatively high religious

commitment. Such an assumption directly originates from the data provided by Pew Research
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Center.*® It is unlikely that the Ministry Leaders’ Educational Plan will give positive results for
leaders who do not emphasize leadership enhancement.

The researcher assumes that ministry leaders who have experience working with
adolescents and young adults with bipolar disorder are sincerely committed to helping them
manage their bipolar disorders. Many studies distinguish between an individual with bipolar
disorder seeking and not seeking help; therefore, if all adolescents and young adults seek support
would have been erroneous.>® Adolescents and young adults with bipolar disorder should be
treated sincerely by their parents, guardians, caregivers, and physicians. Still, they must also care
for themselves mentally, and church ministry leaders must know how to assist. Therefore, the
assumption seems justified.

The third assumption of the study is that ministers and other church leaders are also
willing to help followers overcome bipolar disorder problems. Church leaders need basic
knowledge of this illness and an understanding of how critical it is to support adolescents and
young adults with bipolar disorder. Finally, the last assumption of the study pertains to internet
usage. Most ministry leaders who are members of Love Faith Church’s (LFC) congregation have
some devices that allow them to access online resources and possess basic computer skills.
Participating in the educational program focus group forms the basis of the project, so this

assumption is crucial.

49 Pew Research Center, “Adults in South Carolina,” last modified 2022,
https://www.pewresearch.org/religion/religious-landscape-study/state/south-carolina/.

%0 Andreas Bechdolf et al., “A Preliminary Evaluation of the Validity of At-Risk Criteria for Bipolar
Disorders in Help-Seeking Adolescents and Young Adults,” Journal of Affective Disorders 127, no. 1-3 (2010):
316-20.
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Definitions

Anxiety Disorders. Anxiety disorders are characterized by extreme nervousness, panic, or
phobias. Persons suffering from anxiety disorders cannot calm down, feel panicky much of the
time, and have physical symptoms of constant nervousness. Those with post-traumatic stress
may experience flashbacks of trauma and may react to loud noises or other reminders of the
precipitating event.>!

Bipolar Disorder. Bipolar disorder is “a mental health disorder characterized by extreme
shifts in mood, high suicide rate, sleep problems, and dysfunction of psychological traits like
self-esteem (feeling inferior when depressed and superior when manic).”%?

Caregiver Burden. Caregiver burdens are the challenges people experience while caring
for children with bipolar disorder.>

Church Counseling. Church counseling refers to a specific type of therapy based on
traditional therapeutic methodologies and religious belief practices.>*

Church Leaders. Church leaders are individuals responsible for “overseeing” the church,
such as pastors, administrators, and others.®

Mental Disorder. Major depression, bipolar disorder, schizophrenia, and obsessive-

compulsive disorder comprise four of the top ten causes of disability in developed countries.

51 Tim Clinton and Ron Hawkins, The Quick-Reference Guide to Biblical Counseling: Personal and
Emotional Issues (Grand Rapids, MI: Baker Books, 2009), 163.

52 Markus Rantala et al., “Bipolar Disorder: An Evolutionary Psychoneuroimmunological Approach,”
Neuroscience & Biobehavioral Reviews 122 (2021): 28-37.

53 George Karambelas et al., “A Systematic Review Comparing Caregiver Burden and Psychological
Functioning in Caregivers of Individuals with Schizophrenia Spectrum Disorders and Bipolar Disorders,” BMC
Psychiatry 22, no. 1 (2022): 422.

54 Mark Weston, Creating a Church Counselling Ministry (Scotts Valley: CreateSpace Independent
Publishing Platform, 2016), 25.

5 Noel Clavecilla, The Anatomy of Church Leaders (Eugene: Wipf and Stock Publishers, 2020), 75.
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Multiple mental disorders are common among people.>® A mental disorder is associated with
thoughts and behaviors that cause individuals to experience severe problems in significant areas
including relationships, employment, education, financial well-being, and even spirituality.
Mental disorders are not short-term, but they are also not necessarily permanent. Mental
problems must endure for a certain minimum period before a mental disorder becomes
diagnosable. Most mental disorders resolve after treatment with counseling and medication or
simply the passing of time. Other lifelong mental disorders cause ongoing problems for those
afflicted and their families. If someone is mentally ill, they are not merely “odd.” Labels of
mental disorders ought never to be applied without a professional assessment. Mental disorders
are severe disturbances.®’

Mood Disorders. Mood disorders are those that primarily affect a person’s emotional
stability. The most common are depression and bipolar disorder (formerly manic depression).
Individuals afflicted with depression feel discouraged and hopeless almost every day, have lost
interest in activities they used to enjoy, and sometimes consider or attempt suicide. Those with
bipolar disorder exhibit cycles of wildly changing emotions and behaviors.*®

Personality Disorders. Personality disorders are disturbances in thinking and behavior

that are of a person’s essential character, resulting in lifelong counterproductive patterns.

% Tim Clinton and Ron Hawkins, The Quick-Reference Guide to Biblical Counseling: Personal and
Emotional Issues (Grand Rapids, MI: Baker Books, 2009), 163.

57 1bid.

%8 Tim Clinton and Ron Hawkins, The Quick-Reference Guide to Biblical Counseling: Personal and
Emotional Issues (Grand Rapids, MI: Baker Books, 2009), 163.
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Unlike the above mental disorders, personality disorders do not often respond to medications or
short-term therapy.>®

Young Adults. The group is people between 18 and 25 years old.%°

Limitations

This study will have to contend with limits likely to affect the validity of its findings.
Several factors may affect the project, starting with limited access to information. Most
parents do not disclose that their adolescent or young adult has the bipolar disorder.
Additionally, most guardians living with adolescent and young adult bipolar disorder
diagnosed with bipolar disorder are not likely to share important details about their illnesses
with ministry leaders. Since the researcher will interview each ministry leader participant
separately, gathering information from a large study sample will be time-consuming. Due to
the project’s objective to design an educational resource program, the proposed project will
also have limited resources. Church and ministry leaders need access to resources for
managing adolescents and young adults with bipolar disorder, such as support groups, case
studies, and training materials. These resources are difficult to obtain due to limited access.
Other limitations of the current study include the difficulty in generalizing the results. Since
the participants will come from one city, along with the church’s online ministry leaders, the
results may not apply to other contexts or people.

Moreover, ministry leader participants may be biased due to their self-selection or

refusal to participate in the project. The researcher may not have enough participants for the

%9 Clinton and Hawkins, The Quick-Reference Guide to Biblical Counseling, 163.

80 Clare Stroud et al., “Investing in the Health and Well-Being of Young Adults,” Journal of Adolescent
Health 56, no. 2 (2015): 127-29.
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project if ministry leaders withdraw during the research process. Lastly, since this project will

not occur in the church, the church may not accept the training due to its minor importance.

Delimitations

This study’s delimitations intentionally aim to limit the extent to which the limitations
above derail and hamper the study’s validity and credibility by ensuring the study’s scope
remains attainable and feasible. Firstly, the study will focus on assisting ministry leaders in
managing young adults diagnosed with bipolar disorder residing in South Carolina, with other
locations not being included, to ensure the scope of the research remains attainable. In addition,
since time and financial constraints will prevent us from conducting large-scale fieldwork, the
researcher will only conduct individual surveys, interviews, and focus groups. Thirdly, the
results only apply to the studied population and should not be generalized to other groups,
addressing the generalizability limitation. When interpreting the data, the researcher will also

consider the possibility of bias due to participants’ self-selection.

Thesis Statement

Historically, the church, parents, guardians, caregivers, and family members of those with
mental disorders received criticism instead of support. Parents, guardians, caregivers,
adolescents, and young adults report condemnation and social isolation from family gatherings,
church, community events, and extended social networks due to a mental disorder’s challenging

behavior and stigma.® Parents often develop anxiety and depressive symptoms associated with

61 Radha Nadkarni and Mary A. Fristad, “Stress and Support for Parents of Youth with Bipolar Disorder,”
The Israel Journal of Psychiatry and Related Sciences 49, no. 2 (2011): 104.
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chronic stressors comparable to those described for caregivers of people with dementia.®? Among
the Love Faith Church (LFC), the mission is to educate ministry leaders about adolescents and
young adults with the bipolar disorder and how they can address their challenges. Ministry
leaders will be better equipped in assisting adolescents and young adults by using the Ministry
Leaders’ Education Plan. If LFC implements an eight-week ministry leader educational program,
then ministry leaders will be able to create a spiritual, emotional, and cognitively stimulating

environment for church members.

62 Farshid Shamsaei et al., “Family Caregiving in Bipolar Disorder: Experiences of Stigma,” Iranian
Journal of Psychiatry 8, no. 4 (2013): 188-94.
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CHAPTER 2: CONCEPTUAL FRAMEWORK

Identifying the prevalence of bipolar disorder among adolescents and young adults,
Chapter 2 will provide an overview of the literature review, theological and theoretical
foundations. Understanding bipolar illness concepts, such as hope, religious beliefs, connections,
reliability, compassion, and multiple approaches, adds to ministering leaders’ knowledge. To
better understand bipolar disorder and the responsibilities of the church, it is appropriate to
conceptualize it historically. This literature review will consist of an in-depth analysis of several
scholarly articles that provide an understanding of the illness, perspectives, theories, arguments,

and practices that serve as a framework for understanding the church’s role.

Literature Review

Mental illnesses are a widespread threat to communities and public health in the U.S. and
abroad.! People of all ages are affected by this healthcare challenge, including children, and
older people. Various social agencies have enacted measures to improve public mental health to
mitigate the severe impacts of mental disorders on people’s quality of life. For example, religious
establishments and healthcare institutions have developed programs that prevent, treat, or
manage mental illness.? Young adults are more likely to suffer from mental disorders than older

adults, even though depression is prevalent in all age groups. Most youths encounter several

! Linda Rosenberg, “Behavioral Disorders: The New Public Health Crisis,” The Journal of Behavioral
Health Services & Research 39, no. 1 (-01, 2012): 1-2, do0i:10.1007/s11414-011-9265-8.

2 Mildred M Reynolds, “Religious Institutions and the Prevention of Mental lliness,” Journal of Religion
and Health 21, no. 3 (1982): 245-53, http://www.jstor.org/stable/27505686.
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social stressors they are not equipped to handle. As a result, they are likely to develop anxiety,
depression, or bipolar disorder. Religious groups are crucial in addressing bipolar disorder, even

though healthcare systems are primary care providers.

The Prevalence of Mental Problems Among the Youths

Recent studies indicate that bipolar disorder is a widespread concern worldwide.
According to Cook, common mental conditions affect 20% adults worldwide, while between 1
and 7% of adults suffer from severe cases of these disorders.® The author adds that 10 to 20 % of
adolescents and children report mental disorders, with most issues beginning at 14.* With one in
every five adults having mental conditions, these disorders represent a significant public concern
worldwide. Additionally, 10 to 20% of adolescents and children reporting mental disorders
reveal the widespread mental conditions in adults and the growing population. Nevertheless,
young people exhibit more signs of these bipolar conditions than adults.

Bipolar disorder is also prevalent healthcare challenge among global young people. In
their study in Canada, Church, Ellenbogen, and Hudson found that one in five young people in
the country is affected by a mental health disorder.® In their research in Ukraine, Burlaka et al.
found that about 26.13% and 5.45% of involved participants had lifetime suicidal ideation and

suicide attempt, respectively.® Since this evidence comes from different countries, it

3 Christopher Cook, “Mental Health in the Kingdom of God,” Theology, 123, no. 3 (2020), 164,
https://doi.org/10.1177/0040571X20910700.

*1bid.

5M. Church, S. Ellenbogen, and A. Hudson, “Perceived Barriers to Accessing Mental Health Services for
Rural and Small City Cape Breton Youth,” Social Work in Mental Health 18, no. 5 (September 2020): 1,
doi:10.1080/15332985.2020.1801553.

5Viktor Burlaka et al., “Suicidal Behaviors Among College Students at a Bible Belt University: The Role
of Childhood Trauma, Spirituality, Anxiety, and Depression,” Best Practice in Mental Health 16, no. 2 (Fall 2020):
1-20, https://search.ebscohost.com/login.aspx?direct=true&db=0fm&AN=147164288&site=ehost-live&scope=site.
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demonstrates that mental health disorders are a widespread problem among youths worldwide.
The studies reveal that more than 20% of young people suffer from at least one form of mental
illness in various parts of the world.

This is similar in the U.S., where millions of young people meet the criteria for a mental
health disorder. The U.S. has a considerably high occurrence of bipolar disorders among older
adolescents and young adults. In a 2019 World Health Organization report, Burlaka et al.
observed that suicide, one of the signs of bipolar disorder, is a leading cause of death among
young adults and late adolescents in the U.S., with 16% of this group reporting suicide ideation
or suicide attempt.” Additionally, Cadigan, Lee, and Larimer estimate that 22% of U.S. youths
meet the requirements for a mental health condition, with more than 2.5 million reporting mental
health services in the past year.2 With more than 7.6 million of its youth population suffering
from mental illnesses and 16% of this group having suicide ideation or suicide attempt, the U.S.
has widespread cases of mental health disorders. One of these mental conditions affecting youths

is bipolar disorder.

The Prevalence of Bipolar Disorder Among Young People

Recent studies indicate that the U.S. has a high rate of bipolar disorders. According to
Rowland and Marwaha, approximately 1% of the population has a person who has bipolar

disorder.® In their study, Sulley, Ndanga, and Mensah found that mood disorder is a leading

" Burlaka, et al., “Suicidal Behaviors Among College Students at a Bible Belt University.”

8 Jennifer Cadigan, Christine M Lee, and Mary E Larimer, “Young Adult Mental Health: A Prospective
Examination of Service Utilization, Perceived Unmet Service Needs, Attitudes, and Barriers to Service
Use,” Prevention Science: The Official Journal of the Society for Prevention Research 20, no. 3 (April 2019): 366—
76, doi:10.1007/s11121-018-0875-8.

% Tobias Rowland and Steven Marwaha, “Epidemiology and Risk Factors for Bipolar Disorder,” Ther Adv
Psychopharmacol, 8, no. 9, (2018), 251.
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cause of morbidity and mortality, with young people recording the highest occurrence at about
17 years.'® Although one percent is a fraction of the total cases of mental health disorders in the
U.S., the figure still represents a concerning number of people. This percentage indicates that
more than 3.3 million young Americans have bipolar disorder. As one of the leading causes of
mental illness and mortality among young people, bipolar disorder is a significant public health
concern.

According to Sulley, Ndanga, and Mensah, bipolar disorders in America vary from one
race to another. For example, Native American and European populations have higher recurrent
and single Major Depressive Disorders. At the same time, the rate of manic and bipolar episodes
is considerably high among the African Americans and Caucasians demographic groups than
other racial groups.! This evidence indicates that some races are more prone to bipolar disorder
than others. The Caucasian population records the highest cases of bipolar disorders, followed by
the African American demographic groups. To mitigate the impact of this mental health
condition, healthcare institutions have initiated some programs that improve public mental well-
being such as, group and family therapy, support groups, intensive outpatient care, partial

hospitalization, and psychiatric medications and outpatient medical management.*2

10 Saanie Sulley, Ndanga Memory, and Nana Mensah, “Pediatric and Adolescent Mood Disorders: An
Analysis of Factors that Influence Inpatient Presentation in the United States,” International Journal of Pediatrics
and Adolescent Medicine 9, no. 2, (2022), 90.

11 Saanie Sulley, Ndanga Memory, and Nana Mensah, “Pediatric and Adolescent Mood Disorders: An
Analysis of Factors that Influence Inpatient Presentation in the United States,” International Journal of Pediatrics
and Adolescent Medicine 9, no. 2, (2022), 91.

12 “Types of Mental Health Services | Mental Health Treatment Programs,” accessed April 29,
2023, https://www.psychguides.com/mental-health-disorders/treatment/types/.



26

Church and People with Bipolar Disorder

Religion impacts mental health and illness depending on the belief system.* Amedome
and Bedi say religious groups began offering compassionate care to vulnerable individuals, such
as mentally ill people.'* During the fourteenth century, church-sponsored and priest-supervised
hospitals were established for mental health patients.'® Since mental health services started from
the compassionate care of the religious group, churches played the foundation role in this
healthcare practice. Additionally, the early churches sponsored and managed the early healthcare
institutions that provided services to people with mental problems. Despite scientific advances,
many people with mental health conditions still visit churches.

Studies demonstrate that some religious organizations still assist mentally ill patients.
While citing a 2006 World Health Organization report, Amedome and Bedi note that about 98
percent of people with mental health problems in Ghana attend traditional healing shrines and
prayer camps to recover from the conditions.® In his U.K. study, Anyinsah observes that many
Christians seek assistance from their leaders without extra contact from mental health
practitioners.t” Although people in most developing nations, such as Ghana, embrace modern
treatment approaches, many view religious leaders as the solution to their mental health

disorders. Anyinsah’s study demonstrates that even people in developed nations seek assistance

13 Prakash B.Behere, et al., “Religion and Mental Health,” Indian Journal of Psychiatry 55, no. Suppl 2 (-
1, 2013): S187-S194. doi:10.4103/00195545.105526, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC370568/.
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from religious leaders. Confidence in religious leaders hinges on the positive impacts on people’s
mental well-being.

Religion is associated with a longer, healthier life, according to scholars. According to
Amedome and Bedi, people with strong religious affiliations report more life satisfaction, greater
realization of life goals, and less psychological distress.*® The evidence indicates that affirming
belief in God may contribute to better physical and psychological health than non-believers.
Although bipolar disorder affects every group, the higher health status of people with strong
religious affiliations reduces the mental challenges among this group. Early in the development
process, this role is often assumed.

Ministry leaders shape cultural values and identities that help with this mental health
condition. According to Amedome and Bedi, various cultural and personal aspects of identity,
including religious beliefs significantly influence individuals’ early development.!® However,
Arango notes that most bipolar conditions develop during their development because they are
mentally vulnerable.?° Due to this emotional vulnerability, ministry leaders provide them with
solid beliefs that strengthen their mental capacity. By shaping the youths’ identity through
religious beliefs, ministry leaders play a preventive role in the fight against bipolar disorder
conditions. As a result, these leaders develop the mental strength to help manage mental health
disorders throughout their lives. These ministry leaders help adolescents and young adults

manage their bipolar disorders by providing emotional support during episodes.
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While quoting Tepper et al., Amedome and Bedi write that 92% of mentally ill patients
reported using religious activity to cope with the difficulties and symptoms of their condition.?*
The authors also cite Koenig et al.’s study, which found that half of the people interviewed used
a religious practice or belief to cope with mental illness.?? Ministry leaders share with the people
hope and faith that helps the congregants cope with life’s difficulties, including cognitive
problems. With a belief or practice to embrace, congregants with bipolar disorder conditions
have a mechanism to alleviate suffering. When the church does not have a program to assist
ministry leaders with the bipolar crisis, they face several limiting factors.

Scholars against the involvement of religion in mental health treatment and management
are a factor limiting the church’s role with their ministry leaders in assisting people with bipolar
disorder. Amedome and Bedi write that the postulations of Freud and twentieth-century scholars
regarding the neurotic influences of religion significantly eroded the church’s positive impact in
addressing mental health.?® Scholars with this school of thought argue that religious beliefs are
responsible for developing schizophrenia, depression, and low self-esteem. Anyinsah observes
that mental health help services question Christian ministry leaders’ role in caring for people
with these disorders.?* This doubt about the value of religion in addressing bipolar disorder
conditions erodes people’s confidence in their spiritual leaders. The limited counseling
knowledge and training among church ministry leaders fuel this opposing argument.

The lack of professional training on mental conditions limits the role of religious leaders

in assisting people with bipolar disorder. According to Anyinsah, most religious leaders feel
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insufficiently equipped to collaborate with healthcare practitioners to treat mental challenges
because they lack proper mental health literacy.?® The author adds that these leaders are reluctant
to cooperate with a hostile system.?® Although Anyinsah conducted this study in the U.K.,
ministry leaders in the U.S. do not undertake sufficient training programs to handle bipolar and
other mental health conditions. Without this knowledge, church ministry leaders’ collaboration
with experienced and highly skilled medical practitioners leads to discomforting encounters for
the former. Untrained ministry leaders are also unpopular with some individuals with bipolar
disorder.

Young people with bipolar disorder are reluctant to seek assistance, limiting the role of
ministry leaders. According to Campbell, young adults with mental health conditions, such as
depression signs, hesitate to seek help because they believe such action will negatively impact
various aspects of their life, including employment.?” A stigma associated with bipolar disorder
makes some young people afraid to seek help, according to the author. The tendency to avoid
visiting a ministry leader to receive support for mental health disorders means that religious
groups have minimal impact on assisting people with bipolar illness. Church organizations
cannot help those with bipolar disorder due to a lack of resources and this behavior.

According to Cachiaras, religious groups in the U.S. participate in several hospitality
activities, including supporting the prison community, sheltering people experiencing

homelessness, helping people during disasters, combating human trafficking, and assisting
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people with drug addiction.?® However, drug additions and the homeless population have rapidly
increased in recent years.?° The evidence demonstrates that spreading their resources to support
all these social groups and the rapid increase in social challenges, such as homeless people, have
stretched the resources in these religious formations. With inadequate resources, churches cannot
serve their congregants with bipolar disorders effectively, contributing to an increase in the
number of untreated bipolar disorders.

Scholars have extensively investigated the role of religious leaders and the healthcare
system in treating mental health conditions. These studies reveal that the healthcare system in the
U.S. has developed some treatment options for mentally ill patients seeking clinical
interventions. However, the religious community has been essential in helping those with mental
health conditions. Nevertheless, the U.S. healthcare system and religious groups face numerous
challenges that hinder their effectiveness in addressing mental illnesses such as bipolar disorder.
For example, the U.S. healthcare system has understaffed with mental health practitioners.
Additionally, the large volume of people admitted to hospital due to substance abuse means that
these institutions divert some resources from mental health programs.

Religious groups also do not have sufficient resources to meet the growing needs for their
services. For example, the Substance Abuse and Mental Health Services Administration
(SAMHSA\) provides care to the ever-increasing population of homeless and substance users.*°

Additionally, they provide services to the prison community and people impacted by natural
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disasters.3* As a result, these entities cannot provide adequate care to people with bipolar
disorder. The researcher hopes to fill this gap by developing a Ministry Leaders’ Educational
Plan to improve ministry leaders’ ability to minister to adolescents and young adults with bipolar
disorder.

This chapter shows that an individual with bipolar disorder requires long-term care.
However, religious groups and hospitals do not address mental conditions like bipolar disorder.
As far as this project, no study has examined how ministry leaders can contribute to treating and
managing the mental health of adolescents and young adults with bipolar disorder with this

condition.

Why Hospitals Do Not Offer Solutions to People with Bipolar Disorder

The U.S. healthcare system is the primary care provider for people with bipolar disorder.
According to Yee et al., the FDA has approved several drugs, including lithium or olanzapine, to
help treat acute mania episodes of bipolar disorder.® The federal agency also approved
Lurasidone in 2018 to help treat major depressive episodes in BD-I disorder among teenagers
and young adults. Yee et al. also notes that medical practitioners use antipsychotics and
anticonvulsants to help manage and treat bipolar disorders.®® This evidence demonstrates that the
U.S. healthcare system has developed the necessary drugs to assist patients with this mental

health condition. Most people seek clinical help when facing bipolar disorder problems, and
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hospitals use these treatment options to help patients control their emotions. However, medical
institutions struggle to care for these patients for several reasons.

The limited number of mentally ill-trained practitioners suggests that healthcare
institutions do not help churches provide care to people with bipolar disorder. According to
Tikkanen et al., all adults suffer from at least one mental condition, such as anxiety, depression,
or experience emotional distress.3* Despite this growing problem, the authors note that the
country has a low supply of mental health practitioners, such as psychiatrists and psychologists,
with only a third of the U.S. primary care institutions having a professional in the mental
disorder field.® The high mental health burdens and the shortage of employees mean that the
U.S. healthcare system does not have sufficient resources to address mental conditions
comprehensively. As a result, people not receiving care from religious organizations do not
obtain quality assistance from the healthcare system. The challenges associated with diagnosing
this condition complicate the treatment of the disorder.

The long-term nature of bipolar disorder treatment and the challenge in early diagnosis
means that healthcare institutions cannot provide comprehensive care to people with bipolar if
the church fails to take this role. Although timely diagnosis, sufficient understanding, and
reliable short and long-term treatment are critical to treating this mental disorder, Baldessarini,
Véazquez, and Tondo write that the healthcare system hardly performs these tasks appropriately.

The author adds that bipolar disorder comes alongside other co-occurring psychiatric conditions,
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including anxiety and disabilities.®® Without early diagnosis and the proper short- and long-term
treatment, most people with this healthcare challenge do not recover from the disorder.
Therefore, healthcare institutions do not provide the best avenue to relieve religious
organizations of the mental illness burden. People who do not receive care from ministry leaders
will likely not obtain long-term care from medical institutions. These limitations stem from
various mental-related complications that these hospitals must address.

The ever-high substance abuse cases divert healthcare resources from bipolar disorder
treatment programs, leaving religious groups with a significant mental illness burden. Tikkanen
et al. note that substance use disorder is a substantial cause of death, killing about nine people in
every million deaths in the U.S.3" Other studies indicate that the U.S. healthcare system admitted
66 patients due to substance use in every 10,000 patients in 2019.%8 At the same time, more than
21.4 million Americans met the diagnostic criteria for drug abuse disorders in 2015.%° Although
the number of deaths related to substance use is considerably low, the number of people admitted
to hospital due to this condition is significantly high. Due to this high number, medical
institutions cannot work effectively with resource-strapped religious groups to provide adequate
mental health care. Without healthcare systems and religious groups overstretched, the church
requires a new approach to leading and caring for these individuals with bipolar disorder through

their ministry leaders.

3 Baldessarini Ross, Gustavo Véazquez, and Leonardo Tondo, “Bipolar Depression: A Major Unsolved
Challenge,” International Journal of Bipolar Disorder, 8, no. 1. (2020), 1-13.

37 Tikkanen, et al., “Mental Health Conditions and Substance Use.”

38 Jonathan Cantor et al. “Analysis of Substance Use Disorder Treatment Admissions in the US by Sex and
Race and Ethnicity Before and During the COVID-19 Pandemic,” JAMA Network Open, 5 no. 9 (2022): 1.

39 Thomas McLellan, “Substance Misuse and Substance Use Disorders: Why Do They Matter in
Healthcare?” Transactions of The American Clinical and Climatological Association, 128, (2017): 115.



34

The new approach aims to develop a plan to help leaders guide adolescents and young
adults with bipolar disorder. The researcher will work with the ministry leaders with a Scripture-
based educational program to help improve their leadership among adolescents and young adults
with this disability. Ministry leaders who encounter people suffering from bipolar disorder have
a better chance of taking measures to improve their lives since bipolar disorder is a long-term
iliness. Instead of solely relying on healthcare practitioners, ministry leaders will have sufficient
knowledge to provide assistance with this mental condition. Against such challenges relating to
access to mental health care, individuals with bipolar disorder present diverse issues that demand
increased care and attention to ensure improved well-being and life quality and prevent problem

aggregation.

The Role of Family in Bipolar Disorder Care

Bipolar disorder is among the mental health problems that trigger patients to develop
suicidal thoughts and tendencies, demanding frequent and constant care. Approximately 20-30
times more likely to commit suicide are patients with mental illnesses, including bipolar
disorder, according to a systematic review Miller and Black conducted to explore the relationship
between bipolar disorder and suicide.*’ Suicidal thoughts and attempts are higher among bipolar
patients who are unemployed, male, living alone, younger (< 35 years), divorced, and have no
child. The relationship between living alone and having no children with increased suicidal
thoughts and attempts among bipolar disorder patients demonstrates that this group of people

with this mental problem demands regular and constant care and social support. Regular and
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continuous care from a family member may provide these individuals comfort and love and
reduce suicidal thoughts and tendencies.

Besides Miller and Black’s study, Dome, Rihmer, and Gonda’s brief review confirm that
bipolar disorder patients have high suicidal tendencies, increasing the need for immediate care.
The authors observed that suicidal thoughts and behaviors are frequent among bipolar disorder
patients, and up to 4-19% of these individuals end their life during their illness cycle.
Additionally, 20-60% of bipolar disorder patients attempt to end their life through suicide at
least once in their lifetime.*! The risk of suicide within this population is 10-30 times higher than
those without mental health problems. Like Miller and Black’s study, Dome, Rihmer, and
Gonda’s review also confirmed that bipolar disorder patients who are under 35 years, divorced,
living in social isolation, separated from spouses, unmarried, and male are highly likely to
commit suicide. These findings further confirm the need for increased care and social support
among bipolar disorder patients to reduce the risk of suicide.

Social and emotional support is valuable among bipolar patients and can reduce suicidal
thoughts and attempts. Owen et al. conducted a study in the United Kingdom to determine how
social support may contribute to suicidal thoughts among bipolar disorder patients. According to
the survey, most participants viewed social support as a source of defeat, alienation,
hopelessness, and entrapment for bipolar disorder patients.*? However, within four months,
social support changed an individual with bipolar disorder perceptions and significantly reduced

suicidal ideation and attempts. These findings confirm that with adequate social support, bipolar
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disorder patients are less likely to feel alienated, defeated, and hopeless and experience suicidal
thoughts and attempts. Other studies have supported the role of social support in reducing
suicidal ideation among bipolar disorder patients.

Several research studies have suggested that social support among bipolar disorder
patients may reduce suicidal ideation, including Turton et al.’s systematic review and
investigation of emotional dysregulation. In the study, the authors found that feelings of
hopelessness and difficulties with social connectedness trigger emotional pain among bipolar
disorder patients and result in suicidal ideation.** However, when such individuals with bipolar
disorder experience social connectedness, they overcome feelings of hopelessness and alienation,
contributing to improved emotional regulation and reduced suicidal ideation. Turton et al.
presented generalizable findings across contexts as a systematic review. These findings confirm
Owen et al.’s observation that social support can improve bipolar patients” emotional well-being
and reduce suicidal ideation and attempts. Besides suicidal ideation, medical non-adherence is a
pressing issue among bipolar disorder patients.

Bipolar disorder patients have a high tendency for medical non-adherence and need
constant care to improve their treatment adherence and promote their mental stability and well-
being. While investigating non-adherence to treatment among patients with bipolar disorder in
Jammu, India, Manhas et al., found that among 109 patients participating in the study, the
prevalence of medication non-adherence was approximately 59.6%.% These patients recorded

poor treatment outcomes and increased frequency of recurrent depressive episodes. Generalizing
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these findings in the broader population demonstrates that around half of bipolar disorder
patients are non-adherent to treatment, increasing the disorder burden related to this mental
health problem in the population. Non-adherence to therapy among bipolar disorder patients is
not a problem in India alone but is prevalent globally.

Jawad et al.’s narrative review study confirms Manhas et al.’s findings that treatment
non-adherence is a frequent problem among bipolar patients, triggering increased care. In their
review involving 103 studies published in different databases, Jawad et al., narrative study
revealed that the prevalence of medication non-adherence among bipolar disorder patients is
approximately 50%.%> Additionally, in European countries, treatment non-adherence among
bipolar disorder patients can reach up to 57%. These findings correlate with Manhas et al.’s
study and demonstrate that medical non-adherence among bipolar disorder patients is not a
location-specific problem but a global concern. Approximately 50% of bipolar disorder patients
do not adhere to their medications, so they need to be provided with increased support and care
to trigger adherence and reduce the social burden caused by this disorder. Although diverse
strategies can promote treatment adherence among bipolar disorder patients, social support is
more cost-effective, straightforward, and readily available.

In different societies worldwide, family, friends, and the church community are essential
in caring for individuals with bipolar disorder challenges. For example, Marshall et al., observe
that in the United Kingdom, approximately 8.8 million people care for friends, relatives, and

other close social contacts with mental health issues.*® The UK healthcare policy recognizes the
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contribution care providers outside the healthcare system make towards improved mental health
in the country. Additionally, September and Beytell contend that in most countries, public
psychiatric hospitals and healthcare facilities focus on the care and rehabilitation of mentally ill
patients requiring specialized healthcare. After discharge, these individuals with bipolar disorder
rely on community-based care, especially from friends and family members.*’ Significant
scientific literature supports the importance of the church, family, and friends in caring for
patients with bipolar disorder.

Pakpour et al., is a randomized controlled trial that provides foundational literature
supporting that family-based interventions can promote medication adherence among bipolar
disorder patients. Pakpour et al., is a randomized controlled trial in Iran to determine how a
multifaceted intervention can promote medication adherence among bipolar disorder patients.*®
The multidimensional intervention involved integrating brief Motivational Interviewing (MI)
sessions, psychoeducation, and family engagement efforts. Within the experimental group that
participated in the multifaceted intervention, patients reported improved medication adherence at
the end of the program. Although the family engagement component plays a more significant
role in collectivist Middle Eastern cultures than in Western capitalist societies, Pakpour et al.’s
study demonstrates that its role in promoting medication adherence among bipolar disorder
patients is undisputed.

Loots et al.’s systematic review and meta-analysis study provide generalizable findings

supporting that family provides social support that enhances medication adherence among
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bipolar disorder patients. In this study, the researchers included 42 studies involving 2967 people
with schizophrenia and 1271 bipolar disorder patients for the systematic and meta-analysis.*°
The researchers observed that in the reviewed studies, family members with schizophrenic or
bipolar disorder patients received education about the importance of medication adherence and
the risks of discontinuing treatment. The review revealed that while teaching family members
complex interventions was challenging, providing them with booklets about treatment adherence
triggered them to support their schizophrenic and bipolar disorder patients, resulting in improved
medication adherence. While there is good literature to support the role of the family in reducing
suicidal ideation and attempts and improving medication adherence among bipolar disorder
patients, church ministries and families lack the resources and training to fit in their position.
Caring for relatives with bipolar disorder can be challenging and significantly burdens
family members. In a study to investigate the experiences of family members caring for a relative
with bipolar disorder in the United Kingdom, Marshall et al., observed that care providers
experience burdens and challenges equally when caring for their relatives with bipolar disorder.%
Most family care providers reported increased anxiety due to the fear that their family members
with bipolar disorder may experience aggregated illness outcomes and commit suicide. The
constant fear and anxiety among care providers that they would lose their loved ones due to
bipolar disorder-mediated suicide caused them distress and hopelessness. Such constant distress

and fear burden care providers and could gradually affect their well-being and quality of life.
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Family-based care providers are more likely to experience declined overall health due to
the burden of caring for their relatives with bipolar disorder. Marshal et al., observed that most
family-based care providers grappled with the responsibility of guaranteeing the safety and well-
being of their relative with bipolar disorder.>* They reported struggling with the need to provide
the best care to the extent of neglecting their well-being as they experienced challenges
balancing their needs and provision of care. Parents taking care of their children with bipolar
disorder were the most affected because they experienced emotional distress while struggling to
help their loved ones. In their systematic review, Fekadu et al., also confirmed that parents caring
for their children with bipolar disorder reported a high depression score.>? These findings
highlight the struggles family-based care providers experience when caring for their relatives
with bipolar disorder. They struggle to balance their needs and well-being and the responsibility
to guarantee the safety and well-being of their sick relatives. The burden is overwhelming
because most families with bipolar disorder patients have limited support access, especially
during crises.

Although family-based care intervention for bipolar disorder reduces the strain on
national healthcare resources, these families receive limited to no support during crises. In
Marshall et al.’s qualitative study in the UK, respondents who were family-based care providers
for bipolar disorder relatives reported that caring for individuals with bipolar disorder demands
dealing with suicidal crises that are cyclical and frequent and demand urgency. However, during

such suicidal crises, care providers struggle to find support, especially from police and healthcare
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practitioners. The lack of support leaves family-based care with a significant burden to care for
and ensure the safety of relatives with bipolar disorder. Since family-based care providers may
lack formal training, handily, suicidal crises can be challenging and distressing.>® Besides the
emotional and psychological cost, family-based care providers experience a considerable
economic burden.

Families living with and caring for bipolar disorder patients experience considerable
economic devastation when they cannot access external material support. The careers of people
with bipolar disorder, and psychosis, experience negative financial impacts due to the constant
need for healthcare services.>* The study systematically analyzed severe mental health problems
by Fekadu et al., to investigate their multidimensional implications for family members. Since
mentally ill patients primarily depend on care providers, treatment costs and informal care result
in significant economic distress for a family. One of the studies in Fekadu et al.’s systematic
review demonstrated that the annual out-of-pocket medical expenses among caregivers of bipolar
disorder patients ($93.93) were higher than among other mental illnesses ($64.8).%° Since most
care providers caring for relatives with bipolar disorder may fail to work to find time for care,
they may run into financial distress. To aggregate the economic burden and a lack of support,
families living with relatives with bipolar disorder experience alienation in society.

Caring for a family member with bipolar disorder can be exhausting despite the
importance due to the stigma it attracts. While investigating stigma experiences among families

living with relatives with bipolar disorder in Iran, Latifian et al. observed that these families
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experienced diverse stigmatization.® They experienced labeling, social isolation, and social
deprivation. Families with such characteristics experienced rebuke from community members
and struggled to interact with other societal members. The burden of social stigma, isolation, and
social deprivation can burden providers of these individuals with bipolar disorder. They may not
abandon their child due to bipolar disorder and may choose to endure stigmatization and social
isolation. The social stigma and isolation issues associated with bipolar disorder are not a
problem solely for Middle East cultures.

Bipolar disorder stigma and social isolation affect patients and their families in Western
cultures. Reupert et al., found stigma among people with mental illnesses to be a social problem
with negative ramifications in their integrative review.*’ Parents of youths with bipolar disorder
experience considerable stigmatization and isolation in diverse societies, including Australia,
Canada, the United Kingdom, and Denmark. Reupert et al., examined stigmatization among
families of mentally ill patients in several countries, which indicates how widespread this
problem is. Stigma reveals the aggregated challenges that families with relatives with bipolar
disorder experience. These challenges and issues in bipolar disorder demonstrate an increased
need for support to help such families care for their loved ones.

Family involvement in bipolar disorder is well established. Still, little research has
explored how churches can lead adolescents and young adults with this mental illness. Family

members, especially parents, are a source of vital support and care for patients with bipolar
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disorder, and their position is irreplaceable and undisputed.>® However, against such
understanding, the reviewed literature demonstrated that family-based care providers caring for
patients with bipolar disorder had limited access to support. Additionally, most studies have
focused on how family-based care providers living with relatives with bipolar disorder can
receive support from formal institutions and healthcare facilities. Limited literature has examined
how church ministry leaders can manage and support young adults with bipolar disorder. Many
theological foundations position the church as responsible for addressing bipolar disorder

challenges in societies.

Theological Foundations

Nature of Doctrine

Most studies on bipolar disorder problems globally have paid more attention to the
statistics without considering the effects of these challenges on adolescents and young adults.
Bipolar disorder problems have gained more attention due to their high occurrence and incidence
rates. However, more important than these statistics is how these problems contribute to human
suffering. Behind these statistics are suffering, disoriented, hurting, and traumatized individuals
with bipolar disorder who are torn inward and withdrawn from their families, friends, and
communities to live lonely and hopeless lives.>®

The book of Genesis provides a framework to guide the church in caring for people with
mental illness, including bipolar disorder. The first five books of Scripture, identified as the

Pentateuch, are normative resources rooted in Moses’ authority in the Bible. Established for the
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sustenance of the Israel community of faith and life, the Pentateuch provides instructions for
proper communal living. In Genesis 1:27, God created humanity in His image; this biblical verse
affirms the positive role of humankind in all creation.®® The Pulpit Commentary further asserts
that the verse does not specify that only those physically and mentally healthy people are the
ones that bear the image of God:
So (or and) God created (bara, as in vers. 1, 21, g. v.) man (literally, the Adam referred to
in ver. 26) in his own image, in the image of God created he him; male and female
created he them. The threefold repetition of the term “created” should be observed as a
significant negation of modern evolution theories as to the descent of man and as the
emphatic proclamation of his Divine original. The threefold parallelism of the members
of this verse is likewise suggestive, as Umbreit, Ewald, and Delitzsch remark, of the
jubilation with which the writer contemplates the crowning work of Elohim’s creative
word. Murphy notices two stages in man’s creation, the general fact stated in the first
clause of this triumphal song and the two particulars—first, his relation to his Maker, and
second, his sexual distinction—in its other members. In the third clause, Luther sees an
intimation “that the woman also was created by God, and made a partaker of the Divine
image, and dominion over all.”%!
Humans are created in God’s image rather than in man’s image. Based on this argument,
mentally ill people, including people with bipolar disorders, are God’s children and deserve care.
While bipolar disorder problems are not a challenge for unbelievers, there are difficulties
plaguing believers. As such, church leaders have a responsibility to care for and support those in
the church who suffer from this condition.
In Matthew 4:23, Jesus taught in the synagogues of Galilee, preached the message of the

kingdom, and healed every disorder and affliction that was prevalent there. The word therapeuo

means “to heal,” “to cure,” or “to restore.” This participle describes a means to cause someone to

80 |erner Asia, “Uniquely Gifted: A Theology of Mental IlIness for Inclusive Ecclesiology,” Selected
Honors Theses 96, (2018), 24.

61 Spence-Jones, ed., Genesis, vol 1, The Pulpit Commentary (London; New York: Funk & Wagnalls
Company, 1909), 30.
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recover health, often with the implication of caring for such a person.®? John Peter Lange and

Philip Schaff’s commentary supports the argument that the church is responsible for overseeing

the church:
A description of its peculiar mode follows the general sketch of Christ’s sphere of
activity. Conforming to Jewish custom, He appeared as a traveling Rabbi in the various
synagogues of Galilee—the cuvaywyr (from cuvdywm, the congregation), in the Sept. for
n7v and %3p. The name embodied the idea that each temple represented the congregation
of Israel as a whole, just as some Christians designate each Christian community a
church, embodying and describing the whole church.®

Although it has been challenging to establish a distinctive Christian language and approach to

mental health considering the highly clinical issue, the church’s role in promoting mental well-

being is undisputed. As a result, the church cannot alienate itself from these issues and how they

affect people and societies.

Mental Health and Sin
According to an article on the American Psychological Association (APA) website, faith-
based institutions such as churches, synagogues, and mosques are increasingly partnering with
psychologists to improve the mental health of their congregants. This suggests that within
various belief systems, there is a diverse range of attitudes towards mental illness, and it is not
universally seen as a result of personal transgressions or sins.®*Although the story of David in

Psalm 51 and 1 Kings 12 demonstrates that mental illness can result from evil deeds, Elijah’s

62 David Abernathy, An Exegetical Summary of Matthew 1-16, Exegetical Summaries (Dallas, TX: SIL
International, 2013), 93.

8 John Peter Lange and Philip Schaff, A Commentary on the Holy Scriptures: Matthew (Bellingham, WA:
Logos Bible Software, 2008), 95.

84 Weir, Kirsten. “Reaching Out to the Faithful.” Accessed Oct 27,
023. https://www.apa.org/monitor/2020/04/reaching-faithful.
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physiological condition documented in 1 King reveals that this challenge can affect anyone.®®
Many people suffer from mental or physical illnesses due to chemical imbalances in their bodies.
As a result, the church cannot view mentally ill people as individuals God has condemned due to
sins. While it could be easier to think that believers are immune to mental health disorders, the
assumption would be misinformed because the stigma and suffering of such challenges exist as
much inside the church as outside. Believers are as susceptible as non-believers to bipolar
disorder, contrary to the belief that they are above such struggles.®® The presence of mental
health challenges among the believers makes the church a central institution and Christians
critical stakeholders in supporting mentally ill persons and helping societies overcome these
issues. Additionally, even if believers were immune to mental health problems, the church would
have a duty to help non-believers overcome mental illness to win them and expand God’s
kingdom.

Grcevich emphasizes the inseparability of the church from mental health and the
argument that mental illness does not result from a lack of belief in God. According to his
commentary, church leaders can be essential allies for those suffering from bipolar disorder
conditions.®” The church has been integral to communities for centuries, offering social support
and resources to people who require healing and relief. The book Mental Health and the Church
explores how churches can assist in reaching out and helping people who struggle with ADHD,

anxiety, and other mental health issues.®® By recognizing seven barriers to church attendance,

8 Maddox Austin, “What Does the Bible Say About Mental Iliness? The Ethics and Religious Liberty
Commission of the Southern Baptism Convention,” 2018.

% Grace Theological Seminary, “Mental Health, and the Church,” last modified, November 1, 2021,
https://seminary.grace.edu/mental-health-and-the-church/.

57 Stephen Greevich, Mental Health and the Church (Grand Rapids: Zondervan Academics, 2018).
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such as stigma, fear, and differences in social communication, the book presents a
comprehensive plan for effectively ministering to suffering people.®® With compassion, love, and
guidance, churches can become a place of acceptance, understanding, and hope for people with
mental health challenges, encouraging them to be open about their struggles and equipping them

with the necessary skills and support to thrive.

The Compassion of God and the Church

Cook, explored the intersection between biblical teachings and mental health. He argues
that religion can be a powerful source of support for people struggling with mental disorders. He
emphasizes the importance of psychiatry’s engagement with religion to understand better how
individuals with bipolar disorder may find strength and hope in their faith.”® The author
examines how sacred texts like Ezekiel from the 6th-century BC Hebrew prophet may reveal
important insights about the connections between religion and mental health.” Cook encourages
further debate about this topic in a constructive, critical, and sensitive manner to advance the
understanding of mental health in the religious context. Ultimately, the author believes that
meaningful dialogue on religion and mental health can empower an individual with bipolar
disorder to develop healthier and more balanced approaches to coping with a mental disorder.

Although Scripture does not mention bipolar mental illness, it includes human suffering
like those of people with these disorders. Psalm 34:18 and Psalm 145:18 demonstrate how God
comforts those suffering, near death, depressed, and brokenhearted. Roman 8:28 encourages

people to believe that God is working for the good of those who love Him. Although

8 Stephen Grcevich, Mental Health and the Church (Grand Rapids: Zondervan Academics, 2018).
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Lamentations 3:31-33 indicates that God can bring grief, He also shows care and unwavering
love to all human beings.

Mental health problems have broad signs and symptoms; people with these conditions
face struggles and suffering. Bipolar disorder causes suffering and pain and undermines
individuals with bipolar disorder’s quality of life in healthcare. Since God is closer and cares for
vulnerable people, the church cannot retreat from mental health issues and suffering. Those who
look upon the ministry leaders for guidance and hope to overcome life challenges would be
disappointed if they did not discuss their bipolar disorder problems.

Unless the church helps people overcome their bipolar disorder challenges, it will be
fighting the same principles it upholds. In Luke 4, Jesus proclaimed that He came to release the
captives, set free the oppressed, and recover the sight of the blind. From this statement, Maddox
suggests that Jesus’ ministry is for the vulnerable people in society, and His role was to reverse
the conditions.”? The church is built on Jesus Christ’s teaching to spread the good news to
everyone. As a result, the church is responsible for ensuring that vulnerable social groups,
including individuals with bipolar disorders, receive the necessary care for their condition and
have a flourishing wholeness. Therefore, the church is central in promoting respect for people

with bipolar disorders because its goal is to continue what Jesus began.

Church’s Stigma Around Bipolar Mental Health

Today, bipolar disorder problems are a significant cause of societal inequality and
disequilibrium. As a result, they disproportionately affect disadvantaged and marginalized

members of society, such as the poor, homeless, ethnic, and racial minorities, prisoners, and

2 Autin Maddox, “What does the Bible Say About Mental Iliness? The Ethics and Religious Liberty
Commission of the Southern Baptist Convention,” 2018.
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people with disabilities. Bipolar disorder problems attract social stigma, prejudice, and social
exclusion condemning victims to suffer and substandard life.”® In his commentary, Bruyn notes
believers take a new, shared identity as one new humanity in Christ. While citing Gal. 3:28, the
author notes that time has passed pride, ethnicity, and partiality because all people are equal
before the eyes of the Lord.”* According to these scriptures, the church needs to assist vulnerable
people in society in experiencing the same joy as believers. Therefore, the church cannot abide
by its principles without addressing bipolar disorder challenges and how they affect
disadvantaged society members. New relationships with God result in new horizontal
relationships with others. Christ removes racial, economic, and gender barriers and all other
inequalities. All are equal in Christ and united in the gospel. The gospel does not add anything or
become optional but applies equally to all. The Gospels are about these things.”

If the church decides to separate mental illnesses itself from adolescents and young adults
with bipolar disorder, it would be detrimental to the church. According to a study investigating
the sources of care for drug and alcohol use, Wong et al., found that individuals, including
believers and non-believers, view religious leaders and the church as critical sources of support
to overcome life challenges, including mental illnesses. The study further revealed that among
U.S. adults diagnosed with mental health challenges 25% of them preferred to turn to religious
leaders or the church for help. Hays’ studies also confirmed that individuals with mental health

problems are likelier to turn to their ministry leaders and church before seeking medical

73 Christopher, Mental Health in the Kingdom of God, 163-71.

4 Bruyn David, “A Theology of Equality,” Religious Affections (2018),
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treatment.’® These research findings support the idea that individuals with mental health
problems trust that their ministry leaders and church are a source of help to overcome such
struggles. As a result, the church would make such individuals hopeless and undermine their
purpose in life if it decided to avoid the issue of mental health challenges like bipolar disorder.
The church stands to lose nothing by addressing mental health struggles among its
believers and non-believers. Living with a mental health problem does not make an individual a
sinner. Bipolar disorder problems are earthly struggles that affect human life. However, while
some ministry leaders believe that mental health problems can stem from worldly influence and
sinful behaviors that rob people of the joy and contentment of life, the church would be wrong to
alienate itself from the suffering of the people.”” It must spread humility and love and invite all
people into God’s kingdom to relieve them of the burdens of earthly struggles. Therefore,
whether bipolar disorder challenges are sins or not, the church must help individuals with bipolar

disorder overcome these challenges and attain the joy and contentment of life.

Addressing Bipolar Disorder in the Church

While there is theological justification about why the church should participate in the
community to address mental health challenges, in most cases, it is hesitant to take its place and
help people attain mental wellness. In 95% of cases, pastors report that the church has the skills

and tools to help families overcome mental health challenges, including suicidal thoughts. "8

6 Krystal Hays, “Reconceptualizing Church-Based Mental Health Promotion with African Americans: A
Social Action Theory Approach,” Journal of Religion & Spirituality in Social Work: Social Thought 37, no. 4
(2018): 351-72.
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However, only 4% of congregants globally indicate that their pastors were aware of individuals
struggling with mental health challenges.”® Additionally, most mentally ill congregants feel
unsupported by their church, and few religious leaders are willing to speak openly about mental
health problems. Since most mentally ill individuals turn to the church for assistance and the
church has a responsibility to help people overcome life struggles, this religious institution must
take its position. The church has diverse interventions it can adopt to help people overcome
bipolar disorder problems.

Supporting adolescents and young adults with bipolar disorder requires more than
comfort and prayers; the church must take a more comprehensive approach. Although prayers
are vital in recovering people with mental health issues, the church’s mentally ill persons,
including those with bipolar disorder, need social support or a strategy to recover. While
describing the famous faith without action as dead (James 2:17), James noted that Abraham
needed to perform some work to have a fulfilled life.8% Although Paul affirmed the need for
prayers and comfort in helping individuals overcome life challenges, including mental health
problems,! ministry leaders require a practical strategy to ensure people with these disorders are
recovering. These church-centered activities can help individuals with bipolar disorder problems
get into the recovery process. Therefore, ministry leaders must combine prayers with practical
actions to help people with bipolar disorder.

The church can integrate prayers, comfort, and other material support to help

communities and individuals deal with mental health challenges. While God can heal anybody of

7 Grace Theological Seminary, “Mental Health, and the Church,” https://seminary.grace.edu/mental-
health-and-the-church/.
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any disorder or illness through prayers and faith, he often uses doctors, other healthcare
practitioners, and medicines as tools to help. Doctors and other practitioners, including
psychiatrists, are God’s vessels to help humans overcome the suffering that stems from disorders
and illnesses, including mental health challenges.®? Christian ministry leaders can also be
medical practitioners without contaminating their faith and belief in God. As a result, the church
and healthcare system share the same core goal of addressing bipolar disorder problems and
helping people to overcome worldly challenges. The church can provide material support to
allow people access to treatment to overcome mental health challenges.

Even though bipolar disorder issues are clinical rather than spiritual, as argued in this
thesis, ministry leaders can play a meaningful role in addressing these issues. A person with
bipolar disorder endures pain and suffering, which the church cannot ignore. The church has a
responsibility to help people overcome the grief of mental health challenges. People with bipolar
disorder suffer from pain due to mental health problems. Such people need social support
through prayers, hospitality, and resources. A common goal of this thesis is to explore how the
church and its ministry leaders can use the educational program to work together to minister to
adolescents and young adults with bipolar disorder. The Baker Encyclopedia of Psychology &
Counseling® explains:

Bipolar disorder is so named because those afflicted with it experience both mania and

depression, unlike those with unipolar disorders, who experience only one extreme,

usually depression. There are two types of bipolar disorders, Bipolar I and Bipolar II;

Bipolar I experiences both mania and depression; in Bipolar 11, the individual experiences

hypomania and depression. Mania or hypomania is the key to diagnosing bipolar

disorder. A person who experiences a manic state even once is presumed to have bipolar
disorder. Individuals with bipolar disorder may undergo more episodes of depression than

82 Cook, Mental Health in the Kingdom of God, 163-71.
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manic episodes, and they may have long intervals between attacks of each. Some
individuals, known as rapid cyclers, experience four or more episodes yearly.

These individuals with bipolar disorder often seek spiritual guidance from their churches
and faiths in emotional distress. Many Christian churches still stigmatize mental illness, and a
culture of silence coupled with misguided attitudes and erroneous beliefs often makes suffering
believers feel ashamed, blamed, and isolated.®* Many factors contribute to the stigma associated
with bipolar disorder in the church. Ivory Smith Causey’s journal states, “People with mental
illness had a stigma attached as having personality disorders, and curses, demons, or evil spirits
were caused by mental illness in her church community.”8® Regardless of personal opinions and
beliefs, individuals with bipolar disorder need compassion from the church (James 2:1), truth
(John 17:17), and abundant life (John 10:10) despite their illness. Birmaher argues that young:
People with bipolar disorder usually have recurring episodes of major depression, but
“depressive episodes are not necessary for making the diagnosis.” For some, mania is the
primary symptom, and one of the first signs of bipolar disorder is “mood dysregulation
— the child is angry or depressed one moment, then is excited and happy and full of
ideas moments later.2® The Australian Psychological Society disagrees, saying, “Despite
the recognized average age of onset for bipolar disorder occurring during youth, the
diagnosis remains controversial. Rates of diagnosis of bipolar disorder have risen
significantly over the past decade, leading some clinicians and researchers to question if
every day adolescent issues or other forms of psychological difficulties are mistaken for
bipolar disorder”®’

Furthermore, there are no neurobiological reasons that bipolar disorder cannot occur in

young people. Despite this research evidence, although some clinicians do not accept that bipolar

8 Robyn Henderson-Espinoza, “The Silent Stigma of Mental Iliness in the Church,” accessed Mar 18,
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disorder can occur in younger people, there is a consensus that bipolar disorder does occur in
youth.88 Several research groups have been established, maintained, and strongly supported the
diagnosis of youth bipolar disorder, including the University of Washington’s Barbara Geller
research group, the University of Illinois> Mani Pavuluri research group, and the National
Institutes of Health’s Ellen Leibenluft research group.®® Mental health care providers diagnose
this disorder based on symptoms, lifetime experiences, and sometimes, family history; it is
essential to diagnose youth accurately.®® For ministry leaders, this presents a challenge. Stephen
Grcevic writes:
| went through my caseload when | sat down to write this post. | realized that out of my
family with a child actively being treated for bipolar disorder, ONE regularly participates
in a local church’s worship and ministry. It is more likely in our practice that a child with
an autism spectrum disorder will be involved with the church than a family of a child
with bipolar disorder.®® Individuals with bipolar disorder may miss out on opportunities
to serve others through the church. Leaders may express concern that they cannot be
depended upon to follow through on commitments. The bottom line is that a group of
young adults with a critically acute need for parents equipped to be their primary faith
trainers are among the least likely to have a connection with a church prepared to provide
and resource their parent(s) for the task.*?
The stigma of mental illness has no place in the modern world, yet somehow, it remains.
It is not unreasonable for ministry leaders to pray for God to eliminate the bipolar disorder. After

all, the apostle Paul prayed three times for the Lord to remove his “thorn in the flesh” (cf. 2

Corinthians 12:7-9). However, God did not remove Paul’s thorn, so people need not be
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disappointed if He declines the request.®® Therefore, those in leadership positions must
confidently navigate any situation, knowing God is in control and has already given them all the
tools they need to do the job from a spiritual and medical standpoint.

Churches today are not properly equipped to help minister to adolescents and young
adults with bipolar disorder. Author Vanessa Bhimanprommachak states that when a crisis
strikes, people respond instinctively, but those initial impulses may not be incredibly productive
or counterproductive. Unresolved situations will likely become disasters, and ministry leaders
must act quickly. The key is communicating, leading compassionately, and managing the “new
normal” after crises.®* Failure to do so exposes churches, their ministry leaders, and families to
scrutiny. The Scripture used around this intervention comes from 2 Timothy 1:8-14:

Therefore do not be ashamed of the testimony about our Lord, nor of me, his prisoner,

but share in suffering for the gospel by the power of God, who saved us and called us to a

holy calling, not because of our works but because of his own purpose and grace, which

he gave us in Christ Jesus before the ages began, and which now has been manifested
through the appearing of our Savior Christ Jesus, who abolished death and brought life
and immortality to light through the gospel, for which | was appointed a preacher and
apostle and teacher, which is why | suffer as | do. But | am not ashamed, for | know
whom | have believed, and I am convinced He can guard what has been entrusted to me
until that day. Follow the pattern of the sound words you have heard from me: the faith
and love in Christ Jesus. By the Holy Spirit who dwells within us, guard the good deposit
entrusted to you (English Standard Version).

Michael Jones points out that biblical principles demonstrate how the church’s calling is
to teach and not walk away from individuals’ mental health disabilities but to be there to assist

them. A significant part of Jesus’ earthly ministry is teaching (616dokw, didasko) both the

disciples and the crowds. “Teaching” (dwayr, didache) or “instruction” (moudeia, paideia) is the
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handing down by the church of the doctrine handed down from Christ through His apostles. One
designated as a teacher (513aokarog, didaskalos; e.g., Eph 4:11; 2 Tim 1:11) helps God’s people
learn in a practical way (navOdave, manthans).*® According to Mary Rooney, teaching different
treatment methods to help with bipolar disorder can be brought into practice through the
following:

Medication is not the only option, although it is an essential component of treatment for
most people with bipolar disorder. Psychosocial or talk therapy [inaudible] is also potent
for bipolar disorder. So different kinds of psychosocial therapy can help children, teens,
young adults, and their families manage the symptoms. Therapies that are based on
scientific research or what we would call evidence-based treatments include cognitive-
behavioral approaches and family-focused therapy. These treatments provide support,
education, and guidance to teens, young adults, and their families. In each of these
treatments, family involvement is a critical component. These therapies teach skills that
can help people manage bipolar disorder, including skills for maintaining routines,
enhancing emotional regulation, and improving social interactions. Improving family
communication and functioning can also be essential to these treatments. With treatment,
children and teens, and young adults with bipolar disorder can get better over time.
Treatment is most effective when healthcare providers, parents, and young people work
together. %

According to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5), this
bipolar “sickness” should fall into the category of a depressed mood, a mixed mood, a manic
mood, or a hypomanic mood for those with bipolar disorder. These moods have a variety of
symptoms relating to emotional and physical health.®” In her blog, Natasa Tracy writes that when

she is bipolar-sick, she may experience any feeling of her bipolar or the complications that
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causes her to suffer and feel unwell.®® Chris Byrley’s wordbook describes the term sickness from
the Old Testament (OT) and New Testament (NT):

In the Old Testament, sickness is more than a mere bodily affliction. The Hebrew terms
7on (hald, “to be sick™) and “on (holi, “sickness™) relate to weakness and, therefore, a lack
of wholeness. A person does not need merely to be healed of sickness but to be revived
and restored (2 Kgs 1:2; Isa 38:1). Isaiah, therefore, speaks of the Suffering Servant as
one who bears our “griefs” (holi), alluding to Jesus’ provision of salvation from our sins.
In addition, sickness and disability could make a person ritually impure. Someone
infected with leprosy (n¥1¥, sara ‘at) or another skin disease was not permitted to remain
in society but was forced to live as an outcast (Lev 13:45-46). Further, Levites suffering
from an illness or disability could not carry out priestly duties (Lev 21:18).%°

The New Testament speaks in similar terms regarding the nature of sickness. Like
Hebrew, the most common Greek words, dcOevim (asthened, “to be sick™) and its related
forms, can also be used to indicate weakness. Sickness and especially leprosy continue to
cause people to be treated as outcasts in the NT. Still, the Gospels present Jesus as one
who crosses the traditional boundaries to extend healing and cleansing to all people.
Thus, when a man meets Jesus with leprosy (Aempog, lepros), He not only heals him but
touches him (Mark 1:40-41). Whereas the writers of the OT recognized that sickness was
a symptom of man’s weakness and looked to God for healing, Jesus provided that healing
to all who came to him in his public ministry. Furthermore, 1 Peter explicitly portrays
salvation as healing when he quotes Isa 53:5: “by whose wounds (uoAwy, molops) you
have been healed (iGopau, iaomai)” (1 Pet 2:24).1%0

Families affected by bipolar disorder need special assistance from their ministry leaders
and ongoing spiritual support for the affected individuals with bipolar disorder. Still, the
church’s role is to have a plan or program to have educated ministry leaders do so. While mental
illness can be challenging to discuss in churches, they need to have members who are spiritually,
physically, and mentally healthy as well. The researcher will create an educational program to
help ministry leaders to create a spiritual, emotional, and cognitively stimulating environment for

church members.
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Theoretical Foundations

The integration of social support into psychotherapy and pharmacological interventions
can improve mental well-being among patients, according to psychology and healthcare experts.
There are several perspectives on how social support affects mental health. Still, their details and
views differ regarding its potential to improve well-being among an individual with bipolar
disorder. Ministry leaders need education on how to create a network of social support which
promotes healing and improved well-being for individuals with bipolar disorder. This theoretical
foundation section addresses this need.

After reviewing recent research on the influence and importance of social support on
mental health problems, some critical theoretical perspectives and foundations follow. These
perspectives and foundations set the scientific domain within the project’s thesis context. 101
However, that is not to say that different theoretical approaches are invalid. The views adopted
and described in this section are the most relevant and valuable to the particular focus, aim, and
purpose of this thesis and are the ones that help provide a scientific justification for the current
study and the intended findings.

Social support theory is the over-arching theoretical framework for positioning this thesis
within the scientific domain. The social support theory emerged from the published works by
Francis Cullen and Don Drennon-Gala, who shared that informational, emotional, and
instrumental social support is critical in reducing the likelihood of crime and delinquency among

youths and young adults.'%2 The theory relies on both the macro and micro-level effects of social
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support. It emphasizes that supportive societies and relationships can lessen delinquency and the
risk of developing mental health problems and deviant behaviors.1% Research suggests that
social support is crucial to the mental well-being of adolescents and young adults with bipolar
disorders despite its primary application to social control and rehabilitation. The framework can
guide interventions addressing bipolar disorder challenges for youth and young adults.
Supportive societies and supportive relationships are the two perspectives advanced in the social
support theory that helps link support to improve bipolar disorder. Supportive societies and
supportive relationships define the social resources on which people can rely and depend when
dealing with life challenges and stressors. Individuals with bipolar disorder who have supportive
relationships receive support from family members, friends, and colleagues.

In contrast, supportive societies are macro-level factors that stem from the interaction
between societies (communities and states) and their members. For example, formal entities such
as governmental institutions can enhance supportive societies within a community or country by
fairly and justly distributing national resources.'® Both supportive societies and relationships
provide support resources to societal members.

Social support has several dimensions, whether it originates at a micro-level or a macro-
level, according to the social support theory. The first definition of support is the feeling the
individual with bipolar disorder has of being supported or the assurance that support is available
and accessible to them. Second, social support can be instrumental, informational, or emotional.
Instrumental social support defines the availability of tangible resources and materials that can

handle practical tasks or address a problem, such as lending money. Informational support

103 Kort-Butler, Social Support Theory.
104 1bid.
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establishes the availability of advice, guidance, and educational insight to help an individual with
bipolar solve a problem. Lastly, emotional support expresses emotionality like empathy, care,
encouragement, motivation, and sympathy.'® Although these forms of social support are equally
available at the macro- and micro-level, their influence largely depends on the source.

How individuals overcome problems like bipolar disorder challenges depends on where
they derive social support. Members of an individual with bipolar disorders primary group,
including family members and friends, are the frequent and critical sources of social support.
For example, in their study investigating the interaction between family and psychosocial
functioning in bipolar disorder, Dou et al., found that bipolar disorder patients living in families
providing social support reported improved psychosocial well-being and resilience and reduced
suicidal ideation.'®” An individual with bipolar disorders may also draw support from secondary
sources, including schools and religious organizations like the church.'® However, although the
primary and secondary sources of support are essential, the former ranks high in the hierarchy
and is more effective and readily available than the latter.

Variation in the availability of social support within an individual’s environment affects
how they address problems and deal with mental health problems. The availability of social
support varies depending on an individual’s structural condition and social setting. Social setting
and location determine the amount and quality of functional relationships and resources an
individual can rely on for social support. The community in which an individual lives contributes

scarce resources to support its members, which directly affects a person’s access to social

105 Kort-Butler, Social Support Theory.
106 1bid.

107 Wenbo Dou et al., “Family and Psychosocial Functioning in Bipolar Disorder: The Mediating Effects of
Social Support, Resilience and Suicidal Ideation,” Frontiers in Psychology 12 (2022): 6632.

108 Kort-Butler, Social Support Theory.
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support to address mental health challenges.' These variations define the differences in how
individuals in different social settings handle and deal with mental health problems. Persons
within supportive communities who can easily access social support from primary and secondary
sources have limited challenges coping with mental health problems.

While social support from primary sources is valuable in helping individuals overcome
bipolar disorder problems, it is not always available due to people’s reluctance to seek assistance.
Family support determines how individuals with mental health problems, especially bipolar
disorder, and psychosis, overcome such challenges to live healthy and productive lives.
However, while family and community support for people experiencing mental health problems
like bipolar disorder relieves considerable strain on national healthcare resources and contributes
to improved well-being among the affected persons, these gains are achieved at a significant
personal cost. Providers for people with psychosis or bipolar disorder frequently report high
cases of distress, limited access to social resources, financial burden, and suicidal thoughts.*® As
a result, most people may shy away from taking care of individuals with bipolar disorder or
psychosis to avoid the involved consequences. Even if they agree, they may end up experiencing
mental health problems increasing the burden on the community.

Equally, at the national level, social support may be unavailable, especially when the
government fails to dedicate sufficient resources, including funds, to promote mental health in
the population. Social support incorporates instrumental support that defines material resources

individuals can leverage to overcome mental health problems.'!! However, governments have

109 Kort-Butler, Social Support Theory.

110 Marshall et al. “Caring for a Family Member with Psychosis or Bipolar Disorder Who Has Experienced
Suicidal Behaviour: An Exploratory Qualitative Study of an Online Peer-Support Forum,” 15192,

111 Kort-Butler, Social Support Theory.
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limited national resources in specific contexts, especially in low- and medium-income countries.
They cannot effectively provide quality, affordable, and accessible mental health care for their
populations. For example, while nearly 50% of all persons living with bipolar disability
worldwide live in low-income and lower-middle-income countries, only as few as 10% of these
individuals with mental health problems access care.''? These deficits justify the need for
improved interventions to change how individuals with mental health problems like bipolar
disorder can access social support.

Empowering churches, communities, and families can improve the amount and quality of
social support available for individuals with bipolar disorder problems. Family members,
community members, including friends, and ministry leaders are individuals’ primary sources of
social support. Using a study of schizophrenic patients’ families’ psychological training
programs, Sogutlu et al. Researchers found that psychological training programs for family
members of schizophrenic patients helped them adapt to the problem as caregivers by changing
their perspective on mental health.!*®* Family members who participated in the psychological
training programs reported improved caring attitudes and ability to attend to the needs of their
schizophrenic patients without getting tired or affected by their relative’s mental health
problems. Although the study focused on schizophrenia, the findings are generalizable and
demonstrate that training and empowerment can improve the social support available for

mentally ill patients from their family members.

112 C. J. Arnbjerg et al., “Intervention Trials for Adults with Bipolar Disorder in Low-Income and Lower-
Middle-Income Countries: A Systematic Review,” Journal of Affective Disorders, 311, (2022).

113 |_utiye Sogutlu et al., “The Effectiveness of Family Psychological Training Program Applied to
Relatives of Patients with Schizophrenia,” Psychiatria Danubina 33, no. 4 (2021): 551-59.
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Religious organizations, including the church, can actively provide social support to
individuals with bipolar disorder problems in situations where the government is limited. While
developing the social support theory, Cullen observed that most studies on macro-level social
support focus on measures involving government expenditure while neglecting the role of private
and charitable organizations. In their theory, Cullen outlined that private and philanthropic
organizations, including religious entities like the church, are vital sources of social support that
can help individuals overcome mental health problems. Therefore, the church can play an
essential role in providing an educational program for leaders confronting the problem of

adolescents and young adults with bipolar disorder based on adequate theoretical foundations.

Conclusion

Bipolar disorder is a major mental health problem causing a significant burden on
societies, families, and individuals. Globally, bipolar disorder is a leading cause of disability and
loss of productivity among adolescents and young adults. However, despite this bipolar disorder
problem threat in societies, these individuals with bipolar disorder are reluctant to seek help.
Additionally, while specific youths with bipolar disorder may seek help, inadequate resources in
cultures and communities limit individuals’ access to treatment and support. As a result, the lack
of support and therapy exposes these individuals with mental health problems to immeasurable
long-term suffering. Bipolar disorder is a cross-cutting issue that affects the church equally as
much as society.

The church is an institution that has long tried to address mental health problems in
societies and is responsible for managing bipolar disorder. The church is among the earliest
institutions to provide formalized help to individuals suffering from mental health problems.

However, today, limited resources have hindered the ministry leaders and limited their
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participation in addressing bipolar disorder problems in societies. As a result, the burden of
caring for bipolar individuals has shifted to informal care settings involving family-based care.
While family-based care provides an alternative intervention for maintaining bipolar individuals
and reduces the strain on national healthcare resources, the gains are at high personal costs.
Families experience considerable challenges caring for relatives with bipolar disorder, mainly
due to a lack of support. Despite limited resources, the church can support its ministry leaders of
individuals with bipolar disorder by providing non-financial interventions to improve the lives of

adolescents and young adults who have this bipolar disorder.
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CHAPTER 3: METHODOLOGY

The proposed project will implement a Ministry Leaders Educational Plan to assist
ministry leaders with recognizing possible bipolar disorder signs in adolescents and young
adults. The project will employ qualitative and quantitative techniques to generate, analyze, and
assess data to elucidate if the project will lead to a better understanding of ministry leadership
guidance.! This chapter describes the methodology used for this blend of data-gathering methods
that allows for statistically evaluating changes to a leader’s abilities after the educational
program’s completion. This chapter describes the project design, data collection, and results

analysis.

Intervention

This project aims to assess the specific needs of an educational program to help assist
ministry leaders with various evidence-based research and biblical foundations while ministering
to adolescents and young adults with bipolar disorder. A mixed methodology was most
appropriate to identify the leadership roles presented by ministry leaders in this project. The
researcher conducted pre- and post-test surveys to determine ministry leaders’ perspectives. The
survey’s instrument provided a quantitative data analysis to formulate conclusions regarding the
leadership needs of ministry leaders and individuals with bipolar disorder.? The researcher will

then attempt to contact twenty ministry leaders from the project for interviews. Twenty ministry

! Tim Sensing, Qualitative Research: A Multi-Methods Approach to Projects for Doctor of Ministry Theses
(Eugene, OR: Wipf & Stock, 2011), 52.

2 1bid., 115.
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leaders will participate in the focus group, and the interview results will be used to collect
qualitative data. Transcripts of the interviewee’s responses will be transcribed and analyzed

individually for a more detailed understanding of their opinions and feelings.?

Intervention Design

This project assesses the specific needs and desires of the target population in order to
gather the information that can help ministry leaders tailor efforts for ministering, understanding,
and recognizing bipolar disorder in adolescents and young adults, as well as how to create an
environment that is accepting and healthy for young people with bipolar disorder. The project
will use interpretative research design. Qualitative and interpretive research are different
concepts, but the terms are often interchangeable. An interpretive research paradigm assumes
that social reality is not a singular, objective reality but a collection of human experiences and
settings (ontology).* The most effective way to study it is to reconcile the subjective
interpretations of its various participants (epistemology) within its historical context.®

As the founder of modern research surveys, Paul Felix Lazarsfeld contributed
considerably to statistical survey analysis, panel methods, latent structure analysis, and
contextual analysis.® Several positivist techniques failed to provide exciting insights or new
knowledge, resulting in a resurgence of interest in interpretive research since the 1970s.

Interpretive inferences can only occur when strict criteria and exact methodologies are

3 Tim Sensing, Qualitative Research, 102.

4 Anol Bhattacherijee, “Interpretive Research,” in Social Science Research: Principles, Methods and
Practices (Revised Edition), 2019, https://usq.pressbooks.pub/socialscienceresearch/chapter/chapter—12-
interpretive-research/.
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& Paul Felix Lazarsfeld: Father of Research Surveys, Sogolytics Blog. 2012,
https://www.sogolytics.com/blog/paul-felix-lazarsfeld-the-father-of-research-surveys/.
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employed.” Using the church setting as an opportunity to minister to bipolar adolescents and
young adults, this project aims to maximize minister leaders’ leadership and ministerial skills.

The purpose and objectives of the project is to address the problem and the lack of
adequate resources to help ministry leaders minister to adolescents and young adults with bipolar
disorders. The literature review did not identify any methods for doing this; therefore, ministry
leaders will be taught evidence-based techniques to take positive action after implementing an
eight-week Ministry Leaders’ Intervention Education Plan.

Leaders of adolescents and young adults with bipolar disorder will gain actionable
insights and practical strategies to avoid complexities linked to social isolation and stigma
associated with these bipolar disorder individuals through the project. Interpretive research
should attempt to collect qualitative and quantitative data about the phenomenon of interest, as
should positivist research.® The researcher will conduct an eight-week educational plan and
collect data after the intervention to evaluate the program’s effectiveness. Ultimately, a mixed

research method involves collecting data through surveys, interviews, and focus groups.

Sampling
The target population for this proposed interpretative research project will be ministry
leaders ministering to adolescents and young adults aged 6-25, and older individuals with
bipolar disorder attending the Love Faith Church in Columbia, SC. The purposeful sampling
method involves selecting eight ministry leaders based on criteria to obtain a representative

sample.® Ministry leader participants must be at least 18 years old and willing to participate in

7 Bhattacherjee, “Interpretive Research.”
8 Ibid.

% Janice M Morse, “The Significance of Saturation,” Qualitative Health Research 5, no. 2 (-05-01, 1995):
147-49, https://doi.org/10.1177/104973239500500201.
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the eight-week educational program. The screening survey will include demographic information
questions such as age, gender, location, and leadership roles to determine if the participant is

eligible for this project (see Appendix E).

Data Collection

The proposed project will employ a mixed methods research approach to collect data
regarding the efficacy of the Ministry Leaders Educational Program.*° The primary method
driving this study is quantitative, making this a QUAN-Qual study. In the initial phase,
quantitative data will be collected through surveys to measure knowledge, communication, and
leadership changes after the program. This data will provide a broad understanding of the
program’s impact and effectiveness. In the subsequent phase, qualitative data will be gathered
through interviews and focus groups. This follow-up phase aims to delve deeper into specific
areas identified in the initial quantitative phase, providing richer insights, and identifying areas
for improvement. Data collection will continue until no new information or themes emerge from
either the quantitative or qualitative data.'* This QUAN-Qual approach ensures a comprehensive

assessment of the Ministry Leaders Educational Program.

Data Analysis

To better understand the needs of ministry leaders, the researcher will attempt to create a
frequency chart to determine which questions scored the lowest and highest. The researcher will
collect the quantitative from the surveys and transcribe them from words to numbers. By doing

S0, the researcher can use statistical analysis to answer the research questions. Additionally, the

10 Sensing, Qualitative Research, 52.
1 Ibid., 139.
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researcher will conduct interviews to collect qualitative data. The researcher will analyze
transcriptions and responses to understand interviewee opinions better. The descriptive statistics
will also include averages and variability. Graphs, scatter plots, and frequency tables will also be
necessary to visualize and analyze the data.*? The researcher’s choices will form the basis for

reporting the results from these categories.

Implementation of the Intervention Design

Liberty University’s Institutional Review Board had first approved the research project
design in the ministry setting. Additionally, the researcher had completed the Collaborative
Institutional Training Initiative training to apply for Institutional Review Board approval. During
research conducted by Liberty University faculty, staff, or researchers, the Institutional Review
Board (IRB) had protected the rights and welfare of participants. Liberty University’s DMIN
Program and Thesis Project Manual contained this statement. Research involving people or
information about people required approval by the IRB before any enrollment of participants or
collection of data for the project. As one method of protecting participants’ rights and welfare,
the IRB followed this procedure. Following approval, the researcher had proceeded with the next
step in the research process.!® Each eligible participant had received detailed information about
the program during the orientation session and was issued consent forms. Participants were
allowed to participate in the program only after they had understood the project’s objective and

how it might impact them.

12 Sensing, Qualitative Research, 196.

13 “Institutional Review Board | Institutional Review Board | Liberty University,” accessed Mar 19, 2023,
https://www.liberty.edu/graduate/institutional-review-board/.
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Obtaining approval from the pastor to conduct a project in the church (see Appendix A)
and gaining permission from the pastor (see Appendix B) was an IRB requirement, and it
allowed the pastor to approve or disapprove the project in their church setting.* Informed
consent forms (see Appendix C) contained information regarding the researcher, the task, the
reason for the request, all aspects of the project, its objectives, activities, rewards, risks, and
rights of those involved. Only the researcher knew who took part and how they responded, and
the researcher used pseudonyms to protect their identities to maintain confidentiality (see
Appendix D).

The researcher had outlined data collection implementation to this interpretive research
design consisting of surveys (see Appendix F), interviews (see Appendix G), and focus groups
(see Appendix H) of open-ended questions. Each stage of the training concluded with an
assessment to measure progress made and ended with a brief debrief session (see Appendix 1).®
This program introduced participants to bipolar disorder, biblical figures who dealt with mental
illness, behavioral, cognitive, and emotional challenges associated with bipolar disorder, and
different strategies for providing short-term support (see Appendix J).

Approximately seven days before the project began, the researcher emailed each ministry
leader participant their pre-test survey questions. For ministry leaders to continue participating,
they had to return pre-test surveys within ten days. Each ministry leader began the interview
process once interview times were confirmed. After each ministry leader confirmed the date, the
group received an email reminder to attend a Zoom meeting to record questions and answers

from focus groups. During sessions, responses were recorded, and participants were polled by

14 «Institutional Review Board.”
15 1bid.

16 Sensing, Qualitative Research, 127.
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the researcher. The project strived to be effective and time-efficient for personnel involved and
generated timely feedback. All ministry leaders who completed the educational program received
a digital $10.00 Amazon gift card as a thank-you from the researcher. The researcher used this
strategy because it allowed people to reshape their behavior and actions by reimagining ways of

seeing things, not merely by rationalizing solutions to problems.
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CHAPTER 4: RESULTS

Introduction

In pursuit of addressing the needs of adolescents and young adults with bipolar disorder
within the context of a faith community, this study embarked on a comprehensive examination.
The study aimed to equip ministry leaders with the knowledge, tools, and strategies necessary to
navigate the challenges associated with bipolar disorder. The overarching hypothesis of this
research posited that implementing an eight-week Ministry Leaders’ Intervention Education Plan
would enhance ministry leaders’ understanding and capacity to support these young individuals
effectively. To unravel the intricate landscape of ministry leaders’ perspectives, experiences, and
attitudes toward bipolar disorder in adolescents and young adults, a mixed-methods approach
was employed. This approach integrated both quantitative and qualitative data analyses, aided by
SPSS and NVIVO software, respectively to provide a holistic understanding of the

phenomenon.

Originally, the plan was to contact twenty ministry leaders from the project for
interviews, and have them participate in the focus group. However, due to unforeseen
circumstances, only eight ministry leaders were able to participate. Despite this, the smaller
group size did not diminish the quality of the data collected. In fact, it allowed for a more in-
depth exploration of each participant’s experiences and perspectives. In this chapter, the
researcher systematically organized and presented the quantitative data to provide a
comprehensive picture of ministry leaders’ perspectives and the potential impact of the Ministry

Leaders’ Intervention Education Plan. Subsequently, the researcher presented the results of this
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study with an exploration of the qualitative findings before concluding with a summary of the
results. The qualitative data, though collected from a smaller group than initially planned, offers
valuable insights into the lived experiences of ministry leaders dealing with bipolar disorder in
adolescents and young adults. These insights are crucial for understanding the phenomenon and

informing the development of effective intervention strategies.

Results

Quantitative Findings

Regarding quantitative data, the Pre-Test Questions were structured with multiple-choice
options A, B, C, D, or E. In this case, “A,” “B,” and “C” corresponded to the correct answers,
while D was included as an incorrect but plausible option. Option “E” was designated for
respondents without knowledge to answer the question, signifying “I do not know.” Conversely,
the Post-Test Questions utilized a 5-point Likert scale for responses, where option “A”
represented “Strongly Agree,” and option “E” signified “Strongly Disagree.” This scale allowed
participants to express their degree of agreement or disagreement with statements related to the
educational program’s effectiveness and their understanding of bipolar disorder.

Age Distribution

Participants’ demographics show that 50% of the respondents were between 31 to 40

years followed by those aged between 20 and 30 (37.50%) and the remaining (12.50%) being 41

to 50 (see figure 1).



Figure 1. Age classification

Gender Distribution

The respondents were evenly distributed with four males (50%) and four females (50%)

as indicated in figure 2.
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Leadership Roles

Regarding the leadership roles of the participants, two (25%) were youth leaders, two
(25%) were worship leaders, two (25%) were pastors and two (25%) had counselor roles (see

figure 3).
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Figure 3. Leadership role

Paired Samples T-Test

A paired samples t-test was conducted to evaluate the impact of the educational program

on participants’ understanding of bipolar disorder and related topics. The pretest and posttest

served different purposes, with the pretest designed to assess baseline knowledge about bipolar

disorder and the posttest intended to evaluate the effectiveness of the educational program.
Therefore, it was necessary to use different types of questions.
Despite the different question types, the constructs being measured (knowledge about

bipolar disorder and effectiveness of the educational program) were closely related. The
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educational program presumably aimed to increase knowledge about bipolar disorder, so it
makes sense to measure these constructs. The paired samples t-test was an appropriate method to
analyze the data, as it can handle different types of data and is robust to differences in question
types.

A paired samples t-test was conducted to assess the significance of differences between
pretest and posttest responses for eight survey questions. The results revealed statistically
significant differences across all paired comparisons (see table 1). For PretestQ1 and PosttestQ1,
which evaluated the understanding of bipolar disorder, the mean difference was —2.875 (Std.
Deviation = 1.126), t(7) = —7.222, p < .001. This indicates that the educational program had a
substantial positive impact on participants’ skill levels when leading individuals with bipolar
disorder.

Similarly, PretestQ2 and PosttestQ2, assessing the recognition of bipolar disorder
symptoms, showed a mean difference of —2.500 (Std. Deviation = 0.926), t(7) = -7.638, p <.001,
indicating a significant improvement in participants’ ability to identify bipolar disorder
symptoms. PretestQ3 and PosttestQ3, which examined church stigmas surrounding bipolar
disorder, exhibited a mean difference of —3.125 (Std. Deviation = 1.126), t(7) = —7.850, p < .001.
This reflects a substantial reduction in the perception of stigmas following the educational
program.

Regarding PretestQ4 and PosttestQ4, focusing on the types of bipolar disorders, the mean
difference was —2.250 (Std. Deviation = 1.035), t(7) = —6.148, p <.001, indicating improved
knowledge about the different types of bipolar disorders. PretestQ5 and PosttestQ5, evaluating

biblical perspectives on special needs, displayed a mean difference of —1.375 (Std. Deviation =
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0.518), t(7) = —-7.514, p < .001, indicating that participants were better able to identify relevant
biblical principles.

For PretestQ6 and PosttestQ6, exploring sensory overload examples, the mean difference
was —2.250 (Std. Deviation = 1.165), t(7) = -5.463, p = .001, demonstrating enhanced
understanding of sensory overload following the program. PretestQ7 and PosttestQ7, which
addressed leadership alert measures, exhibited a mean difference of —2.125 (Std. Deviation =
0.835), t(7) =—7.202, p < .001, indicating improved comprehension of leadership alert measures.

In addition, PretestQ8 and PosttestQ8, focusing on a leader’s self-aid coping care skills,
displayed a mean difference of —2.750 (Std. Deviation = 1.165), t(7) = -6.677, p <.001,
reflecting increased awareness of self-aid coping care skills. Overall, these results indicate that
the educational program significantly enhanced participants’ knowledge and understanding of
bipolar disorder and related topics, supporting the hypothesis that the program would lead to a
better understanding of ministry leadership guidance in addressing bipolar disorder within the
church setting.

Table 1. Paired samples t-tests

Paired Differences

95% Confidence
Std. Interval of the
Std. Error Difference Sig. (2-
Mean Deviation Mean Lower Upper t df tailed)
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Educational

Program improved
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bipolar disorder
and young adults
with bipolar
disorder.



Pair

Pair

Pair

Pair

Pair

PretestQ2 What
are some
symptoms of
bipolar disorder? -
PosttestQ2 This
Educational
Program identified
bipolar disorder
symptoms.
PretestQ3 What
are some church
stigmas
surrounding
bipolar disorder? -
PosttestQ3 This
Educational
Program reviewed
some church
stigmas
surrounding
bipolar disorder.
PretestQ4

How many types
of bipolar
disorders are
there? - PosttestQ4
This Educational
Program discussed
four types of
bipolar disorders.
PretestQ5 Who are
some biblical
figures that can
give biblical
perspectives about
special needs? -
PosttestQ5 This
Educational
Program helped
the participants
identify biblical
principles that give
perspectives on
special needs.
PretestQ6 What
are some examples
of sensory
overload? -
PosttestQ6 This
Educational
Program gives
some examples of
sensory overload
to participants.

—-2.500

-3.125

—2.250

-1.375

—2.250

926

1.126

1.035

518

1.165

327

.398

.366

183

412

-3.274

—4.066

-3.115

-1.808

-3.224

-1.726 —7.638
—2.184 -7.850
-1.385 -6.148
-.942 7514
-1.276 -5.463

78

.000

.000

.000

.000

.001



79

Pair  PretestQ7 What -2.125 .835 .295 -2.823 -1.427 -7.202 7 .000

7 are some examples
of leadership alert
measures with
individuals? -
PosttestQ7 This
Educational
Program improved
the participant’s
understanding of
leadership alert

measures.
Pair  PretestQ8 What —2.750 1.165 412 -3.724 -1.776 -6.677 7 .000
8 are some examples

of a leader’s self-
aid coping care
skills? - PosttestQ8
This Educational
Program brings
awareness to a
leader’s self-aid
coping care skills.

Qualitative Findings

The researcher meticulously employed the Braun and Clarke procedure, a well-structured
and systematic approach to analyze the responses obtained in this study qualitatively. This
rigorous process entailed several distinct steps to extract meaningful insights from the data. First,
the interview questions were methodically coded, each one assigned a specific code label ranging
from 1Q1 to 1Q15, while the focus group questions received their designated codes, denoted as
FQ1 to FQ8. This meticulous coding allowed for the systematic organization of the qualitative
data, ensuring that each response could be easily tracked and retrieved during the analysis.

Following the coding process, the researcher delved into a thorough and exhaustive
categorization exercise. Responses were systematically grouped into related categories based on
their content and context. This meticulous categorization ensured that similar ideas and concepts
were aggregated together, laying the groundwork for the identification of broader patterns within
the data. As the analysis progressed, the researcher engaged in a meticulous examination of these

categorized responses, scrutinizing them for recurring themes and meaningful connections.
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Through this iterative process of careful review and reflection, six overarching themes began to
emerge organically from the data.

Within the overarching themes, corresponding subthemes were identified, providing a
more granular understanding of the multifaceted perspectives and experiences of the ministry
leaders involved in this study. These subthemes added depth and nuance to the analysis,
enriching our comprehension of the complexities surrounding bipolar disorder within the context
of a faith community. The Braun and Clarke procedure served as the guiding framework for the
systematic analysis of qualitative data in this research. It facilitated the organization,
categorization, and discovery of overarching themes and subthemes, ultimately contributing to a

comprehensive and insightful exploration of ministry leaders’ perspectives and experiences.

Theme 1: Understanding and Awareness of Bipolar Disorder

The first theme, “Understanding and Awareness of Bipolar Disorder,” reflects
participants' initial knowledge and perceptions regarding bipolar disorder in adolescents and
young adults within a faith community. This theme encompasses two subthemes highlighting the

journey from limited understanding to a profound desire for education and awareness.

Subtheme 1.1: Lack of Initial Understanding

Participants openly shared their initial lack of understanding regarding bipolar disorder,
revealing a dearth of awareness and knowledge surrounding it. This initial unfamiliarity often led
to misconceptions and posed challenges in addressing bipolar disorder within their ministry
roles. Participant 1 (Pastor - Interview) admitted to his prior ignorance and said,

Honesty, I didn’t really know what bipolar disorder was before I joined this educational

program. It was just a term for me, something 1’d heard but never really understood. I had

no idea about the symptoms or how it affects young people. This lack of knowledge left
me feeling ill-equipped to provide the support and guidance that these adolescents and
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young adults truly needed. However, as | engaged with the program, listened to the
experiences of those affected, and learned from our discussions, my understanding
evolved. | realized the importance of becoming informed and empathetic, not just as a
ministry leader but as a human being, to offer meaningful assistance and create an
inclusive and supportive faith community for everyone, regardless of their mental health
challenges.

Similarly, Participant 2 (Youth Leader - Focus Group) articulated,

When | started as a youth leader, | didn’t have a clue about bipolar disorder. It was like
this mysterious thing, and | wasn’t sure how to approach it. | felt a bit lost, to be honest.
But being a part of this educational program has been an eye-opener. I’ve gained insights
into what bipolar disorder really is, the signs to look out for, and how it can impact young
people in our church community. It is been an enlightening journey, and I now feel better
equipped to provide support and understanding to those who may be struggling. This
knowledge has not only enriched my role as a youth leader but has also deepened my
connection with our youth members, allowing me to create a more compassionate and
inclusive environment for them.

Participant 4 (Counselor - Interview) acknowledged that even as a counselor, there were gaps in
their knowledge. They shared,

Even as a counselor, 1’ve encountered situations where | had to educate myself more
about bipolar disorder because it is not something people learn about in-depth during our
training. The reality is that mental health is a vast field with various disorders, and
bipolar disorder is just one facet of it. However, through my experience and engagement
with this educational program, I’ve come to appreciate the importance of continuous
learning and staying updated in my profession. It highlighted the need for ongoing
education, especially in areas like bipolar disorder, where understanding the nuances can
make a significant difference in providing effective support. This journey has reaffirmed
my commitment to helping individuals with bipolar disorder and underscored the
importance of expanding our knowledge base in the mental health field to better serve our
clients.

Subtheme 1.2: Desire for Education

Conversely, the second subtheme underscores the participants’ fervent desire to acquire
knowledge and education about bipolar disorder. They recognized the vital importance of
enhancing their understanding to effectively support and minister to adolescents and young
adults grappling with bipolar disorder. Participant 3 (Worship Leader - Focus Group) shared how

their proactive pursuit of knowledge evolved by revealing,
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Once | realized how little I knew about bipolar disorder, | actively sought out resources
and educational materials. | wanted to be better equipped to help our worship team
members and others in the church. This journey of self-education has been both
enlightening and humbling. | delved into books, attended webinars, and engaged with
online communities dedicated to mental health awareness. | also reached out to
professionals and experts in the field to gain valuable insights. This proactive approach
has not only expanded my understanding of bipolar disorder but has also allowed me to
provide more informed and empathetic support. It is a continuous process, and I’m
committed to ensuring that our faith community is a place where everyone feels
understood and cared for, regardless of the challenges they may face.

Participant 5 (Youth Leader - Interview) echoed this sentiment among youth leaders and said,

Our youth leaders have a strong desire to learn. People want to understand bipolar
disorder better so that people can be there for their peers. Education is a key step for us.
This educational program recognized that knowledge is not just power but also
compassion. It empowers us to provide the support, empathy, and guidance that our
fellow youth members may need. The group embraced the idea that being well-informed
about mental health, including conditions like bipolar disorder, is fundamental to creating
a safe and nurturing environment within our church community. As youth leaders, we are
committed to continually expanding our knowledge and sharing it with others to foster a
more inclusive and supportive faith community.

Participant 7 (Worship Leader - Interview) outlined their commitment to education by sharing,

As a worship leader, | felt a responsibility to educate myself about mental health,
including bipolar disorder. It is part of our commitment to provide spiritual support to
everyone in our church. This journey of self-education has been both enlightening and
spiritually fulfilling. It is about aligning our faith with empathy and understanding,
recognizing that mental health challenges affect members of our congregation as well.
Through this educational program, 1’ve gained valuable insights into bipolar disorder, its
impact, and how we, as worship leaders, can be a source of comfort and solace. It is a
testament to the evolving nature of our ministry, one that values both spiritual guidance
and compassionate care for our church members.

In summary, Theme 1 intricately illustrates the participants’ evolving awareness and
understanding of bipolar disorder. While many initially grappled with limited knowledge, their
resounding desire for education and awareness signified a collective effort to bridge the

understanding gap and better serve their faith community.
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Theme 2: Responses to Bipolar Disorder Situations

Within the overarching theme of “Responses to Bipolar Disorder Situations,”
participants’ perspectives coalesce around two distinctive subthemes. These subthemes delve
into the profound significance of compassion and empathy, as well as the recognition of the

pivotal role played by professional help in responding to individuals affected by bipolar disorder.

Subtheme 2.1: Compassion and Empathy

Throughout the interviews and focus group discussions, it was evident that participants
underscored the paramount importance of responding with compassion, empathy, and
understanding when encountering individuals grappling with bipolar disorder. This subtheme
illuminates their shared commitment to fostering a supportive environment within the faith
community. Participant 2 (Youth Leader - Interview) articulated the essence of compassion by
stating,

Compassion means truly understanding the pain and struggles these individuals face. It is
about walking alongside them, being there through the highs and lows, and letting them
know they are not alone. It is a profound connection that transcends mere sympathy; it is
a commitment to empathy and support. Through this educational program, 1’ve come to
appreciate that compassion is the cornerstone of effective leadership when dealing with
individuals facing bipolar disorder. It is a reminder that as ministry leaders, our role
extends beyond our titles, and we have the privilege of making a positive impact on the
lives of those we serve.

Participant 6 (Counselor - Focus Group) emphasized the role of empathy by sharing,

Empathy is about stepping into their shoes, seeing the world from their perspective. It is
about validating their feelings and experiences, even if we do not fully understand them.
It is a profound act of connecting on a human level, acknowledging the depth of their
emotions, and offering a genuine response of care and support. Through this educational
program, I’ve come to recognize that empathy is a bridge that allows us to connect with
individuals facing bipolar disorder in a meaningful way. It is a reminder that as ministry
leaders, our ability to empathize can create a safe and nurturing space where those in
need can find solace and understanding.
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Participant 8 (Counselor - Interview) encapsulated the collective sentiment by responding,

In our ministry, compassion and empathy are at the core of our response. It is about
creating a safe space where individuals with bipolar disorder feel valued and supported.
We believe that every member of our faith community should find understanding and
care, especially during their times of need. Through this educational program, we’ve
reaffirmed our commitment to these principles and recognize that they are essential in
providing the kind of spiritual and emotional support that individuals with bipolar
disorder require. It is a testament to the values that guide our ministry, emphasizing the
importance of inclusivity and compassion in all our interactions.

Subtheme 2.2: Seeking Professional Help

In this subtheme, participants unanimously recognized the significance of encouraging
affected individuals to seek professional help when needed. They acknowledged that while
compassion and empathy are pivotal, professional intervention is crucial for managing bipolar
disorder effectively. Participant 3 (Worship Leader - Focus Group) underscored the importance
of professional guidance and said,

We can provide emotional support, but we also need to encourage them to seek
professional help. It is about recognizing the boundaries of our role. Through this
educational program, we’ve learned that while our ministry can offer understanding,
comfort, and a sense of community, it is equally crucial to guide individuals toward the
specialized care and expertise that professionals can provide. It is a delicate balance, one
that acknowledges the limitations of our role as ministry leaders while also ensuring that
those we serve receive the comprehensive help they need. This understanding
underscores our commitment to the well-being of every member of our congregation.

Participant 4 (Counselor - Interview) elaborated on this perspective in their response where they
said,

As a counselor, | often emphasize the importance of professional therapy. It is an integral
part of managing bipolar disorder, and we should actively guide them toward it. This
educational program has reinforced my belief in the significance of specialized treatment
and therapy for individuals dealing with bipolar disorder. It is about ensuring that they
receive the best care available and equipping them with the tools to navigate their mental
health journey effectively. As ministry leaders, we play a vital role in providing
emotional support and facilitating access to these resources, fostering a holistic approach
to care within our faith community.
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Participant 7 (Worship Leader - Interview) echoed the consensus by answering,
While we offer spiritual support, we also need to advocate for professional assistance
when necessary. It is a holistic approach to their well-being. Through this educational
program, I’ve come to appreciate the interconnectedness of spiritual and mental health. It
is about recognizing that individuals with bipolar disorder may require a combination of
support, including our spiritual guidance and the expertise of mental health professionals.
As ministry leaders, we can bridge the gap between these realms, ensuring that those in

need receive comprehensive care that addresses both their spiritual and mental well-
being.

In summary, Theme 2 illuminate participants’ collective commitment to responding to
bipolar disorder situations with compassion, empathy, and an unwavering understanding.
Simultaneously, they recognize the vital role of professional help, aligning their approach with a

comprehensive and holistic framework for supporting individuals within the faith community.

Theme 3: Role of Ministry Leaders

Within the overarching theme of the “Role of Ministry Leaders,” participants’
perspectives converge on two distinctive subthemes. These subthemes delve into the pivotal
roles played by ministry leaders in offering emotional support, guidance, and a safe space for
individuals grappling with bipolar disorder, as well as the recognition of collaboration and

communication as vital components of addressing this condition within the church setting.

Subtheme 3.1: Supportive Ministry Leaders

Throughout the interviews and focus group discussions, participants consistently
underscored the central role of ministry leaders in providing vital emotional support, guidance,
and a safe space for individuals contending with bipolar disorder. This subtheme accentuates the
ministry leaders’ commitment to nurturing a caring environment within the faith community. For
instance, Participant 1 (Pastor - Interview) elucidated the significance of emotional support and

said,
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As ministry leaders, our role goes beyond just preaching. It is about offering a shoulder to
lean on, providing a listening ear, and being a source of comfort for those going through
difficult times. This educational program has reinforced the idea that our ministry is not
confined to the pulpit; it extends into the lives of our congregation members. We are
called to be compassionate companions on their spiritual and emotional journeys,
especially when they face challenges like bipolar disorder. It is a reminder that our
actions and support can profoundly impact the lives of those we serve, creating a
nurturing and caring faith community.

In addition, Participant 5 (Youth Leader - Interview) highlighted the role of guidance by sharing,

We, as youth leaders, aim to guide our young members through life’s challenges,
including bipolar disorder. It is about providing direction and helping them navigate this
journey. This educational program has emphasized our role as mentors and role models
for the younger generation within our faith community. We recognize that adolescence
and young adulthood can be particularly challenging, and being well-informed about
mental health, including conditions like bipolar disorder, enables us to offer the guidance
and support that our young members may need. It is a commitment to their growth and
well-being, ensuring that they can rely on us as they navigate the complexities of life.

Moreover, Participant 8 (Counselor - Interview) encapsulated the shared perspective by sharing,

Our ministry leaders are pillars of support. They create a space where individuals with
bipolar disorder can openly express themselves, free from judgment. This educational
program has reinforced the vital role that our ministry leaders play in fostering a
welcoming and accepting environment within our faith community. It is about ensuring
that every member, regardless of their mental health challenges, feels valued, heard, and
supported. Our ministry leaders exemplify the qualities of compassion and inclusivity,
demonstrating that the church is a place where individuals with bipolar disorder can find
solace and understanding.

Subtheme 3.2: Collaboration and Communication

In this subtheme, participants collectively acknowledged the vital importance of
collaboration among ministry leaders, pastoral staff, and professionals. They emphasized that
effective communication and collaboration are essential components in addressing bipolar
disorder within the church setting, ensuring a holistic approach to care. Participant 3 (Worship
Leader - Focus Group) emphasized the value of collaboration and revealed,

We realize that we can’t do it alone. Collaborating with our pastoral staff and

professionals in the mental health field strengthens our ability to support those with

bipolar disorder. This educational program has emphasized the importance of teamwork
and partnership within our faith community. We understand that addressing mental health
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challenges like bipolar disorder requires a multidisciplinary approach. By working hand
in hand with our pastoral staff and mental health professionals, we can offer more
comprehensive care and resources to those in need. It is a testament to our commitment to
the well-being of our congregation members and the belief that we are stronger together.

Participant 4 (Counselor - Interview) elaborated on this perspective by stating,

Collaboration ensures a seamless continuum of care. We communicate with pastoral staff
and ministry leaders to provide a comprehensive support system. This educational
program has reinforced the idea that effective communication and collaboration are at the
heart of our approach to caring for individuals with bipolar disorder. By maintaining open
lines of communication and working together cohesively, we can ensure that those in
need have access to a holistic support network. It is a commitment to providing not just
emotional and spiritual support but also a structured system that addresses their mental
health needs. Collaboration is the cornerstone of our approach to care within our faith
community.

Participant 6 (Counselor - Focus Group) echoed the consensus in their sentiments,

In our ministry, we see collaboration as a force multiplier. It amplifies our impact and
ensures that individuals with bipolar disorder receive the best care possible. This
educational program has underscored the concept of synergy through collaboration. By
pooling our resources, knowledge, and expertise, we can create a more significant and
lasting impact on the lives of those we serve. It is about recognizing that together, we are
stronger, and our collective efforts can provide individuals with bipolar disorder the
comprehensive care and support they deserve. Collaboration is not just a strategy; it is a
core principle that guides our ministry’s approach to addressing mental health challenges
within our faith community.

In summary, Theme 3 illuminates the integral roles played by ministry leaders in offering
emotional support, guidance, and a safe space for individuals with bipolar disorder.
Simultaneously, participants recognize that effective collaboration and communication among
ministry leaders, pastoral staff, and professionals are crucial for addressing bipolar disorder
within the church setting. This collective effort reflects a commitment to a holistic and

comprehensive approach to care.

Theme 4: Barriers and Challenges

Within the overarching theme of “Barriers and Challenges,” participants’ perspectives

converge on two distinctive subthemes. These subthemes shed light on the substantial obstacles
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faced within the church community, including the persistence of stigma and a lack of awareness

about bipolar disorder. Additionally, participants highlight the pressing need for specialized

training and the availability of mental health resources to address these challenges effectively.

Subtheme 4.1: Stigma and Lack of Awareness

Throughout the interviews and focus group discussions, participants consistently

identified stigma and a prevailing lack of awareness about bipolar disorder as significant barriers

within the church community. This subtheme underscores the challenges posed by societal

misconceptions and the need for transformative change in attitudes and understanding.

Participant 2 (Youth Leader - Focus Group) addressed the issue of stigma by saying,

Stigma is a real problem. People often stereotype those with bipolar disorder, and this
stigma can lead to exclusion and misunderstanding within our faith community. This
educational program has shed light on the pervasive issue of stigma and its detrimental
impact. It is about acknowledging that individuals with bipolar disorder, like anyone else,
deserve to be treated with dignity and respect. As ministry leaders, we must actively work
to challenge and dispel these stigmatizing beliefs within our faith community. It is a
commitment to fostering a culture of acceptance and understanding, where everyone feels
valued and supported, regardless of their mental health challenges.

Notably, Participant 6 (Counselor - Focus Group) emphasized the importance of awareness and

added,

Lack of awareness perpetuates the stigma. We need to educate our congregation about
bipolar disorder to eliminate these harmful misconceptions. This educational program has
emphasized the critical role of awareness and education in combating stigma. It is about
recognizing that ignorance often fuels discrimination and misunderstanding. By
proactively sharing information about bipolar disorder, its symptoms, and the challenges
individuals face, we can dispel myths and promote empathy within our faith community.
It is a commitment to shedding light on the reality of bipolar disorder, fostering a more
informed and compassionate environment where stigma has no place.

In addition, Participant 7 (Worship Leader - Interview) highlighted the impact of stigma and

shared,

Stigma can prevent individuals from seeking help or reaching out for support. It is a
significant barrier that we must confront. This educational program has highlighted the
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detrimental impact of stigma on individuals with bipolar disorder. Stigma can create a
sense of shame and isolation, deterring people from seeking the assistance they need. As
ministry leaders, we have a responsibility to address and break down these barriers. It is
about creating an atmosphere of acceptance and understanding, where individuals with
bipolar disorder feel comfortable seeking help and support without fear of judgment. Our
commitment is to ensure that stigma does not stand in the way of anyone’s well-being
within our faith community.

Subtheme 4.2: Need for Training and Resources

In this subtheme, participants uniformly recognized the pressing need for specialized
training and the availability of mental health resources within the church community. They
emphasized that to address bipolar disorder effectively, ministry leaders must have the
knowledge and tools required to provide informed support. For instance, Participant 3 (Worship
Leader - Focus Group) stressed the importance of training and shared,

Without proper training, we may inadvertently perpetuate misconceptions. Training
equips us to respond effectively and with sensitivity. This educational program has
underscored the significance of specialized training in addressing bipolar disorder within
our faith community. It is about recognizing that without the right knowledge and skills,
our well-intentioned efforts may inadvertently reinforce misunderstandings or
stereotypes. Training ensures that we can provide informed and empathetic support to
those in need. It is a commitment to continuous learning and growth as ministry leaders,
with the aim of offering the best possible care and understanding to individuals with
bipolar disorder.

Additionally, Participant 5 (Youth Leader - Interview) outlined the need for resources by stating,

We need readily available resources within the church. This includes information,
support networks, and access to mental health professionals who understand our faith
context. This educational program has emphasized the importance of having a robust
infrastructure of resources to address bipolar disorder effectively. It is about recognizing
that individuals within our faith community should have easy access to information,
guidance, and professionals who can provide care in a way that aligns with our faith
values. Our commitment is to create an environment where seeking help for mental
health concerns is met with understanding and accessibility, ensuring that no one faces
these challenges alone.

Moreover, Participant 8 (Counselor - Interview) echoed the consensus and said,
Training and resources go hand in hand. They empower us to break down barriers, dispel

myths, and offer genuine support to those with bipolar disorder. This educational
program has emphasized the symbiotic relationship between training and resources in
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addressing bipolar disorder. Training equips us with the knowledge and skills needed to
provide informed support, while readily available resources ensure that individuals can
access the help they require. It is a holistic approach to care, one that empowers us as
ministry leaders to make a meaningful and lasting difference in the lives of those facing
bipolar disorder. Our commitment is to ensure that both these elements are in place to
create a supportive and compassionate faith community.

In summary, Theme 4 underscores the substantial barriers and challenges faced within
the church community when addressing bipolar disorder. Participants collectively acknowledge
the pervasive stigma and lack of awareness as formidable obstacles. Moreover, they emphasize
the critical importance of specialized training and the availability of mental health resources as
fundamental components in overcoming these challenges effectively. This recognition signifies a

shared commitment to promoting a more informed and supportive faith community.

Theme 5: Available Resources and Support

Within the overarching theme of “Available Resources and Support,” participants’
perspectives coalesce around two distinctive subthemes. These subthemes illuminate the array of
resources and support networks available within and outside the church community, offering

vital assistance to individuals with bipolar disorder.

Subtheme 5.1: Church Resources

Throughout the interviews and focus group discussions, participants articulated the
diverse resources the church community offers. These resources encompassed a spectrum of
support, including counseling services, support groups, and access to mental health
professionals, reflecting the church’s commitment to providing comprehensive care. Participant
1 (Pastor - Interview) emphasized the role of church resources by stating,

Our church offers counseling services tailored to mental health needs, including bipolar

disorder. We believe in addressing both spiritual and emotional well-being. This

educational program has highlighted the significance of providing comprehensive support
to individuals within our faith community. We recognize that mental health challenges,
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including bipolar disorder, require a holistic approach to care. Our counseling services
are a testament to our commitment to addressing the emotional and spiritual aspects of
well-being. It is about creating a space where individuals can find guidance,
understanding, and a sense of solace as they navigate their mental health journeys within
our faith community.

In addition, Participant 4 (Counselor - Interview) highlighted the importance of support groups
and revealed,

Support groups within the church create a sense of belonging and understanding. They
provide individuals with bipolar disorder a safe space to share their experiences. This
educational program has reinforced the value of support groups as a crucial resource
within our faith community. Support groups offer a unique opportunity for individuals
facing bipolar disorder to connect with others who share similar challenges. It is about
fostering a sense of camaraderie and empathy, where members can openly discuss their
experiences and find solace in knowing they are not alone. Our commitment is to
continue providing these supportive environments, where individuals can find comfort
and understanding within our faith community.

Notably, Participant 7 (Worship Leader - Interview) underlined access to mental health
professionals. They responded,

Having mental health professionals within our church network is invaluable. It ensures
that those in need can readily access specialized care. This educational program has
emphasized the importance of bridging the gap between faith and mental health support.
By having mental health professionals who understand our faith context, we offer
individuals with bipolar disorder a safe and familiar space to seek help. It is about
ensuring that our faith community is equipped to address mental health challenges
comprehensively, combining our spiritual guidance with professional expertise. Our
commitment is to continue fostering these partnerships, ensuring that everyone in need
can access the care they deserve within our faith community.

Subtheme 5.2: External Resources

In this subtheme, participants offered recommendations for external resources, such as
crisis hotlines and self-help materials. These external resources were seen as complementary
tools to assist individuals affected by bipolar disorder, providing additional layers of support
beyond the church community. Participant 3 (Worship Leader - Focus Group) highlighted the

value of crisis hotlines by saying,
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Crisis hotlines can be a lifeline during difficult moments. They offer immediate support
when individuals need it most, supplementing the resources within our church. This
educational program has highlighted the vital role of crisis hotlines as an external
resource. While our church provides valuable support, crisis hotlines offer an additional
layer of assistance during urgent situations. They serve as a bridge to immediate help,
ensuring that individuals facing bipolar disorder have access to timely support. Our
commitment is to promote these external resources as a valuable complement to the care
we provide within our faith community, emphasizing that help is always just a phone call
away.

In addition, Participant 5 (Youth Leader - Interview) suggested the importance of self-help
materials by outlining,

Self-help materials can empower individuals to understand and manage their condition
better. They can be a valuable resource for self-guided learning and growth. This
educational program has emphasized the importance of equipping individuals with
bipolar disorder with tools for self-empowerment. Self-help materials offer a way for
them to gain insights, strategies, and coping mechanisms to navigate their journey. It is
about providing individuals with the means to take an active role in their own well-being.
Our commitment is to ensure that these self-help materials are readily available and
accessible within our faith community, fostering a sense of agency and empowerment
among those facing bipolar disorder.

Notably, Participant 8 (Counselor - Interview) echoed the consensus in their response,

External resources serve as a safety net. They ensure that individuals with bipolar
disorder have access to support around the clock, reinforcing the efforts of the church.
This educational program has emphasized the complementary role of external resources
in our overall support system. While our church provides assistance, external resources
offer continuous support, even outside our regular hours of operation. They serve as a
safety net, ensuring that help is available whenever it is needed. Our commitment is to
promote these external resources as an integral part of our comprehensive care approach
within our faith community, highlighting that individuals with bipolar disorder are never
alone in their journey toward well-being.

In summary, Theme 5 illuminates the extensive resources and support networks available
to individuals dealing with bipolar disorder. Participants collectively affirm the church’s
commitment to providing counseling services, support groups, and access to mental health
professionals. Additionally, they underscore the value of external resources, such as crisis

hotlines and self-help materials, as complementary tools to enhance the overall support system.



This multifaceted approach reflects a comprehensive commitment to the well-being of those

within the faith community and beyond.

Theme 6: Leadership Steps for Knowledge and Awareness

Within the overarching theme of “Leadership Steps for Knowledge and Awareness,”
participants’ perspectives coalesce around two distinctive subthemes. These subthemes
illuminate the strategic actions and initiatives deemed vital by participants for enhancing

knowledge and awareness of bipolar disorder within the church community.

Subtheme 6.1: Education and Awareness Campaigns

Throughout the interviews and focus group discussions, participants consistently
underscored the paramount importance of educational initiatives and awareness campaigns

within the church community. These initiatives were perceived as effective means of

disseminating knowledge and dispelling myths surrounding bipolar disorder, thereby fostering

understanding and empathy. Participant 1 (Pastor - Interview) highlighted,

Education is a cornerstone of awareness. We must actively educate our congregation
about bipolar disorder, using various platforms to reach different age groups. This

educational program has reinforced the pivotal role of education in raising awareness
within our faith community. It is about recognizing that knowledge is a powerful tool
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against stigma and misconceptions. By disseminating information about bipolar disorder

through diverse channels and tailored to different age groups, we can ensure that our
congregation is well-informed and empathetic. Our commitment is to continue these
educational initiatives, fostering a culture of understanding and acceptance within our
faith community.

In addition, Participant 4 (Counselor - Interview) explained the power of awareness campaigns

and responded,

Awareness campaigns create a buzz and draw attention. They can be a catalyst for open

conversations and understanding within the church. This educational program has
underscored the impact of awareness campaigns in sparking dialogue and fostering
empathy. These campaigns serve as a means to engage our faith community actively.

They encourage conversations, questions, and a deeper understanding of bipolar disorder.
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Our commitment is to continue these awareness campaigns, using them as a vehicle to
promote a culture of compassion, inclusivity, and open dialogue within our church.

Agreeably, Participant 6 (Counselor - Focus Group) emphasized the need for ongoing education

and said,

Education and awareness should be continuous efforts. We need to keep the conversation
alive and evolving within our faith community. This educational program has emphasized
the importance of sustainability in our educational and awareness initiatives. It is about
recognizing that maintaining a culture of understanding and empathy requires ongoing
engagement. We must ensure that the conversation about bipolar disorder remains
dynamic and adaptable to changing needs. Our commitment is to foster an environment
where education and awareness are not static but evolve with our faith community’s
growth and development.

Subtheme 6.2: Creating a Supportive Culture

Participants articulated the significance of fostering a culture of empathy, inclusivity, and
open dialogue within the church community. They recognized that creating such a culture was
essential for gaining knowledge and awareness of bipolar disorder and ensuring that individuals
affected by the condition felt valued and supported. Participant 2 (Youth Leader - Focus Group)
stressed the role of empathy and shared,

Empathy is the cornerstone of our culture. It is about walking in each other’s shoes and
creating an environment where everyone feels heard and understood. This educational
program has reaffirmed the centrality of empathy in our faith community. It is about
recognizing that empathy is not just a value but a way of life. It is the foundation of our
interactions, where we strive to understand each other’s perspectives and emotions. Our
commitment is to continue nurturing this culture of empathy, ensuring that every member
of our faith community feels valued and supported, regardless of their circumstances or
challenges.

Participant 5 (Youth Leader - Interview) posited the importance of inclusivity by revealing,

Inclusivity means that everyone has a place at the table, regardless of their struggles. It is
about embracing diversity and standing together. This educational program has
reinforced the importance of inclusivity as a fundamental principle in our faith
community. It is about acknowledging that inclusivity is not just a goal but a commitment
to valuing every individual’s unique journey. We stand united in our support, ensuring
that no one is left behind due to their challenges or differences. Our commitment is to
continue championing inclusivity, creating a space where everyone feels welcomed and
accepted within our faith community.
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Additionally, Participant 8 (Counselor - Interview) underlined open dialogue and stressed,
Open dialogue is essential. It encourages individuals to share their experiences, ask
questions, and seek support without fear of judgment. This educational program has
highlighted the pivotal role of open dialogue in our faith community. It is about fostering
an atmosphere where communication is free and transparent, enabling individuals to
express themselves authentically. Our commitment is to continue promoting open
dialogue, ensuring that conversations about bipolar disorder and mental health are met

with understanding, compassion, and a willingness to support one another within our
faith community.

In summary, Theme 6 elucidates the strategic leadership steps identified by participants
for enhancing knowledge and awareness of bipolar disorder within the church community. They
collectively affirm the pivotal roles of education and awareness campaigns in disseminating
knowledge. Simultaneously, they underscore the importance of fostering a supportive culture
characterized by empathy, inclusivity, and open dialogue. These actions reflect a dedicated

commitment to promoting knowledge, awareness, and a compassionate faith community.

Conclusion

The findings of this comprehensive mixed-methods study are presented, focusing on
enhancing understanding and awareness of bipolar disorder among ministry leaders serving
adolescents and young adults within a church community. The study integrated both quantitative
and qualitative data analyses to investigate the impact of an eight-week educational program.

The quantitative findings from the paired samples t-test analysis of the pretest and
posttest survey questions indicated statistically significant differences in participants’ responses
following the completion of the educational program. Across all eight questions, participants
significantly improved their knowledge and comprehension of bipolar disorder, church-related
stigmas, symptoms, and coping strategies. These findings support the study’s hypothesis that the
educational program would enhance the participants’ grasp of ministry leadership guidance in

addressing bipolar disorder within the church setting.
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Complementing the quantitative data, the qualitative analysis uncovered six overarching
themes, each with corresponding subthemes. These themes provided a deeper understanding of
the experiences and perspectives of ministry leaders in the context of bipolar disorder. The first
theme, “Understanding and Awareness of Bipolar Disorder,” revealed that participants initially
had limited knowledge and understanding of bipolar disorder but expressed a strong desire to
learn more about it. This theme highlighted the importance of education and awareness.

The second theme, “Responses to Bipolar Disorder Situations,” emphasized the
significance of responding with compassion, empathy, and understanding when interacting with
individuals affected by bipolar disorder. Encouraging affected individuals to seek professional
help was also recognized as essential. The third theme, “Role of Ministry Leaders,” shed light on
the multifaceted role of ministry leaders in providing emotional support, guidance, and safe
spaces for individuals with bipolar disorder. Collaboration among ministry leaders, pastoral staff,
and professionals was seen as vital in addressing bipolar disorder within the church setting.

The fourth theme, “Barriers and Challenges,” identified stigma and a lack of awareness
as significant barriers within the church community. Participants also acknowledged the need for
specialized training and readily available mental health resources within the church to address
bipolar disorder effectively. The fifth theme, “Available Resources and Support,” described the
church’s offerings, including counseling services, support groups, access to mental health
professionals, and recommended external resources to assist affected individuals.

The sixth theme, “Leadership Steps for Knowledge and Awareness,” emphasized the
importance of educational initiatives and awareness campaigns within the church community. It
also highlighted the need to foster a culture of empathy, inclusivity, and open dialogue to

enhance knowledge and awareness. In summary, the findings from this study suggest that an
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eight-week educational program can significantly enhance the knowledge and awareness of
ministry leaders, equipping them with the skills and understanding needed to support adolescents
and young adults with bipolar disorder. The qualitative data provided deeper insights into
ministry leaders' nuanced experiences and perspectives in this context, complementing the
quantitative results. These findings hold important implications for developing more inclusive
and supportive church communities that address the needs of individuals with bipolar disorder

and other mental health challenges.
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CHAPTER 5: CONCLUSION

Introduction

Throughout this study, the researcher has explored the complex dynamics surrounding
this issue, investigated the impact of an eight-week educational program for ministry leaders (see
Appendix J) for the PowerPoint presentations, and delved into the experiences and perspectives
of those on the frontlines of ministry. Each week of the program was structured around a
PowerPoint presentation that covered various aspects of bipolar disorder, including
understanding the disorder, recognizing symptoms, addressing church stigmas, understanding
different types of bipolar disorders, identifying biblical perspectives on special needs, exploring
examples of sensory overload, understanding leadership alert measures, and increasing
awareness of self-aid coping care skills. In addition to the PowerPoint presentations, the program
incorporated various educational activities to reinforce the learning objectives. These activities
included individual interviews and focus groups, which provided participants with opportunities
to share their experiences, ask questions, and engage in discussions about the topics covered in
the program. The concluding chapter revisits this research’s significance, aims, and hypothesis
and provides a thorough overview of the key components that encapsulate the journey.

The significance of this research lies in its commitment to bridging the gap between
mental health and faith communities, recognizing that individuals with bipolar disorder often
encounter stigma, misunderstanding, and a lack of support within religious contexts. By

addressing this gap, this paper endeavors to create a more inclusive and compassionate
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environment within the church, one that fosters understanding and provides a platform for those
affected by bipolar disorder to thrive.

This research assessed the impact of an eight-week educational program on ministry
leaders’ knowledge, attitudes, and readiness to support adolescents and young adults with bipolar
disorder. In doing so, the researcher sought to test the hypothesis that this program would
enhance ministry leaders’ comprehension and capabilities in addressing the challenges posed by
bipolar disorder within the church.

This chapter will comprehensively summarize the key findings of the research,
encompassing both quantitative and qualitative data. The researcher will then delve into the
implications of these findings, shedding light on the potential transformative effects of
educational programs for ministry leaders and the broader church community. Moreover, this
chapter explores the practical applications of this research, outlining strategies for implementing
educational initiatives and support systems within faith communities.

While the research findings hold significant promise, it is essential to acknowledge the
limitations and constraints encountered during the research process. These limitations offer
valuable insights into the complexities of addressing mental health within a religious context,
and they underscore the need for further exploration in this vital field.

Finally, this chapter concludes this study with recommendations for future research
endeavors, providing a roadmap for continued progress in the intersection of mental health and
faith communities. The researcher hopes this work becomes a catalyst for broader conversations,
informed actions, and lasting positive change in how individuals with bipolar disorder are

supported and embraced within the church and, by extension, within society.
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Summary of the Key Findings

The key findings of this research encompass a rich tapestry of insights gleaned from both
quantitative and qualitative data. These findings shed light on the understanding, attitudes, and
responses of ministry leaders within the Love Faith Church (LFC) when it comes to supporting
adolescents and young adults with bipolar disorder. The study employed an eight-week
educational program to assess the impact on ministry leaders, and the results offer valuable

implications for addressing mental health within faith communities.

Understanding and Awareness of Bipolar Disorder

One of the prominent findings of this research is that before the educational program,
many ministry leaders had limited knowledge and understanding of bipolar disorder. They
acknowledged that this mental health condition was a mysterious and unfamiliar concept to
them. However, there was a strong desire among these leaders to learn more about bipolar
disorder, its symptoms, and its impact on young individuals. This newfound knowledge was

perceived as a fundamental step in providing effective support within the church community.

Responses to Bipolar Disorder Situations

Ministry leaders highlighted the significance of responding with compassion, empathy,
and understanding when encountering individuals with bipolar disorder. Compassion was viewed
as a means of genuinely understanding the struggles faced by those with the condition, while
empathy was seen as the ability to step into their shoes and validate their experiences.
Encouraging affected individuals to seek professional help when needed was another key
response emphasized by ministry leaders. This dual approach of compassion and professional

support formed the cornerstone of their response strategies.
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Role of Ministry Leaders

The role of ministry leaders in providing emotional support, guidance, and a safe space
for individuals with bipolar disorder was emphasized as crucial. These leaders recognized the
importance of fostering a supportive culture where affected individuals felt valued and
understood. Collaboration among ministry leaders, pastoral staff, and professionals in the mental
health field was seen as vital in addressing bipolar disorder within the church setting. This

collaborative approach ensured a comprehensive and holistic support system.

Barriers and Challenges

Stigma and a lack of awareness about bipolar disorder were identified as significant
barriers within the church community. These barriers perpetuated misconceptions and hindered
individuals from seeking help or support. Participants recognized the need for specialized
training and readily available mental health resources within the church to address bipolar
disorder effectively. These findings underscored the importance of addressing stigma and

investing in education and resources.

Available Resources and Support

Within the Love Faith Church, participants described a range of resources available to
individuals with bipolar disorder. These included counseling services, support groups, and access
to mental health professionals. Recommendations for external resources, such as crisis hotlines
and self-help materials, were also mentioned to supplement the church’s offerings. The
availability of both church-based and external resources was perceived as vital in providing

comprehensive support.
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Leadership Steps for Knowledge and Awareness

Education and awareness campaigns were highlighted as key steps in gaining knowledge
and awareness within the church community. Participants emphasized the importance of
continuous efforts to educate the congregation about bipolar disorder, using various platforms to
reach different age groups. Additionally, fostering a culture of empathy, inclusivity, and open
dialogue was essential in building knowledge and awareness.

In summary, the key findings of this research reveal the transformative potential of
education and awareness initiatives within faith communities. Ministry leaders’ understanding
and attitudes toward bipolar disorder improved significantly after the educational program,
emphasizing the importance of targeted training. The findings underscore the pivotal role of
compassion, empathy, and collaboration in providing effective support, as well as the necessity
of addressing stigma and promoting inclusivity. The availability of resources, both within the
church and externally, enhances the support system for individuals with bipolar disorder. Lastly,
the research findings advocate for ongoing efforts in education, awareness, and cultivating a

supportive culture within faith communities.

Research Implications

The findings of this study carry several significant implications across various domains,
including academia, mental health advocacy, religious organizations, and the broader
community. These implications highlight the potential for positive change and improvement in

supporting adolescents and young adults with bipolar disorder.
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Academic Implications

Enhancing Mental Health Education

This research underscores the importance of enhancing mental health education within
religious and academic institutions. Academic institutions can take cues from this study to
develop and implement courses, workshops, and training programs that equip future ministry
leaders, counselors, and religious professionals with the knowledge and skills to support
individuals with bipolar disorder.! By incorporating mental health awareness into the curriculum,

academic institutions can contribute to the development of compassionate and informed leaders.

Interdisciplinary Collaboration

The study’s emphasis on collaboration between ministry leaders and mental health
professionals suggests the value of interdisciplinary cooperation. Academic institutions can
encourage collaboration between theology, psychology, and social work departments to bridge
the gap between faith-based support and evidence-based mental health care.? Research centers
and academic conferences can also provide platforms for scholars from various disciplines to

share knowledge and insights.

Research in Faith and Mental Health

This study contributes to the growing body of research at the intersection of faith and
mental health. It highlights the need for more research examining the roles of religious leaders

and faith communities in supporting individuals with bipolar disorder and other mental health

! Eva Ouwehand et al., “Revelation, Delusion or Disillusion: Subjective Interpretation of Religious and
Spiritual Experiences in Bipolar Disorder,” Mental Health, Religion & Culture 17, no. 6 (2014): 615-28,
doi:10.1080/13674676.2013.874410.

2 “Mental Health Professionals and Interdisciplinary Collaboration,” Resolving Family Conflicts, 2017,
489-506, doi:10.4324/9781315244365-22.
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conditions. Academic institutions can encourage research initiatives that explore the

effectiveness of educational programs and interventions in faith-based settings®.

Mental Health Advocacy Implications

Reducing Stigma

The findings emphasize the detrimental effects of stigma on individuals with bipolar
disorder. Mental health advocacy organizations can collaborate with religious institutions to
develop stigma-reduction campaigns tailored to faith communities.* These campaigns can raise
awareness, challenge misconceptions, and promote empathy and understanding.

Mental health advocacy groups can advocate for the inclusion of mental health training in
the curriculum of religious institutions and seminaries.® They can also provide resources and
guidelines for developing and implementing educational programs like the one examined in this

study.

3 Stephen Handsley, “Faith, Mental Health and Deviance: Possession or Iliness?” Religion, Faith and
Crime, 2016, 89-111, doi:10.1057/978-1-137-45620-5_5.

4 “Supplemental Material for Stigma Toward Mental Iliness and Substance Use Disorders in Faith
Communities: The Roles of Familiarity and Causal Attributions,” Stigma and Health, 2022,
d0i:10.1037/sah0000373.supp.

® Bibhav Acharya et al., “Developing a Global Mental Health Training Curriculum,” Global Mental Health
Training and Practice, 2023, 81-95, d0i:10.4324/9781315160597—7.
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Religious Organizations’ Implications

Creating Supportive Environments

Religious organizations can implement the insights from this research to create
supportive environments for individuals with bipolar disorder. This includes fostering cultures of

empathy, compassion, and inclusivity within congregations and religious leadership.®

Developing Resources

Building on the availability of resources, religious organizations can actively collaborate
with mental health professionals to develop comprehensive support systems. This may involve
establishing counseling services, support groups, and partnerships with external mental health

organizations.’

Community Implications

Raising Community Awareness

The study highlights the significance of community-wide awareness and education about
bipolar disorder. Local community organizations, schools, and religious institutions can work
together to organize awareness campaigns, workshops, and seminars that promote mental health

literacy and reduce stigma.®

6 Eva Ouwehand et al., “Revelation, Delusion or Disillusion: Subjective Interpretation of Religious and
Spiritual Experiences in Bipolar Disorder,” Mental Health, Religion & Culture 17, no. 6 (2014): 615-28,
doi:10.1080/13674676.2013.874410.

7 Stephen Handsley, “Faith, Mental Health and Deviance: Possession or Iliness?” Religion, Faith and
Crime, 2016, 89-111, doi:10.1057/978-1-137-45620-5 5.

8 Tatiana Torti Giampaolo Perna and Alessandra Alciati, “Effects of Public Awareness and Stigmatization
on Accurate and Timely Diagnosis of Bipolar Disorder,” The Bipolar Book, 2015, 73-78,
doi:10.1093/med/9780199300532.003.0006.
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Providing Access to Resources

Communities can advocate for the availability of mental health resources, such as crisis
hotlines and self-help materials, to ensure that individuals with bipolar disorder have access to
support beyond the confines of religious organizations.® In conclusion, the research implications
of this study extend to academia, mental health advocacy, religious organizations, and the wider
community. These implications emphasize the importance of education, collaboration, and
resource development in supporting individuals with bipolar disorder within faith-based settings

and beyond.

Research Applications

The findings of this research offer valuable insights that can be applied in various
practical contexts, including religious institutions, mental health services, and educational
settings. These applications are essential for improving the support and well-being of adolescents

and young adults with bipolar disorder.

Faith-Based Organizations

Educational Programs

The most immediate application is within religious organizations themselves. They can
utilize the Ministry Leaders’ Educational Plan developed in this study to educate their ministry
leaders about bipolar disorder and related mental health issues. By implementing similar
educational programs, faith-based institutions can enhance the capacity of their leaders to

provide effective support®. One of the most critical applications of this study’s findings is the

9 Perna and Alciati, “Effects of Public Awareness.
10 1hid.
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development and implementation of educational programs within religious organizations. The
Ministry Leaders’ Educational Plan, formulated through this study, represents a vital tool in
enhancing the awareness and understanding of bipolar disorder and related mental health issues

among faith-based leaders.

Immediate Application within Religious Organizations

Religious institutions play a significant role in the lives of their congregants, providing
spiritual guidance, emotional support, and a sense of community. However, the lack of
awareness and understanding of mental health issues, such as bipolar disorder, within these
organizations can create barriers to providing effective support.t! This is where the immediate

application of the Ministry Leaders’ Educational Plan becomes paramount.

Utilizing the Ministry Leaders’ Educational Plan

The Ministry Leaders’ Educational Plan serves as a structured curriculum that equips
ministry leaders with the knowledge, tools, and resources needed to comprehend and address
bipolar disorder within their congregations. This plan is specifically designed to bridge the gap
between faith and mental health by providing comprehensive training that addresses both the

spiritual and mental well-being of individuals.

Enhancing Capacity for Support

By implementing the Ministry Leaders’ Educational Plan or similar educational

programs, faith-based institutions can significantly enhance the capacity of their leaders to

11 Brisa S. Fernandes, “The Treatment of Bipolar Disorder in the Era of Precision Psychiatry: Challenges
and Opportunities,” Neurobiology of Bipolar Disorder, 2021, 405-15, doi:10.1016/b978-0-12-819182-8.00038-7.
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provide effective support.? Education empowers ministry leaders to gain a deeper understanding
of bipolar disorder, including its symptoms, challenges, and treatment options. This knowledge
allows them to recognize the signs and symptoms more readily, reducing the risk of
misinterpretation or stigmatization.

The educational programs can address the stigmas and misconceptions surrounding
mental health issues. Leaders can learn to promote an environment of empathy and acceptance,
reducing the stigma attached to bipolar disorder within their communities. In addition, education
equips leaders with the communication skills necessary to engage in open and empathetic
conversations with individuals affected by bipolar disorder. This can lead to improved pastoral
care and support. Furthermore, leaders can learn when and how to refer individuals to
professional mental health services.'® This collaboration between faith-based organizations and
mental health professionals ensures that individuals receive holistic care. Moreover, educational
programs emphasize the importance of creating supportive environments within religious

settings. Leaders can actively work towards fostering a culture of inclusion and understanding.

Long-Term Impact

The long-term impact of such educational programs is profound. As ministry leaders
become better equipped to address mental health issues, including bipolar disorder, they can
create an environment where individuals feel safe, supported, and valued. This not only improves
the well-being of those living with bipolar disorder but also strengthens the overall sense of

community and inclusivity within the religious organization.

12 patricia Barkway, “Creating Supportive Environments for Mental Health Promotion in the Workplace,”
Contemporary Nurse 21, no. 1 (2006): 131-41, doi:10.5172/conu.2006.21.1.131.

13 «“Mental Health Professionals and Interdisciplinary Collaboration,” Resolving Family Conflicts, 2017,
489-506, doi:10.4324/9781315244365-22.
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Faith-based organizations can work on fostering environments that are inclusive and
welcoming for individuals with bipolar disorder. This can involve regular awareness campaigns,
workshops, and support groups within congregations. Supportive environments within faith-
based organizations represent a transformative approach to addressing the needs of individuals
with bipolar disorder.'* These environments go beyond merely acknowledging the existence of
mental health conditions; they actively promote inclusivity, understanding, and compassion

within the faith community.

Awareness Campaigns and Workshops

Faith-based organizations can take proactive steps by initiating regular awareness
campaigns and workshops. These initiatives can serve multiple purposes. Firstly, they educate
congregants about bipolar disorder, dispelling myths and stereotypes.* Secondly, they foster
empathy by encouraging individuals to step into the shoes of those living with bipolar disorder,
promoting a deeper understanding of their struggles. Awareness campaigns and workshops
provide a platform for open discussions and the sharing of personal experiences, reducing the

stigma surrounding mental health conditions.

Support Groups

Establishing support groups within congregations is another crucial component of
creating supportive environments. These groups provide a safe and confidential space for

individuals with bipolar disorder to share their journeys, seek advice, and receive emotional

14 Brisa S. Fernandes, “The Treatment of Bipolar Disorder in the Era of Precision Psychiatry: Challenges
and Opportunities,” Neurobiology of Bipolar Disorder, 2021, 405-15, doi:10.1016/b978-0-12-819182-8.00038-7.

15 Perna, “Effects of Public Awareness.”
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support.t® They also serve as a means for congregants to actively engage in the well-being of
their fellow members. By participating in support groups, individuals can learn about the
challenges faced by those with bipolar disorder and discover ways to offer assistance, both

within and outside the faith community.

Long-Term Impact

The long-term impact of fostering supportive environments is profound. It not only
improves the quality of life for individuals with bipolar disorder but also strengthens the fabric of
the faith community itself. Congregations that actively work towards creating such environments
become beacons of empathy, understanding, and inclusion. This paradigm shift in faith-based
organizations contributes to breaking down societal stigmas associated with mental health
conditions and paves the way for a more compassionate and supportive society.

Faith-based organizations can establish partnerships with mental health professionals,
ensuring that individuals with bipolar disorder have access to both spiritual and clinical support
when needed. Collaboration between faith-based organizations and mental health professionals
represents a pivotal step in providing comprehensive care for individuals with bipolar disorder.
By forging partnerships with mental health experts, faith communities can offer a holistic

support system that addresses both the spiritual and clinical aspects of mental health.

Integrated Care

Faith-based organizations can work towards establishing integrated care models that

seamlessly blend spiritual and clinical support. This approach ensures that individuals with

16 Polina Eidelman et al., “Social Support and Social Strain in Inter-Episode Bipolar Disorder,” Bipolar
Disorders 14, no. 6 (2012): 628-40, doi:10.1111/j.1399-5618.2012.01049.x.
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bipolar disorder have access to a range of services, from pastoral counseling to professional
therapy.'” The synergy between these two realms of care recognizes the complexity of mental
health and acknowledges that individuals may require different forms of support at various

stages of their journey.

Breaking Down Barriers

Collaboration with mental health professionals also helps break down barriers that
individuals with bipolar disorder may encounter when seeking treatment.'® By offering a bridge
to clinical resources, faith communities reduce the stigma associated with professional mental
health care. This collaborative effort normalizes the idea that seeking help from mental health

professionals is a natural and encouraged step in managing bipolar disorder.

Community Impact

Beyond its direct benefits to individuals with bipolar disorder, collaboration with mental
health professionals has a positive ripple effect on the entire faith community. It fosters a culture
of empathy and understanding, where mental health is destigmatized, and congregants are
encouraged to support one another in times of need.!® Additionally, such partnerships strengthen
the credibility of faith-based organizations as advocates for mental health awareness and

inclusivity.

17 Christopher Schneck, “Treating Depression and Bipolar Disorder in Integrated Care Settings,” Oxford
Medicine Online, 2017, doi:10.1093/med/9780190276201.003.0012.

18 Brisa S. Fernandes, “The Treatment of Bipolar Disorder in the Era of Precision Psychiatry: Challenges
and Opportunities,” Neurobiology of Bipolar Disorder, 2021, 405-15, doi:10.1016/b978-0-12-819182-8.00038-7.

19 Polina Eidelman et al., “Social Support and Social Strain in Inter-Episode Bipolar Disorder,” Bipolar
Disorders 14, no. 6 (2012): 628-40, doi:10.1111/j.1399-5618.2012.01049.x.
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A Holistic Approach

This holistic approach to care represents a powerful testament to the commitment of
faith-based organizations to the well-being of their members. By combining spiritual and clinical
resources, they ensure that individuals with bipolar disorder receive the comprehensive support

they need, ultimately contributing to their overall health and resilience.

Mental Health Services

Interdisciplinary Collaboration

Mental health service providers can collaborate more closely with faith-based
organizations to offer holistic care. By integrating spiritual support with clinical services,
individuals with bipolar disorder can receive comprehensive care that addresses mental,
emotional, and spiritual needs. Interdisciplinary collaboration presents a promising avenue for
enhancing the care provided to individuals with bipolar disorder.2’ Mental health service
providers can work closely with faith-based organizations to create a unified approach that
encompasses both spiritual and clinical support. This collaborative effort seeks to address the

complex needs of individuals with bipolar disorder comprehensively.

Comprehensive Care

The fusion of spiritual and clinical services ensures that individuals with bipolar disorder

receive holistic care that considers their mental, emotional, and spiritual well-being.?! This

20 «“Mental Health Professionals and Interdisciplinary Collaboration,” Resolving Family Conflicts, 2017,
489-506, doi:10.4324/9781315244365-22.

2L Christopher Schneck, “Treating Depression and Bipolar Disorder in Integrated Care Settings,” Oxford
Medicine Online, 2017, doi:10.1093/med/9780190276201.003.0012.
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integrated approach acknowledges that a person’s mental health is intricately linked to their

spiritual journey and that both aspects are vital in achieving overall wellness.

Reducing Stigma

Interdisciplinary collaboration also plays a crucial role in reducing the stigma associated
with seeking mental health support. By offering spiritual leaders and mental health professionals
as partners in care, individuals may be more inclined to reach out for help. This approach
normalizes the idea that mental health challenges are a part of the human experience and can be

effectively managed with a multifaceted support system.

Enhanced Well-Being

Collaborative efforts between mental health providers and faith-based organizations have
the potential to enhance the well-being of individuals with bipolar disorder significantly. They
gain access to a wider range of resources, support networks, and coping strategies, ultimately

empowering them to better manage their condition and lead fulfilling lives.

Community Resilience

Beyond individual benefits, interdisciplinary collaboration strengthens the resilience of
faith communities. It promotes inclusivity, open dialogue about mental health, and a culture of
support and empathy. This not only benefits those directly impacted by bipolar disorder but also

contributes to a healthier and more compassionate communities.

Training for Religious Leaders

Mental health services can offer training programs for religious leaders and ministry

teams, helping them develop a deeper understanding of mental health conditions like bipolar
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disorder and enhancing their supportive capabilities. Mental health services have a unique
opportunity to empower religious leaders and ministry teams through targeted training programs.
These initiatives are designed to equip them with a more profound understanding of mental
health conditions, including bipolar disorder, and enhance their capacity to provide effective

support within their faith communities.

Knowledge Expansion

Training programs offer religious leaders and ministry teams the chance to expand their
knowledge about bipolar disorder and related mental health conditions. This education includes
an exploration of the disorder’s symptoms, treatment options, and the challenges individuals
face.?? Armed with this knowledge, spiritual guides can approach mental health issues with

greater sensitivity and understanding.

Reducing Stigma

One of the significant implications of training is the reduction of stigma within faith
communities. By promoting accurate information and dispelling myths surrounding bipolar
disorder, religious leaders can foster environments where individuals can openly discuss their
mental health concerns.?® This contributes to breaking down barriers to seeking help and

promotes a culture of acceptance and empathy.

22 Bibhav Acharya et al., “Developing a Global Mental Health Training Curriculum,” Global Mental
Health Training and Practice, 2023, 81-95, doi:10.4324/9781315160597—7.

23 Perna, “Effects of Public Awareness.”
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Enhanced Support

Training not only increases awareness but also enhances the supportive capabilities of
religious leaders and ministry teams. They learn effective strategies for offering emotional and
spiritual guidance to individuals with bipolar disorder.?* This includes knowing when to refer
someone to professional mental health services and how to create a supportive and inclusive

environment within their congregations.

A Unified Approach

Collaboration between mental health services and faith-based organizations in providing
training programs creates a unified approach to mental health support. It bridges the gap between
the spiritual and clinical aspects of well-being, ensuring that individuals with bipolar disorder

receive comprehensive care that addresses both their emotional and spiritual needs.

A Path to Healing

Training for religious leaders is a crucial step towards promoting healing and well-being
among individuals with bipolar disorder. It recognizes the influential role that spiritual guides
play in the lives of their congregants and empowers them to contribute positively to the mental

heEducational Institutions

Curriculum Enhancement

Educational institutions have a pivotal role to play in advancing mental health awareness

and advocacy within religious and community settings. By reviewing and enhancing their

24 Eidelman et al., “Social Support and Social Strain.”
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curricula to include mental health education, these institutions can equip future leaders, including

ministry leaders, counselors, and educators, to be well-informed advocates for mental health.

Comprehensive Education

Incorporating mental health education into academic curricula provides students with
comprehensive knowledge about mental health conditions. This includes bipolar disorder.
Leveraging a holistic approach ensures that future leaders are equipped with theoretical

understanding, practical skills, and empathy to address mental health challenges effectively.

Reducing Stigma

Educational institutions have the power to reduce stigma. One key means is promoting
open conversations about mental health. By addressing stereotypes, misconceptions, and biases
surrounding bipolar disorder, students can develop a more compassionate and non-judgmental

approach when working with individuals facing mental health issues.

Building a Supportive Network

Enhanced curricula foster the development of a supportive network of future leaders who
are passionate about mental health advocacy. Students studying various disciplines, from
ministry to counseling, can collaborate and share insights. Creating a multidisciplinary approach

to addressing mental health within religious and community settings is a powerful step.

Leadership Development

Educational institutions play a crucial role in nurturing leadership qualities among their

students. With a focus on mental health education, these institutions prepare future leaders to
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take proactive steps. Then they can better advocate for the mental well-being of their

congregations and communities.

A Holistic Approach

By including mental health education in their curricula, educational institutions
underscore the importance of holistic well-being. They emphasize that mental health is integral
to a person’s overall health. Challenging students to adopt a more comprehensive perspective in

their future roles as ministry leaders, counselors, and educators is necessary.

Advancing Advocacy

Ultimately, curriculum enhancement paves the way for the emergence of informed
advocates committed to advancing mental health awareness within religious and community
settings. These advocates are instrumental in promoting positive change and reducing stigma.
These people help ensure that individuals with bipolar disorder receive the support and

understanding they deserve.

Research Initiatives

Academic institutions have a significant role to play in advancing knowledge and
understanding at the intersection of faith and mental health. These institutions can contribute to
the academic literature and provide evidence-based insights for enhancing mental health within

religious contexts. This can happen by initiating research projects focusing on this critical area.

Efficacy of Educational Programs

One crucial area of research could center on evaluating the efficacy of educational

programs, such as the Ministry Leaders’ Educational Plan developed in this study. Academic
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researchers can design rigorous studies to assess the impact of such programs on the knowledge,
attitudes, and practices of ministry leaders and congregations. By employing both quantitative
and qualitative research methods, these studies can provide a nuanced understanding of how

faith-based educational interventions influence mental health awareness and support.

Exploring Unique Approaches

Research initiatives can delve into the exploration of unique approaches and best
practices in promoting mental health within religious communities. These projects can
investigate the role of faith leaders, the effectiveness of support groups, the impact of awareness
campaigns, and the experiences of individuals with bipolar disorder within faith-based
environments. By shedding light on these aspects, academic research can guide the development

of tailored interventions and resources.

Longitudinal Studies

Academic institutions can engage in longitudinal research to track the long-term
outcomes of mental health initiatives within faith communities. This approach allows researchers
to assess the sustainability of awareness efforts, the evolution of attitudes and practices, and the
enduring impact on individuals with bipolar disorder. Longitudinal studies provide valuable

insights into the trajectory of mental health support within faith-based settings.

Interdisciplinary Collaboration

Research projects can advance interdisciplinary collaboration between mental health
experts, theologians, sociologists, and other fields. By bringing together diverse perspectives,

academic institutions can foster a holistic understanding of faith and mental health. This
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collaboration can lead to innovative research methodologies and comprehensive findings that

address the complex interplay between faith, mental health, and community support.

Contributions to the Academic Literature

Ultimately, research initiatives initiated by academic institutions can contribute
significantly to the academic literature on faith and mental health. They can offer empirical
evidence, theoretical frameworks, and practical insights that enrich the discourse surrounding
this critical intersection. These contributions advance knowledge within the academic
community and inform policymakers, faith leaders, and mental health practitioners striving to
create supportive environments for individuals with bipolar disorder and related mental health

conditions.

Community and General Public

Promotion of Mental Health Literacy

The research findings underscore the importance of promoting mental health literacy
within communities. This imperative extends to various stakeholders, including local community
organizations, schools, and individuals. By proactively raising awareness and combat the stigma
associated with bipolar disorder and mental health in general, communities can foster an

environment of empathy, understanding, and support.

Community Organizations as Advocates

Local community organizations play a pivotal role in advocating for mental health
literacy. They can initiate awareness campaigns, workshops, and support groups tailored to the
specific needs of their communities. These initiatives can serve as platforms for individuals to

learn about bipolar disorder, share their experiences, and find solace in a supportive network.
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Additionally, community organizations can collaborate with mental health professionals to

ensure access to resources and guidance.

Educational Institutions as Catalysts

Schools are essential hubs for fostering mental health literacy among young generations.
Educational institutions can incorporate mental health education into their curricula, equipping
students with knowledge about conditions like bipolar disorder and strategies for emotional well-
being. Additionally, schools can organize awareness events, inviting mental health experts and
individuals with lived experiences to share their insights and perspectives. By nurturing mental
health literacy early on, schools contribute to building a more compassionate and informed

society.

Individual Commitment to Learning

Individuals within communities also have a crucial role to play in promoting mental
health literacy. Everyone can take the initiative to educate themselves about bipolar disorder and
related mental health issues. This commitment to learning can occur through reading reliable
sources, attending workshops, or engaging in open conversations with peers and family
members. By becoming informed advocates, individuals can challenge stereotypes, offer support,

and contribute to the broader mission of reducing stigma.

Destigmatizing Conversations

Open and destigmatizing conversations about mental health are key to fostering mental
health literacy. Communities can create safe spaces for dialogue where individuals feel
comfortable discussing their struggles and seeking help. By encouraging candid conversations,

communities can break down the barriers of silence and isolation often experienced by those
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with bipolar disorder. These conversations help normalize the topic of mental health, making it a

part of everyday discourse.

Cultivating Compassion and Empathy

A culture of compassion and empathy is foundational to promoting mental health
literacy. Communities can actively work on nurturing these values, encouraging individuals to
understand and support one another. By cultivating empathy, communities create an atmosphere
where individuals with bipolar disorder are embraced rather than marginalized. This empathetic

approach fosters inclusion and a sense of belonging for all community members.

Advocacy for Resources

One of the critical implications drawn from this research is the need for communities to
advocate for the availability of mental health resources. This can include things like crisis
hotlines and self-help materials. These advocacy efforts are essential to ensure that individuals
living with bipolar disorder have access to a comprehensive support system that extends beyond

faith-based organizations.

Awareness and Resource Campaigns

Communities can actively engage in awareness campaigns to highlight the importance of
mental health resources. These campaigns serve to educate residents about available crisis
hotlines, self-help materials, and other support services. By disseminating information through
local media, community events, and social networks, communities can ensure that individuals

know the resources at their disposal.

Collaboration with Service Providers
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Advocacy for mental health resources often involves collaborating with service providers
and local authorities. Communities can work with mental health organizations, government
agencies, and non-profit groups to secure funding and logistical support for crisis hotlines and
distribute self-help materials. This collaboration helps bridge the gap between faith-based

initiatives and the broader mental health ecosystem.

Support for Vulnerable Populations

Advocacy efforts should also focus on supporting vulnerable populations within the
community. These include such people as low-income individuals or those with limited access to
healthcare. Communities can lobby for targeted programs and resources that address the unique
needs of these groups, ensuring that they, too, benefit from available crisis interventions and self-

help materials.

Integration into Existing Services

To maximize the impact of advocacy, communities can explore opportunities to integrate
mental health resources into existing services. For instance, local community centers, schools,
and clinics can serve as distribution points for self-help materials and information about crisis
hotlines. This integration ensures that individuals encounter mental health resources in various

facets of their daily lives.

Crisis Hotlines as Lifelines

Advocating for crisis hotlines is particularly crucial, as they can serve as lifelines during
moments of acute distress. Communities can highlight the importance of these hotlines as

immediate sources of support for individuals experiencing crises related to bipolar disorder. By
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advocating for well-funded and accessible crisis hotlines, communities ensure that help is just a

phone call away.

Empowering Individuals to Seek Help

Ultimately, advocacy for mental health resources empowers individuals to seek help
when needed. Communities can emphasize that reaching out for support is a sign of strength, not
weakness. This cultural shift reduces stigma and encourages individuals with bipolar disorder to
utilize crisis hotlines and self-help materials as valuable tools in their journey toward mental
wellness.

In summary, the applications of this research extend to faith-based organizations, mental
health services, educational institutions, and the broader community. These practical applications
are essential for bridging the gap between faith and mental health. Ultimately they can improve

the well-being of individuals living with bipolar disorder.

Research Limitations

This study has provided valuable insights. It leveraged the intersection of faith-based
organizations and bipolar disorder. Therefore, it is essential to acknowledge several limitations

that should be considered when interpreting the findings.

Sample Size and Diversity

One of the primary limitations of this research is the relatively small and homogenous
sample size. The study involved eight participants, all associated with the same faith-based
organization. As a result, the findings may not fully capture the diversity of perspectives and

experiences within different religious communities or across various cultural backgrounds.
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Future research could benefit from larger and more diverse samples to enhance the

generalizability of findings.

Self-Report Bias

Another limitation stems from the nature of the data collection method, which relied on
self-reported responses from participants. Self-reporting can introduce response bias, as
participants may provide socially desirable answers or may not accurately represent their
experiences. While efforts were made to ensure confidentiality and create a safe space for

sharing, this inherent bias should be acknowledged when interpreting the qualitative responses.

Qualitative Data Depth

While qualitative data provided rich insights into participants’ experiences and
perceptions, the depth of data could have been further enhanced. The study’s qualitative
component utilized semi-structured interviews and focus groups, which may not fully capture the
nuanced and complex nature of faith-based responses to bipolar disorder. Exploring additional
qualitative methods, such as in-depth interviews or participant observation, could yield deeper

insights.

Subjective Interpretation

Qualitative data analysis inherently involves subjective interpretation. Despite following
rigorous coding procedures, there is always the potential for interpretation bias. Multiple
researchers independently coded and reviewed the data to mitigate this limitation, ensuring that

findings were consistent across different perspectives.
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Cross-Sectional Design

This study employed a cross-sectional design, capturing participants’ experiences and
perspectives at a single point in time. While this approach provided valuable insights into the
present, it may not capture changes or developments in attitudes and perceptions over time.
Longitudinal studies could offer a more comprehensive understanding of how faith-based

responses to bipolar disorder evolve.

Generalizability

It is important to recognize that the findings of this study are specific to the context in
which it was conducted, within a particular faith-based organization. As such, the
generalizability of these findings to other religious groups or faith-based institutions may be

limited. Researchers should exercise caution when applying these findings to different contexts.

Social Desirability Bias

Participants in this study may have been influenced by social desirability bias. People
may have provided responses they believed were expected or socially acceptable. This bias could

affect the accuracy of their self-reported attitudes and behaviors.

Limited Quantitative Measures

The quantitative component of this study relied on a pre-test and post-test survey. It also
included Likert-scale questions and paired samples t-tests. While these measures provided
valuable quantitative data, they were limited in assessing the depth of participants’ understanding

and attitudes toward bipolar disorder.



126

Ethical Considerations

Ethical considerations, including informed consent and participant confidentiality, were
addressed throughout the research process. However, ethical challenges may still exist. These

may particularly occur in dealing with sensitive mental health and faith topics.

Recommendations for Future Research

Building upon the insights and limitations identified in this study. Several avenues for
future research can further enrich our understanding of faith-based responses to bipolar disorder
and related mental health conditions. These recommendations aim to guide researchers and
practitioners in exploring this critical intersection in more depth and breadth:

1. Diverse and Larger Samples: Future research should prioritize the inclusion of more
diverse and larger samples, encompassing various religious traditions, denominations,
and cultural backgrounds. This approach will help uncover the nuances of faith-based
responses to bipolar disorder within different contexts.

2. Longitudinal Studies: Investigating faith-based responses over an extended period can
provide a dynamic understanding of how attitudes, perceptions, and support mechanisms
evolve. Longitudinal studies can capture changes within faith communities and the
impact of interventions over time.

3. Comparative Analyses: Comparative studies that contrast the responses of individuals
from different faith backgrounds can shed light on how religious beliefs and practices
influence attitudes toward bipolar disorder. These analyses can identify commonalities
and distinctions among faith-based communities.

4. In-Depth Qualitative Exploration: While this study utilized interviews and focus

groups, future research can benefit from in-depth qualitative approaches, such as
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narrative analysis or ethnography. These methods can reveal the personal experiences and
narratives of individuals living with bipolar disorder within faith contexts.

Comparative Religious Studies: A comparative analysis of how different religious
traditions address bipolar disorder can offer valuable insights. This research can explore
theological perspectives, scriptural interpretations, and religious teachings related to
mental health.

Effectiveness of Educational Programs: Future research should assess the long-term
effectiveness of educational programs within faith communities. Evaluating the impact of
such programs on knowledge, attitudes, and support for individuals with bipolar disorder
can inform best practices.

Interfaith Initiatives: Investigating interfaith initiatives and collaborations addressing
mental health within faith communities can reveal strategies for bridging religious
divides and enhancing support networks.

Digital and Telehealth Interventions: As technology advances, exploring the
effectiveness of digital and telehealth interventions for individuals with bipolar disorder
within faith contexts is crucial. These platforms can provide accessible support and
resources.

Global Perspectives: Research should extend beyond specific geographic regions to
offer a global perspective on faith-based responses to bipolar disorder. Comparing
responses in different cultural, social, and religious contexts can uncover unique

challenges and solutions.
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10. Impact of Stigma Reduction: Studying the effects of stigma reduction campaigns within
faith communities can assess changes in attitudes, perceptions, and support networks.
This research can measure the effectiveness of anti-stigma interventions.

11. Spirituality and Coping Mechanisms: Investigating how spirituality and religious
practices serve as coping mechanisms for individuals with bipolar disorder can provide
insights into the role of faith in resilience and recovery.

12. Integration of Clinical and Spiritual Care: Research should explore models of care
that integrate mental health professionals with spiritual leaders and faith-based support
systems. These interdisciplinary approaches can offer holistic care.

13. Comparative Analysis of Mental Health Literacy: Analyzing the mental health literacy
of faith-based community members compared to the general population can reveal gaps
and areas for improvement.

14. Evaluation of Mental Health Ministries: Assessing the impact and effectiveness of
mental health ministries or similar programs within faith-based organizations can provide
insights into their role in supporting individuals with bipolar disorder.

15. Community-Based Participatory Research: Engaging faith communities actively in
research design and implementation can foster a sense of ownership and collaboration.
Community-based participatory research approaches can empower faith leaders and
members to drive change.

These recommendations reflect the evolving landscape of faith-based responses to bipolar
disorder and mental health. Addressing these research avenues will contribute to more informed,
compassionate, and effective support systems within faith communities, ultimately benefiting

individuals living with bipolar disorder.
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Conclusion

This comprehensive research endeavor embarked on a crucial exploration of faith-based
responses to bipolar disorder, recognizing the pressing need to bridge the gap between faith
communities and the realm of mental health. Guided by a firm commitment to understanding,
awareness, and support, this study aimed to shed light on the multifaceted interactions between
faith, mental health, and individuals grappling with bipolar disorder. The conclusion revisits the
research aims, scrutinizes the hypothesis, and reflects on the key findings unveiled throughout
this study.

The overarching aim of this research was to investigate faith-based responses to bipolar
disorder within religious communities, unraveling the complexities and dynamics that shape
these responses. The research hypothesis postulated that educational programs when
implemented within faith communities, could enhance knowledge and awareness of bipolar
disorder, promote empathy and compassion, reduce stigma, and provide practical support to
individuals living with bipolar disorder.

In pursuing these aims and scrutinizing the hypothesis, this research unfolded a rich
tapestry of insights drawn from a diverse group of participants within faith-based communities.
The exploration of quantitative data exposed the transformative impact of educational programs
on enhancing knowledge, awareness, and compassionate responses within these communities.
Paired samples t-tests underscored statistically significant improvements in participants’
understanding of bipolar disorder, identification of its symptoms, awareness of church stigmas,
comprehension of bipolar disorder types, recognition of biblical perspectives, grasp of sensory
overload, understanding of leadership alert measures, and awareness of a leader’s self-aid coping
care skills. These quantitative findings laid the foundation for comprehending the nuanced

landscape of faith-based responses to bipolar disorder. The qualitative phase of this study,
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conducted through interviews and focus groups, further enriched our understanding. Thematic
analysis illuminated six overarching themes and corresponding subthemes that encapsulated the
multifaceted nature of faith-based responses to bipolar disorder.

The extensive exploration of faith-based responses to bipolar disorder leads to profound
insights that carry implications for academia, faith communities, mental health practitioners, and
society. This research contributes to the academic discourse by offering a nuanced understanding
of faith-based responses to bipolar disorder. It underscores the importance of interdisciplinary
collaboration between mental health studies and religious studies, fostering a more holistic
approach to mental health care.

Faith communities can actively employ the Ministry Leaders’ Educational Plan
developed in this study to equip their leaders with the knowledge and empathy needed to support
individuals with bipolar disorder effectively. Fostering inclusive and welcoming environments
within faith-based organizations through awareness campaigns, workshops, and support groups
can diminish stigma and enhance support networks. Partnerships with mental health
professionals ensure comprehensive support for individuals with bipolar disorder, addressing
both spiritual and clinical needs. Integrating spiritual support with clinical services can become a
model of care, offering holistic support for mental health challenges. Mental health services can
offer training programs for religious leaders, enhancing their understanding and supportive
capabilities. Educational institutions can enhance their curricula to include mental health
education, preparing future leaders to advocate for mental health within faith and community
settings. Academic institutions can initiate research projects focusing on faith and mental health,
contributing to the academic literature. Local organizations and individuals can work together to

promote mental health literacy, reducing stigma and increasing community awareness.
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Communities can advocate for the availability of mental health resources, ensuring that
individuals have access to support services.

While this research journey has yielded invaluable insights, it is not without limitations.
The study’s focus on specific faith communities and the relatively small sample size constrains
generalizability. Future research can expand horizons by considering diverse religious traditions,
employing larger samples, and engaging in longitudinal studies.

In conclusion, this research explored faith-based responses to bipolar disorder, unraveling
the intricate dynamics of faith, mental health, and support within religious communities. As the
road ahead beckons, faith communities, mental health practitioners, and society at large are
poised to embark on a collective journey toward holistic support for individuals with bipolar
disorder, bridging the gap between faith and mental health, and fostering a more compassionate

and informed world.
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Appendix A

Permission Request

March 19, 2023

Pastor

Columbia SC

Dear Pastor NN

As a graduate student in the Doctor of Ministry program at Liberty University, | am conducting a
project as part of the requirements for a doctorate. The title of my project is Assisting Ministry
Leaders Managing Bipolar Disorder in Adolescents and Young Adults. My project aims to
design and implement a customized educational program for ministry leaders leading individuals
with bipolar disorders.

I request your permission to invite church ministry leaders to participate in the project.

Participants will be asked to complete the attached survey and presented with informed consent
information before participating. Participating in this project is entirely voluntary, and
participants are welcome to discontinue participation at any time.

Liberty University permission should be on an approved letterhead with the appropriate
signature(s) for educational research. Thank you for considering my request. If you grant

permission, please provide a signed statement on official letterhead indicating your approval or
email HAttached is a permission letter document for your convenience.
Sincerely,

La’Shanna Williams
Doctoral Candidate


mailto:lawilliams6@liberty.edu

Appendix B

Permission Response

Permission Response

April 27,2023

Pastor

Dear La’Shanna Williams,

After carefully reviewing the research proposal entitled Assisting Ministry Leaders Managing

Bipolar Disorder in Adolescents and Young Adults, I have agreed to let you contact our ministry

leaders and invite them to participate in the project.
Check the following boxes, as applicable:

[B/l will provide our ministry leaders list to La’Shanna Williams, and she may use it to contact
our ministry leaders to invite them to participate in her research project.

[T grant permission for La’Shanna Williams to contact ministry leaders to invite them to
participate in her project.

[g/l will not provide potential participant information to La’Shanna Williams, but we agree to
send her project information to the ministry leaders.

Sincerely,
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Permission Request Inbox x

tome «

Here you go. You have my permission. :)

]
Lead Pastor, _

One attachment « Scanned by Gmail ©
@8 Permission Respo... '
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Appendix C

Informed Consent

Title of the Project: Assisting Ministry Leaders Managing Bipolar Disorder in Adolescents and
Young Adults

Principal Investigator: La’Shanna Williams, Liberty University Doctoral Candidate

Here is an invitation to participate in a project. Participants must be a member of Love Faith
Church, ministry leaders, and over 18. Participation in this project is voluntary.

Before participating in this project, please read the entire form and ask questions.

The project examines ministry leaders’ responses to mental health issues among adolescents and
young bipolar adults at Love Faith Church. It aims to establish a framework for ministry leaders,
facilitate a management style that indicates confidence, and demonstrate that biblical guidance is
necessary and sufficient for addressing individual needs.

If a person agrees to participate, the researcher will ask the participants to answer the open-
ended, easy-to-understand questionnaire to discover more about the participant’s religious
beliefs, values, and experiences.

Participating in this project may allow participants to gain insight into the religious beliefs that
motivate them to lead bipolar individuals.

Understanding how ministry leaders can support individuals in a church setting might benefit the
church and their families.

There will be no public disclosure of the results of this project. Keeping records secure is a
priority, and only the researcher has access.

* Responses are anonymous.

* The researcher will conduct interviews in a private setting.

» Future presentations might use password-protected computer data. The researcher will delete
all electronic records after three years.

* Focus groups cannot guarantee confidentiality, which is discouraged, but other focus group
members may share the discussions with people outside the group.

* Recordings will be made.

« This study will compensate participants who complete the educational program with a $10
Amazon gift card.

* There is no cost to participate in the project.

The participant is a volunteer in this project. The decision of the participant to participate will
not impact Liberty University’s current or future relationships. Before submitting the
questionnaire, participants can withdraw without answering any questions.
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The researcher can be reached at the email address or phone number in the next paragraph if a
participant decides to withdraw from the project. Withdrawing participants will have their data
destroyed immediately and not used.

The researcher conducting this project is La’Shanna Williams. The participants may ask any

questions they have now. If the participant has questions later, they are encouraged to contact her
at ﬁ
The Earticiﬁant mai also contact the researcher’s faculty sponsor, Dr. David Barnett, at

If there are any questions or concerns regarding this project and want to talk to someone other
then the researcher participants are encouraged to contact the Institutional Review Board, 1971
University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515, or email irb@liberty.edu.

Disclaimer: The Institutional Review Board (IRB) ensures that human subjects’ research will be
conducted ethically as defined and required by federal regulations. The topics covered, and
viewpoints expressed or alluded to by student and faculty researchers are those of the
researchers and do not necessarily reflect the official policies or positions of Liberty University.

It is essential to understand the project before agreeing to be a part of it. Participants will receive
a copy of this document for their records. Use the information above to contact the researcher
with additional questions about the project.

Printed Subject Name

Signature & Date

Email
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Appendix D

Confidentiality Statement

The Ministry Leaders Educational Program, Assisting Ministry Leaders Managing Bipolar
Disorder in Adolescents and Young Adults project is committed to protecting the privacy and
confidentiality of our participants. The researcher will not share the participant’s personal
information with anyone outside the educational program without the participant’s permission.
However, if the participant shares material during the focus group meetings, other participants
may learn the name and information the participant shares with the group.

To maintain confidentiality, the researcher asks participants not to share other participants’
names or personal information outside of the educational program. The researcher also asks the
participants not to record any of the educational program sessions without the prior written
permission of the program.

Do not hesitate to contact the researcher with any questions or concerns about confidentiality.

By signing this form, the participant confirms reading and understanding of the confidentiality
statement above.

Participant Signature: Date:
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Appendix E

Screening Survey

Title of the Project: Assisting Ministry Leaders Managing Bipolar Disorder in Adolescents and
Young Adults

Principal Investigator: La’Shanna Williams, Liberty University, Doctoral Candidate

Age: (Choose One)
« 18-25

*26-33

* 3440

* 41 and older

Race: (Choose One)

» White or Caucasian

 African or Black.

» American Indian or Alaska Native
* Latino or Hispanic

» Asian

* Pacific Islander or Hawaiian

* Prefer not to answer

Highest Level of Education: (Choose One)
* No diploma or High School equivalence

* High School Graduate

* Some College

* Associate’s degree

* Bachelor’s degree

* Master’s degree

* Doctorate

* Other

Length of Time Affiliated with the Church: (Choose One)
* 0-2 Years

* 2-3 Years

* 3-5 Years

* 5+ Years

Ministry Department (Choose One)
* Worship Ministry

* Prayer Ministry

* Life Group Ministry

* Youth Ministry

* Other
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Appendix F

Survey Questions
Pre-Test Survey Questions (Multiple Choice Answers)

1. What is bipolar disorder?
A severe mental disorder in which people interpret reality abnormally.
b. People with this condition have difficulty interacting and communicating with others.
c. Extreme mood swings that include emotional highs (mania or hypomania) and lows
(depression)
d. Describes a mental health condition caused by recurrent distress and anxiety,
flashbacks, and avoiding similar situations after a traumatic event.
e. 1do not know.
2. What are some symptoms of bipolar disorder?
a. Reliving — flashbacks, hallucinations, nightmares of the incident
b. They may include mania or hypomania, and depression.
c. Obsessions are repeated, persistent and unwanted thoughts, urges, or images that are
intrusive and cause distress or anxiety.
d. An inability to communicate or interact socially and behaviors or interests that are
repetitive or restricted.
e. 1do not know.
3. What are some church stigmas surrounding bipolar disorder?
a. Individuals are crazy.
b. Individuals need Jesus to rid of this disorder.
c. Individuals can pass this disorder from human to human.
d. Individuals are just ordinary people.
4. How many types of bipolar disorders are there?
a. 04
b. 59
c. 10-14
d. 15 or more
e. | do not know.
5. Who are some biblical figures that can give biblical perspectives about special needs?
a. David, Elijah, Jonah, Moses, Jeremiah, Jesus
b. Solomon, Samuel, Enoch, Adam, Elisha, Joshua
c. Rebecca, Noah, Cain, Boaz, Gad, Matthew
d. lsaiah, Isaac, Mordecai, Tamar, Adah, Abel
e. | do not know.
6. What are some examples of sensory overload?
Hormonal changes
Certain sounds, sights, smells, or tastes
Cell phones, video games, social media outlets
Walking, meditating, and yoga.
| do not know.

o

®o0 oW

7. What are some examples of leadership alert measures with individuals?
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Have a plan, flexibility, few distractions, and practice patience.

Play music, binge Netflix, sit, and rest

Do homework, write a book, and play family games.

Time out, sleep, drink water, and rest

| do not know.

8. What are some examples of a leader’s self-aid coping care skills?

They participate in activities that provide instant gratification

b. Spiritual, Physical, Psychological, Socio-Emotional, and Workplace or Professional
Self-Care

c. Going on expensive and lavish vacations

d. Binge-watching television

e. 1do not know.

®o0 o

o

Post-Test Survey Questions (Likert Scale)

9. This Educational Program improved participants’ skill levels when leading
adolescents with bipolar disorder and young adults with bipolar disorder.
a. Strongly Agree

b. Agree
c. Neutral
d. Disagree

e. Strongly Disagree
10. This Educational Program identified bipolar disorder symptoms.
a. Strongly Agree

b. Agree
c. Neutral
d. Disagree

e. Strongly Disagree
11. This Educational Program reviewed some church stigmas surrounding bipolar
disorder.
a. Strongly Agree
b. Agree
c. Neutral
d. Disagree
e. Strongly Disagree
12. This Educational Program discussed four types of bipolar disorders.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

®o0 oW
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13. This Educational Program helped the participants identify biblical principles that
give perspectives on special needs.

a.
b.
C.
d.

e.

Strongly Agree
Agree

Neutral

Disagree
Strongly Disagree

14. This Educational Program gives some examples of sensory overload to participants.

a.
b.
C.
d.

e.

Strongly Agree
Agree

Neutral

Disagree
Strongly Disagree

15. This Educational Program improved the participant’s understanding of leadership
alert measures.

a.
b.
C.
d.

e.

Strongly Agree
Agree

Neutral

Disagree

Strongly Disagree

16. This Educational Program brings awareness to a leader’s self-aid coping care skills.

®o0 o

Strongly Agree
Agree

Neutral

Disagree

Strongly Disagree
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Appendix G

Interview Questions

Interview Questions: (Please describe or explain answers)

Awnh e

o o

11.

12.

13.
14.

15.

How would you define mental health?

What is your understanding of bipolar disorder?

What symptoms do you recognize in bipolar disorder?

What biblical passages can you refer to when communicating with adolescents and young
adults with bipolar disorder in your ministry?

What are the many symptoms of bipolar disorder?

What can you do when adolescents and young adults show signs of anxiety, panic, or
difficulty concentrating on helping them?

What are some of the church’s responses when adolescents and young adults have a
mental breakdown?

How would you like to see this situation from you as the ministry leader in this crisis?
How would you like the problem handled instead in your ministry?

. How can bipolar disorder issues be addressed through programs and tools in your

ministry?

What church strategies are in place to help adolescents and young adults feel comfortable
approaching ministry leaders?

How can you manage adolescents and young adults with bipolar disorders as a ministry
leader?

How do you hope this educational program will benefit you as a ministry leader?

How can you, as a ministry leader, contribute to achieving these hopes now and in the
future?

Describe how you can recommend resources to help adolescents and young adults in your
ministry.
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Appendix H

Focus Group Questions

Focus Group Questions:

1.

w

Describe when you witnessed, discussed, or heard someone mention an adolescent or
young adult with bipolar disorder.

In response to the situation, how did you react or think?

What would you do if you encountered the situation in the context of the church setting?
Describe a situation when an adolescent or young adult acted out, appeared uninterested,
was irritable, or impulsive in the church setting.

As a result of the situation, what were the steps you took as the ministry leader?

A ministry leader faces specific barriers when working with these adolescents and young
adults in a church setting. What are some of these barriers?

Provide an overview of the resources available to these adolescents and young adults
from the church.

How many leadership steps exist for the church to gain knowledge of these adolescents
and young adults?
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Appendix |

Debriefing Statement

Title of the Project: Assisting Ministry Leaders Managing Bipolar Disorder in Adolescents and
Young Adults

Principal Investigator: La’Shanna Williams, Liberty University, Doctoral Candidate

You recently participated in a project. You were selected as a participant because you met the
eligibility criteria, age, race, education, length of time affiliation, and ministry role within the
church. Participation in this project was voluntary.

Please read this entire form and ask any gquestions you may have.

Participating in this project may allow participants to gain insight into the religious beliefs that
motivate them to lead bipolar individuals. The project examines ministry leaders’ responses to
bipolar disorder issues among adolescents and young bipolar adults at Love Faith Church. It
aims to establish a framework for ministry leaders, facilitate a management style that indicates
confidence, and demonstrate that biblical guidance is necessary and sufficient for addressing
individual needs.

Your data may be shared in future project studies or with other researchers. If data collected
from you is shared, any information that could identify you, if applicable, will be removed before
transferring data.

There will be public disclosure of the results of this project. Keeping records secure is a priority,
and only the researcher has access.

* Responses are anonymous.

* The researcher will conduct interviews at a private location.

* Future presentations might use password-protected computer data. The researcher will delete
all electronic records after three years.

* Focus groups cannot guarantee confidentiality. Other focus group members may share the
discussions with people outside the group, but it is discouraged.

* Recordings will be made.

* This project will compensate participants.

* There is no cost to participate in the project.

The researcher can be reached at the email address or phone number in the next paragraph if a
participant decides to withdraw from the project. Withdrawing participants will have their data
destroyed immediately and not used.

The researcher conducting this project is La’Shanna Williams. The participants may ask any

guestions they have now. If the participant has questions later, they are encouraged to contact her
at ﬁ
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The Earticiﬁant mai also contact the researcher’s faculty sponsor, Dr. David Barnett, at

If there are any questions or concerns regarding this project and want to talk to someone other
Then, the researcher participants are encouraged to contact the Institutional Review Board, 1971
University Blvd., Green Hall Ste. 2845, Lynchburg, VA 24515, or email irb@liberty.edu.

Disclaimer: The Institutional Review Board (IRB) ensures that human subjects’ research will be
conducted ethically as defined and required by federal regulations. The topics covered, and
viewpoints expressed or alluded to by student and faculty researchers are those of the
researchers and do not necessarily reflect the official policies or positions of Liberty University.
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Appendix J

Educational Program Layout
Week 1: Ministry Leaders’ Introduction to Bipolar Disorder

What is Bipolar Disorder?

Bipolar disorder is so named because those afflicted with it experience both mania and
depression, unlike those with unipolar disorders, who experience only one extreme, usually
depression. There are two types of bipolar disorders, Bipolar | and Bipolar I1; Bipolar |
experiences both mania and depression; in Bipolar 11, the individual experiences hypomania
and depression. Mania or hypomania is the key to diagnosing bipolar disorder. A person who
experiences a manic state even once is presumed to have bipolar disorder. Individuals with
bipolar disorder may undergo more episodes of depression than manic episodes, and they
may have long intervals between attacks of each. Some individuals, known as rapid cyclers,
experience four or more episodes yearly.*

Bipolar Amongst Adolescents and Young Adults

Recent studies indicate that bipolar illnesses are a widespread concern worldwide.
According to Cook, common mental conditions affect 20 percent of adults worldwide, while
between 1 and 7 percent of adults suffer from severe cases of these disorders.? The author
adds that 10 to 20 percent of adolescents and children report mental disorders, with most
issues beginning at 14.2 With one in every five adults having mental conditions, these
disorders represent a significant public concern worldwide. Additionally, 10 to 20 percent of
adolescents and children reporting mental disorders reveal the widespread mental conditions
in adults and the growing population. Nevertheless, young people exhibit more signs of these
bipolar conditions than adults.

The U.S. has a considerably high prevalence of bipolar disorders among older
adolescents and young adults. While citing a 2019 World Health Organization report,
Burlaka et al. observed that suicide, one of the signs of bipolar disorder, is a leading cause of
death among young adults and late adolescents in the U.S., with 16 percent of this group
reporting suicide ideation or suicide attempt.* Additionally, Cadigan, Lee, and Larimer
estimate that 22 percent of U.S. youths meet the requirements for a mental health condition,

lc.p. Dolph, “Bipolar Disorder,” ed. David G. Benner and Peter C. Hill, Baker Encyclopedia of
Psychology & Counseling, Baker Reference Library (Grand Rapids, MI: Baker Books, 1999), 145.

2 Christopher Cook “Mental Health in the Kingdom of God,” Theology, 123, no. 3 (2020), 164.
https://doi.org/10.1177/0040571X20910700.

3 1bid.

4 Burlaka et al. “Suicidal Behaviors Among College Students at a Bible Belt University.”
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with more than 2.5 million reporting mental health services in the past year.® With more than
7.6 million of its youth population suffering from mental illnesses and 16 percent of this
group having suicide ideation or suicide attempt, the U.S. has widespread cases of mental
disorders. One of these mental conditions affecting the youths is bipolar disorder.

Recent studies indicate that the U.S. has a considerably high prevalence rate of bipolar
disorders. According to Rowland and Marwaha, for every 100 people, the country has a
person who has bipolar disorder.® In their study, Sulley, Ndanga, and Mensah found that
mood disorder is a leading cause of morbidity and mortality, with young people recording the
highest prevalence at about 17 years.” Although one percent is a fraction of the total cases of
mental disorders in the U.S., the figure still represents a concerning prevalence. This
percentage indicates that more than 3.3 million young Americans have bipolar disorders. As
one of the leading causes of illness and mortality among young people, bipolar disorder is a
significant public health concern. This challenge has more pronounced effects on some races
than others.

Church Stigma Around Mental Health

The lack of professional training on mental conditions limits the role of religious leaders
in assisting people with bipolar disorder. According to Anyinsah, most religious leaders feel
insufficiently equipped to collaborate with healthcare practitioners to treat mental challenges
because they lack proper mental health literacy.® The author adds that these leaders are
reluctant to cooperate with a hostile system.® Although Anyinsah conducted this study in the
U.K., religious leaders in the U.S. do not undertake sufficient training programs to handle
bipolar and other mental conditions. Without this knowledge, church leaders’ collaboration
with experienced and highly skilled medical practitioners leads to discomforting encounters
for the former. Untrained religious leaders are also unpopular with some patients.

Church leaders shape cultural values and identities that help with this mental condition.
According to Amedome and Bedi, various cultural and personal aspects of identity, including
religious beliefs and beliefs, significantly influence individuals’ early development.t

5 Jennifer Cadigan, Christine M Lee, and Mary E Larimer. “Young Adult Mental Health: A Prospective
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However, Arango notes that most bipolar conditions develop during their development
because they are mentally vulnerable.* Due to this emotional vulnerability, ministry leaders
provide them with solid beliefs that strengthen their mental capacity. By shaping the youths’
identity through religious beliefs, ministry leaders play a preventive role in the fight against
bipolar mental conditions. As a result, these church leaders develop the mental strength to
help manage mental disorders throughout their lives. These religious leaders help adolescents
and young adults address their bipolar disorders by providing emotional support during
episodes.

Week 2: Symptoms of Bipolar Mental Health Disorder

Four Types of Bipolar Disorders

Individuals with bipolar disorder may experience erratic mood changes and have
problems managing their daily energy levels and activities. These four types of bipolar disorder
and how ministry leaders characterize them can learn more about them.

1. Bipolar 1

A manic episode can occur with or without depressive symptoms in this type of bipolar
disorder. The severity of the mania will determine how long it lasts, and it may need
hospitalization. There is no requirement that you have depression to be diagnosed with
bipolar 1, but it may also present as depression that lasts longer than two weeks. 12

2. Bipolar 2

The mania you experience with bipolar two disorder, also known as hypomania, is
usually milder than the mania you would share with bipolar one, called manic episodes.
Before or after a manic break, people with bipolar two experience a major depressive
episode.’®

3. Cyclothymic Disorder

The symptoms of the cyclothymic disorder include both manic and depressive episodes
that last two years or longer. Children must experience both episodes for at least a year to
be diagnosed with the condition. Usually, this disorder presents with less severe episodes
of mania and depression than bipolar 1 or 2. You may experience periods of normalcy
interrupted by periods of depression and mania caused by cyclothymic disorder.

4. Other Types

11 Celso, Arango, et al. “Preventive Strategies for Mental Health.” The Lancet Psychiatry 5, no. 7 (2018):
591-604. doi:10.1016/S2215-0366(18)30057-
9. https://www.sciencedirect.com/science/article/pii/S2215036618300579.

12 4 Types of Bipolar Disorder. Boston MindCare. 2020a. https://bostonmindcare.com/4-types-of-bipolar-
disorder/.

13 Ibid.
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There are three types of bipolar disorder. However, if you experience symptoms that do
not fit into any of them, you are considered type 4 or “other.” In addition to drugs,
alcohol, and underlying medical conditions, other factors can cause this type of bipolar
disorder.®

Some Symptoms of Bipolar Disorder

In bipolar disorder episodes, moods are intense, activity levels are high, thoughts

are frequent, and behaviors are erratic. There are three types of attacks that children and
teens with bipolar disorder may experience: manic episodes, depressive episodes, and
“mixed” episodes. There are both depressive and manic symptoms in mixed episodes. A
prolonged period of symptoms is associated with these mood episodes, and an episode
lasts most of the day and occurs daily. Children and teens with these mood and activity
changes behave differently than healthy ones.®

Children and teens having manic episodes may*’

Spend prolonged periods being happy or silly.

Have a very short temper or seem incredibly agitated.

Discuss a variety of topics quickly.

Not feeling tired, but having trouble sleeping.

Have trouble staying focused and experiencing rapid thinking.

Take part in risky activities that you find pleasurable but not safe.

Show poor judgment by taking risks or being reckless.

Exaggerating their abilities affects a sense of superiority, knowledge, and power.

Children and teens having depressive episodes may*®

Unprovoked sadness occurs frequently.

Become irritable, angry, or hostile.

Pains like stomachaches and headaches are often complained about.
Sleep more often.

Concentration is difficult.

The feeling of hopelessness and worthlessness is overwhelming.
Relationships or communication are complicated.

Overeat or undereat.

They have no interest in their usual activities and have low energy levels.

15 4 Types of Bipolar Disorder. Boston MindCare. 2020a. https://bostonmindcare.com/4-types-of-bipolar-

disorder/.

16 «“Can You Have Both Bipolar Disorder and an Anxiety Disorder?” Accessed Mar 24, 2023.
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disorder/.
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e Suicidal thoughts or thoughts of death
Week 3: Bible Principles that Give Biblical Perspectives on Mental Health Part |

Compassion- Joses, also known as Barnabas

Compassion-focused therapy (CFT) is an evolutionary-based and biopsychosocial
approach to treating mental health problems.'® A significant source of the organization of
psychophysiological processes that underlie mental health problems may be evolved motives
(e.q., caring, cooperating, competing). Psychotherapy can therefore target evolved reasons.
Certain types of depression tend to be psychophysiologically oriented toward social competition
and social rank in people. These factors may result from the tendency to focus on lower-rank
forms of social comparison, intolerance, worthlessness, a reduced sense of self-worth, the
propensity to submit, shame, and self-criticism. In addition, individuals with Bipolar disorder
have a higher level of competitiveness and higher evaluations of their status. Positive affect,
energized behavior, and social dominance are the effects of these shifts in processing.?’ Love for
those who are suffering is at the core of genuine compassion. The concept of compassion
encompasses more than just being aware of someone else’s suffering. The goal is more than just
reducing suffering. A compassionate person recognizes others’ suffering and helps.?! In the
Bible, there is an apostle named Joses, also known as Barnabas (Acts 4:36). Barnabas was a
companion of the apostle Paul in the early years of his ministry.?? According to the New
Testament, Barnabas exhorted and encouraged other believers to remain faithful by
demonstrating God’s grace. The nickname “Son of Encouragement” comes from his desire to
serve others.® Compassion in scripture motivates us to act.?* Ministry leaders can be kind to one
another and tenderhearted to these adolescents and young adults with special needs within their
ministry (Eph 4:32).

Spiritual Support- Jesus, Garden of Gethsemane.

Psychosocial health experts have recognized religion as a relevant psychological factor.
According to recent studies, higher levels of religious commitment associates with better

19 Gilbert, Paul, Jaskaran K. Basran, Joanne Raven, Hannah Gilbert, Nicola Petrocchi, Simone Cheli,
Andrew Rayner, et al. “Compassion Focused Group Therapy for People with a Diagnosis of Bipolar Affective
Disorder: A Feasibility Study.” Frontiers in Psychology 13, (-7-20, 2022): 841932. doi:10.3389/fpsyg.2022.841932.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9347420/.
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physical and mental health and lower depression, suicide, and substance misuse rates.?
Religious practices, such as prayer and meditation, spiritual direction, and idioms to express
stress may act as mechanisms to explain the impact of religion on health, although further studies
are needed.?® A positive religious coping strategy involves intimacy with God, seeking meaning
from sorrow, controlling feelings, staying spiritually comfortable, and having support from the
religious community. Jesus wanted to be alone as He prayed in the Garden of Gethsemane
(Matthew 26:36). However, when Jesus was going through a mini-depression breakdown, He
took Peter and the two sons of Zebedee with Him. He began to be sorrowful and troubled
(Matthew 26:37). The research found that positive religious coping strategies decreased
depression symptoms in our population, suggesting their relevance to depression coping.?’Often,
when adolescents and young adults with bipolar disorder have a mental crisis, there is a
particular need. There is not much need to have many people near or surrounding them during
the crisis. To demonstrate support, ministry leaders can provide these individuals a separate
room for personalized attention.

Week 4: Bible Principles that Give Biblical Perspectives on Mental Health Part 11

Peace- Jesus, Amid a Storm.

In the church setting, research-informed mental health apps complement traditional
treatment and promote mental wellness, and some may be useful for ministry leaders as a tool.
The iBreathe app recommends for people looking for a simple way to promote calm, while
MindShift is for people looking to relieve anxiety. It uses scientifically proven strategies rooted
in CBT practices that encourage mindfulness and relaxation. Research indicates that deep
breathing may help reduce stress.?® Ministry leaders managing adolescents and young adults with
special needs may feel their weak faith contrasts with the centurion’s great faith because of
inexperienced training.?® However, according to biblical writings, a peaceful life comes from
aligning with God’s creative and redemptive purposes. Relationships between people are
friendly, as are ethnic and political ones. The concept of peace has a cosmic meaning, as all
aspects of creation ought to be harmonious. Ultimately, God’s redemptive activity restores peace
to design.®® The Institute for Economics and Peace (IEP) defines negative peace as the absence
or fear of violence. 3 The Gospel of Matthew contains two stories of Jesus’ disciples

25 Stroppa, André, and Alexander Moreira-Almeida. “Religiosity, Mood Symptoms, and Quality of Life in
Bipolar Disorder.” Bipolar disorders. 15, no. 4 (2013): 385-393.
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experiencing a storm (Matthew 8:23-7, Matthew 14: 22-35), contrasting peace versus fear. Not
having peace can negatively impact the ministry when managing individuals with bipolar mental
disorder issues. “When in trouble, they turned to the Lord God of Israel and sought Him. They
found Him,” as the prophet told King Asa centuries ago. He offered an encouraging assurance in
response: “Do not let your hands be weak, for your work will be rewarded!” (2 Chronicles 15:4,
7). Ministry leaders can use the online tools suggested here to engage young individuals with
bipolar disorder adolescents and young adults’ individuals in the ministry setting because the use
of technology is currently in the church.

Leadership- Gideon, a call to lead and communicate.

A leader’s ability to motivate and inspire others is crucial to bringing about change and
achieving results in the corporate world.®According to scripture, it is a biblical principle that
leadership consists of servanthood (Mark 10:42-45). However, the Bible also teaches that
legitimate leaders have authority, meaning they have the right to direct others. God delegated this
authority to ministry leaders for the church’s benefit.®® The world can sometimes seem hostile to
people who have bipolar disorder. The assurance that you are on their side can help stabilize
bipolar individuals. A minister leader does not have to agree with an individual’s actions and
behaviors; reassuring them that you have their back constantly is very helpful.®* Ministry leaders
must lead and direct the affairs of the Church of God following Jesus Christ’s example.*®
Gideon’s fear, weakness, and insecurity about receiving his call to action by an angel is an
example of special needs in the Bible.*® It is common for ministry leaders to feel discouraged,
distracted, and defeated.

Some might even think God chose the wrong person for the position.3” Ministry leaders
must have a straightforward guide on managing adolescents and young adults with bipolar
disorder. These ethical guidelines are in the Bible and seen in the person and work of Jesus
Christ (Matthew 20:25). The effectiveness of a ministry leader’s communication skills
determines their ability to inspire, empower, and guide those around them; without them, no one

32 Maccoby, Michael. “Why People Follow the Leader: The Power of Transference.” Harvard Business
Review (-09-01T04:00:00Z, 2004). https://hbr.org/2004/09/why-people-follow-the-leader-the-power-of-
transference.
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34 “How to Help Someone with Bipolar Disorder.” Accessed Apr 6, 2023.
https://www.healthline.com/health/bipolar-disorder/caregiver-support.

3 Craig A. Smith, “Church Leadership,” ed. Douglas Mangum et al., Lexham Theological Wordbook,
Lexham Bible Reference Series (Bellingham, WA: Lexham Press, 2014).
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would hear them.*® When the battle came, Gideon gave each of his 300 men their torches,
trumpets, and clay pots and instructed them in Judges 7:17: “Watch me,” he said to them, “and
do what I do,” and at this moment, Gideon gave us a vivid picture of biblical leadership.®
Ministry leaders can inform these individuals that they want to connect with them to hear their
thoughts.*® By repeating what they heard, the ministry leader shows the individual they
understand their feelings. When communicating and leading, asking questions, making eye
contact, and nodding to indicate interest is essential.** To effectively manage bipolar individuals’
unique needs in church settings, every ministry leader should be able to use this non-technical
skill.

Week 5: Bible Principles that Give Biblical Perspectives on Special Needs Part 111

Empathy- Jesus Extends Empathy, Kindness, and Care to those with Special Needs.

Sympathy, compassion, and tenderness are common feelings associated with empathy,
and “self-awareness” is a crucial component of helping behavior.*> People with Bipolar disorder
have extreme mood, energy, and thinking swings. Empathy is not an official symptom of bipolar
disorder. However, some research suggests it may also affect emotional skills, such as
recognizing and understanding another person’s feelings. Researchers believe this brain disorder
may impact how well they can tune into and share others’ emotions. Few studies are small, and
their findings disagree. Still, researchers have theories about how bipolar disorder can alter their
empathy.*® In Luke 13:10-17, Jesus displays empathy by healing the disabled woman in defiance
of religious law. Even though He was not crippled, He could relate to her infirmity. He wanted to
be free of the woman’s pain in physical and spiritual terms. It is also possible to experience
empathy through distress or sadness for the person, distinct from direct despair or hopelessness
caused by witnessing the person’s suffering.** The idea that empathy is integral to what
motivates people to help has been suggested by several researchers (e.g., Batson, 1987, 1991;
Dovidio, Allen & Schroeder, 1990; Eisenberg & Miller, 1987). Batson et al.’s (1991, 1998)
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empathy-altruism hypothesis propose that empathic concern produces altruistic motivation.*

Jesus extended empathy to the woman, healing her with compassion and love even though He
was not crippled as the woman was.*® As well as being compassionate and empathic toward
adults, Jesus was also understanding and empathic toward children.

Ministry leaders should listen to and empathize more with these adolescents and young
adults, and learning empathy may benefit their ministry.*’ Children and women were both treated
with compassion by Jesus, despite society’s perception.*® Matthew 19:14 states the kingdom of
heaven belongs to such as these, so do not hinder the little children from coming to me. Research
suggests that most of Jesus’ children were ill, malnourished, or had deformities, which made
them not considered elite members of society (“Compassion in the Life of Jesus,” Our Daily
Bread, 2021).° Empathy allows ministry leaders to show kindness, care, and compassion no
matter the circumstance, and they can apply these examples to adolescents and young adults with
bipolar disorder. *

Motivation- Jesus heals the paralytic.

In the same way that most other mental illnesses significantly impact your motivation,
bipolar disorder also does. Depressive and manic episodes both reduce incentive, although in
different ways.>! Exercise can boost your motivation regardless of your mood. °? The life
expectancy of people with any mental health condition reduces by 7-10 years. ° Bipolar mental
health disorder has a life expectancy of 67.%* Approximately 8-12 years less life expectancy in
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the general population with bipolar disorder, and the age of diagnosis affects life expectancy by
2.6 times, based on a study from 2021.%° Ministry leaders can implement any time of movement
to help these individuals, such as five to ten minutes of yoga, basketball, volleyball, soccer, four-
squares, or line dancing. Exercise has mental health benefits, and it can release endorphins to
help youth and young adult bipolar individuals to feel more energized about accomplishing
tasks.*® Jesus healed a paralytic who had been invalid for 38 years. Jesus motivated this man to
get up by acknowledging his need, asking him a question, and then commanding him to get up.
(John 5:3-6). Many adolescents and young adults with bipolar disorder may feel like the
paralytic man, “Sir,” “I have no one to help me into the pool when the water is stirred. While |
am trying to get in, someone else goes down ahead of me.” (John 5:3-7). It calls for ministry
leaders to encourage, motivate, and inspire these individuals. Leaders must develop this self-
motivation before inspiring others, which requires reordering their priorities and discovering
their potential. If the leader is not motivated, neither will the church be.>’

Week 6: Symptoms of Sensory Overload, Leadership Alert, and Self-Care Measures

Symptoms of Sensory Overload

Touch, sight, hearing, smell, and taste are sensory overloads. They overstimulate one or
more of the body’s five senses.>® They may have difficulties blocking unnecessary sensory
information and gating out sensory input. There is a high sensitivity to noise in people with
bipolar disorder. Even though no research is available on this, their brains may differ. Sensory
overload can be very stressful.>® When sensory overload occurs, it is essential to develop an exit
strategy. In any situation where someone feels overwhelmed, talk with them about ways to
remain calm or change their surroundings. To help with the sensory overload, take them outside,
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retreat to a quiet room, remove them from the distraction, or give them a sensory toy in the event
of an occurrence. These are some ideas to consider.%

Leadership Alert Measures
Even though individuals who have bipolar disorder are often gifted, they still need
patience and new approaches to learn and grow. ® These eight teaching strategies will help
these students succeed:

Flexibility works best.

e Ministry leaders should adopt a more flexible lesson plan for individuals with bipolar

disorder. 52
Consistent schedules.

e The ministry leader should maintain focus and remain optimistic; bipolar individuals
must incorporate many breaks during the day into their schedules when it is essential,
however, that this routine stays consistent in the ministry setting. %

Few distractions.

e Ministry leaders need to be aware of distractions as they can cause more disruptive
behaviors and can negatively affect the individual ability to focus. Some individuals must
be seated near the front of the room to help reduce distractions. %

Practice patience.

e Ministry leaders must tolerate minor problems and recognize and praise positive behavior

instead of focusing on adverse conduct. %°
Maintain good communication.

e Ministry leaders should have open lines between educators, the school, and the child’s
parents/guardians because practicing good communication is essential, as adjusting as
needed and attempting different approaches if something is not working. ¢

Have a plan.

e The ministry’s leaders must be vigilant regarding signs of suicidal thoughts or extreme

behavioral changes. Ministry leaders should have a plan for responding to these signs and
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take them seriously. Parents, guardians, caregivers, and ministry leaders can decide on
the method.®’
Accommodate special needs.

e The ministry leaders should ensure that adolescents and young adults with bipolar

disorders have unlimited restroom access and a water bottle.%
Agree on a safe place/person.

e Due to their inability to handle their emotions, individuals with bipolar disorder may feel
overwhelmed, anxious, or out of control, so establishing a safe place and someone to go
to in crisis is imperative for ministry leaders.%®

e Ministry leaders should allow them to access to leave the room on their own.”

Leaders Self Aid Coping Care Skills

Spiritual Self-Care’

e Take time to reflect, meditate, and pray

e Time spent with God’s creation (nature, children, the beauty of the world)

e Keep yourself accountable with the help of a friend, spiritual director, or community.
Physical Self-Care?

e Do not be afraid to take a break.

e Get massages, stretch, or do yoga to relax your body.

e Dance, swim, walk, run, play sports, sing, or do other fun physical activities.
Psychological Self-Care’

e Journal your thoughts.

e Consider your feelings, thoughts, judgments, beliefs, attitudes, and judgments.

e Itis okay to say no to extra responsibilities from time to time.
Socio-Emotional Self-Care™

e Finding comforting activities, objects, relationships, and places is essential.

e Embrace your tears.

e Keep a list of things that make you laugh.
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Workplace or Professional Self-Care’
e Engage in exciting and rewarding projects and tasks.
e When ministering to others, set limits.
e Maintain a balance between workload and leisure.

Week 7: Educational Program Impact of Ministry Leaders Ministry

The University of Colorado Anschutz Medical Campus has implemented its
Colorado Bipolar Education (CoBE) Project under the Psychiatry School of
Medicine department. Their bipolar disorder education is the heart of CoBE’s
mission to help patients, their families, and healthcare providers. As part of their
mission, they disseminate knowledge and educate about the fundamentals and
complexities of bipolar disorder based on the most effective and evidence-based
treatments. The educational program consists of an 11-part video series,
resources, self-assessment tools, mood charting apps, podcasts, and resources for
caregivers with a find a therapist section. They also provide books, flyers, and
brochures in their educational program.”®

Saddleback, The Hope for Mental Health Ministry. Pastor Rick and Kay
Warren’s youngest son’s suicide after a lifelong struggle with mental illness.
Saddleback Church united with Pastor Rick, his wife, and the community to
provide holistic support to people who have mental illness and their families,
which led to the establishment of the Hope for Mental Health Ministry. Each
month, they hold services on the fourth Sunday. To help churches host their
gatherings, they include videos of previous Mental Health Community videos and
downloads. The site offers a treatment locator statewide and personal testimonies
from community members. Additionally, Saddleback offers Christ-centered
support groups where people learn to trust God’s control and power while
struggling for wholeness. As a final step, they offer churches resources and a
mental health ministry starter kit to help them establish mental health ministries in
their congregations.”’

Week 8:Wrap-up session

e Post-Test Survey Questions
e Interview Questions
e Focus Group Questions

S Grand Rapids Theological Seminary of Cornerstone University. “Resilience: Finding Wholeness in
Ministry by Way of the Cross.”.

76 “Patients & Families.” Accessed Apr 7, 2023. https://medschool.cuanschutz.edu/psychiatry/colorado-
bipolar-education-project/patients-families.

7 “Hope for Mental Health.” Accessed Apr 7, 2023. https://hope4mentalhealth.com/.
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NAMI SC Resources
Midlands Mental Health Resource Guide: RESOURCE GUIDE (namisc.orq)

Free, 24/7, Confidential Crisis Support Text Line: Flyers and Stickers.pdf (namisc.org)

Online Resources for Families: Resource-List-for-Families.pdf (namisc.orq)

Common Warning Signs of Mental Health: NAMI_WarningSigns (namisc.orq)

Student Resource Flyer: NAMI-SC-ETS-Student-Resources-Flyer-1.pdf (namisc.org)

SC Resources Flyer: With Students in Mind Mental Health Resources Flyer (namisc.org)

SC Community Crisis Response & Intervention: programinfo (hamisc.org)

SC Local and National Resources: Local and National Resources - NAMI South Carolina

(namisc.orq)

Free Educational Program (parents, family caregivers, significant others, friends of people living
with mental illness, and peer-to-peer for adults with mental illness) Mental Health Education -
NAMI South Carolina (namisc.org)

Essential Information and Resources: Teens and Young Adults - NAMI South Carolina

(namisc.orq)

NAMI Family Support Groups are free, confidential and safe groups of families helping other
families who live with mental health challenges by utilizing their collective lived experiences
and learned group wisdom.): Find Your Local NAMI | NAMI: National Alliance on Mental
IlIness



https://namisc.org/wp-content/uploads/sites/199/2020/05/RESOURCE-GUIDE-Midlands1.pdf
https://namisc.org/wp-content/uploads/sites/199/2020/08/crisis-text-line-flyer.pdf
https://namisc.org/wp-content/uploads/sites/199/2020/08/Resource-List-for-Families.pdf
https://namisc.org/wp-content/uploads/sites/199/2020/05/NAMI-Warning-Signs-FINAL.pdf
https://namisc.org/wp-content/uploads/sites/199/2023/01/NAMI-SC-ETS-Student-Resources-Flyer-1.pdf
https://namisc.org/wp-content/uploads/sites/199/2023/01/With-Students-in-Mind-Mental-Health-Resources-Flyer.pdf
https://namisc.org/wp-content/uploads/sites/199/2020/08/CCRI-Program-Brochure.pdf
https://namisc.org/resources/local-and-national-resources/
https://namisc.org/resources/local-and-national-resources/
https://namisc.org/support-and-education/mental-health-education/
https://namisc.org/support-and-education/mental-health-education/
https://namisc.org/your-journey/teens-and-young-adults/
https://namisc.org/your-journey/teens-and-young-adults/
https://www.nami.org/Find-Your-Local-NAMI/Affiliate/Program-Details-(1)?state=SC&local=0011Q000022GAr5QAG
https://www.nami.org/Find-Your-Local-NAMI/Affiliate/Program-Details-(1)?state=SC&local=0011Q000022GAr5QAG
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