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Abstract

C

lergy provide significant support to their

congregants, sometimes at a cost to their mental health.
Identifying the factors that enable clergy to flourish in the
face of such occupational stressors can inform prevention
and intervention efforts to support their well-being. In
particular, more research is needed on positive mental
health and not only mental health problems. We
conducted interviews with 52 clergy to understand the
behaviors and attitudes associated with positive mental
health in this population. Our consensual grounded theory
analytic approach yielded five factors that appear to
distinguish clergy with better versus worse mental health.
They were: (1) being intentional about health; (2) a
“participating in God’s work” orientation to ministry; (3)
boundary-setting; (4) lack of boundaries; and (5) ongoing
stressors. These findings point to concrete steps that can
be taken by clergy and those who care about them to
promote their well-being.
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Introduction
Clergy support their congregants through performing six central roles [1, 2]. They provide
counseling to congregants, often being the first to respond in a time of crisis [3, 4]. In fact,
clergy are the first support sought by nearly one-quarter of all people in the United States (US)
seeking help for a serious mental illness [5]. In addition, clergy inspire congregants through
preaching. They help make meaning through administering sacraments and conducting rites of
passage. Clergy mentor congregants and provide religious teaching, and they impact the larger
community through community organizing. In addition to these roles that directly affect
congregants and the community, clergy also perform administrative tasks, such as supervising
church staff and managing the congregation’s finances.
While a variety of people benefit from the work clergy do, clergy work is difficult. The
combination of responsibilities clergy hold creates a workday that is busy, fragmented, and
varied, with little predictability [6]. These complex days sometimes are full of emotion;
compared to the average person in the US, Episcopal priests report experiencing more positive,
as well as more negative, emotions [7]. Clergy willingly experience these emotions and engage
in diverse work. This is because prior to becoming clergy, they experienced a sacred call to
ministry which likely was a combination of: a personal sense of wanting to serve God, having
this sense affirmed by a religious leader, and believing that they have the skills to serve as a
clergy person [8].
Despite their devotion, clergy work carries with it the risk of burnout and depression. Studies
have found that, compared to national US burnout scores, clergy scores qualify them for
moderate levels of emotional exhaustion, depersonalization, and low feelings of personal
accomplishment [9]. Their burnout rates are similar to those reported by social workers and
teachers, which the authors suggest may be due to similarities across these professions in role
complexity and ambiguity, role conflict, sustaining complex and long-term relationships with
people, and not always seeing the immediate results of their work [9]. In terms of depression,
studies have found depression rates in Catholic and Protestant clergy ranging from 9% to 20%
[10, 11, 12], in each case higher than national depression rates. Workers experiencing burnout
are less effective at work [13, 14], and people experiencing depression are more likely to miss
work and be less productive while at work [15]. It is therefore important to prevent burnout
and depression in clergy, for both the benefit of clergy themselves and for the congregants and
communities they serve.
Few intervention studies that address depression and burnout in clergy have been published.
In one intervention, called Spirited Life, researchers were unable to improve clergy depression

rates, possibly because they were trying to identify and treat existing cases of depression [16].
A different approach would be to prevent depression in the first place, and a national strategy
to prevent depression has been proposed based on the relationship between depression and
positive mental health [17]. Although people commonly think of mental health in terms of
mental health problems, there is another dimension to mental health which is the presence of
positive aspects. Positive mental health has been conceptualized as: 1) the presence of positive
emotions; 2) good psychological functioning in terms of having a sense of purpose in life,
feeling positively towards others, and accepting oneself; and 3) good social functioning in terms
of a sense of belonging, feeling part of society, and having something to offer the world [18].
A measure of positive mental health called the Mental Health Continuum-Short Form has
been used with the same individuals in a nationally representative US sample in 1995 and again
in 2005. Responses to this measure allow people to be classified as having flourishing,
moderate, or languishing mental health. Compared to people who qualified as having moderate
mental health in both 1995 and 2005, people who were flourishing in both 1995 and 2005 were
three times less likely to have a mental illness in 2005 [19]. Compared to people who stayed
flourishing, people who stayed languishing or moved from better mental health to languishing
were seven times more likely to have a mental illness in 2005.
While intuitively it makes sense that positive emotions and better functioning prevent
depression, the underlying process has been explained and tested using Broaden-and-Build
theory [20]. The process begins with positive emotions that broaden one’s thinking, making
people be open to new ideas, be better problem solvers, and be more sociable, as
demonstrated in numerous laboratory studies [21]. Compared to those who have low or
moderate levels of positive emotions, having more positive emotions on a daily basis provides
an advantage in the form of broadened thinking. The behaviors that come from a broadened
mind build up one’s resources in the form of more skills, more friends, and even a better job
and higher pay [22]. Then, when faced with a difficulty, these resources can be drawn on to
cope – and avoid depression.
Motivated to prevent depression in clergy, we sought to understand positive mental health
in clergy. We were inspired by a study by Catalino and Fredrickson [23] in which participants
were divided into flourishing and non-flourishing groups and factors related to flourishing were
identified. In our study, we sought to identify differences between pastors with flourishing
mental health versus those with languishing mental health and burnout. In so doing, we hoped
to go beyond laboratory studies to identify the various factors related to why some clergy have
flourishing mental health and others do not under real-world conditions and to offer practical
suggestions for clergy to sustain positive mental health while performing meaningful but
difficult work.

Methods
Participants
Participants in this study were United Methodist Church (UMC) clergy who belonged to the
North Carolina or Western North Carolina Annual Conference and who participated in the
Spirited Life intervention study. The Spirited Life study tested a two-year holistic health and
wellness intervention. Clergy were recruited regardless of mental health status. A total of 1,114

UMC clergy enrolled in 2010. All participants received the intervention. The evaluation included
surveys administered approximately every six months for four and a half years [24]. Participants
for the current study were drawn from the pool of 592 clergy who completed a Spirited Life
survey in spring 2014, and indicated willingness to be contacted for future studies. The
available pool of clergy shrank to 99 after taking into account inclusion and exclusion criteria
that we applied to assist with a separate study. These criteria were being appointed to a
church, being either an elder or local pastor (i.e., not a deacon or student pastor) in the United
Methodist Church, and if a local pastor, currently serving at least one rural church and/or one
small church (defined as 50 or fewer attendants per week). The criteria additionally included
having served in ministry a specific number of years (either 3-7, 10-18, or 23-40 years).
The Spirited Life survey included four measures that we used to determine study eligibility
based on mental health inclusion/exclusion criteria. The Mental Health Continuum-Short Form
(MHC-SF) is a 14-item scale that measures emotional well-being and psychological and social
functioning using items such as, “During the past month, how often did you feel…” “happy,”;
and “that you had something important to contribute to society” [25]. We added two items
that we created: “How often did you feel…” “joyful” and “content.” We chose this measure
because it has strong predictive validity; it is predictive of consequential outcomes such as
cardiovascular disease, all-cause mortality, acute health care service use, prescription use,
limitations in activities of daily living, and missed work [26, 18, 17, 27]. It has scoring
procedures to categorize respondents as having flourishing mental health, moderate mental
health, or languishing mental health. However, in our sample (N=99), 64% of eligible clergy
(n=63) qualified for flourishing mental health and only 2% (n=2) qualified for languishing mental
health. Using the MHC-SF alone, we were not able to identify enough clergy with languishing
mental health from which to recruit, and, with such a high percentage of clergy qualifying for
flourishing mental health, we sought other means to identify clergy with the highest positive
mental health. We categorized clergy who responded “every day” or “almost every day” to all
items as having flourishing mental health (FMH).
A second measure used the 22-item human services version of the Maslach Burnout
Inventory (MBI) [28]. The MBI measures three subscales: emotional exhaustion, feelings of
cynicism and detachment, and beliefs of ineffectiveness and lack of accomplishment. Based on
the MBI manual [28], we classified participants as “burned out” if they scored within the
highest tertile of scores in the US population on any one of the three subscales. For the current
study, we categorized clergy as having “low mental health and burnout” (LMH-B) if they
qualified for burnout on at least one of the three MBI subdomains and additionally had scores
in the bottom tertile on the emotional subdomain and the psychological/social subdomain of
the MHC-SF.
A third measure was the Patient Health Questionnaire-8 (PHQ-8), consisting of eight items
on the frequency of depression symptoms during the past two weeks, with scores ranging from
0 to 24 [29]. We excluded participants whose survey responses suggested high symptoms for
depression (scores of 10 or higher on the PHQ-8). The final measure was the three-item
Alcohol Use Disorder Identification Test-Consumption (AUDIT-C), which screens for heavy
drinking and active alcohol abuse [30]. We excluded participants with scores of 4 or higher for
males and 3 or higher for females. By excluding those participants (n=27) with high depression
or alcohol abuse scores, we followed Catalino’s lead [23] and ensured we could focus on

positive mental health versus low mental health in the absence of mitigating factors such as
depression or alcohol abuse.
Procedure
After identifying a pool of clergy with flourishing mental health and low mental health with
burnout (N=99), we used email to invite an initial 55 to participate in the study. We did not
invite them all at once because we only wanted to interview approximately 50. Once we
determined we would need to invite more than the initial 55, we invited additional clergy in
small batches (8, then 9, then 26) until we ultimately recruited 18 low mental health with
burnout and 34 flourishing mental health participants. We provided clergy who indicated
interest a web link to an online consent form, and we scheduled an interview with clergy who
consented. Participants were given the option of doing the interview using web video (via Cisco
WebEx; 54% chose this method) or an in-person interview at a venue of their choosing. Prior to
each interview, we administered a survey that repeated the five measures described above,
because up to eight months had elapsed since the Spirited Life survey. We audiorecorded the
interviews, which had a duration of 38-126 minutes, and transcribed them.
Data Analysis Plan
A team of six people analyzed the data. Three of the people were highly knowledgeable
about the work of pastors and three were researchers with some familiarity of pastoral work.
The first author was the lead analyst; he has substantial experience in qualitative analysis and
provided training to the other analysts.
We used a consensual, grounded-theory approach to analyze the transcripts. This approach
was informed by Constructivist Grounded Theory (CGT) [31] and Consensual Qualitative
Research (CQR) [32]. CGT emphasizes coding, comparisons, and abstractions (i.e., moving from
describing to a working theory) to arrive at a theory explaining a phenomenon, while CQR
details a team-based approach to data analysis. Our approach consisted of four distinct phases
that allowed for in-depth analysis of each transcript and groups of transcripts, as well as
comparisons across transcripts and groups of transcripts. NVivo v10 software was used to assist
the analysis.
Phase 1: Codebook development. The purpose of the first phase of analysis was to create a
codebook that would guide subsequent analysis. A total of six transcripts (12%) representative
of pastors across the FMH and LMH-B mental health status groups was selected. Analysts were
blinded to the mental health status of the participants. Each analyst conducted “open coding”
on each transcript, whereby they identified units of meaning and assigned them a
representative word or phrase (i.e., code). The analysts then met as a group to agree on code
labels and to delineate properties for these codes. The resulting codebook included eight broad
categories of codes and more than 200 codes.
Phase 2: Individual coding. Using the codebook derived in the prior phase, each analyst
conducted “focused coding” on a subset of the remaining transcripts. That is, they classified the
data using the coding schemes in the codebook. Additionally, they created two memos for each
transcript: a summary memo that highlighted themes in the data that were especially
important, and an interpretive memo that recorded the analysts’ emerging insights.
Phase 3: Code refinement. During individual coding, analysts met once every other week to
discuss any difficulties in coding and to elaborate on properties of codes.

Phase 4: Comparative analysis. In the final phase, analysts conducted analyses within
mental health groups and across them. At this point, analysts were informed of the mental
health status of participants. The team began with the FMH group, identifying themes on
attitudes and behaviors that were common to this group and that appeared to support positive
mental health. Next, transcripts from the LMH-B group were analyzed to see how often those
themes were present. Then, the transcripts of the LMH-B group were analyzed to identify
themes unique to those transcripts that may represent barriers to flourishing.
Quality assurance in analysis and findings. We ensured the quality of the analysis and our
findings through two procedures. First, we built in an audit process at Phase 2 of the analysis.
Specifically, the lead analyst reviewed and provided written feedback on 25% of the coding and
memo-ing completed by the other analysts. Second, for the analysis of the LMH-B group in
Phase 4, we conducted a negative case analysis; each transcript was analyzed by two analysts
to reduce the likelihood of overlooking flourishing factors in this group. In this way, we actively
sought cases that ran contrary to our emerging findings.
Follow-up interviews. Once themes were determined, we conducted follow-up interviews
with a subset of 11 flourishing participants to get practical examples of how they promoted
their mental health, which is consistent with the real-world focus of this study. In addition to
highlighting themes from the data, we included the suggestions and recommendations of
flourishing clergy for enacting health-promoting behaviors and attitudes.
The Duke University Arts and Sciences Institutional Review Board approved all procedures.

Results
In total, we recruited 52 participants: 34 FMH and 18 LMH-B participants. Participants’
mean age was 55 years. Twenty (38%) were female, 46 (88%) were married, 47 (90%) were
White, and 4 (8%) were African-American. For ministry length, 11 (21%) had served 3-7 years,
24 (46%) had served 10-18 years, and 17 (33%) had served 25-35 years. Participants primarily
reported serving medium-sized churches, i.e., attended by 51-350 congregants at weekly
worship (32 participants or 62%), with 10 (19%) serving small (50 or fewer congregants at
weekly worship) and 10 (19%) serving large churches (more than 350 congregants at weekly
worship). Eleven participants (21%) were appointed to more than one church.
Through our analysis, we identified five themes that differed between FMH and LMH-B
participants. As depicted in Table 1, these themes differ by mental health status group in the
frequency to which they were endorsed. Although reporting theme frequencies is somewhat
atypical of qualitative research, we include this information to give a sense of how common the
themes are for each group.
Theme 1: Being Intentional about Health and Well-being Promotion
FMH participants more often recognized the importance of engaging in health and wellbeing-promoting practices and reported routinely engaging in these practices. In fact, many
stated that they engaged in such practices daily. For example, some reported practices were
physical activities such as exercise; spiritual practices (prayer, Bible reading); relational activities
(spending time with friends and families); and leisurely activities (e.g., hobbies like fishing or
hiking). One participant stated,“I learned pretty early on that personal care was essential and I
just built it into my daily routine, and I’m pretty habitual and methodical about it now.”

To enact these healthy behaviors, FMH participants reported having daily routines, but
indicated that their days often did not unfold as intended and that they had to be flexible
within any given day to make sure they engaged in the activity at some point. Interestingly,
FMH participants planned to be flexible; in advance, they thought of ways to accomplish their
healthy behaviors even if disrupted. Two other intentional health strategies that FMH
participants reported were finding a kind of exercise that they liked (or at least could get used
to) and incorporating a favorite healthy behavior into their ministry work. For example, one
pastor who liked to run, organized a 5k run for the church. In addition, some FMH participants
recommended strategies to prevent weight gain. Table 2 describes some strategies in the
words of the participants.
Theme 2: Participating in God’s Work and Emphasizing Process over Outcome
FMH participants were more likely than those belonging to the LMH-B group to describe an
orientation to ministry in which ministry was seen as “God’s work” and they were merely
participants in that work. The following are quotes from two different participants:
It's a matter of setting yourself aside and allowing God to work through us (clergy). So [my]
hopes and dreams were to get to the point where I could be a pastor of a church, and be able
to allow God to work through me.
I always tell them we need to do what God is blessing and not ask God to bless what we’re
doing, and there it is in a nutshell. I think I should ask them to put that on my tombstone. The
important thing is if this is something that God wants us to do, things will work and fall into
place.
FMH participants described this orientation to ministry as one in which humility appeared
important; they saw their responsibility as ministers to allow God to act through them.
Consequently, they recognized the need to continually surrender their ministry—its vision,
goals, and strategies—to God.
Perhaps as a consequence of this orientation to ministry, adherents often emphasized the
process of ministry over its results. These participants believed working in concert with God
was more important than achieving a desired result for ministry efforts. The de-emphasis on
outcomes seemed to at least be partially based in the expectations that God’s work does not
always have an immediate and recognizable outcome and sometimes God’s intended outcome
may not be what we initially envision.
When asked how they keep God and the process of ministry at the center of their work,
FMH participants indicated that they were always discerning:
So in a practical day-to-day way what does that look like? I think it begins in prayer and ends in
prayer, following the promptings of the Holy Spirit. I can't express how many times in my life …
both just as a person in Christ, but also as a pastor in Christ, that I felt like the Holy Spirit was
saying you need to go speak to this person or you need to go visit this person or … whatever.
And then without fail, if I'm obedient to that voice …, it becomes clear why I need to do that.

Theme 3: Having a Bounded Approach to Ministry
A higher percentage of participants with FMH evidenced an orientation to ministry in which
they proactively created boundaries between their work life and home/family life. According to
participants, creating these boundaries allowed them to fulfill family obligations, as well as to
engage in health- and well-being-promoting practices such as exercise, spending time with
friends and family, and pursuing hobbies. One participant passionately noted how important it
was for her to secure a consistent day off:
I’ve learned that you can’t do everything in one day and you can’t be everywhere at the same
time. I need a day! I tell my Pastor Parish Relations Committee chairperson, ‘This is my day.
Anything that arises, you’re going to take it down…I need a day off.’
Participants reported erecting boundaries through a number of means. Boundaries were
often negotiated with congregant committees. They took the form of weekly Sabbaths, annual
vacation time, sabbaticals, and fixed office hours. Other participants reported setting
boundaries by not taking calls at home after a certain time or delineating their roles and
responsibilities from those of lay leaders and staff. Participants indicated that they have relative
control over their calendars if they are proactive, and that communication with congregant
leaders is essential. Table 3 provides concrete suggestions and quotes.
Theme 4: Having an Un-Bounded Approach to Ministry
While more FMH participants approached ministry with boundaries, more LMH-B
participants approached ministry with few or porous boundaries between work and other life
domains. Participants who had this approach mentioned that a lack of boundaries resulted in
their taking work home and experiencing difficulty “disconnecting” from work and being
present for other aspects of life. In the words of one participant:
My life is more likely out of balance….It looks like working a lot, taking work home with me.
Even when I’m at home, I’m sitting on the couch doing some paperwork on the computer… I
think one of the huge difficulties is turning it off, setting boundaries so that the other things in
my life are addressed appropriately, like family and relationships.
While this participant attributed a lack of boundaries between her work and home life to a
personal inability or shortcoming on her part to establish boundaries, other participants
pointed to demands placed on them by their congregants as the primary reason for their
challenges. Interestingly, at least one participant stated that they enjoyed being available to
congregants continuously or being engaged in ministry for long periods of time without breaks.
Thus, clergy who practice this approach might experience some difficulty establishing
boundaries due to demands placed on them by parishioners or discomfort requesting
boundaries from congregants. Alternatively, an unbounded orientation to ministry might
indicate a personal preference for how a particular clergy person wishes to work.
Theme 5: Ongoing Stressors
We completed a focused ad-hoc analysis on LMH-B participants to understand how to
characterize challenges unique to this group. Our analyses revealed that nearly all mentioned
experiencing one or more ongoing stressors that they believed were currently undermining

their mental health. One such stressor was a lack of self-acceptance, defined in this study as
“having a positive attitude toward yourself and your personality, while being able to
acknowledge and accept current or past negative aspects of yourself.” In the final section of the
interview, participants were given a list of factors known to be associated with positive wellbeing and asked which two were most present and which two were most absent over the past
two months. A higher percentage of LMH-B participants compared to FMH participants
reported lacking self-acceptance. Several participants acknowledged that they had high
expectations for themselves or held negative views of themselves, and that this prevented
them from being self-accepting and created difficulty in their work. One participant said:
I think that (lack of self-acceptance) has to do with depression. I've been under medication for
depression for 25 years…I've probably been depressed all my life. And so that is a struggle, and
that's something that I've had to deal with… If I can't accept myself, how can I accept other
people?
Other ongoing stressors reported by participants with low mental health and burnout include a
history of psychiatric illness (e.g., depression), chronic physical illness (e.g. rheumatoid
arthritis), financial strain, being a caretaker to an ill spouse or relative, and experiencing
difficulty forging social connections due to being new to the area or being too busy with their
ministry. In addition, some indicated a suboptimal fit between them and their ministry
appointment. Specifically, they expressed dissatisfaction with how frequently they had to
engage with demanding congregants or in ministerial tasks that they disliked (e.g.,
administrative duties).

Discussion
Five themes emerged that seemed to distinguish clergy participants with flourishing versus
low mental health. Our analysis process allowed us not only to list behaviors and attitudes that
participants were aware of, but also to identify those that differentiated the two groups and of
which participants may have been unaware. Some themes were unexpected. For example, we
did not anticipate finding that flourishing participants align their work with God and emphasize
process over short-term outcomes. Other themes were more obvious, such as being intentional
about one’s health and well-being. Even those, however, provide useful data that flourishing
participants were able to enact healthy behaviors even with the unpredictability of ministry life.
For example, one participant who was committed to exercising reported that they managed to
exercise regularly by proactively identifying multiple kinds of exercise and multiple times and
places where exercise might be possible. They described having a regular exercise plan, but also
having a back-up plan to enact in the case of disruptions and shifting their plans within a
specific day. Having an intentional but flexible approach to exercise might be an effective
means of clergy engaging in this health behavior despite having considerable and unpredictable
demands on their time. It should be noted that exercise itself is strongly linked to better mental
health. Exercise can prevent depression; it is also comparable to taking antidepressant
medication in achieving depression remission [33]. Physical activity is highly recommended for

everyone and is especially relevant for clergy, given their high rates of depression and
moderate rates of burnout.
One of the key distinctions between flourishing and low mental health with burnout
participants was having boundaries between ministry and personal life. The organizations and
management literature has moved from assuming that spillover from work life into personal life
and vice versa is necessarily bad for one’s mental health [34]. Many studies have found such
spillover to be positive for mental health [35]. However, the current study provides some
evidence for clergy that stricter work-life boundaries are beneficial to their positive mental
health, although it is possible that the directional influence is instead that clergy with positive
mental health are more likely to enact work-life boundaries. Previous studies have reported
that not only are clergy expected to be available around the clock, but that clergy themselves
often see their ministry as one of constantly serving others [36]. It may be that the sacred
nature of ministry work pulls for constant availability. Kenneth Pargament [37] has proposed
sanctification theory, which states that when work is sacred, one will exert extra effort toward
it, fiercely protect it, and experience devastation if one fails. It is possible that clergy resist
setting work-life boundaries because they do not want to fail, and yet engaging in ministry is
challenging and rarely provides concrete feedback of success. Clergy supervisors could help
clergy by normalizing for them the challenges they face and, when true, assure them that they
are doing enough.
Clergy supervisors and lay leaders can also support clergy in establishing work-life
boundaries. Religious institutions are structured differently, and so the people needed to
support the clergy person may differ. In the UMC, pastors report to personnel committees
made up of the church’s lay leaders. To assist with work-life boundaries, pastors and personnel
committee members should be in close communication. First, they should get clear on
expectations of the pastor, which will assist the pastor in knowing what to prioritize, because
otherwise there is simply too much work to allow for any life outside of the church. Second,
pastors should communicate about their time off by giving advance notice of vacation and
noting their Sabbath day on shared calendars or possibly in email signature lines; doing so helps
others avoid interrupting clergy time off with non-urgent requests. Third, when disagreements
between clergy and congregants occur, these should be discussed promptly, directly, and,
ideally, with kindness. Direct communication is good for everyone to resolve the problem and
to prevent unnecessary negative emotions for pastors and laity alike.
In this study, flourishing participants, but not participants with low mental health and
burnout, discussed focusing on the process of working with God and trying not to tie their
feelings to short-term outcomes. Working in line with your mission has been promoted by
businesses [38]; it is interesting to see this same idea surface with clergy and their higher
calling. At the most important level of their work, clergy answer to God, who does not give
them a written annual review but who is deeply personal and important to them. At other
levels of their work, clergy report to their congregations’ personnel committees, which do
perform annual reviews of their work; clergy who focus on the daily opinions that congregants
have of them may experience lower levels of positive mental health as a result.
Participants with low mental health and burnout often reported experiencing ongoing
stressors such as caregiving for sick family members, having a history of depression, or being
chronically ill that negatively affected their mental health. Clergy supervisors might consider

how best to support clergy in these situations, possibly through referring them to available
resources or avoiding assigning clergy to difficult congregations if they are at a difficult point in
their personal life. Clergy supervisors may also identify and try to improve any hurtful
congregational climates.
This study has several limitations. Although this study allowed for themes to emerge that
we could not have anticipated and included on a survey, we interviewed only 52 participants in
total, only 18 of whom had low mental health. Thus, our findings need to be validated with a
larger sample size. In addition, all of our participants were church-appointed pastors from the
United Methodist Church in North Carolina. Although substantial similarity across Catholic and
Protestant denominations and across countries has been found on clergy tasks [6, 12], caution
should be exercised when generalizing this study’s findings.
This study also has several strengths. Our study participants were involved in a holistic
health intervention study in which they received support to identify and work on health goals; it
is possible that the intervention led to ideas that would not have been considered otherwise,
and that participants had been engaged in enacting these ideas long enough to influence
flourishing versus low mental health status. In addition, the study’s qualitative analysis
consisted of multiple phases with multiple people to avoid in-group thinking. Finally, once
themes were determined, we conducted follow-up interviews with flourishing participants to
get practical examples, which is consistent with this study’s real-world focus.
In the future, researchers might use surveys with larger numbers of diverse clergy to assess
whether the themes identified here predict positive mental health status. Even then, there
could only be a correlation between these themes and positive mental health. A more definitive
test requires intervention research. For example, clergy could be randomly assigned to study
conditions such as enacting work-life boundaries themselves (e.g., not taking phone calls during
dinner) or having their supervisors encourage them (e.g., encourage conference-wide Sabbathkeeping). Alternatively, for working in alignment with God, clergy might turn to centuries-old
spiritual practices such as the Catholic Daily Examen, in which people use prayer to identify
missed opportunities that God may be setting before them and make a plan to act accordingly
(c.f., www. ignatianspirituality. com; [39]. Rigorous intervention studies would enable the
development of effective clergy-specific interventions.
Ultimately, it is essential that clergy proactively attend to their mental and physical wellbeing. It is widely accepted that healthy leaders benefit the people they serve, and that is likely
the case for clergy, too [40]. We suggest that high positive mental health is particularly
important for leaders, based on the empirical literature linking positive emotions to seeing the
big picture, problem-solving, generating creative ideas, and working with a variety of people
[21]. The findings offered here should bring hope to very busy clergy that they, too, can enact
behaviors that promote positive mental health. We wish clergy well as they serve their
congregants and ideally model healthy behaviors. Clergy or not, we can all take the lessons of
this study to heart.
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Table 1
Percentage of participants by clergy group with narratives consistent with theme

Theme

Flourishing mental
health (N=34), %(n)
94% (32)

Low mental health AND high burnout
(N=18), %(n)
56% (10)

1. Being Intentional About
Health and Well-beingPromotion
2. Participating in God’s Work
56% (19)
22% (4)
and Emphasizing Process over
Outcome
3. Having a Bounded Approach
65% (22)
33% (6)
to Ministry
4. Having an Un-Bounded
6% (2)
67% (12)
Approach to Ministry
5. Subset of Theme 5: Having
9% (3)
39% (7)
Difficulty Accepting Oneself*
*Note. Theme 5, Ongoing Stressors, emerged during a posthoc analysis and its broad nature made it
difficult to characterize and count every stressor by mental health status. However, one stressor,
difficulty with self-acceptance, was more specific and allowed for counting.

Table 2
Suggestions from flourishing participants on how to enact healthy behaviors
Participant suggestions
You don’t have to sample every
dish in the potluck line. Let
people know that you will sample
dishes from different
congregants each potluck,
because you’re watching your
weight.
Find a type of exercise you like
and be flexible in how you work it
into your day. Walking is a
flexible form of exercise that also
can be done as a group, such as
pedometer programs in which
you can meet a goal together
(e.g., take enough steps to walk
to Jerusalem) or compete against
each other.
Combine interests with sermons
or ministry activities.

Create routines, especially
morning spiritual devotion
routines. Proactively look at the
week ahead and make a plan to
prevent neglecting priorities in
the face of too much work.

Participant quotes
“There is something to accepting people's hospitality with them
in their homes and sharing their meals, but that doesn’t mean
you've got to eat and eat and eat. . . . A lot of pastors that are
overweight or even obese, and so if you're . . . not yet there,
then it's a whole lot easier to adopt practices now that will lead
you to health than it is to get it out of hand and then try to rein
it back in.”
“So this is the very best thing happening to me lately. . . I sync
this thing [pedometer] every night—every night. And it enables
me to engage other people and it pushes me out of my house on
cold evenings to walk four or five miles. It's incredible. And I'm
probably healthier from a mental health perspective now than I
have been in a long, long time because of that exercise
program.”
“I even tell people the reason I do this is for my mental and
physical and spiritual sanity. I want to be a great pastor for you.”
“Everywhere I've ever been, I've gardened. And . . . then talk
about it on Sunday—to talk about cultivating and pulling weeds
as a therapeutic activity, and sometimes in our congregations we
cannot weed out difficult challenges, but at least I can in my
garden. And so all of that just works together for me.”
“. . . that's a focal point of my life, in terms of having a God view
of things, instead of me waking up in the morning with my own
agenda, just allowing the word of God to wash over me and
refocus my heart on the things of God and the way God looks at
the world.”
“. . . I am an introvert . . . but I have to balance all the putting
myself out with a lot of quiet time and I think this is when it has
worked best for me in the morning. . . . It’s just me and God, and
you do your scripture reading, you do your prayers, you do your
sacred reading, not always studying for a sermon.”
“Every week plan: where's my downtime, where's my exercise
time, where's my spiritual growth, personal spiritual growth
time apart from sermon preparation?”

Table 3
Suggestions from flourishing participants on establishing and communicating boundaries
Overarching suggestions
from participants
Arrange your schedule in a
way that works for you.

Manage your phone and
email; don’t let them
manage you.

Give yourself permission to
take care of yourself.

Get clear on expectations.

Specific ideas from participants to enact the suggestions
• Schedule things in lumps so that you have back-to-back meetings,
thus protecting a block of time for either family or non-meeting
work.
• Schedule evening meetings all on the same night so that only one
night is taken up by church-related issues.
• Don’t look at email on your day off. (You may have to look at the
subject line of emails to determine whether there is an
emergency.)
• Ask others to text you if there is an emergency so there is no real
need to look at email.
• Do not talk or look at the phone while exercising.
• Turn the phone off at night.
• Don’t read email right before bed.
• Every day is different; be aware of that and in the midst of
immersing yourself in pastoral work, also tend to your own
emotional and physical needs. Here is a quote from one
participant to illustrate:
“So just trying to look at the day as a whole and say, okay I've
only got a limited amount of personal energy, where is that
energy going to be best applied? And if I feel like I need to spend
time talking with my wife and eating lunch with her, then I
arrange my day so that I can do that. If I feel like I just need to
spend time with a book or walk or go to the gym and work out,
then I don’t beat myself up over blocking out those hours to do
that, because it would be so easy just to go all day and be
completely exhausted at the end of the day.”
• Discuss the expectations of the clergy person’s commitments
with congregants / their leadership.
• Discuss priorities, because it’s not possible for the clergy person –
or the congregation -- to do everything. Discuss this in terms of
mission, as illustrated by this participant quote:
“I can't be at everything and do everything. And if that is the
expectation, then you're going to limit the growth and the ability
of this church to do what God's called them to do based on that
pastor's individual personal energy. So I try to do what I think are
the important things.”

Talk with congregant leaders • When discussing communication, you can frame it theologically,
about the need for clear and
as illustrated by this participant quote:
direct communication.
“I really like for us to operate under the auspices of Matthew
Chapter 18. If you have a concern with me or with anybody else,
go one-on-one to that person and try to work it out and don’t run
around and tell everybody else what your gripe or grumble is. …
We're in this together as a part of a team. And I'm not perfect
and you're not perfect, we're moving onto perfection and one of
the ways we do that is by respecting each other and caring
enough about each other to speak the truth in love.”
Communicate your schedule • Give your vacation days in advance.
to others.
• Use a calendar that all can see and put on it time for prayer,
sermon preparation, and Sabbath.

