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SUMMARY

My goal in writing this thesis is twofold. First, I hope to raise the awareness of
religious school staff and the synagogue of how mental illness in a family can affect the
well-being of a child. Second, I demonstrate why and how religious schools and
synagogues can be sources of support, hope and inspiration for children.

The thesis is divided into two parts. Part one describes:

how mental illness is understood by American society and Judaism;

what our obligations are, as Jewish educators, to support children living in homes

where a family member is mentally ill; and

¢ the kinds of experiences that Jewish educators can offer to provide these children

with a safe, loving and supportive environment where they can learn and grow as

individuals and Jews.
This section includes an introduction, five chapters, a conclusion and a bibliography. I
have used primary and secondary source material from books, articles and the Internet, as
well as conversations with people, fictional stories and tales.

Part two consists of four workshops for supplementary school staff. In these

workshops teachers will:

learn what mental illness is and how it can affect a child’s well-being;
learn how these children may behave in the classroom; -
identify the Jewish values that they want to convey to children by their actions
and words;

o identify Jewish values that are helpful to support these children in their growth
and development as people and Jews; and

e plan how to incorporate these values into actual classroom work.

This section includes an introductory poem; material explaining the rationale, scope,
structure and educational underpinnings for the workshops; the workshops themselves;
and a bibliography. I have used books, printed articles and material from the Internet
concerning Jewish values, mental illness, curriculum development, classroom -

management and child development.
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INTRODUCTION

Children who participate in our synagogue schools, like adults, are affected by
their social, emotional, physical and economic environments. Many children in our
programs have difficulty connecting to and fully participating in learning activities for
two basic reasons. First, they are distracted or adversely impacted by something going on
in their lives either persohally or with their families. Second, by themselves children
have limited resources to address these problems. Living in a home where a parent or
sibling has a mental disorder is one significant but largely unrecognized challenge that
can impact negatively upon a child’s ability to learn and participate in our programs.

In this thesis I will demonstrate why Jewish educators must reach out to support
children in synagogue supplementary schools who face this particular challenge and [
will suggest how we can do so. I have chosen this issue not only because I have come
from such a home and, therefore, it is of interest to me, but also because I havg leamed
that my experience is far from unique. Research studies indicate that one in five children
in a class could be affected by someone who is challenged by a mental disorder and

! Studies have also shown that Jews

almost nobody is talking about this phenomenon.
have one of the highest rates of mood disorders in the country.? My premise, therefore, is
that educators need to become aware of how these children are affected by mental illness,

who these children might be in our classrooms and what we can do to support them in

their growth as people and Jews.

! Janet Susin and Lorraine Kaplan, Breaking the Silence Tool Kit, A How to Guide to Bring Mental liness

Education to Schools in Your Community, http://www btsjessonplans.org., 25.
2 Richard F. Address, ed., Introduction to Caring for the Soul, A Mental Health Resource and Study Guide

(New York: UAHC Press, 2003), vii.




Why is the supplementary school an appropriate venue to address this issue?
Simply put, Jewish educators are in a unique position to offer support to these children
because an important goal of our programs is to integrate the values of Jewish tradition
into our lives. By modeling Jewish values, making ourselves available to listen to
children’s concerns and helping them make meaningful connections between Judaism
and their lives, [ believe that we can offer children positive, concrete ways to deal with
the challenges that they face.

I will attempt to answer the following questions in my thesis. First, what are our
obligations, as Jewish educators, to support children in our synagogue schools who are
living in a home where a family member has a mental disorder? Second, how can a
teacher recognize that a child needs help? Third, what can the teacher, school and the
synagogue do to provide a safe, supportive environment for that child to learn, grow and
rcach out for further heélp? My thesis will  addréss these questions in two parts. In the
first part I will discuss:

how mental illness is understood by the secular community and by Judaism;

the prevalence of mental illness in American society today;

what our obligations are as Jews to help these children;

what a child is likely to experience growing up in a home where a parent or
sibling is mentally ill; and

e what kinds of experiences can help these children feel better about themselves as
well as support their personal and Jewish growth.

The second part of my thesis consists of a series of workshops for staff who are
teaching children, ages five through thirteen, in a synagogue supplementary school.
Initially the workshops will: advise staff to assume that one or more of their students may
be affected by a mentally ill family member; train staff to identify the kinds of behaviors

that indicate children may be facing this challenge; and provide staff with appropriate




ways to respond to these children. Then the workshops will suggest resources and
activities for how teachers can convey Jewish values to support these children in their
classrooms.

From the outset I want to make clear that many of the behaviors exhibited by
these children are not unique to facing the challenge of living with a mentally ill parent or
sibling. Similarly, many of the responses suggested may be helpful and of value to

children facing other challenges or no challenge in particular. Nevertheless, I believe that

it is important to address this issue because the stigma associated with mental illness has

made it very difficult for children coming from such homes to get the kinds of support
that they need. The support that Jewish educators give will be most effective, therefore,
if we are aware of the issues that challenge these children and are prepared to address

them.




PART L

UNDERSTANDING HOW MENTAL ILLNESS IN A FAMILY
AFFECTS A CHILD’S WELL-BEING

RELIGIOUS SCHOOLS AND SYNAGOGUES AS SOURCES OF SUPPORT, HOPE
AND INSPIRATION FOR CHILDREN




CHAPTERI
MENTAL ILLNESS:
HOW DOES AMERICAN SOCIETY UNDERSTAND IT?
HOW OFTEN DOES IT STRIKE?
HOW DOES STIGMA AFFECT THE FAMILY AND INDIVIDUAL?

How we understand a problem shapes how and why we respond to it. To
understand why Jewish educators need to support children in synagogue programs who
are at risk because a family member is mentally ill, it is important to have a basic
understanding of what mental iliness is from both a secular and Jewish perspective.

Causation and Prevalence

In the secular community, the term mental illness is used to identify a group of
disorders that affect the brain and can cause severe disturbances in thinking, feeling
and/or relating to others.” When these disorders are in an active phase, they can
substantially diminish a person’s capacity to cope with the ordinary demands of life.
.T‘hey may .affe.ct. évery aspect of functioning, including behavior, thoughts an& fe‘elings.4

Mental illness may be a temporary phenomenon, lasting only for weeks or
months, it may occur in cyclical episodes, it may last for years, or it may last for the
duration of a person’s life.” We know that mental illness affects people of all ages, races,

and religions regardless of income or manner of upbringing.®* While we do not know

exactly what causes mental illness, we know that it is not caused by a person’s character.’

* Ibid., 38.

4 Jennifer Shifrin, Pathways to Partnership: An Awareness & Resource Guide on Mental lilness for the
Jewish Community, 3¢ ed. (St. Louis, Mo.: Pathways to Promise: Interfaith Ministries and Prolonged
Mental Iliness, 1991), 2; Diane T. Marsh, Ph.D., and Rex M. Dickens, Introduction to Troubled Journey,
Coming to Terms with the Mental lliness of a Sibling or Parent (New York: Jeremy P. Tarcher/Putnam,
Inc., 1997), xxv; The National Alliance for the Mentally [l (“NAMI,” “Inform Yourself About Mental
Illness,” http://www.nami.org/Content/NavigationMenu (1997-2006).

* Address, Caring for the Soul, 39.
8 Shifin, Pathways to Partnership, 2; NAMYI, Inform Yourself About Mental liness.
" Marsh and Dickens, Troubled Journey, xxv. ‘




We also know that a person’s attitude and will-power have some effect on how a person
responds both to the illness and treatments. For example, a person with schizophrenia
may not have control over whether he experiences hallucinations, but he does have
control over whether he takes his medication, as prescribed, to limit their severity and/or
occurrence. Moreover, through therapy, he can learn how hallucinations affect his brain
and how he can respond when they occur, notwithstanding how “real” the experience
may feel at the time.

The current consensus among medical practitioners and researchers is that mental
disorders are biologically based diseases that affect an organ of the body, just like cancer,
lung or heart disease. In the case of mental disorders, the organ affected is the brain.®
Heredity, a weakened immune system, viruses, extreme environmental stress and
recreational drugs may be contributing factors to the onset of mental illness.” We know
that early identification and treatment play important roles in potential recovery and, at
the very least, protecting the brain from further harm related to the course of the illness.'’
Depending upon the disorder, medication and/or therapy can be extremely important in
helping those with mental illness manage their disease so that they can function within
the family and the world.'" Similarly, how the affected person and his family choose to
respond to this disability often makes a significant difference in how effective the

treatments are in helping that person manage his symptoms, enjoy life and function in

positive and meaningful ways in his community.

% Victoria Secunda, When Madness Comes Home (New York: Hyperion, 1997), 37; Marsh and Dickens,
Troubled Journey, xxv; Susin and Kaplan, Breaking the Silence Tool Kit, 19.

? Secunda, When Madness Comes Home, 37-39; Shifrin, Pathways to Partnership, 2.

' NAMLI, Inform Yourself.

" Rebecca Woolis, MFT, When Someone You Love Has a Mental Iliness, A Handbook for Family, Friends
and Caregivers, rev. ed. (New York: Jeremy Tarcher/Penguin, 2003), 25; Susin and Kaplan, Breaking the
Silence Tool Kit, 19-20.




Mental illness is second only to heart disease as the leading cause of disability in

2

this country and worldwide.'> One in four American families is affected by mental

13

illness,”” While research indicates that approximately 54 million American adults, i.e.,

22.1% of our adult population, suffer from a mental disorder in any given year, fewer

than eight million of these people seek treatment.'"* The statistics concerning children
with mental disorders are particularly disturbing because, unlike adults, they are rarely in
a position to make treatment decisions for themselves. One in five children under the age
of eighteen has a diagnosable mental, emotional or behavioral disorder, and up to one in
ten may suffer from a serious emotional disturbance.'* Notwithstanding these numbers,
only 50% of children and adolescents who suffer from mental illness will receive
treatment. This lack of treatment most often becomes apparent in poor classroom
performance and poor peer relationships. '®
It is clear, therefore, that many of the children in our synagogue programs are
living in homes where a parent or sibling has a mental disorder, many of whom are not -
receiving treatment. For children who are growing up in homes where there is mental
illness, there is often anger, fear, confusion and unanswered questions about their own
well-being and value, as well as that of the ill family member. It can be comforting and
supportive to these children to know and experience that they are loved and cherished by

God and are also loved, valued and respected by the Jewish community, including their

2 Susin and Kaplan, Breaking the Silence Tool Kit, 9.
1 Shifrin, Pathways to Partnership, 2.
' National Institute of Mental Health (“NIMH™), “Statistics, "

hitp://www.nimh.nih.gov/healthinformation/statisticsmenu.cfm.
'S National Mental Health Association ('NMHA?”), “Mental lliness and the Family: Mental Health

Statistics, " http://www.nmha.org/infoctr/factsheets/15.cfm.
' Susin and Kaplan, Breaking the Silence Tool Kit, 25.




teachers. This is important for all children but it is particularly important for those who
live in a home where these sentiments are not expressed clearly or at all.
The Different Mental Disorders
The most prevalent and disabling of mental disorders are clinical depression,
schizophrenia and bipolar disorder.'” Clinical depression is characterized by the
following signs and symptoms that manifest themselves for a minimum of two weeks at a
time:

persistent sad, anxious or “empty” mood;

feelings of hopelessness and/or pessimism;

feelings of guilt, worthlessness or helplessness; and

loss of interest or pleasure in activities or interests that were once enjoyed.'®

People who suffer from clinical depression may also exhibit changes in weight or
appetite, difficulty sleeping, decreased energy, difficulty making decisions and recurrent
thoughts of death or suicide.!® Clinical depression affects approximately 18.8 million
American adults annually, i.e., 9.5% of the population.?®

Bipolar disorder, also known as manic depression, causes shifts in a person’s
mood, energy or ability to function that are more severe than the normal ups and downs
that people experience in life. More than two million American adults, i.e.,
approximately one percent of the population age eighteen and older, have bipolar

' The signs and symptoms for somebody in the depressed

disorder in any given year.
phase of the disorder are those of somebody with clinical depression. The signs and

symptoms for somebody experiencing a manic episode include:

'7 Marsh and Dickens, Troubled Journey, xxv.

'8 NIMH, “Depression,” http://www.nimh.nih.gov/healthinformation/depression.cfim.
'> Marsh and Dickens, Troubled Journey, xxvii; Shifrin, Pathways to Partnership, 4.

2 NIMH, “Bipolar Disorder,” http://www.nimh.nih.gov/healthinformation/bipolarmenu.cfm.
21 .
Ibid.




increased energy, activity and restlessness;

excessively “high” or euphoric mood;

extreme irritability;

racing thoughts, talking very fast and jumping from one idea to another;
difficulty concentrating;

needing little sleep;

having unrealistic beliefs in one’s abilities and powers;

exercising poor judgment. For example, this may include going on wild
spending sprees or engaging in foolish business ventures;

exhibiting significant changes in one’s usual behavior;

abusing drugs, particularly cocaine, alcohol and sleeping medications;
provocative, intrusive or aggressive behavior;

rapid switch to severe depression; and

denial that anything is wrong.?

® ® & & & & 0o @

Schizophrenia, which affects approximately one in a hundred or 3.2 million
Americans, is characterized by social, behavioral, emotional and cognitive symptoms that
may impair functioning in the areas of work, school, relationships and self-care.?
Symptoms for schizophrenia are characterized as either positive (characteristics that are
present but should not be), or negative (the absence or decline of normal fi,mctions).24
Positive symptoms include:

e hallucinations, where one senses phenomena that are not there. Hallucinations
can be auditory, visual or tactile, g.g., hearing voices;

¢ delusions, where one misinterprets perceptions or experiences, e.g., the belief that
one is being spied on by the government,

e disorganized thinking or speech, where one goes from topic to topic without any
coherent connection, or answers a questions with a totally unrelated response; and

e bizarre or grossly disorganized behavior, e.g., where one wears inappropriate
clothi?sg, has poor personal hygiene or is unable to engage in basic, simple life
tasks.

22 Ibid.; Marsh and Dickens, Troubled Journey, xxviii.

 Ibid., xxvi; NIMH, “Schizophrenia,” http://www.nimh.nih. gov/publicat/shizoph.cfin. ‘
2 Ibid., xxvi; Margaret J. Brown and Doris Parker Roberts, Growing Up With a Schizophrenic Mother

(Jefferson N.C.; 2000), 17-18.
% Brown and Roberts, Schizophrenic Mother, 17-18; NAMI, “Schizophrenia. "




Negative symptoms include:

apathY7

inability to follow through on tasks and poor concentration,
inability to experience pleasure or enjoy relationships,
inability to express or feel emotions,

withdrawal,

deterioration of personal appearance and hygiene,

poor reasoning and

poor memory.2

Two other types of mental disorders are dementia and anxiety disorders. Anxiety
disorders affect approximately 8.3 % of Americans and include phobias, panic disorders

and post-traumatic stress disorder. Alzheimer’s Disease, a form of dementia, affects

approximately 15% of the population over the age of 65.7

% Ibid.; Ibid.; Shifrin, Pathways to Partnership, 5.
#7 Shifrin, Pathways to Partnership, 6.




How Stigma Has Affected American Families with a Mentally Ill Member
The New Oxford American Dictionarv defines “stigma” as “a mark of disgrace,
associated with a particular circumstance, quality or person.” Published as recently as
2001, the very example of stigma that this dictionary chooses to give is “the stigma of
mental disorder.” Stigma is understood as society’s way of protecting itseif against a
falsely conceived danger. Notwithstanding the diversity of people and ideas that make up
our society, Americans have difficulty accepting, much less welcoming, people who

look, behave or think differently from the culturally defined norm.?®

When people are
fearful of or threatened by such differences, stigma operates to legitimize the humiliation,

ridicule and dehumanization of those who possess the culturally determined unacceptable

trait.?’ In the case of mental illness, the sources of stigma include a lack of understanding

of the disorders; our culture’s devaluation of any member of society who needs help and
has difficulty measuring up to the high levels of expected success; and the frightening
and disparaging portrayal of the mentally ill by the mass media, which leads to general
fears of violent or deviant behavior, injury, or contagion.*®

It is only in the past twenty years that American medical professionals and mental
health advocates have begun to understand mental illness as a “no fault” brain disease,
and to believe that many people can live meaningful and productive lives in society when
they have adequate and appropriate treatment. Prior to World War II, the treatment of

choice for most Americans with mental illness was to segregate them from society by

institutionalizing them in psychiatric hospitals and insane asylums. Misunderstanding,

28 Woolis, Someone You Love, 15.

? Phyllis Vine, Families in Pain, Children Siblings, Spouses and Parents of the Mentaily lll Speak Out
(New York: Pantheon Books, 1982), 227.

30 Marsh and Dickens, Troubled Journey, 29.




fear, and shame about many of the behaviors exhibited by the mentally ill were the
motivations underlying isolating these people. During this period, families had little or
no role in the treatment process and were often blamed, in whole or part, for causing the
illness. As a result, many families chose to cut off contact with their mentally ill family
member, and some of the mentally ill chose to cut themselves off from their families.>

After World War II, several factors led to the first wave of deinstitutionalizing the
mentally ill. These included: advances in psychopharmacology, resulting in the control
of some of the most disabling and disruptive symptoms; the development of more
effective talk and behavioral therapies; the rise of the community mental health
movement, led by families who were seeking more humane treatment for their loved
ones; economic considerations; and the civil rights movement. >

A second wave of deinstitutionalization took place between 1963 and the mid
1980°s. The two primary goals during this period were to transfer people from state
hospitals to community-based programs and to provide early treatment for people in
order to prevent or limit institutionalization of new patients. The goals were not
satisfactorily achieved. The pervasive negative attitude about mental illness that existed
at all levels in society made this an unpopular issue to address. As a result, insufficient
funding was allocated to provide the resources for adequate community based care. In
addition, many mental health professionals continued to believe that mental illness was
caused by dysfunctional behavior in families. In response, many families distanced
themselves from or did not cooperate with the very system of providers who were

supposed to help them. Without the cooperation and support of families, whatever

1 1bid., 130.
2 bid., 133-134.
 Ibid., 131.
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interventions were offered were weakened if not negated>* All of these factors
contributed to a situation where most of the mentally ill during this era ended up either
among the ranks of the homeless, incarcerated or living with their families. When they
lived at home, more often than not both the family unit and the person with the disorder
were isolated from the community due to shame, guilt and fear ¥

At present, the goals of mental health professionals and advocates in the United
States are twofold. First, they want to develop a comprehensive, humane system of
mental health care that will empower people with mental disorders to live meaningful
lives in their communities. If successful, people with mental illness will be able to get
the treatments that they need within their communities, they will be treated with dignity
and respect, and they will have significant opportunities to contribute their talents and
knowledge to the community.36 Second, mental health professionals hope to work
collaboratively with those who have mental disorders and their families in order to
address all of the differing needs.’” This approach makes sense, because it is estimated

that as many as two-thirds of the mentally ill who are discharged from psychiatric

hospitals following treatment return to live with their families.”®

Community based organizations such as the National Alliance for the Mentally I1]
(“NAMTI™) are working hard to achieve these goals. NAMI, organized in 1979, is an
alliance of families, mental health professionals and consumers of mental health services.
NAMI provides information about mental illness as well as local health and legal

resources. It also runs support groups for individuals and family members, offers.

3 1bid., 131, 133.

3 Ibid.

3 Ibid., 131-132.

7 Ibid., 133-134.

% Vine, Families in Pain, 157.




programs for communities and schools to educate people about mental illness, and offers
programs in schools and the community to combat stigma. NAMI now has chapters in
every state.*®

The work that NAMI does is critical, because the stigma associated with mental
illness is still prevalent in our society, particularly concerning behaviors associated with
the acute phases of certain disorders such as hallucinations, delusions and mania. As
recently as 1986, the Department of Health and Human Services reported the following
findings concerning stigma and mental iliness in American society.

Americans think that the two worst things that can happen to them are leprosy and

insanity.

When asked to rank twenty-one categories of disability from the least offensive to

the most, respondents placed mental illness at the bottom of the list.

Ex-convicts are ranked higher on the ladder of acceptance than former mental

patients.

Almost all Americans view those with mental disorders as “fundamentally tainted
and de:graded.”40

The findings were consistent regardless of age, education, socioeconomic status,
intelligence or geographic location of the respondents.”*!

The stigma of having a mental disorder adversely impacts not only the individual
with the disorder, but also that person’s family and society, including mental health

2 For example, it may cause those with the

professionals, law and policy makers.*

disorders to refuse to acknowledge the problem or, if they do, to refuse to seek treatment

in response to feelings of guilt, shame and/or fear of social isolation, economic

discrimination or other forms of victimization.®

¥ Ibid., 227; Woolis, Someone You Love, 140-141; NAMI, “About NAMI, " http://www.nami.org,
:‘l’ Shifrin, Pathways to Partnership, Introduction.
Ibid.
%2 Secunda, When Madness Comes Home, 302.
* Woolis, Someone You Love, 15; Susin and Kaplan, Breaking the Silence Tool Kit, 25-26.
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When families feel shame and guilt, they often deny or hide the problem, fearing
that extended family, friends and society will judge them harshly or discriminate against
them and their loved one if their secret becomes known.** The results of denial, however,
are devastating. It prevents the family from getting the help needed by both the ill
member and the family which, in turn, precludes the family from coping effectively with
the myriad of challenges that they must face.*® Children who grow up in home where a
family member is mentally ill often feel isolated from their peers, because they are
embarrassed by and ashamed of the person’s behavior or appearance and, at times, how
their family copes with its problems. These children often struggle with feelings of
ambivalence and guilt about wanting to protect their family and its secret on one hand,
and wanting to grow up in a “normal” family on the other.*

It is well known that the most effective ways to combat stigma are through

education about mental illness as well as exposure to and experience with those whom we

fear It is painfully clear that, notwithstanding a medically enlightened view of mental

illness that has begun to develop in our society, the basic social-emotional response of the
community, including the synagogue community, is still negative and unsupportive. The
many children in our synagogue programs who are living with mental illness in their
homes need help. Judaism, through the synagogue school, can offer help and hope to
these children and perhaps to their families as well. As Jewish educators, we cannot

close our eyes to this problem.

4 Secunda, When Madness Comes Home, 121-122, 300; Marsh and Dickens, Troubled Journey, 59.

* 1bid., 300; Ibid., 31.

“ Ibid., 59; Woolis, Someone You Love, 128.

4T Woolis, Someone You Love, 202; Secunda, When Madness Comes Home, 300; Susin and Kaplan,
Breaking the Silence Tool Kit, 9-10.




CHAPTER I
HOW BIBLICAL AND RABBINIC JUDAISM VIEW MENTAL ILLNESS

Judaism has a long history of recognizing mental illness that dates back at least as
far as the Bible. The Bible limits its treatment of this subject almost exclusively to
observations of the phenomenon and attributing causation to God. In contrast, the Rabbis
were more concerned with how the mentally ill person fit and functioned within the
community. As such, they focused on how to determine who was mentally ill and what
legal consequences flowed from that determination for both the affected individual and
the community.

Stories in the Bible demonstrate that its authors were unequivocally aware of
mental illness in the community. The authors identified the mentally ill by several
specific behaviors and observed that symptoms were generally intermittent. Like other
events or illnesses for which there was no observable explanation, the authors of the
Bible claimed that mental illness was a punishment from God.

One of the earliest references to mental illness appears in Deut, 28:28. It states
that, “[T]he Lord will strike you with madness [*b shigaor™], blindness and dismay.”
Taken out of context, the statement appears to be an arbitrary and harsh punishment to be
executed by an all-powerful God. Read in context, I think that the statement can be
understood differently. It fits in not only with people’s understanding of their world, but
also with the leaders’ perceived needs of the community at that point in time.

Historically, Moses and the elders are addressing the entire community right
before the Israclites enter the Promised Land. After reminding the people of the covenant

that they just recently entered into with God at Sinai, the leaders give the people a two-

16




part warning. The people are told that they have free-will to choose whether or not to
follow God’s commandments. Whether their lives will be blessed or cursed, however,
will be determined by that choice. Numerous blessings and curses are spelled out,
including madness, all of which were known to people living at that time.*® The leaders
recognized the people’s frailties, including the most recent Golden Calf incident, and the
challenges that they faced ahead, including the fact that they would be losing Moses, their
longtime leader. The blessings and curses were all part of a motivational speech to
prepare the community for becoming a nation. I believe that the authors saw how mental
illness affected a person’s personality and ability to function, they understood it as a
curse and hoped, at least in this address, to offer the Israclites a way to prevent this
tragedy from happening to them.

Subsequently, the Bible includes a handful of instances where mental illness is
observed in certain leaders. The classic example is King Saul. The text tells us that Saul
lost his kingship because he disobeyed a direct command from God. Instead of killing all
of the Amalakites and destroying all of their property, Saul spared both the life of King
Agag and the best of his possessions. After this, Saul was stricken with mental iliness.”
Based upon the behavior described in the text, scholars have speculated as to whether
Saul suffered from paranoid schizophrenia or bipolar disorder.*®

The Bible describes Saul as “raving” (“yitnabey”} when the “evil spirit” (“ruach
ra'ah”) of God gripped him.*' The word “yitnabey” literally means “prophesied.” The

word “ruach” refers to a volatile mental state that that fully occupies a person’s

“® Deut. 28:15-45.

“ 1Sam. 15.

% Address, Caring for the Soul, 4; Shifrin, Pathways to Partnership, 19.
*! 1Sam. 18:10-12.
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consciousness and can be either positive or negative.”> Thus, we learn that the Biblical
authors were aware that behavior alone does not constitute mental illness. They
distinguished between the ranting of a prophet and that of a mentally ill person. The
Biblical authors were also aware that soothing music could reduce or totally relieve this
agitated state at least until the next episode struck. For example, the text describes how
Saul felt better and the “evil spirit” departed from him when David played the lyre for
him.5? These verses also indicate that people recognized that the “ruach ra’ah” state was
not constant and that Saul could apparently not prevent the onset or severity of the
symptoms. Today, however, the onset and severity of symptoms can often be controlled
with medication.

The Bible also portrays people as having a general lack of compassion for those
afflicted, even though the occurrence of mental illness did not appear to be unusual. For
example, when David tries to escape from King Akhish of Gath, he feigns madness by
concealing his good sense, scratching inarks on the gate door and letting saliva run down
his beard. King Akhish recognized mental illness when he saw it, instructing his

courtiers to get David out of his house because he did not need yet another raving

madman (“meshuga”) in his community.**

The Bible also gives us an example where mental illness strikes a non-Jewish
leader. Nebuchadnezzar, the ruler of Persia, had a dream that came to pass. God caused
him to be driven from the community, live with the beasts of the field, eat grass like
cattle, be drenched with the dew of heaven, and have his hair grow wild like and eagle

and his nails grow like the talons of birds. A modern understanding of Nebuchadnezzar’s

32 Address, Caring for the Soul, 3-4.
53 |Sam. 16:14-23.
54 1Sam. 21:14-16.




behavior is that he suffered from paranoia and/or melancholy.”” After seven years of
living this way, Nebuchadnezzar lifted his eyes and God restored reason to him. In
response, Nebuchadnezzar publicly announced what happened to him and acknowledged
that God had punished him for his arrogant behavior.”® Notwithstanding the fact that
Nebuchadnezzar was not an Israelite, the Biblical authors imply that one who recognizes
God will be blessed and one who turns away from God will suffer.

While I would not like to convey to children (or others) that mental illness is a
punishment from God, I think that these early Biblical references to mental illness convey
a twofold message that is meaningful and relevant for Jews today. First, we do not
control or understand everything that happens in our lives and the lives of those we love.
Second, our role as Jewish educators is to recognize the problem, and like the story of
Saul, help the person to continue to function without isolating him from the community.
Our role as Jews is not to place blame or further punish the mentally ill person, because
we are not God. I would argue that Judaism also requires us to provide needed supports
to the families of the mentally ill.

With the development of Rabbinic Judaism in the first century of the Common
Era, the Rabbis recognized mental disability as an illness. It was not considered a moral
fault, nor was it understood as punishment for being evil or a sign that the person was an

inferior human being.>” The Rabbis’ focus was not on how to treat mental iliness, but on

how to treat the mentally ill person as a member of the community. Ability to participate

55 Julius Preuss, Biblical and Talmudic Medicine, trans. and ed. Fred Rosner, M.D. (Northvale, N.J. and
London: Jason Aronson, Inc., 2001), 311.

% Daniel 4:31, 34.

57 Eric Polokoff, “The Shoteh in Formative Rabbinic Literature”( ordination diss., Hebrew Union College-
Jewish Institute of Religion, New York, 1990), 97; Elliot N. Dorff, “The Jewish Tradition,” in Caring and
Curing, Health and Medicine in the Western Religious Traditions, ed. Ronald L. Numbers and Darrel W.
Amundsen (New York: MacMillan Publishing Co., 1986), 25.
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and function in the community included competency to act as one’s own legal agent and
whether a person was a threat to himself or others.®® While the Rabbis placed legal limits
on what those identified as mentally incompetent could do, they never sought to isolate
the mentally ill from the community, ostracize them or leave them to fend for
themselves.’® On the contrary, the Rabbis’ goal was to support their ability to function in
the community as much as possible, based upon a core Jewish belief that every human
being is created B'tzelem Elohim, i.e., in the image of God.*°

There are a number of words in formative Rabbinic Literature to describe
different states of emotional and mental disability, but only the word *“shoteh” is used
consistently to describe long-term mental disability that has significant legal
consequences under Jewish law.%! The term comes from the Hebrew root shin, tet, hey,
which means to roam about, go astray, to be mad, to rage, to be demented or to be
impassioned. It has been translated as “imbecile, idiot or insane.”® In Chagigah 3b, the
Talmud identifies three specific actions that render a person shoteh: (i) going out alone at
night in an area where people do not usually walk alone; (ii) sleeping in a cemetery; and
(iii) tearing one’s garments. This definition is followed by discussion as to whether just

one (Rabbi Yochanan) or all three actions (Rabbi Huna)' are required to make the

%% Address, Caring for the Soul, 5.

% Ibid., 38; Polokoff, The Shoteh, 97, 98, 102.

8 polokoff, The Shoteh, 102-104; DorfY, Caring and Curing, 25.
§! Polokoff, The Shoteh 4, 9-12.

Some of the other terms, for example, include: marah shechorah (black bile) referring to
melancholy/depression; tipash or kiseel to describe a person with a lack of mental acuity (fool); teruf da’at,
exhibiting a temporary state of mental distress/anguish that can render you shoteh for that moment or the
short term; and ruach ra’ah (evil spirit) which the Rabbis used to mean short term emotional distress, fear
of the unknown or unseen, or lack of intellectual ability.

52 Address, Caring for the Soul, 46.
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determination.”” Moreover, in Chagigah 4a, another element is added, i.e., a shoteh is

one who destroys all that is given to him.%

While the Talmud leaves the question
unanswered, it is clear that the determination of who is a shoteh is based upon already
demonstrated behavior that indicated to the Rabbis that the rights and obligations of those
individuals needed to be spelled out.®® Perhaps the lack of clarity reflects the Rabbis’
recognition that a case-by-case analysis of all the relevant factors was needed, rather than
a formula to be applied mechanically, when a determination would affect a person’s
overall legal rights and responsibilities in the community.

If the Rabbis determined that a person was “shoteh, ” then that individual was
deemed incompetent to act as a legal agent in civil cases, and s’/he was exempt from all
obligations of Jewish law.%® Thus, a shoteh cannot testify in court unless he recovers, and

7 If a shoteh causes physical injury to

then only about events preceding the iliness.
another, then he is exempt from punishment.*® Moreover, the gifts, sale and purchase of
goods by a shoteh are not valid.®’ To protect the insane person and-his family, the
Talmud also requires that a Jewish court appoint trustees or guardians to conserve his

property and provide for his spouse and children.”® Jewish law also precludes the shoteh

from fulfilling mitzvot. For example, the shoteh cannot enter into a valid marriage

& Nachum Amsel, The Jewish Encyclopedia of Moral and Ethical Issues (Lanham, Md.: A Jason Aronson
gook, Rowman & Littlefield Publishers, Inc., 1994), 160,
Ibid.
8 Polokoff, The Shoteh, 97, 98; Address, Caring for the Soul, 5, 38.
8 Address, Caring for the Soul, 5; Amsel, Jewish Encyclopedia Moral and Ethical Issues, 160.
7 Preuss, Biblical and Talmudic Medicine, 316, citing Tosefta Sanhedrin 5:4 and Gittin 2:5.
% Ibid., citing Baba Kamma 87a; Polokoff, The Shoteh, 102-103.
% Address, Caring for the Soul, 48, citing Mishneh Torah: Maimonides’ Code of Law and Ethics, abridged
and trans., Philip Bimbaum (New York: Hebrew Publishing Co., 1944, 1967, 1974).
" Solomon B. Freehof, Today's Reform Responsa (Cincinnati: Hebrew Union College Press, 1990), 12.
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contract and, if either a husband or wife becomes shoteh during the marriage, then
divorce is not possible.”"

In his Mishneh Torah, Maimonides expanded the definitions of the Rabbis in the
Talmud because he believed that the Rabbis’ list consisted of examples, not definitive
criteria. First, he included additional behaviors, such as walking naked, throwing stones,
and destroying objects.”> Second, Maimonides believed that a shateh must also have a
certain mental state. According to Maimonides, the Rabbis needed to inquire whether the
person had lost his rational thought and was always confused in a particular area, even if
he was rational in other areas.” Subsequently, Joseph Caro followed Maimonides’ view,
while others have argued that the four enumerated acts in the Talmud remain the
qualifying criteria.™

Just as Maimonides and Caro were willing to expand traditional understandings of
mental illness based upon subsequent knowledge, I believe that Jews today must use what
we now know medically about mental iliness to expand the ways that we support the
mentally ill and their families in our communities. One way we can do this with children
in our supplementary schools is by placing even greater emphasis on the Jewish values of
caring, compassion and hope, and teaching them how to incorporate these values into the

ways that they treat themselves and others.

"' Preuss, Biblical and Talmudic Medicine, 316, citing Yebamot 112b, 113b and Gittin 7:1.

2 Amsel, Encyclopedia of Moral and Ethical Issues, 160.

™ Ibid. citing Mishneh Torah Hilchot Edut, 9:9; Address, Caring for the Soul, 5; Dorff, Caring and Curing,
24,

™ Amsel, Encyclopedia of Moral and Ethical Issues, 181, citing the Shuichan Aruch, Chosen Mishpat

35:8.
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CHAPTER 11l

OUR OBLIGATION AS JEWS TO OFFER SUPPORT AND HELP TO CHILDREN
LIVING IN A HOME WITH A MENTALLY ILL FAMILY MEMBER

Why should Jewish educators be concerned with this issue when they have many
other pressing needs and often see children for only limited periods of time? From a
secular point of view, there is a clear and significant need to take action although there is
no legal obligation to do so, except in very limited circumstances.”” Halacha, however,
which is traditional Jewish law, unequivocally requires Jews to help others in trouble.
Admittedly, Halacha is not binding on Reform Jews. Nevertheless, together with our
tradition’s ethical and moral teachings about how to treat those in need, Halacha offers
us guiding principles for living our lives. From a Jewish point of view, therefore, we
must support and help children in our synagogue schools who are often ignored,
struggling or hurting for any reason, including those who have a parent or sibling with
mental illness.

Several facts establish that there is a clear need for educators to act. First, the
statistics discussed, supra, at pages 7-10, indicate that mental illness is widespread. In

fact, during an introductory exercise as part of a 2006 NFTY program to raise awareness

 One example of when Americans are legally required to help another is in the area of reporting known or
suspected child abuse or neglect. While the subject of child abuse and neglect is not the focus of this
thesis, suffice it to say that The Child Abuse Prevention and Treatment Act, promulgated in 1974
(“CAPTA™), lists and generally defines nine categories of maltreatment of children under the age of
eighteen. These include: physical abuse, physical neglect, educational neglect, emotiona! abuse, emotional
neglect, medical neglect, sexual abuse and drug or alcohol abuse, Certain people, when acting in their
official capacity, are listed as mandated reporters. When these people have reasonable cause to suspect that
a child is being abused or neglected, they must contact their State Central Registrar and file a report which
will then be investigated by the relevant local social services agency. Teachers, school officials, social
workers doctors and nurses are among those who are listed as mandated reporters.

CAPTA further requires that each State enact specific statutory definitions of abuse and neglect, as well as .
reporting requirements. In New York, these laws can be found in Article 6, Sections 411-428 of the Social
Services Law and Article 10, Section 1012 of the Family Court Act. The New York State Central Registrar
Child Abuse and Maltreatment Hotline is (800) 342-3720.
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and sensitivity about mental illness, approximately 90% of the teens acknowledged that
their lives were affected in some way by mental illness.”® Second, studies have shown
that Jews have one of the highest rates of mental illness in the country.”” Third, we know
that when one member in the family suffers from mental illness every person in the
family suffers, either directly or indirectly.”® We also know that the younger a child is
when mental illness strikes a parent or sibling, the greater the potential impact on that
child’s life.” Fifth, we know that from early childhood through adolescence, children
really need help learning how to cope with the disruption that mental illness can cause to
their lives as well as to the life of their family.*

The basic legal obligation that Jews have to help a person in trouble comes from
Lev. 19:16 which states, “do not profit by the blood of your neighbor.” This has been
interpreted to mean, “[D]o not stand by idly while your brother’s blood is being shed.”®!
The Talmud discusses this obligation and concludes that a bystander must help a person
in any kind of trouble. Indeed, you may kill a person to prevent him from Kkilling
somebody else. Another example provides that a bystander must help when she sees a
person drowning. If she can swim, then she must jump in and try to save him; if not, she
must call another to help.® In other words, when Jews are aware that somebody needs
help, we do not have the option of locking on and doing nothing, ignoring the person, or

walking away. We must do whatever we can to help.

76 E-Mail conversation with Lynne Butner, social worker and Director of Youth, PSWC, NFTYSW, dated
May 31, 2006. Approximately 160 teens, ages 13-18, participated in the program.
77 Address, Caring for the Soul, viii.
7® Marsh and Dickens, Troubled Journey, 19, 26,
” Ibid., 47.
% Ibid., 120.
! Amsel, Encyclopedia of Moral and Ethical Issues, 195: Gunther Plaut, ed., The Torah A Modern
Commentary (New York: UAHC Press, 1981), 896, 901.
:: Amsel, Encyclopedia of Moral and Ethical Issues, 195.
Ibid.
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This affirmative obligation to help another was codified, clarified and extended
both by Maimonides and Joseph Caro. In Hilchot Rotze’ach 1:15 of the Mishnah Torah,
Maimonides explains that there are two general obligations to help people in need, as
well as a specific obligation to help when a murder may occur. These obligations are
further codified and extended in Chosen Mishpat 426.1 of Caro’s Shulchan Aruch.
According to Caro, the obligation provides that even a person who withholds information
that could help another violates Jewish law.*

Our sources are replete with examples that require us to help others in need in all
aspects of life. For example, Maimonides ruled that the command in Lev. 19:18, to love
thy neighbor as thyself, includes caring about both the financial well being and dignity of
every other Jew as if caring for oneself. ** Jews also have an obligation to free other Jews
who are being held captive illegally or because they are Jewish.*® Jews are not even
permitted to stand by idly when it comes to lost property. When we find a lost object, the
Torah requires us to pick it up and return it to its owner. If that is not possible, then we
must still pick it up and hold it until the owner claims his property.®’

Thus, the obligation to help others according to Halacha is broad. At the very
least it informs contemporary Reform Jews how important the value of helping others is
within our tradition and cultural psyche. The examples demonstrate a core Jewish value
expressed in the Talmud, Ko/ Areivim Zeh Bazeh, i.e., “all Jews are responsible one for
another.”® Judaism understands this to mean that every Jew feels the pain of every other

Jew; therefore, we can neither ignore the problems of others nor claim that the challenges

% Ibid.

% Ibid., 196.

% Ibid., 198.

¥ Ibid., 238; Deut. 22:1-3,

% Amsel, Encyclopedia of Moral and Ethical Issues, 196, citing Shevuot 39a.
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facing others do not affect us. No matter what the situation, if a Jew is in the position to
help another, he must do s0.¥ In contemporary terms, we are our brother’s keeper.

More recently, relying upon these traditional values, both the Conservative and
Reform movements have begun to address the needs of the mentally ill and their families
in their communities. In 1989, the Conservative Movement issued a formal resolution
announcing their commitment to work towards welcoming the mentally ill into their
congregations and reducing the stigma associated with mental illness. The resolution was
the result of the Movement’s recognition of the numbers of mentally ill and their impact

0

on families in their congregations.®® In a 1990 Reform Responsa to a question

concerning the community’s “duties” towards the mentally ill, Solomon B. Freehof wrote
“we must protect and help them in any way that we can.””'

The very term “Jew” reflects the value that being part of the community includes
a responsibility to care for each other. The word comes from the tribe of Judah and
connotes one who, like Judah, was willing to offer himself up to save his brother.”” Even
our liturgy reflects our belief that our individual lives are integrally connected to the
entire Jewish community. For example, rarely do Jews recite prayers in the first person.

Instead, we offer prayers of praise, thanks and petition in the plural. We are the Children

of Israel, i.e., all descendants from Jacob. Under the most ideal circumstances, we are

one connected, caring, extended family.
Given the established numbers of people affected by mental illness, I believe that

we must assume that at least one child in every synagogue classroom program is

% Ibid., 199.

0 Shifrin, Pathways to Partnership, 9-10.

%! Freehof, Today’s Reform Responsa,11-12.

%2 Amsel, Encyclopedia of oral and Ethical Issues, 196.
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personally affected by the challenge of mental illness in some way. Once we make that
assumption, then I believe that Jewish educators must see themselves as part of the
child’s extended Jewish family and be proactive in our support for these children. Jewish
educators need to create an environment that offers children opportunities to: (i) feel safe
enough to establish positive, trustworthy relationships with their peers and at least one
caring, competent adult; (ii) build a deep and meaningful relationship with God; and (iii)
experience a Judaism that speaks to their lives.  All children need these kinds of
opportunities. As such, when teachers reach out to children in the classroom who may be
in trouble, they become better at recognizing and giving all children more of what they

need.
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CHAPTER IV
SIGNFICANT FACTORS THAT AFFECT HOW A CHILD WILL
EXPERIENCE GROWING UP WITH A MENTALLY ILL PARENT OR
SIBLING
How a child experiences growing up with a family member who is mentally ill
depends upon three broad factors: the particular child, the family’s response to the
challenge of having a mentally ill member, and the supports that the child has outside of
the family. Each of these factors includes a number of elements, many of which overlap.
Once Jewish educators understand the impact that these factors can have on a child’s life,
then we can begin to know what supports and activities can be helpful to that child’s
personal and Jewish growth and development.

The Particular Child
A child’s age, stage of development and personal capacity for resilience, as well
as who in the family develops the mental disorder, are all contributing factors affecting
how a particular child experien.ces growing up in a .home where theré is mental illness.”
The younger a child is when mental illness strikes a family, the greater the chance that he

% Younger children are more vulnerable for two reasons.

will experience problems.
First, young children have a limited capacity to deal with the disruption that mental
illness causes to family life due to their stage of physical, emotional, social and cognitive
development. They are less able to understand what is happening, they may be less able

to verbalize their feelings and they are more dependent on others to care for them.

Younger children are more likely to believe that their behavior caused a parent or

% Marsh and Dickens, Troubled Journey, 47; Brown and Roberts, Schizophrenic Mother, 67, E. James .
Anthony, M.D. and Bertram J. Cohler, Ph.D., ed., The Invulnerable Child (New York, London: Guilford
Press 1987), 219, 225-226.

% Marsh and Dickens, Troubled Journey, 47.
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sibling’s illness, yet they are frightened and confused by their inability to make the
person better. Young children need a stable, reliable, responsive and nurturing presence
in their lives in order to thrive.”* Second, growing up in a home with mental illness can
actually interfere with a child’s social, emotional and cognitive development. Young
children are dependent on others to provide them with experiences to stimulate, support,
solidify and extend learning in every area of their lives. As discussed in detail below,
when children miss out on learning the life skills and knowledge that usually take place
in a family, it affects not only the child’s ability to achieve the developmental tasks for
that age, but also interferes with the child’s readiness to move on successfully during the
next stage of development.

In contrast, the older a child is when mental illness strikes the family, the more
likely it is that she had a basic foundation of love and nurturing from at least one parent
before that parent became ill or preoccupied dealing with the family member who
developed a mental disorder. An older child has a greater capacity for understanding what
is going on and often has more opportunities to be with others outside of the home. She
is in a better position to fill in what is missing in her home, by connecting to and learning
from others in normal, age-appropriate activities and ekperiences at school or
elsewhere,”®

Certain personality traits, as well as the kinds of supports a child has in his life,
contribute to a child’s capacity for resilience. More often than not, resilient children
seem to display one or more of the following characteristics. These are: being stubborn,

insightful, creative, or independent; having a sense of humor; showing initiative when

% Ibid., 47; Anthony and Cohler, Invulnerable Child, 226.
% Brown and Roberts, Schizophrenic Mother, 67.
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dealing with people or problems; and being able to form outside attachments with relative
ease.”” The kinds of external supports that contribute to a child’s capacity to build and

maintain resilience include whether:
o there is a well parent in the home who is able to take an active, positive role in
parenting;

o there is structure and order in the home notwithstanding the disruptions caused by
having a mentally ill family member;

o there are regular opportunities for children to interact and connect with other
adults and peers;
e children have opportunities to pursue interests and talents outside of the home;
) z;l: family remains connected to extended family, friends and community rather
than becoming isolated.”®
Who in the family develops a mental disorder also affects a child’s growing up
experience. If it is the caretaker parent, then the child may be deprived of the ongoing
guidance, nurturing and discipline that he needs to develop competence at each stage of
development. This happens either when the ill parent is literally not present for
significant periods of time because she is hospitalized, or when the parent is figuratively
“not there” for the child, because the symptoms of the disorder interfere with her ability
to function normally. If the non-caretaker parent becomes mentally ill, then many of the
family roles and routines may have to change. Children may have to assume
housekeeping and/or childcare responsibilities formerly handled by parents. Depending
upon the circumstances, these new responsibilities may help a child develop skills and
competencies leading to greater feelings of self-esteem, they may force a child to grow

up too quickly, leaving him insufficient time to enjoy and learn the important tasks of

childhood, or both.*

" Secunda, When Madness Comes Home, 52-55.
% Brown and Roberts, Schizophrenic Mother, 67; Anthony and Cohler, Invulnerable Child, 225-226.
# Marsh and Dickens, Troubled Journey, 52, 54.
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If it is a sibling who develops a mental disorder then, depending upon the ages
and relationship of the children, a child can lose a role model, confidante, and ally in the
family unit. Children are often not given clear information about what happened to their
sibling, and the changes in behavior can frighten them. They also can feel scared that
what happened to their sibling will happen to them.'® Some children develop a
“survivor syndrome.” They feel guilty that they are okay and, therefore, have difficulty

going forward with their own lives.'”!

When a sibling develops mental illness it can also
change the dynamics of the well child’s relationship with his parents. For example, a
child may lose time and attention that he previously had with parents, because they must
tend to the needs of an ill child.'® Moreover, sometimes parents place the hopes and
dreams that they had for the ill child on another child in the family. The “replacement”
£103

child then faces a struggle to be valued for his unique sel

Regardless of who develops mental illness, if the disorder is severe and the ill

- persen either-does not get treatment or gives up on it, then the experience of living in a

home with that family member can be unlike other traumatic family experiences,
including death or divorce. Under circumstances like these, there is no real closure to the
mourning that accompanies the significant changes to the affected person and the family
unit. The ill person may be physically present in the home, but otherwise may be hard to

relate to or even recognize.

1% Thid., 49.
19 1bid., 53, 55.
192 thid., 41.
19 Ibid., 53, 55.
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The Child’s Stage of Development

There are predictable stages of social, emotional, cognitive and physical
development that children go through from birth through adolescence. The basic
characteristics and developmental tasks that children are going through in our synagogue
schools fall into three developmental stages: young children (ages five and six); the
middle school years (ages six to ten/eleven); and early adolescents (ages eleven/twelve to
thirteen).'™ When events disrupt the developmental tasks of a particular stage and
domain, the impact on a child’s ability to function and achieve success is cumulative. If a
child is unable to successfully master the learning tasks and skills for his current stage,
then he will not have the building blocks to begin and achieve the tasks and skills of next
stage. As a result, the child’s subsequent development will be uneven and incomplete
until he has the opportunity to fill in the missing gaps in his learning.'?
Young Children

Children who have had a good start in life will haye already formed secure
aﬁachments with their parents/caregivers, they will have a basic trust in their world, they
will have begun to develop a sense of autonomy and they will be curious and full of
energy when they begin a kindergarten or first grade program in the synagogue.'® Five
year olds are generally trusting and affectionate. They are hungry for friends and they are
testing out these relationships through play.'"” At the same time, they are still dealing

with aggressive and self-centered impulses.'® It is a time when children are working

1%4 Teresa M. McDevitt and Jeanne Ellis Ormrod, Child Development: Educating and Working with
Children and Adolescents, 2d ed. (New Jersey: Pearson Merrill Prentice Hall, 2004), 18-23.

195 Marsh and Dickens, Troubled Journey, 47.

19 Roberta Louis Goodman, “Developmental Psychology,” in The Ultimate Jewish Teacher's Handbook,
ed. Nachama Skolnik Moskowitz (Denver: A.R.E. Publishing, Inc., 2003), 92.

17 Dorothy H. Cohen, The Learning Child (New York: Random House, 1972), 61.

1% McDevitt and Ormrod, Child Development, 19.

32

_




hard at acquiring the social skills, behaviors and values that wiil help them function in the
world outside their home and feel that they are valued, competent people.'® According
to Erik Erikson’s theory of personal and emotional development, the major
developmental task for children at this stage is to achieve a measure of independence by

resolving the basic tension between initiative and guilt. Positive resolution leads to a

110

sense of purpose in life.
Young children growing up in a home where a parent is or sibling mentally ill can
have difficulty developing the social skills and behaviors that will help them feel like
they are valued and competent people. If a parent is depressed and cannot play with,
listen to, or give her child feedback, then the child misses out on developing attachments
and leamning behavioral cues that will help him relate to and trust others. If a parent with
schizophrenia or bipolar disorder vacillates between emotionally withdrawing and
overreacting, then a young child can feel confused, hurt and frightened by the behavior.

When he is about to share his excitement, insights, fears, and concems, the child never

knows if his parent will respond with a flat affect or vacant expression at one extreme, or
ranting, extreme irritability, or impatience at the other.!'’ If it is the former, then a young
child may be confused about how to act, because he will have trouble understanding what
the parent really thinks, feels and wants. The child may also have difficulty developing a
sense of self worth, either because he will not be able to trust what he is hearing, or
because he does not receive positive feedback for his achievements and interests. If,
instead, the parent’s response is volatile, abusive or incoherent, then the child may feel

afraid to share, connect or be honest with his parent. Alternatively, a child may feel that

1% Marsh and Dickens, Troubled Journey, 48.
"® Goodman, Jewish Teacher'’s Handbook, 92.
""" Brown and Roberts, Schizophrenic Mother, 225-26.
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he is somehow responsible for his parent’s distress; therefore, he is bad and deserving of
punishment.

Cognitively, young children learn best by using their bodies and physical senses
to explore their world and then recreate it by imitating and role-playing. Thus, they need
a learning environment that encourages active, purposeful play with peers, adults and
materials.''? Children at this stage have developed a basic facility with language but,
understandably, they form ideas and over generalize based on their limited perception of
the world. Young children use stories of heroes, villains and role models to help them
determine the limits of their power, the consequences of their actions and solidify their
knowledge about the world. They interpret these stories and their experiences literally.
Moreover, this is a time when children are working hard to distinguish between fantasy
and reality, but their feelings color their perceptions. As such, young children need
adults to help them fit their feelings and experiences into a framework that will help them
to develop a healthy, positive sélf concept and acquire accurate knowledge of their
world.'"® Young children’s cognitive development may well be affected negatively when
they are regularly exposed to a parent or sibling whose perceptions of events and reality
are distorted because of mental illness.

If the family is socially isolated and a young child has limited opportunities to
interact with peers and adults, then his ability to learn social skills and information about
his world will be stunted or skewed. For example, when a parent or sibling with
schizophrenia has delusions or hallucinations, it will be hard for a young child to know

for sure what is real. Children desperately want to trust and believe a parent, or they may

12 McDevitt and Ormrod, Child Development, 19,
' Ibid.; Goodman, Jewish Teacher’s Handbook, 92, 99; Cohen, The Learning Child, 66-67.
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look up to and want to be just like an older sibling. As such, they may imitate the
behaviors that they see, and may believe that what they are being told is really happening,
unless they are given guidance and support to the contrary from other competent, caring
adults. On the other hand, young children may be frightened by what a parent or sibling
claims to hear or see, or they may wonder what is wrong with them that they cannot hear
or see these things.

Similarly, when a depressed or schizophrenic parent does not pay attention to
personal grooming habits for herself or her children, then a young child will not learn
these basic skills unless another adult or sibling in the home models the appropriate
behavior and helps the child develop these skills. The young child does not know how to
“fix” a mom who does not bathe regularly, comb her hair or dress in clothing that is clean
and appropriate. Nor does she have the skills to care for herself adequately. She may
feel ashamed of, embarrassed by, or angry with her mom if children at school make fun
of or exciude her from play because of the way she or her mom looks. She may feel
angry or hurt by peers who reject her. She may feel abandoned by a mother who is
supposed to but does not care for her. Even at such a young age, she may lose hope or
feel unworthy of being able to achieve competence in her world.

Around the age of six, children are in the early stages of moral and faith
development. According to Lawrence Kohlberg’s theory of moral development, children
at this age do the right thing both from a sense of faimess and to serve their own
interests.'* Before children can distinguish between fantasy and reality, their views of
God are based upon feelings of mystery, awe and fear. They tend to obey out of fear of

punishment. Once children can distinguish between reality and fantasy, they begin to see

4 Goodman, Jewish Teacher’s Handbook, 95.




life as more predictable. They believe that God is a fair, caring ruler who rewards those
who are good and punishes those who are bad.!'> Depending upon the disorder, its
severity and other available nurturing supports, children at this stage who have a parent
or sibling who develops a mental disorder may feel that God hates, has abandoned or is
punishing them, or they may find that God to be a loving, comforting presence in their
lives.

In short, young children who are growing up in a home where there is mental
illness will face significant challenges mastering the skills and competencies of this stage,
unless there are other competent and loving adults to step in and provide the modeling,
guidance, support and experiences thét the child needs.

The Middle Childhood Years

During the middle childhood years, from ages six to ten/eleven, the focus of
learning shifts from the child’s home to her larger social context. The world of school
and peer relationships play a dominant role in these children’s development.''® If,
however, a child has not built a secure foundation of self worth, trust and basic skills,
then she is not prepared to engage with the world outside of her home. She may also be
too distracted or preoccupied by the problems at home to be “present” and, therefore,
benefit from these new experiences.'"’

Children during this stage of development are striving to master the skills, tools,

118

customs and knowledge of their community and culture. They learn best when the
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content is connected to the reality of their lives, when the skill has observable value for
them and when the style of learning is active. What and how children at this age learn is
greatly influenced by:

their interest in the subject matter;

feelings about their personal competencies;
their relationship to the social group;
events at home; and

significant events in the general culture such as disaster, war or terrorism. '”

Having a mentally ill parent or sibling is an “event at home” that undoubtedly influences
what and how a child learns, particularly in the areas of developing competencies and
building peer relationships. Just “how” that influence manifests itself depends, in part,
upon the child, and largely on the additional supports that she receives.

According to Jean Piaget’s theory of cognitive development, these children are in
the concrete operational stage of development. They are capable of looking at different
sources, analyzing different points of view, and making an argument supported by
information when they are familiar with the topic and can rely on concrete objects to
bolster their reasoning.'*°

Socially, the major thrust during this period is towards peer group life. The
groups generally form along sex lines, because children are preparing, in part, for adult

2l It is in these groups that

life according to the values and attitudes of their culture.’
children: learn the rules of games and how to navigate them; display their skills; learn

new competencies; and learn to cooperate and compete with each other, testing and

"% Cohen, The Learning Child, 244, 252, 253.
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stretching their intellectual, social and physical capacities. ““ While children use groups
as a means for seeking increased freedom from adult authority and direction, they still
need and want adult acceptance, protection and help.'?

Erickson’s theory of social and emotional development identifies the major
developmental task for this age as a conflict between industry and inferiority, with
successful resolution leading to a sense of competence and self-esteem.'®® Children at
this stage are keenly aware of their strengths and weaknesses, and their experiences lead
them to develop either a generally positive (capable worthy) or negative (inept,
unworthy) sense of self.'?> Factors that play into whether a child is accepted into a group
include whether he is scared to try things on his own and is overly dependent on parents
or other adults for approval; whether he feels confident in himself; and whether he is
competent in the academic and social skills and tasks at hand.!'?®

During the years from ages six through twelve, children are developing morally

along a continuum. They are trying to figure out how to act in response to:

expectations from family, peers, friends and others;

feelings of loyalty to family peers, friends and others;

feelings about what is fair; and

feelings about what is right to serve one’s own interests and needs.

Children’s belief in God during this time, for the most part, continues to be in a powerful
authority figure who is fair, caring and consistent. 127
Children at this stage need ongoing, numerous opportunities to: be exposed to

learning experiences; practice what they have learned; and receive guidance, feedback

12 Ihid., 220-222; McDevitt and Ormrod, Child Development, 21, 562.
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and encouragement from both adults and peers. When a child at this stage of
development is living with a mentally ill family member, any or all of these opportunities
may be affected.

One way that children may be affected is when the family places limits on the
time tl_lat they can spend with their peers. For example, if a parent cannot shop, cook,
clean or care for younger children because she is too depressed to act, or cannot follow
through on tasks because she is schizophrenic, then children at this age may be expected
to take on responsibilities that leave them little or no time to spend with peers outside of
school.'®® Some children respond to this need by becoming super achievers at home and
school. They want to help and protect their families. They may also want to escape
feelings of helplessness and hopelessness. Managing these responsibilities contributes to

the child’s sense of competence and self worth, even if it is in areas that are different

from normal peer group activities for this age."”® Other children feel a sense of conflict

between their loyalty to family needs and their desire to be with friends and/or pursue
their own interests. They may take on the responsibilities out of a sense of guilt but, at
the same time, feel cheated, resentful, angry or depressed about what they are missing.'*°
For children who are not super achievers, having these added responsibilities can
adversely affect their school performance. They may be too tired or distracted by events
at home to concentrate, or school may be the one place where the child can act out
feelings of anger, frustration or fear. In addition, when a family wants to keep the fact of

mental illness a secret, or when the mentally ill person exhibits symptoms such as

2% Marsh and Dickens, Troubled Journey, 54, 57.
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paranoia, then children may not be allowed to bring friends into the home or visit the
homes of other children.

A second way that mental illness in the family may affect children is when they
themselves choose to limit their interactions with peers. It is likely that children at this
age have already internalized the stigma associated with mental illness. They are old
enough to recognize that having a family member who is mentally ill makes their home
life different from, and not as good as, that of their peers. These children are trying so
hard to fit in with the group that the last thing that they want is to be different,
particularly in a negative way. For example, when a parent or sibling suffers from
depression, schizophrenia or bipolar disorder and, as a result, dresses inappropriately,
talks to people who are not present, or collects and strews junk all over the house,
children at this age may feel embarrassed, ashamed or humiliated by these behaviors.
They may feel terrified that peers will find out about their “crazy” parent or sibling, reject
them as friends and make fun of thexh. As a result, some children choose not to bring
friends home or talk about their families. Others are afraid to reach out and connect to
peers, for fear of exposing themselves and their family to ridicule.'®! These children feel
like outsiders in the world and may not feel loved and protected in their homes. They run
the risk of distancing themselves emotionally from people in order to protect themselves

132 Whether these children self isolate or are isolated by their families,

from being hurt.
they often experience painful feelings of loneliness and abandonment.
A third way that a child’s growth and development may be negatively affected by

living in a home where there is mental illness is when the child’s parents are unable to
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provide adequate nurturing, support and guidance for him. In order to build feelings of
competence and self-esteem, children at this stage need to have an adult in their lives who
is a caring, regular presence in their lives. That adult can help them process and solidify
the information and skills they are learning in school or other extracurricular activities;
help them evaluate and resolve challenges they face in relating to peers; guide them in
how they should conduct themselves and treat others; and provide them with a safe,
secure and stable home environment.

When, for example, a parent with bipolar is manic, she may be too hyperactive to
be able to pay attention to what a child is saying, asking or doing. She may be too
irritable and impatient to spend time helping her child learn or practice skills. She may
also be acting in ways that are inappropriate or dangerous. For instance, the parent may
scream at people for little or no reason; laugh when her child shows her a failing report
card; buy all kinds of items on the spur of the moment that the family does not need or
cannot afford; drive at excessive speeds; or refuse to take her medication. When a parent
behaves this way, the child may be afraid to talk to his parent much less ask her for help
with anything in his life. He may not even trust any help that his parent offers. The child
may feel that his home is such an unpredictable or frightening place, that he cannot rely
on his parents to care for and protect him. Such a child may feel angry or defiant. If so,
he may act out at school or get involved with the wrong crowd and engage in destructive
behaviors. He may look for support and affirmation on the Internet, which could be
dangerous. If lucky, he may get guidance and support from a teacher, coach or extended

family member.
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On the other hand, if a parent feels hopeless about life, or has no energy or ability
to focus and follow through on tasks, then the child will not only feel that she cannot rely
on her parent to help her with anything, but she may also come to feel that life is
unbearably sad and that there is little or no hope that things could be different.'®
Without help, such a child will not have the confidence to participate fully in life. She
may even feel unworthy of experiencing joy and success.

Children at this stage need a parent or other close adult to give them age-
appropriate information about what is wrong with their parent or sibling. Children need
to know that they did not cause the illness by their behavior and they cannot cure the
problem by their actions or thoughts. They also need to understand that mental illness is
not contagious, like a cold or the measles, so that it is safe to live in the same home and
be hugged or kissed by the person with the disorder.'** On the other hand, when children
question whether they or their future children are likely to become mentally ill, because
they have learned that mental disorders “run” in families, we must honestly acknowledge
this fact. At the same time, we must focus on whatever positive information we can give
them to minimize their fears, including statistics about inheriting particular disorders and
information about early detection and effective treatments. These children also need
adults in their lives who encourage them to be themselves, and help them develop
positive strategies for coping with the challenges that they and their family face.
Adolescents

The major social and emotional developmental tasks for adolescents to achieve

are the formation of one’s personal identity; coming to terms with one’s emerging
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sexuality in a world of changing sex roles, values and standards of behavior; and

beginning to chart one’s career path.'*® Erickson defines the task as the struggle to

achieve identity versus role confusion, with the successful resolution leading to the ego
strength of ﬁdelity.‘36 Peer relationships are of utmost importance during the teen years.
Adolescents generally spend more than half of their waking hours with their peers and
relatively little time with parents or teachers.'’’

The onset of puberty is a2 major physical event that occurs during early
adolescence. This time of enormous change in children’s bodies is exciting, puzzling and
disorienting. Depending upon a child’s personality and the age when the changes occur,
children may feel self conscious and believe that nobody else is thinking and feeling the
way they are. It is helpful for children at this age to have a relationship with an adult who
can be a positive mentor.'*®

Cognitively it is a time when children have an increased ability to think logically,
abstractly and hypothetically. With their new abilities and idealism, children at this age
believe they have the power to challenge and change the world."*® In terms of their moral
development, it is a time when peers and the peer group are the dominant influences for
children. They are capable of putting themselves in the shoes of another, and they give

priority to shared feelings, agreements and expectations over individual interests. It is

also a time when children seek and grow in their personal relationship to God.'*
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During late adolescence, from the ages of 14-18, the physical changes of puberty

are completed and young people come into their adult physical appearance. This is a
time when young people get conflicting messages from different sources (family, friends,
society, and media) about what is good and right to do with their lives and their bodies.
They believe that they are capable and entitled to make their own decisions about these
matters. As such, this is the time when teens wrestle with different views to achieve their
own sense of identity and explore different career paths, ultimately deciding their
direction in life.'"*!

Teens growing up in a home where a parent or sibling is mentally ill will have a
hard time achieving the developmental skills and competencies of this stage when their
opportunities to be with peers are curtailed, and when they cannot rely on at least one
parent to be there, when needed, to provide information, clarification, guidance or help.

Teens’ need to be out of the house with peers is critical to helping them prepare
for independence and adulthood. They need to spend time with peers in a number of
ways, including:
studying and working on school projects with buddies or in groups;
socializing and learning with peers in sports, the arts or youth groups;

socializing in groups at parties and, as they get older dating; and
simply “hanging out” with or talking to friends.

Teens, however, even more so than children in the middle childhood years, may be
needed and expected to assume significant responsibilities in the home when a parent or
sibling is mentally ill'* When these opportunities are limited or precluded due to the
family’s overriding needs, then teens may feel<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>