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Appendix

In Sickness and in Health

Mental Health Issues 
and Access to Treatment
What Is Mental Illness?

M ental illness is complex. It is not always easy to under-
stand how it develops, and it is not always easy to define. 

We will briefly address these two complexities and then discuss 
defining mental illness, or psychological disorders. 

Understanding the development of mental illness (includ-
ing addiction) involves examining many intersecting factors 
coming from a variety of sources, including genetics, childhood 
development, current and ongoing stressors, the availability of 
supportive resources, and the ability or inability to use adaptive 
coping skills. Even with the best assessment techniques avail-
able, psychologists may not always be able to explain the origins 
of certain difficulties. For example, among the most heritable 
disorders, such as schizophrenia, genetics can only account for 
up to 50 percent of the contribution to the disorder.1
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Defining mental illness is also challenging. Even though the 
professional psychological community attempts to categorize and 
define mental illness in standard terms so that researchers may 
contribute to the development of effective treatments, those cat-
egorizations have changed, and continue to change over time, as 
the culture changes. For example, homosexuality was considered 
a mental disorder in 1980 in the third edition of the Diagnostic and 
Statistical Manual of Mental Disorders,2 yet this is no longer the case. 

Thus, for our purposes here, we will define mental illness 
with a broad-stroke definition that captures its essence with-
out getting tangled up in the details of competing arguments or 
political correctness that can change over time. In general, men-
tal illness is the presence of all three of the following elements: 
dysfunction, distress, and atypical cultural response.3 Let’s take a 
look at each of these. We will then provide a brief list of disorders 
that have been classified as mental illness.

Dysfunction

A psychological dysfunction refers to a breakdown of normal 
functioning in the cognitive, emotional, or behavioral areas.4 
Experiencing uncontrollable crying and grief, restricted 
emotional reactions (i.e., appearing to have only one emotion, 
such as anger), memory problems, chronic fear when situations 
are nonthreatening, and such are all examples of a psychological 
dysfunction. In this manner, addiction to substances, 
pornography, gaming, and the like also qualify as mental illness 
because compulsive behaviors override peoples’ ability to regulate 
themselves despite consequences. An example of this is someone 
with substance abuse problems who continues to use drugs in 
spite of knowing they will lose custody of their children—and 
then continues to use the drugs once they have lost custody of 
their children even though they are well aware that they cannot 
regain custody of their children until they are clean.
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How do you know if you or your spouse has experienced a 
breakdown in normal functioning? Many symptoms (such as fear, 
agitation, hopelessness, insomnia, obsessions) contribute to the 
type of dysfunction we are describing. Here are some examples of 
dysfunction: If you or your spouse cannot seem to get out of bed, 
take care of basic personal hygiene, or attend required activities—
such as work, school, or church activities—there is a problem. If 
you or your spouse is restricted emotionally so that there seems to 
be only one emotional response to every situation, there is a prob-
lem. If previously enjoyed activities or hobbies provide no inter-
est or excitement and you or your spouse consistently turns down 
invitations to participate or socialize in order to stay home in 
isolation, there is a problem. If compulsive behaviors or activities  
are taking over life so that there is no time or mental space for 
meaningful interactions and relationships with loved ones, there 
is a problem. If you or your spouse is seeing or hearing things 
that others do not seem to see or hear (hallucinations), there is 
a problem.

Distress

Personal distress is also a required factor in defining mental 
illness and generally accompanies the breakdown in functioning. 
This is understandable from a commonsense perspective. 

People may suffer from a host of symptoms throughout their 
life for which they may never seek treatment because the symp-
toms don’t distress them. In other words, when there is no dis-
tress there is no problem. Many symptoms are just a transient 
part of normal life and nothing to worry too much about (such as 
an occasional headache or nervousness before trying something 
new). A common maxim Debra shares with clients is “Normal is 
not symptom free.” For example, it is possible to have an isolated 
panic attack that does not lead to continued anxiety problems. In 
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this case an individual would not be given a panic disorder diag-
nosis because they are not experiencing ongoing distress. 

Yet if there is distress, there is a problem. The symptoms 
which cause us a great deal of concern are the ones that take us to 
a doctor to seek a diagnosis in hopes of getting treatment. In our 
panic attack example, when a person has had a panic attack and is 
very distressed about it, that individual may begin to worry exces-
sively about having another panic attack. With that worry they may 
then begin to alter and restrict their life and thoughts according 
to that fear. That type of distress contributes to the possible diag-
nosis of a panic disorder. 

Every disorder has its own flavor of distress. For example, 
those with depression or bulimia nervosa (vomiting or other 
purging of their food after eating) are generally very distressed 
by their symptoms, even experiencing self-hatred. Or those with 
posttraumatic stress disorder (PTSD) have chronic, extreme 
fears that keep them continuously on edge, which sucks energy 
away and keeps them agitated. Yet, while those with various dis-
orders all experience distress differently, generally they hate how 
they feel and what they are doing but are paralyzed and stuck, not 
knowing how to change it because of the severity of their dysfunc-
tion. 

However, our definition of mental illness does not nec-
essarily require the individuals suffering from a psychologi-
cal dysfunction to experience distress. Rather, their behavior 
can create distress for others. Indeed, it may be an individual’s 
spouse, family members, or friends that are distressed by their 
dysfunctional behavior. For example, those with the eating dis-
order anorexia nervosa starve themselves. As they lose weight and 
become emaciated, they feel good; they are happy to be skinny 
and like the attention it may get them. Often, they will not claim 
they are distressed. Yet family members and friends may become 
quite distressed as they watch their loved one restrict healthy eat-
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ing options and become weak and unhealthy, even (rightfully so) 
fearing for their life in some extreme cases. 

Another (trickier) example is when someone has a personality 
disorder. Personality disorders represent personality types that 
are rigid, making it very frustrating and difficult to get along with 
these individuals. Personality disorders develop as an individual 
develops, line upon line, and their presence may often be very 
subtle to those who do not know the person well and have lim-
ited contact with them. The intensity and pathology of the dis-
order may not be fully understood by the one with the disorder, 
as they may respond to those with concerns with an uninterested 
shrug of their shoulders: “I’ve just always been this way.” In other 
words, they are not bothered or distressed by their dysfunction. 
Yet, for loved ones interacting with this person on a daily basis, 
a personality disorder flavors almost every interaction with deep 
pathology, such that it makes day-in and day-out interactions very 
difficult and at times almost unbearable. The loved ones’ distress 
becomes the red flag that there is a problem, even if the one with 
the problem doesn’t register it.

Atypical Cultural Response

In defining mental illness, it also becomes important to look at 
how commonly the problem occurs. Even if there is dysfunction 
and distress, if the individual’s experience is just like everybody 
else’s, we just don’t diagnose mental illness. A diagnosis at that 
point would become meaningless. Instead, the problem is atypical 
or not culturally expected if it is a deviation from the norm. Generally, 
most psychological disorders have a prevalence rate of 1 percent, 
meaning that only one person out of one hundred people has this 
problem. This represents an atypical cultural response. However, 
the problem may also be considered atypical for the culture if it is 
a severe violation of social norms.5



Disorders
Here are some classification 
groups for mental illness:7 

• �Schizophrenia spectrum and 
other psychotic disorders, 
which include disorders such 
as delusional disorder and 
schizophrenia;

• �Bipolar and related disorders, 
which include disorders such 
as bipolar I and bipolar II 
disorders;

• �Depressive disorders, includ-
ing major depressive disorder 
and persistent depressive 
disorder (dysthymia);

• �Anxiety disorders, such as 
social anxiety disorder (social 
phobia), panic disorder, and 
generalized anxiety disorder;

• �Obsessive-compulsive and 
related disorders, includ-
ing obsessive-compulsive 
disorder, body dysmorphic 
disorder, hoarding disorder, 
and the like;

• �Feeding and eating disorders, 
such as anorexia nervosa, 
bulimia nervosa, and binge 
eating disorder;

• �Sexual dysfunctions, such as 
erectile disorder and female 
orgasmic disorder;

• �Neurocognitive disorders, 
such as delirium and major 
neurocognitive disorder (for-
merly known as dementia);

• �Personality disorders, such as 
paranoid personality disor-
der, narcissistic personality 
disorder, and obsessive-com-
pulsive personality disorder.

Mental Illness Labels and Diagnoses

The Diagnostic and Statistical Manual 
of Mental Disorders is now in its fifth 
edition, with 697 pages dedicated 
to the current perspectives of the 
American Psychiatric Association 
regarding defining and describing 
each mental disorder.6 These 
disorders are classified into groups 
that share common features. As can 
be seen in the truncated list to the 
side, the scope of possible mental 
health problems extends well beyond 
the more ubiquitous problems of 
depression and anxiety or the rarer but 
commonly known problems of bipolar 
disorder or schizophrenia. Therefore, 
we have chosen to keep our discussion 
of mental illness herein at a broad, 
introductory level, presented in a 
question and answer format, so as to 
allow applicability to as many couples 
as possible. 

If you need additional support 
for a particular mental health chal-
lenge, please consult more specialized 
treatment materials through Inter-
net resources and available books, or 
seek personalized individual or couple 
treatment through a licensed mental 
health professional.
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How Do I Know If My Spouse or I Need Professional Help?

If you wonder whether you or your spouse needs professional 
intervention, we encourage careful consideration of our 
discussion above. Are all three elements of our definition 
(dysfunction, distress, and atypical cultural response) present? 
Perhaps you are not quite sure. If that is the case, we offer three 
tips on what mental illness is not in order to help you clarify how 
your particular issues may or may not necessitate professional 
intervention.

First, mental illness is not the same as struggling with the dif-
ficulties of life. We all struggle, and life is hard for the majority of 
us much of the time. We are taught in the scriptures that “it must 
needs be, that there is an opposition in all things” (2 Nephi 2:11). 
Indeed, this opposition is what enables us to become strong. 
Ralph Parlette has said: “Strength and struggle go together. The 
supreme reward of struggle is strength. Life is a battle and the 
greatest joy is to overcome.”8 Sometimes a person who appears 
to be struggling with mental illness concerns may be cured with 
simple changes made to their problematic lifestyle. Such changes 
can include getting a babysitter for a few hours a week to help 
with the kids, changing majors at school, changing jobs, getting 
appropriate medication to assist with chronic medical difficul-
ties, getting enough sleep, improving nutrition, etc.

 Second, mental illness is not having particular little quirks, 
habits, or beliefs that may be a bit extreme or compulsive.

Debra: For example, I laugh at myself over my obsessive quirk of wanting 
all the books I purchase from the same author, or as part of the same series, to 
match as they line up on the bookshelf. I will only buy printings from the same 
publisher and with the same cover design. I will not buy paperback books if the 
other books I own from the series are hardback. 

Once, I ordered a particular copy of a book online for our older daughters 
specifically because the cover was supposed to match a set I already had at home on 
the bookshelf. This book was a popular book that the girls were excited to read, and 
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I ordered it without the girls knowing so that I could offer it as a surprise. When 
it arrived in the mail, it was the right book but did not have the right cover on it. I 
am embarrassed to admit it, but I was unwilling to give the girls the book. In fact, 
I did not give the book to them for many months, waiting in hopeful expectation 
of finding the particular printing I wanted at a local thrift store. It was only after 
writing about it in this chapter, and laughing at how silly I was, that I finally gave 
our daughters the book. However, even now, when I look at that series of books 
on the bookshelf, it still bothers me that that book doesn’t match the others from 
the same author. 

Admittedly, this is quite obsessive, but as my urge for book matching does 
not interfere with my general ability to function in life and since I have no other 
extreme obsessive symptoms, we can chalk it up to a silly quirk and simply laugh 
at it. 

Third, mental illness is not struggling with common spiritual 
struggles of unrepentance, which may bring guilt or emotional 
fear. A person experiencing significant guilt over unresolved 
sin may display many of the symptoms of mental illness, partic-
ularly those of depression; however, this doesn’t mean they are 
depressed. In the Book of Mormon, Alma described the state of 
his soul as he recognized the reality of his guilt: 

I was racked with eternal torment, for my soul was harrowed up to 
the greatest degree and racked with all my sins. 

Yea, I did remember all my sins and iniquities, for which I was 
tormented with the pains of hell. . . . 

Oh, thought I, that I could be banished and become extinct 
both soul and body, that I might not be brought to stand in the 
presence of my God, to be judged of my deeds. (Alma 36:12–13, 15) 

Yes, these symptoms and feelings can be extremely distressing. 
But when the sin is confessed and dealt with through a bishop 
or other ecclesiastical leader with appropriate priesthood keys, 
the symptoms dissipate. Alma also illustrates this miracle of light 
returning to him when he turned his thoughts to the Savior: “And 
now, behold, when I thought this, I could remember my pains no 
more; yea, I was harrowed up by the memory of my sins no more. 
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And oh, what joy, and what marvelous light I did behold; yea, 
my soul was filled with joy as exceeding as was my pain!” (Alma 
36:19–20).

Therefore, if we reflect on these three considerations and 
remain true to our definition of mental illness—the pres-
ence of impairment or dysfunction, distress, and atypical cul-
tural response—the question as to the necessity of treatment for  
ourselves or our spouses becomes easier to answer. In each of 
these areas (common life struggles, obsessive quirks, or spiritual 
trials resultant from unrepentant sin), mental illness would not 
be considered as a contributing factor to the mental health dif-
ficulties.

Ecclesiastical Leader or Mental Health Professional?

In a quick note here about the difference between ecclesiastical 
leaders and mental health professionals, we look to Elder Alex
ander B. Morrison, who has given specific attention to mental 
illness in large measure because of his own experiences trying 
to help his daughter, Mary, with long-term panic attacks and 
depression.9 In an Ensign article, he carefully outlined the 
respective roles of bishops and professionally trained mental 
health workers: 

Those who, like Alma, experience sorrow during the repentance 
process are not mentally ill. If their sins are serious, they do require 
confession and counseling at the hands of their bishop. As part of 
his calling, each bishop receives special powers of discernment and 
wisdom. No mental health professional, regardless of his or her 
skill, can ever replace the role of a faithful bishop as he is guided by 
the Holy Ghost in assisting Church members to work through the 
pain, remorse, and depression associated with sin. . . . 

We must understand, however, without in any way denigrating 
the unique role of priesthood blessings, that ecclesiastical leaders 
are spiritual leaders and not mental health professionals. Most of 
them lack the professional skills and training to deal effectively with 
deep-seated mental illnesses and are well advised to seek competent 



Reflections
Healing through the power 
of the Atonement of Jesus 
Christ was paramount in 
dealing with the baggage 
I carried into marriage. 
I’m so thankful for a kind 
and merciful Savior. 
As I sought healing, 
I felt inspired to seek 
counseling. I made sure 
to choose a counselor that 
supported marriage and 
our gospel standards. I 
had a wonderful professor 
while attending BYU 
who commented that 
we don’t hesitate to see 
a doctor when we have 
a knee injury or some 
other physical problem, 
but for some reason we 
are embarrassed to go 
to a therapist for issues 
that may be even more 
detrimental to our lives, 
our emotional health, 
and family relationships. 
I didn’t ask for the issues 
that I carried due to my 
upbringing, and I was 
able to overcome them, 
or at least deal with them, 
through the Atonement 
of Christ and through 
counseling.

professional assistance for those in their 
charge who are in need of it. Remember 
that God has given us wondrous knowledge 
and technology that can help us overcome 
grievous problems such as mental illness. 
Just as we would not hesitate to consult a 
physician about medical problems such as 
cancer, heart disease, or diabetes, so too we 
should not hesitate to obtain medical and 
other appropriate professional assistance 
in dealing with mental illness. When such 
assistance is sought, be careful to ensure, 
insofar as possible, that the health pro-
fessional concerned follows practices and 
procedures which are compatible with gos-
pel principles.10

Richard: As a second witness to what Elder 
Morrison has said here, may I say that during my time 
as a bishop I found that the Lord helped guide me in 
knowing the difference between a spiritual matter and a 
mental health problem regarding a member of my ward. 
Often I could help support them and teach them about 
spiritual things, but I knew that my abilities were lim-
ited when it came to counseling about a mental health 
challenge either for them or a family member. In these 
cases, I directed them to a mental health professional, 
who could assist them in ways that I could not. It was 
truly satisfying to see how, after a few weeks or months of 
treatment, they were able to improve and manage their 
life in a much healthier way. 

Mental Health Symptoms and Related Factors

So what types of behaviors do indicate that 
you or your spouse may need professional 
mental health intervention? In addition 



Reflections
By the time I realized I needed 
professional help, I was in pretty 
big trouble. I had no appetite and 
would eat only because I wanted to 
stop my stomach from disturbing 
me. I hardly left the house. I was 
sedentary and lethargic. I had 
horrible insomnia and no energy 
or motivation. The only emotion I 
could feel was anger, and it colored 
every thought and action in my life. 
I isolated myself. I had no desire 
to go to school despite enjoying 
learning. I was manipulative 
with acquaintances. Somewhere I 
looked at myself in the mirror and 
didn’t recognize what I saw, and 
it scared me. My life felt out of 
control. If you were able to look at 
me now and compare me to where 
I was when I started therapy, you 
would probably see two different 
people. Therapy didn’t just make 
me feel better; it helped me regain 
control of my life. Instead of 
coasting through my schooling, I 
find myself enjoying learning and 
eagerly awaiting going to class. 
I’m making long-term goals and 
achieving them. Instead of simply 
being active, I find I’m pushing 
myself to try difficult things and 
am in better shape than I have ever 
been. In short, I’m a better “me” 
now than I was even before my 
problems started.

to considering our earlier discussion 
about dysfunction, distress, and 
atypical cultural responses, warning 
signs include such things as extreme 
spending or erratic behavior, loss of 
interest in sex, sloppy grooming and 
housekeeping, chronic insomnia, 
aggressive or violent behavior, and 
the like. Particularly concerning 
are issues relative to personal safety, 
such as frequent suicidal ideation or 
fantasy, self-harm or self-mutilative 
behaviors (e.g., cutting, burning, 
and hair pulling), or outright suicidal 
behaviors (such as overdosing on pills 
and then going to the emergency room 
to get their stomach pumped).

As mentioned earlier, the frequency 
and longevity of problems are also fac-
tors in deciding if treatment is neces-
sary. If mental health difficulties are 
infrequent or transient, it is not likely 
necessary to seek treatment; those 
types of issues are common and mostly 
indicative of the heightened stress typ-
ical of life’s challenges. If those same 
symptoms, however, come and go over 
a lengthy period of time, masquerad-
ing as transient problems but wielding 
their ugly heads repeatedly, they may 
be indicative of deeper issues. In that 
case, treatment from a qualified men-
tal health professional would be useful 
to improve quality of life, but it may 
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not necessarily be required if the individual shows good levels of 
resilience and if normal functioning is maintained. But if those 
same symptoms largely take over one’s life by causing difficulty 
in functioning in day-to-day activities, thus making the indi-
vidual incapable of engaging appropriately in life or unable to 
bounce back after even small setbacks, treatment would be highly 
recommended—if not considered mandatory. Additionally, if a 
problem is severe, such as a suicidal gesture, one instance may be 
enough to warrant seeking professional mental health treatment.

Also important in considering the necessity of treatment is 
taking inventory of one’s coping capacities. A person with little 
stress tolerance and few coping skills will generally require treat-
ment at an earlier stage than will a person with a high tolerance 
for distress and a cornucopia of resources to assist them in main-
taining adaptive functioning. 

A word of caution may be useful here. The assumption could 
be made that someone who is functioning externally in life does 
not need treatment. Many depressed clients are severely emo-
tionally impaired—with suicidal ideation or engaging in self-
harm behaviors—even though they still succeed in school or excel 
in their professional endeavors. Outward functioning does not 
necessarily equate with level of dysfunction. To have a better idea 
of what the level of dysfunction is, you or your loved one should 
reflect on the following questions: How do you feel you or they 
are coping? What is your or their quality of life? Do you feel you 
or they are out of control? Are you or they in control, but the 
effort required to retain that control is an exhausting, constant 
struggle?

Finally, the onset of mental health symptoms is another 
important consideration relative to the necessity to seek pro-
fessional mental health treatment. A common adage used in 
abnormal psychology is “The earlier the onset, the poorer the 
prognosis.” Early onset of mental illness is, therefore, generally 
indicative of a more severe disorder that will be more difficult 
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to treat and have a poorer outcome. For example, if your spouse 
begins having memory difficulties in their early fifties, even if 
symptoms appear mild you would be wise to get them assessed and 
involved in treatment as soon as possible, as this could be an early 
onset of neurocognitive disorder, formerly known as dementia.

How Do We Get the Right Treatment for Our Needs?

Initial efforts to seek treatment will be specific to the difficulties 
you or your spouse are experiencing. For some psychological 
symptoms that mimic symptoms of common physical ailments, 
the first trip to the doctor may be to a physician’s office. For 
example, people with panic disorder often go to the emergency 
room of the hospital, as the symptoms of panic mimic symptoms 
of a heart attack. Sometimes, after several emergency room 
visits and test results assuring a patient that there is no medical 
problem with their heart, a doctor may suggest the problem 
could be psychological, offer a prescription of some sort of 
tranquilizer to help with the anxiety, and make a referral to a 
mental health professional. For others who know the issue to be 
of a psychological nature—such as a person who is struggling with 
deep, complicated grief following the death of a loved one—the 
first appointment they make may be to see a psychologist. 

Be aware that the medical and psychological communities 
operate from different perspectives and thus have different biases 
and treatments. Understanding this basic premise is critical to be 
informed consumers of treatment. If you or your spouse is strug-
gling with depression, anxiety, or another such psychological dif-
ficulty and you go to a physician, the physician will likely recom-
mend taking antidepressants, antianxiety medications, or other 
relevant medications. In a study examining primary care physi-
cians’ approach to treating depression, 72.5 percent of the doc-
tors gave the patient an antidepressant medication prescription  
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compared to only 38.4 percent that gave patients a referral to a 
mental health provider.11 

On the other hand, psychologists have a bias that often leads 
them to avoid medications altogether, especially for those with 
mild or moderate problems. One meta-analysis, which com-
pares the results of several research studies in order to examine 
overarching patterns, shows that antidepressants work no better 
than a basic placebo for most people and that these drugs are 
most helpful for those at the extreme level of depression only.12 
Thus, many clinicians tend to avoid recommending medications 
and will only do so for more severe cases. In the aforementioned 
panic scenario, panic attacks are easily treated with psychologi-
cal treatment, and generally psychologists or other mental health 
professionals will not suggest that an antianxiety medication is 
needed due to the effective nature of panic treatment and the 
high relapse rates of medications. 

Therefore, when faced with the decision of what types of 
treatments to secure, the best thing you can do is to do your 
homework; get opinions from both the medical and psychologi-
cal communities and then make the decision that you feel would 
be best for you and your spouse in regard to treatment, taking 
into account your specific problems, long-term goals, and treat-
ment objectives.

Types of Mental Health Professionals

In seeking psychological treatment, people often have questions 
regarding what type of mental health professional they should be 
seeing. First know that psychotherapy is a licensed profession and 
that all mental health professionals, regardless of type, should be 
currently licensed with their state. You can check the status of a 
clinician’s license through online resources. 

There are many types of licensed professionals that provide 
psychotherapy, yet their level of training, experience, and areas of 
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focus vary widely, so it is important to be aware of the similarities 
and differences between them. Professional counselors, licensed 
clinical social workers, and marriage and family therapists are gen-
erally master’s level (MA) clinicians with high levels of experiential 
hours. Professional counselors assist in general counseling and 
often in substance-abuse treatment. Licensed clinical social work-
ers are social workers who have also received general counseling  
training to assist with mental health difficulties or daily living 
problems. A marriage and family therapist has training in gen-
eral mental health issues and counseling interventions yet focuses 
their work on the family system and its role in perpetuating men-
tal illness or other difficulties. A psychologist is a doctoral level 
(PhD or PsyD) clinician with expert training in mental illness 
(abnormal psychology) and its treatments, high levels of experi-
ential hours, and experience in mental health research. 

Research has suggested that therapist training is a relative 
factor; those with more training tend to produce better client 
outcomes.13

Psychotherapy, also referred to as simply therapy or counseling, 
is an effective process by which many people are strengthened, 
healed, and given valuable coping skills. Researchers who have 
studied the effectiveness of therapy have consistently found that 
it produces positive outcomes. They have found a range of thera-
peutic benefits by examining the results of many studies through 
meta-analysis and found moderate effect sizes of 0.60 to large 
effect sizes of 0.85.14 This means, generally speaking, that the 
person who engages in psychotherapy treatment is better off than 
60 to 85 percent of those who do not receive treatment.

Psychotherapy usually consists of individualized treatment 
sessions in which you visit alone with a mental health provider 
who then develops a personalized treatment plan and works with 
you on that plan throughout the treatment process. Psychother-
apy can also be done with others, such as your spouse, a parent, 
a sibling, or others if familial relationships are problematic and 



Reflections
As I attended BYU, the stress 
of school was too much, and 
I began the habit of cutting 
myself and entertaining suicidal 
fantasies. I was in a very dark 
place. Loving friends suggested 
that I seek professional help. I 
was nervous to see a therapist 
because in my mind you were 
“crazy” if you went to therapy. 
But I went anyways and will 
forever be grateful that I did. 
That decision changed—and 
probably saved—my life! I began 
my journey through therapy; it 
was hard and painful to work 
through things—hard things. I 
had been hurt as a young girl, 
and a lot of my issues seemed to 
stem from that experience. As my 
chapter at BYU closed, I felt I 
was in a better place, concluded 
therapy, and continued on in my 
life. A few years went by, and 
I began to feel like I’d benefit 
from therapy again. I once 
again began a journey, this time 
working on deeper feelings I 
had not previously discussed in 
therapy. I worked hard for many 
months. The darkness I felt was 
replaced with much light, peace, 
and joy. My mental health has 
been outstanding for years now, 
and I credit that to the work I 
did in therapy. It was work! But 
it was worth every effort.

contributing to the mental health dif-
ficulties. 

Psychotherapy can also be done in 
groups. Group therapy is often used as 
an adjunct treatment for those already 
in individual treatment, but this is 
not necessarily the case and may also 
be used as a primary treatment. In 
group therapy, the dynamic relation-
ships of group members become tools 
of therapeutic intervention, so one 
does not just benefit from insights 
and treatments from the therapist but 
learns from their fellow group mem-
bers through the modeling of various 
behaviors, gaining a sense of not being 
uniquely alone in their problems 
(universality), and helping and sup-
porting each other (altruism).15 

Generally, psychotherapy treat-
ment is done on an outpatient basis, 
in which you attend a session, perhaps 
once a week, as you continue living 
in your own home and engaging in 
your own activities, such as going to 
school or work. For those with more 
severe disorders that are interfering 
with daily functioning, more inten-
sive treatments—such as day programs 
(living in the home but attending 
treatment for several hours a day), 
inpatient treatments (living in a hos-
pital for a number of days to weeks), 
or even residential programs (living 
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in a treatment facility generally for several months to years)—are 
available. In the more intensive programs, you will often receive 
a combination of individual, family, and group therapies to max-
imize outcomes.

Be aware that the higher the level of intensity, the greater the 
cost of the program. An average inpatient or residential treat-
ment center is approximately $1,000 per day. Therefore, you 
always want to begin with the least invasive, less expensive treat-
ment that will meet your treatment needs. If you find the treat-
ment you have selected is not meeting your needs, you would be 
wise to increase the level of intensity with a more invasive treat-
ment program.

Psychological treatment is a process that requires a varying 
number of treatment sessions: a few sessions for mild problems, 
a protracted process for more long-term or severe difficulties. It 
is not uncommon for many difficulties to be effectively treated 
in eight to fourteen sessions.16 This is an important point—for 
many people who attend treatment, psychotherapy is a short-
term process. 

Debra: As an example, I was contacted by the parents of a twenty-two-
year-old young man suffering with obsessive-compulsive disorder complicated 
with depression and attention deficit problems. His distress was very high, his qual-
ity of life was poor, and his issues were creating problems in his new marriage rela-
tionship. He had tried medication for eight months and felt it made things worse. 
He was willing to attend therapy because he was tired of suffering and didn’t want 
to destroy his new marriage. Due to the severe nature of his difficulties, treatment 
began with two sessions per week for the first five weeks. Within a few sessions, his 
distress levels dropped significantly, and he began thinking in different ways that 
allowed him to process reality in a healthy way again. His distress and symptom 
levels continued to drop, and within nineteen sessions (four and a half months) he 
was functioning well within the normal range. You can see data collected during 
his treatment sessions in figure 1. These data points are from the OQ-45 that was 
developed by BYU researchers.17 The OQ-45 is a measure that tracks symptom 
distress and functioning over the course of treatment. Please note that in this chart 
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a score of 45 is the average score for someone not in therapy while a score of 63 is 
the clinical cutoff, meaning an individual warrants treatment if their distress score 
is higher than 63. This client’s initial score was a high 94, whereas the last score 
shown on this chart is a 43. 

Although this client’s level of functioning was well within normal range after 
four and a half months (as seen by his score of 45 plotted on the graph), we con-
tinued to meet to work on relapse prevention as well as to address some of the mar-
ital issues that had developed over the course of his illness. As you can see on the 
graph, he continued to stabilize in the normal range thereafter. He reported: “The 
speed at which I can process reality now averages within five seconds to five min-
utes. Don’t get me wrong; there are occasionally a few setbacks where it takes me a 
day to recover, but that is very seldom. I would recommend therapy to everyone.” 

Although this client began treatment with two therapy sessions per week 
(whereas most people will generally begin treatment with one session per week), 
please note that this example is not unusual in regards to the speed by which he 
began to heal and regain his quality of life; many people have similar treatment 
outcomes after relatively brief therapeutic interventions.

Before I move on, it is important to note that this client’s story has another side 
to it—how his healing blessed his wife and the quality of their marriage. In addition 
to regaining health and an improved quality of life, he also regained a positive 
relationship with his spouse.

My husband’s crippling anxiety was plaguing our relationship. We 
were newlyweds, and our relationship was full of misunderstand-
ings and unfounded accusations that made it difficult to perform 
well in school and work. Therapy didn’t change him overnight; 
however, after months of hard work he overcame his challenges. 
Through therapy he gained improved communication skills, emo-
tional intelligence, confidence, and empathy .  .  . in addition to 
learning to manage his anxiety. It has transformed our marriage! 
The difference is like going from night to day. I finally feel like I 
can be myself around him without worrying that he will interpret 
something I do or say the wrong way. He is now my biggest source of 
support and comfort, instead of a burden and source of angst. We 
trust each other more, treating ourselves as equal partners in the 
marriage. I will be forever grateful that my husband courageously 
sought the help he needed.
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We hope the point we make here is clear: treatment will not 
only bless you but it will also bless your spouse and your mar-
riage. If your own misery is not enough to spark a willingness 
to seek appropriate treatment for your mental health concerns, 
then please humbly seek the treatment you need for the sake of 
your spouse and your marriage. Allow that concern and welfare 
for them to encourage you to move toward health.

What to Expect in the Treatment Process

In the therapeutic community, the modal number of therapy 
sessions is one. This means that many people attend therapy once 
and never return. Debra was once told by a client whose husband 
resisted attending marital counseling that her husband might be 
willing to go to a therapist, but only once—that if the therapist was 
worth anything, they’d get the job done in one session. In this 
case the problems that led to the need for therapy had developed 
over a thirty-year period. If only mental health professionals 
had a magic wand! We hope to educate you enough about the 
treatment process here to understand that you will need to attend 
therapy more than one time.

Figure 1. Client data from the OQ-45.
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When you meet with a therapist, the first session or two are 
actually assessment meetings in which the therapist is largely 
gathering information in order to develop a treatment plan. 
Generally, there is no official therapeutic intervention employed 
during this initial process other than the offering of hope and 
encouragement that things can improve for you in your partic-
ular difficulties as you commit to return and work the therapy 
process.

These assessment sessions are also important for you as the 
client. This is a time to get a feel for the therapist and assess 
goodness of fit. If there is not a feeling of connection to the ther-
apist or a strong sense that they know how to assist you, consider 
seeking another treatment provider. If you or your spouse is not 
comfortable with a particular mental health counselor, it is likely 
that you will not feel comfortable allowing that person into the 
vulnerable or painful parts of yourselves that need healing, thus 
limiting the helpfulness of the therapy process. 

In addition, researchers have identified therapist variables 
associated with creating better outcomes for clients. In the first 
couple of meetings, you will want to get a sense for “(1) the therapist’s 
adjustment, skill, and interest in helping patients; (2) the purity 
of the treatment they offer; and (3) the quality of the therapist/ 
patient relationship.”18 

So shop for a therapist like you would shop for a car; test 
drive them before committing to one in particular. A good way 
to reduce the time, stress, and expense of this searching process 
is to get referrals from those you trust or to read reviews posted 
online by those who have met with that treatment provider.

Generally speaking, the therapist will assess your personal 
history and needs, set some therapy goals, and then work with 
you collaboratively to address each of those goals. You will be the 
expert on your life experience, the therapist will be the expert 
on how to enact therapeutic change on your behalf, and you will 
both bring your expertise to the table to create a wonderful part-
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nership of healing and growth. Some of the therapeutic goals may 
be quickly addressed (such as improving sleep, diet, or hygiene), 
while some may take more substantial amounts of time (such as 
working through issues and trauma related to abuse, chronic 
depression, or personality difficulties). 

Debra: For example, one client struggling with severe depression came in 
to see me. As I assessed her symptoms, distress, and personal circumstances, I had 
an initial sense of where treatment should begin. However, as we talked together 
I asked her about her goals for therapy, what she wanted to accomplish. After she 
laid out her goals, I asked her which goal felt like the biggest priority to her—what 
was most strongly driving her depression at that time. Her answer was not what I 
expected. Instead of beginning treatment with what I thought, we began with what 
she thought was most important. She knew what she needed!

Instead of immediately getting into deeper issues related to a negative cognitive 
style, difficult circumstances from her adolescence, insecurities about her profes-
sional competence, or the like—all important, and all topics we did eventually 
work with in therapy—we began with parenting issues for her young toddlers. The 
intensity of parenting two toddlers had ramped up the level of distress and her 
feelings so that she could not cope in her life. Within five sessions, her distress 
level had dropped significantly. We were then able to see more clearly how the 
deeper issues were playing into her depression and work with those issues without 
the feelings of desperation and crisis she had experienced initially because of feeling 
out of control with her children. Her treatment was very successful. We can see in 
figure 2 the OQ-45 scores for her first twenty sessions. Although this chart shows 
her distress level well within the normal ranges after twelve sessions (with a score 
of 33), we continued therapy for a time to address some deeper, long-standing 
painful issues from her adolescence. It is quite clear that her score shot up to a 96 
on session thirteen. Confronting her deepest pains and torments terrified her and 
caused her a great deal of distress. Yet she bravely kept with therapy and did what 
she needed to do to get healthy. After that one difficult session when her fears were 
highly activated, her distress levels went back under the clinical cutoff, although the 
distress of that particular therapy content kept her distress score a bit higher than 
it had been previously for three more sessions. You then see her scores drop again, 
and her distress level was almost identical to where she was before we began the 
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really tough stuff, dropping to her lowest scores yet, 26 and 34. This illustrates 
well the ups and downs of the therapy process on any given day but also shows the 
overall trajectory that occurs as one continues treatment.

The critical thing about this data is that these numbers represent real pain and 
distress. This client started with an exceedingly high score of 118. In just under 
five and a half months, her distress level registered a score of 34, well within the 
average range for someone not in therapy. The tremendous impact of this type of 
change in her life cannot be understated. The client said this about her change: 

It’s amazing the baggage I was carrying that I wasn’t even aware 
of. It’s so much lighter being able to be a normal, function-
ing adult instead of one who is carrying all this unseen and 
very heavy baggage. At a score of 118—there aren’t even words 
to describe it. I couldn’t picture a future. I-didn’t-think-I-
would-be-there-to-see-my-kids-grow-up type of thing. It just 
wasn’t feasible in that state of mind. It was just nothing and it 
was just so overwhelming. I could only do the bare minimum. 
At a score of 34—it’s like being a different person. It allows me 
to be who I really am rather than being clouded by depression. 
I am actually enjoying being alive and actually enjoying being a 
mom and enjoying everything I never thought would be possible 
for me to enjoy ever again. 

This type of change changes lives! This type of change is possible in your life or 
in the life of your spouse. Therapy works. 

What you actually do in your therapy sessions will vary based 
on your particular needs, the therapy goals you and your thera-
pist have established, and the style of your therapist. There are 
many theoretical orientations taken by clinicians. This means there 
are a variety of psychological theories that look at how mental ill-
ness develops and how to enact change in that illness in order to 
break through the “stuckness” that the dysfunction and distress 
are causing in the person’s life. That theoretical orientation will 
influence the approach your therapist takes to your problems. 
In addition, the personality style of the therapist will also impact 
their approach in the therapy process. 
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You may spend your time in therapy doing some of the fol-
lowing: working on starting healthier behaviors or working to 
quit problematic ones, talking about dynamics or events from 
your childhood, role-playing current interpersonal difficulties 
to learn more adaptive responses, learning new cognitive skills, 
journaling about past or present scenarios, filling out worksheets 
or other written exercises, and the like. Your therapy will be your 
personal process, and the course of your treatment will be deter-
mined together by you and your therapist. As seen with the client 
above, sometimes the work you do in therapy will elevate your dis-
tress because you are facing difficulties that you have spent many 
years trying to avoid. A metaphor I commonly use as I describe 
the therapy process is that of doing a really good deep cleaning 
of your bedroom. Deciding to do a thorough cleaning requires 
you to start pulling things out from under your bed, from the 
upper recesses of your closet shelf, and from behind the door. As 
you do this, you just throw it all in a massive pile on your bed or 
in the middle of the floor. Ten minutes into the cleaning pro-
cess, your messy room is now completely trashed! Do you panic 
and say, “I better quit cleaning my room; it’s making it worse”? 
No, because you understand what you are doing and you trust 
the process. You keep going. And, generally speaking, it doesn’t 

Figure 2. Client data from the OQ-45.
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take too long after that to start sorting and organizing and getting 
everything into its proper place in the room. 

So too with the therapy process. It is understandable that you 
may not trust the therapy process because it is unfamiliar to you 
and you may not see how it can help you, but your therapist knows 
it. Trust your therapist to help see you through the process, and 
you, too, can enjoy the benefits that come—just as you enjoy the 
benefits of a clean and orderly bedroom when you do the work. 

Sometimes, as part of the treatment process, you may need 
medication (you may hear the term psychotropic medication). If this 
is the case, you or your spouse would generally secure the assis-
tance of a psychiatrist, which is a medical doctor (MD) who has 
done specialty training in mental illness and psychopharmacol-
ogy (drugs). Psychiatrists generally do not conduct psychotherapy 
but meet with patients for brief appointments to discuss medi-
cations compliance, side effects, and needed medication adjust-
ments. Thus, it is common for an individual to meet regularly 
with a mental health counselor for therapy and then meet with a 
psychiatrist once every few months for medication management. 
Psychotherapy providers, such as psychologists and master’s-level 
clinicians, do not prescribe medication (although some states are 
making additional training available for what are termed prescrip-
tion privileges). 

Once treatment begins, it is critical that you or your spouse 
follow the treatment protocol established by your treatment pro-
viders. Haphazardly taking medication will not provide a ther-
apeutic dose, and failing to attend therapy or to do planned 
interventions or assignments between therapy sessions limits the 
therapeutic benefit of psychotherapy. 

How Do We Find a Therapist?

Finding a therapist usually starts with an assessment of the 
financial resources already available to you through insurance 



Reflections
I am in my midfifties, and 
I could still not talk about 
the abuse that happened 
in my adolescence without 
tearing up. I started going 
to therapy for help with 
my marriage, but it quickly 
turned to dealing with past 
abuse. I knew this was 
necessary, but I dreaded 
it. I had spent thirty years 
trying to forget my past, 
and now with therapy I was 
supposed to remember. I was 
very apprehensive. I could 
not see how this was going 
to help. I was so desperate 
that I had no choice but to 
try and trust the system. As I 
trusted the therapy process, 
shared openly my pain and 
vulnerability, and did all the 
homework assignments my 
therapist gave me, I started 
to feel a huge weight taken 
from me. I started to see the 
process work in my life. I 
even started to look forward 
to my therapy sessions 
because I knew each time I 
went I was letting go of the 
past more and more. I knew 
I was getting healthier and 
stronger.

coverage if applicable. If you check 
a summary of your insurance plan’s 
coverage, you can examine the mental 
health coverage listed for in-network and 
out-of-network providers. Some plans 
have excellent mental health benefits, but 
some have very poor coverage.

For individuals with mental health 
benefits, finding a therapist can be as 
simple as going to your insurance com-
pany’s website and locating a list of con-
tracted or in-network providers in your 
area. You then choose one of those 
based on location, recommendations or 
reviews, or other such criteria. In those 
circumstances, you will pay the co-pay 
established by your insurance company 
for each treatment session or service ren-
dered. 

If you have insurance coverage but 
choose a therapist outside of the insur-
er’s contracted network, you may still 
be able to get your insurance company 
to reimburse you with a portion of the 
service fees if it so states in the insur-
ance plan summary. In those cases you 
would choose a therapist (such as a local 
provider that has good reviews posted 
online or one for which you received a 
strong recommendation) and simply go 
to them and pay their standard treatment 
fee. The therapist will provide a receipt 
that you then submit personally to the 
insurance company. The company then  
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reimburses you the amount established by your insurance plan 
for an out-of-network provider.

For those who do not have insurance coverage for mental 
health treatment but have access to sufficient financial resources, 
you may choose any therapist and pay their fee directly. Paying 
out of pocket may be a difficult decision for some, as it can be 
difficult financially and emotionally to commit to pay for ther-
apy. This decision to pay for therapy (rather than foregoing treat-
ment) may prove to be one of your best investments. 

Debra: One of my cash-paying clients had tight finances but, knowing 
she needed help, chose to enter therapy anyway. At the end of her treatment, which 
lasted ten sessions, this client said that it was “worth every penny.” Three years 
later, she and I had a brief email exchange in which she strengthened her conviction 
and wrote to me, “It was definitely worth every penny!” 

For those who do not have access to sufficient financial 
resources, seeking out community clinics in your area may be a 
wise choice. If you attend school, counseling services are often 
included for free or for reduced fees on college and university 
campuses. If you live near a university, there are often training 
facilities in which graduate programs give their students super-
vised therapy experience by offering reduced-fee services to the 
general, nonstudent public. If your employer has an employee 
assistance program, it may be possible to receive therapy ben-
efits. For example, some companies offer a certain number of 
therapy sessions for free each calendar year. LDS Family Services 
may also be a lower-cost option than seeking treatment from a 
private therapist.

Lastly, there are times when LDS bishops have intervened 
financially to help a ward member receive at least initial treat-
ment intervention. As these financial helps use fast-offering 
funds, they should only be sought out as a last resort and with 
careful counseling with your bishop. A bishop may agree to pay 
for initial sessions but may contract with you to provide service or 
such in return for the financial assistance.
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Do We Need an LDS Therapist?

It is common for Christians with high levels of committed 
religiosity to desire to see Christian therapists.19 Likewise, many 
LDS individuals and couples may feel a desire to work with LDS 
therapists. 

Debra: When I first began seeing therapy clients, I lived in California. 
My clients generally had no religious orientation, and they never asked if I had a 
religious orientation. It was simply a nonissue. In an LDS community, it plays out 
very differently. Since I am now located in Utah, the majority of my clients have 
been LDS, and the fact that I am an active member of the LDS Church has been 
of paramount importance to them. Here are some thoughts on this issue from a 
few of my clients: 

It was extremely important to me. I had seen another therapist pre-
viously who wasn’t LDS, and even though she tried, we couldn’t dis-
cuss spiritual things the way I wanted to.

It was very important to be able to relate to someone who I thought 
shared my same values and standards . . . an understanding of my 
frame of reference in discussing my experiences. A solid LDS ther-
apist has a much better idea of where I want to go. They are also 
better able to help me resolve issues where I think I’m out of bal-
ance with LDS values. I’ve been to a marginally active LDS thera-
pist who was way too far into theories of self-actualization. It didn’t 
work for me.

I cared more about the therapist being Christian. I didn’t want to 
have to spend therapy time defending or introducing my values. 
Also, I didn’t want to have to spend session time to explain about 
the sex culture and other LDS cultural terms.

It was important to me because some of the things I was struggling 
with were of a religious nature, specifically through LDS beliefs. I 
don’t think another counselor outside of the LDS religion would 
have understood.

In the beginning I was dealing a lot with feelings of returning home 
early from an LDS mission, and with therapy or opening up to any 
person, it’s important for me to feel connected and understood. 
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I didn’t think I could achieve that with someone who was not LDS 
and didn’t understand the mission aspect.

There’s a definite advantage to having an LDS therapist; they 
understand the stresses from the Church without encouraging you 
to just leave and find a new church.

For couples living in Utah, it is not difficult to find therapists 
from all professional areas of training who are members of The 
Church of Jesus Christ of Latter-day Saints if they so desire. For 
others this may become a problem, as LDS therapists may not be 
readily available in their area. For LDS couples in rural areas, 
the task of finding an LDS therapist may be virtually impossible. 
It is not uncommon to have members of the Church travel many 
hours each direction in order to be able to meet with an LDS 
therapist. 

Is this necessary? We believe there are several points for con-
sideration as you decide whether finding an LDS therapist is the 
right choice for you. 

First, for what purpose are you seeking therapy? If you are 
seeking sex therapy, we would, as we recommended in chapter 6, 
encourage you to seek an LDS therapist if at all possible. An LDS 
therapist would be more likely to be sensitive to your sexual culture 
and the types of sexual interventions they will recommend during 
your treatment process. If you are seeking marital counseling rel-
ative to difficulties in the relationship that are faith based, such as 
issues around gender roles, priesthood, and the like, we believe it 
would be most useful to meet with an LDS therapist. 

We do believe that a well-trained, more advanced therapist 
of any religious affiliation (or of no religious affiliation) will 
be sensitive to religious influences. They will encourage you to 
teach them about your religious belief and be respectful to those 
influences in your life. They will use interventions that will not 
violate your personal or religious beliefs. However, not being 
familiar with the tenets of the religion, or especially with its cul-
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tural nuances, could impose some limitations during the therapy 
process, as they may miss things or fail to provide insights an 
LDS therapist may readily see or provide that may prove critical 
to healing. 

If you are seeking psychotherapy treatment for nonreligious 
issues—such as dealing with anger, money or time management, 
basic communication skills, substance abuse, or the like—we 
believe the religious orientation of the therapist may not need 
to be a major consideration in your selection of a therapist. In 
these cases, issues such as the therapist’s level of training, area of 
expertise or the focus of their practice, and goodness of fit would 
likely be of greater importance than religious affiliation.	

Second, as you consider whether to seek treatment with an 
LDS treatment provider, it is important to remember that not 
all LDS therapists are of equal training and competence. One of 
Debra’s clients shared this feedback: 

I preferred an LDS therapist because I needed someone who would 
understand my faith and its part in the healing process and in my 
progress. I can’t separate my faith and my therapy. They need to go 
hand in hand. But not just any LDS therapist would do. Thera-
pists, even LDS ones, are not created equal. There are other factors 
as well, such as knowledge, experience, maturity, style, theoretical 
philosophy, and approach to diagnostic testing.

A good therapist will ask you what it means to you to be LDS, 
regardless of their religious orientation. We mentioned this 
above, but it is necessary to highlight the point that this is also 
important if your therapist is LDS. If you have a therapist that 
is highly trained, competent, and conscientious about provid-
ing good treatment, they will ask you questions rather than make 
assumptions. Therapists may make the mistake of assuming that 
because they share religious affiliation with you as a client, what 
it means to them to be LDS is what it means to you. This assump-
tion can become a problem in your therapy if your meanings are 
indeed different. 
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If you find an LDS therapist who is not sensitive to this issue, 
the fact that you share your religious affiliation may not necessar-
ily be useful in the therapeutic process and you may be better off 
with another therapist, even if that means meeting with someone 
who is not affiliated with the LDS Church. One research study 
supports this idea, indicating that religious similarity between 
the client and therapist did not necessarily produce the best 
therapeutic outcomes.20

A third consideration is the cost of seeking treatment from an 
LDS therapist, relative to money, time, and energy. If you find a 
great LDS therapist that seems ideal for your particular needs but 
meeting with them requires a three-hour drive each direction, 
you may want to rethink the plan. A lengthy drive each direction 
adds a great deal of money to the cost of the treatment process 
when taking into account transportation costs. It also adds sig-
nificant stress to the therapeutic process by requiring a greater 
time and energy commitment and a dramatic rearrangement of 
your weekly schedule. This puts pressure on both therapist and 
client that does not allow the treatment process to unfold natu-
rally (and therapy is already a lot of work, so the additional stress 
may be counterproductive). 

For example, a client living a great distance from a particular 
LDS therapist may decide that they can only handle making the 
long drive a handful of times, so they would then limit the ther-
apist to only a few sessions. Putting this type of arbitrary session 
limit on the therapeutic process is likely to only create disap-
pointment and frustration for both of you. Instead, a therapist 
closer to your home, even if they do not share your LDS religious 
affiliation, may offer you a much better treatment experience 
because they have the space to provide treatment that can pro-
mote true healing.

Lastly, as you consider whether it is necessary to the success 
of your therapeutic process to have an LDS treatment provider, 
it may simply come down to your personal preference and com-
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fort. It may simply be the case that you want an LDS therapist 
that understands doctrinal and cultural nuances, as it gives you 
more faith that the therapist will understand you and your spe-
cific needs. Comfort with the therapist is very important and may 
prove more important to you than the distance of the drive or 
other considerations.

Debra: When all is said and done, if it is your preference to meet with an 
LDS therapist and you are unable to do so, please do not use the inability to locate 
an LDS therapist as a reason (or an excuse) to not go to therapy. One of my clients 
had this feedback about the importance of the therapist’s religious orientation:

[Meeting with an LDS therapist] was not my priority. I wouldn’t 
be able to talk about church stuff straight up [with a non-LDS 
therapist], but that was not a priority for me at the time. I was 
focused on getting healthy. Spiritual stuff could wait.

I want to underscore the importance of this point. If you prefer to work with an 
LDS therapist and an LDS therapist is not available, please make getting healthy 
your priority and go see a competent licensed professional in your area, regardless 
of religious orientation. 

What Do I Do If My Spouse Refuses Treatment?

You may be more than willing to seek your own treatment, but 
what if it is your spouse that needs the mental health treatment 
or you need treatment as a couple and your spouse is not so 
inclined? Here are some considerations. 

Some aspects of treatment may be more amenable to your 
spouse than others. Even if you feel strongly that your spouse 
needs a particular type of treatment that they are currently refus-
ing, if there is any facet of therapy they are willing to engage in, 
go for it. As some healing occurs, their willingness to pursue 
additional treatment may increase. Allow time for the process to 
unfold. Take whatever your spouse is willing to put their energy 
into and support them in any way that you can. Yet be cautious 
that you do not micromanage them, causing resentment toward 



Commitment to the Covenant

394

both you and the treatment process. Allow them stewardship over 
their own process and offer to be a support and comfort when 
needed. 

Elder Jeffrey R. Holland reminds us: “Broken minds can be 
healed just the way broken bones and broken hearts are healed. 
While God is at work making those repairs, the rest of us can help 
by being merciful, nonjudgmental, and kind.”21

Ultimately, your spouse has the power to exercise their agency 
and refuse treatment. In these cases, you can seek support for 
yourself through accessing online support groups, reading self-
help books, or seeking personalized psychological treatment to 
learn how to cope with the difficulties the mental illness is pro-
ducing for you and your relationship with your spouse. Family 
therapy operates on a basic premise that by changing one mem-
ber of the family the whole family can change, since the habitual 
and dynamic patterns of interpersonal relationships by necessity 
change when one person is behaving differently. So the thera-
peutic community generally believes that if your spouse refuses 
treatment, you should still go. You can help your spouse by get-
ting help yourself. 

What Do I Do If My Spouse Is in Crisis?

Agency is a powerful gift from God. In the Pearl of Great Price we 
read, “In the Garden of Eden, gave I unto man his agency” (Moses 
7:32). Thus, we should seek to support another’s use of agency, 
that “every man may act in doctrine and principle pertaining to 
futurity, according to the moral agency which I have given unto 
him, that every man may be accountable for his own sins in the 
day of judgment” (D&C 101:78). 

We seek to respect the agency of our spouse. Yet, in some iso-
lated circumstances, you as a spouse must decide to act in a way 
that limits your spouse’s exercise of agency. This will only occur 



Reflections
A couple’s story:

Husband: Living with a spouse with depression has been very difficult. My 
wife rarely feels good. She is reluctant to go anywhere or do anything, and she will 
not initiate activities such as making phone calls or writing letters. She won’t drive 
and she won’t cook. She needs constant companionship. She spends most of her 
time lying on the couch watching TV. Very few days go by when she doesn’t say, 
“I don’t want to do this anymore.” She has already said it today and it is before 
10:30 a.m. I have always felt getting more exercise would improve her outlook on 
life, so I have encouraged her to walk. I bought her a treadmill and set it up in front 
of a TV, but she has never used it with any consistency. She used to go for walks 
outside, but after we moved to an area with steep roads, she stopped. At the urging 
of one of our children, I called and made a therapy appointment to try to get her 
into treatment, but once I told her about it she made me cancel the appointment. 
If there is any perceived discomfort or anything that is going to take any effort, she 
shies away from it. I haven’t done really well in trying to be patient with her. I still 
get upset at times when she is totally off-the-wall unreasonable about something. 
I have felt really overloaded. 

Wife: I have struggled with depression all of my adult life; I am now sev-
enty-four years old. I have been to a psychiatrist many times, and I began trying 
antidepressants about thirty years ago. Whenever a new antidepressant would 
come on the market, I would be hopeful that this new thing would be my answer 
for depression relief. Each time I would try something, I would have side effects 
that I felt were more miserable than the depression itself. There were about three 
or four over the years that I actually stuck with for about a month, but I ulti-
mately gave them all up. Some of them I even tried more than once. But they just 
made me feel too awful. I have also tried diet changes, over-the-counter herbal 
supplements and medications, and one session of hypnosis. I was always looking 
forward hopefully to something new that would be an answer to my prayers. I did 
not seek counseling, because I felt I needed some altering chemically, having a 
sister who has a severe combination of schizophrenia and bipolar depression. But 
even though the chemical interventions didn’t work, I have just felt too bad to try 
to make the effort to go to therapy.



Reflections
My twenty-year marriage has been very 
hard. After a particularly bad experience 
last year, I felt I was faced with three 
choices: stay unhappily married until 
my youngest child graduated from 
high school and then get divorced, stay 
unhappily married until we died, or—
what I really wanted—stay married and 
be happy! But how could I accomplish 
my third option with someone who 
was controlling and undermining our 
relationship? I felt so beat down; I knew 
that I needed counseling. I was going to 
go so that I could make changes to be 
happy and learn some skills that would 
specifically help me communicate with 
my husband. I went to a therapist and 
invited my husband as well. He did go 
with me three times. My husband never 
practiced the skills that the therapist gave 
him or even remembered the exercises. 
He was resentful about me going to a 
therapist. He thought it was a waste of 
money and that I just needed to stop 
being “angry” and trust him more. 
I continued to see the therapist. The 
therapist showed me how to talk with 
less emotion and speak more logically, 
how to tell my husband exactly what I 
wanted or needed, and how to tell him 
if I disagreed and how not to take it 
personally when he disagrees with me, 
which can be a lot. I took notes and have 
been using them. I feel good and think 
my husband and I have a chance. Things 
have improved.

in rare circumstances and usually 
when there is a safety issue at play. 

For example, if your spouse is 
struggling with dementia and they 
have repeatedly overdosed on their 
medications, you will likely make 
the choice to take their medica-
tions from them and only distrib-
ute them at the appropriate times 
to take them, even if your spouse 
protests. 

In like manner, a person who 
becomes acutely suicidal does not 
have the mindset to be able to 
exercise their agency clearly, and 
you will likely need to take them to 
an emergency room, even if they 
attempt to physically resist you or 
verbally assault you in the process. 
In a circumstance such as this, if 
your spouse becomes physically 
aggressive, do not put yourself 
in danger, but call 911 and have a 
police officer escort them to the 
emergency room. Do not try to 
transport them yourself if they 
are in the middle of a psychotic 
episode, panic attack, or other 
extreme emotional meltdown. 

If your spouse becomes ver-
bally aggressive, insulting, or abu-
sive, don’t take it personally but 
don’t back down. You can continue 
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to assure them that you are trying your best to support them and 
keep them safe and that you love them. This will ultimately lead 
to a strengthening of marital ties when energies are calm and sta-
bility is reclaimed. 

If you have to involve the police in an acute situation with 
a spouse who is mentally ill or under the influence of drugs or 
alcohol to maintain your safety, be aware that the authorities may 
hold an individual against their will (involuntary commitment) for a 
specified period of time (this varies from state to state but is often 
between three to five days). This time allows the authorities to 
conduct their own assessment to see if additional services, such as 
a hospitalization, may be warranted. If the state finds that addi-
tional treatment is required and the individual will not consent 
to treatment, a court order may be issued to continue to hold and 
treat the individual.

Conclusion

As you can see throughout this discussion of mental illness 
and treatment considerations, mental health issues are tricky 
and complicated. Taking a thoughtful approach is imperative 
to getting the appropriate assistance for you or your spouse. 
If you continue to be unsure about the need for mental health 
intervention, we would recommend a mental health assessment 
conducted by a licensed mental health professional. Let them tell 
you if they believe treatment is needed and how they see treatment 
will benefit you. Then you and your spouse can evaluate your 
circumstance from a more informed position. 

Treatments are available—and they work in the large majority 
of cases! There is no need to continue to suffer and endure a 
poor quality of life. Be willing to work at therapy and to find the 
peace and stability of living with greater emotional resources and 
resilience and of living free of the debilitating effects of mental 
illness.
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