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Introduction
A number of papers in this symposium have examined the painful
sequelae of personal encounters with depression or other mental
health issues – loss of hope and alienation from one’s family, one’s
closest community, one’s church. The topic of this paper has its roots
in almost the exact opposite – the coming together of a people from the
church to confront difﬁcult challenges of responding to such issues by
reafﬁrming (or relearning) old wisdoms emerging from their ethos of
faith; and, in the coming together, the whole (to steal a gestalt expression) became much greater than the sum of its parts.
Before beginning, a few words about what informs my approach
to the subject. I’m a lapsed psychologist! To be more speciﬁc, ‘lapsed’
from the type of psychology I was educated in. I was educated in the
view that psychology was a discipline aspiring to do ‘real science’ –
with ‘real science’ deﬁned as research conducted within a positivist
paradigm using experimental and quasi-experimental research
designs, and where the researcher sought to test theories without
bias and independent of values other than the search for knowledge.
To propose that one might enquire into an ‘ethos of faith’ within this
paradigm was about as close to sacrilege as one might get.

188

Journal of Mennonite Studies

The problem, of course, is that constructs like ‘faith’ and ‘values’
reﬂect attributes that are quite intangible and unobservable – hence,
fundamentally immeasurable in a direct sense. While I was reasonably
good at the positivist style of research, I also was convinced that if one
wanted to understand decisions people made, and their behaviour,
one couldn’t escape coming to the conclusion they were inherently
mediated by ‘values’. The positivist notion of being ‘value free’ made
little sense. Further, that the construct of ‘faith’, as we Mennonites
commonly understand it – not just faith as a vague conﬁdence that
something will work out; rather, that there is a God, and we have a
mission to fulﬁll as a people of God – that ‘faith’ could not be cavalierly
set aside as wishful thinking or a ‘bias.’
Systems theory was in its infancy during my graduate studies,
and provided a way to think beyond the constraints of reductionism.
Amongst the seminal thinkers of the time I encountered Kenneth
Boulding, a rather extra-ordinary economist.1 One quote attributed to
him that caught my eye was: “Mathematics brought rigor to Economics. Unfortunately, it also brought mortis.” This echoed my sentiment
about psychology.
In a 1956 book titled The Image: Life and Knowledge in Society,
Kenneth Boulding2 argued that it is the ‘image’ one has of what is
possible that shapes behaviour, shapes what one does – whether the
behaviour of an individual, of a group of people, of an organization, or
even of a country. By ‘image’ he meant the accumulated knowledge and
understandings a person had. This notion of ‘image’ captured me then,
and has done so through my career of pursuing ‘ideal seeking’ systems.
It is within this notion of ‘image’ I put the construct of ‘faith’ – and,
by extension, how ‘values’ and knowledge come together to guide
behaviour. In turn, this conceptual context shapes the understandings
I’ve come to on the Mennonite Mental Health story.

Role of Faith in Development of Mennonite Mental Health Services
That Mennonite development of mental health services in the postWorld War II (WWII) period was an intentional expression of faith in
action cannot be doubted. The experiences of Conscientious Objectors
(COs) working in state hospitals during that war as described in other
papers in these sessions and elsewhere,3 created an awareness within
the larger Mennonite community not only about the dire conditions
within those institutions, but also a concern that better forms of care
and treatment should be available to its adherents and others experiencing serious forms of mental disorder. As early as 1944 a proposal was
put forward to the Emergency Relief Board of the General Conference
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of Mennonites that serious consideration be given to establishing a
Mennonite mental health institution, a resolution agreed to in 1945. A
similar motion was adopted by the conference of Mennonite Brethren
in 1946.4 Henry A. Fast, one of the key actors in promoting these
resolutions, later recalled:
Our dedication to the principle of nonresistance by itself did
not inspire concern for the mentally ill. It did help to intensify
our care about people and give meaning, direction and quality
to the way we worked with the mentally ill (Henry A Fast,
1972).5
These resolutions from two of the largest of Mennonite conferences
prompted the Mennonite Central Committee (MCC) to undertake a
study on whether or not to set up mental health services which, in
turn, led to a ‘master plan’ to develop a series of centres in the United
States– one on the east coast (Brooklane), one in the west (Kings View),
one in the central plains (Prairie View) and one in the mid-west (Oaklawn). A ﬁfth, also in California (Kern View), was eventually added.6
The ﬁrst three of these began under the administrative auspices of
MCC, with local advisory groups; but, within a relatively few years
the administrative responsibility was devolved to local boards which,
in turn, were linked together and to MCC through Mennonite Mental
Health Services – a council comprised of an equal number of centre
representatives and members from the church constituency at large.
I’ve commented on the genius of this early structural arrangement
elsewhere.7
Similar motivations, of the church extending its ministry, underlay
the development of another three mental health centres – in Lancaster
County (Philhaven), in Bucks County, Pennsylvania (Penn Foundation)
and in Southern Manitoba (Eden), and are easily documented.8 These
three also joined MMHS over time.

Towards an assessment of faith in practice
While the founding of these centres clearly was an act of a faith
community, whether and how Mennonite/Anabaptist faith is (or was)
expressed in the services themselves is a little more challenging to
demonstrate. It is difﬁcult to claim that services provided by Mennonite mental health centres are distinctive or unique as contrasted
with other equivalent centres if judged on criteria such as services or
programs provided, training and experience of personnel, who they
serve or the kinds of issues addressed – at least that was the case when I
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was involved and, I expect, is still the case. But, these are the ‘tangible’
kinds of indicators that ‘bean counters’ dearly like, and largely are
relevant only to easily describable externalities of programs.
Not so easily assessed are the qualitative dimensions of such
enterprises – of what the experience of people receiving services is,
of what the working environment for personnel is like, of what the
image (there’s that word again) of these programs is in the public
square. Such attributes fundamentally reﬂect individual and corporate
values, and can only be assessed in such terms, an argument initially
put forward in the disability ﬁeld (e.g. Wolfensberger, 1972)9 and later
adopted in management and organization theory as well.10 Today, North
American governments, businesses and human services commonly set
out statements of their ‘values’ – ostensibly as guideposts to follow in
pursuing their ‘mission’, and against which they might be judged.
But, the simple articulation of a set of values, whether by a human
service or an enterprise of some kind, does not mean they necessarily are put into practice. To illustrate, consider McDonalds, the
international hamburger empire. One of the reasons for its success
has been attributed to diligent pursuit of its four key values: ‘Quality,’
‘Service,’ ‘Cleanliness’ and ‘Value.’11 Most of us probably would agree
these are reasonable values for a food service enterprise. The ‘acid test’
of their efﬁcacy, though, is whether we (as consumers of food) would
have the same conﬁdence in how McDonalds acts on these values as we
might in an alternate ‘best practice’ place of food preparation where
we know from experience these values also apply – say, the kitchens of
Mennonite households, our mothers’ being the ﬁrst that come to mind.
The fundamental question is: which of the two kitchens – McDonalds’
or your mother’s – would you have greater conﬁdence in, with respect
to consistently putting such values into practice? My guess is most
would say the latter. The difference is in how these values are seen in
relation to practice. For McDonalds these values are aspirational – a
way of setting standards and, on occasion, of measuring whether or not
a franchisee is living up to implied expectations. For my mother, these
were internalized standards of practice – an ‘image’ that, if not lived
up to, was something of a disgrace. In Boulding’s words, our mothers
have an ‘image’ of the desired outcome consistent with such values that
guides their every decision, while people not so inculcated are bound
to have ‘images’ that only partially identify with the values in routine
decision making.
In like fashion, it has become common for mental health services
to set out values statements. One typical public mental health agency
set its values out as: ‘Respect,’ ‘Recovery,’ ‘Quality,’ ‘Education’
and ‘Care.’ And a university-based mental health centre set out its
values with terms such as: ‘Excellence,’ ‘Innovation,’ ‘Commitment,’
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‘Collaboration’ and ‘Education.’ It’s notable that there are differences
between public and university-based services in how they articulate
their values – reﬂecting something of the context within which they
operate. In both cases, though, the fundamental question is “to what
extent the expressed values are aspirational, and to what extent an
internalized part of practice?” The reality is, such a question has been
rarely if ever assessed; but, my observation is that, in the main, these
value statements are essentially aspirational.
This difference between aspirational as contrasted with internalized values lies at the heart of gaining some understanding of how a
mental health service is perceived and experienced by users of such
services, by staff or by the public. And, by implication, they provide
a conceptual framework for discerning whether Mennonite mental
health services are similar to or different from services provided by
others. One might reasonably expect that values consistent with Mennonite/Anabaptist perspectives of faith, if internalized by a sufﬁcient
number of personnel, might well lead to differences in how these
services are experienced by service users or by personnel or perceived
in the public square as contrasted with centres where similar values
essentially are aspirational in nature.
Regrettably, neither I nor anyone else I am aware of has sought to
contrast Mennonite and other mental health services in these terms,
though there is anecdotal evidence suggesting that at least some
of the MMHS centres are perceived as preferable. Nor am I aware
of a systematic attempt to articulate what seem to be the common
faith related values that characterize Mennonite services, let alone
determine whether they are internalized in practice. The remainder
of this paper is directed towards that end.

Values of Mennonite Mental Health Services
In preparation for another paper last year12 I examined what one
might infer as being the values expressed by Mennonite services – from
the very ﬁrst one in Russia (Bethania) to those in North America.
The approach used was characteristic of critical analysis techniques
involving reading of available source literature, repeated reﬂection
on the content and nature of the various conversations over the years
of my involvement with MMHS and fellow Mennonites involved with
mental health and other human services, and contrasting the tentative
ideas arrived at.
Nine of the most prominent and common of the values along with
exemplars of supporting evidence are identiﬁed below, grouped in two
categories: seven that speak to service development and day-to-day
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provision of mental health services, and two that speak to leadership.
Others might have been articulated, but these 9 were the most common. To test their validity, the ﬁnal step was to compare these themes
with ﬁndings from a partially related study.

Core values related to developing and providing services
The following seven values pertain to the development and provision of mental health services.
Mutual Aid: Mennonites/Anabaptists have a rich history of
practicing mutual aid in a manner similar to that of the early church
as set out in several letters by the Apostle Paul,13 where the community
comes to the aid of the person or family experiencing a signiﬁcant
trouble or loss. Documentation from all MMHS centers indicates
mutual aid to be the driving concern for their founding – providing aid
to the community of faith, as it is sometimes referred to. That said, it
should be noted that such services weren’t kept exclusive. All centres,
from Bethania in Russia to those part of the MMHS in North America
and the Paraguayan Mennonite mental health facility Eirene, almost
immediately extended their services to include people in need from
other faith and cultural backgrounds. This dual emphasis – serving
Mennonites, serving others – was reﬂected in the following MCC policy
statement (May 3, 1947): “that the concept of services to be rendered
be approached by MCC here also in the same spirit as in its other
services, having due regard to the needs of all men but especially of
the household of faith.”
That didn’t mean the church committed itself to pay for services of
‘the household of faith’ or anyone else in an ongoing way. Orie Miller,
Exec Secretary of MCC at the time, stated the mandate as: “(1) MH
facilities would be built with church funds but (2) the program itself
would be self-supporting” (cited in Jost, 1982, p. 268).14
Christian Compassion and Love. This second value expressed by
two related terms speaks to the motivation of personnel for being
involved in mental health services. Both terms reﬂect a sympathetic
consciousness of others’ distress together with a desire to alleviate it,
and arise out of a tradition of seeking to live a life of discipleship. The
term ‘Christian compassion’ was used in literature that describes the
services of both Bethania in Russia and Bethesda in Canada, and the
term ‘compassion’ continues to be noted as a value in present day
mental health services such as Eden Health in Manitoba, Oaklawn
in Indiana, Prairie View in Kansas and Philhaven in Pennsylvania.
‘Christian love’ was the term used to describe the work of COs in
mental hospitals and, later, was seen as a primary motivating value

An Ethos of Faith and Mennonite Mental Health Services

193

in developing of MMHS centers. In practice, the value from early on
was expressed in terms of developing a ‘total milieu’ with a Christian
emphasis. The ﬁrst Medical Director of Brooklane spoke about the
importance of “Christian Living” and the impact that staff had on
people served: “I don’t see this as ritualistic but more fundamental,
incorporating the concept of love, understanding, tolerance and
empathy. Each and every member of our organization has a very
deﬁnite moral obligation in this respect.” (cited in Myers, 1983, p. 67.)15
At the Penn Foundation the founding Plan prepared by Norman Loux
and others in 1955 emphasized: “this would, in essence, be a mission
endeavor, extending the hand of Christ and love.” (Cited in Hoeﬂick,
1982, p.147.)16
Respect for Dignity of the Person. The phrase ‘dignity of the person’
as an expressed value is relatively recent in origin, largely arising in
the 1970s and ‘80s in the secular context when disability advocates
pursued development of service approaches that were sensitive to
individual needs and interests. There is an argument to be made,
though, that this value was at least an implicit, if not explicit, part of
how personnel sought to relate to people receiving services provided by
earlier Mennonite mental health or disability agencies. The theological
view that each person is a child of God, no matter what their condition
or state of life, has deep roots in Anabaptist tradition. One can infer
the presence of such a value in the work by Mennonite COs in mental
hospitals during WWII. These were young men and, later, a few women,
by and large raised on farms, with little or no training or experience
relevant to working in large mental hospitals. Yet, as documented in
a recent book on the CO experience by Steven Taylor,17 they gained a
reputation of being able to make small positive changes to life on the
wards by showing genuine interest in the persons they served. It is
reasonable to argue that an implicit understanding of the distraught,
naked, long stay inmates of mental hospitals as each a ‘child of God’
characterized the understanding of these untrained COs seeking to
make such individuals’ lives just a little bit better.
This value continues to be present as a characteristic of MMHS
services, reﬂected in statements like the following: “Patients or clients
are viewed with ‘a deep kind of sensitivity and caring about human
values…the humaneness”; (Melvin Funk); “instead of being treated
with the ‘custodial mechanisms that dehumanize the individual,’ the
person is treated with dignity and respect.” (Robert Carlson) (Cited
in Neufeld, 1983, p. 247.)18 Elmer Ediger, one of the MMHS founding
directors, wonders whether this emphasis may be a heritage from the
Quakers and the ‘moral treatment’ tradition.19 This is plausible since
the moral treatment philosophy was widely embraced in the early 19th
century, but it also is conceivable that this view emerged independently

194

Journal of Mennonite Studies

within the Mennonite community. The greatest direct inﬂuence on
Bethania in Russia which had a similar emphasis in its programming
was from the Bethel institution in Germany where a number of personnel were trained (see below).
Community. The communal ethic is widely recognized as a deﬁning
characteristic of Anabaptists. Various writings as well as personal
observation identify a number of practices in the various Mennonite
mental health services that seem consistent with this ethic: placing
emphasis on building relationships, trusting others to do ‘what is right’,
sharing resources, seeking to build consensus whenever possible,
‘servant leadership’ and so on. Such behaviors are particularly notable
in literature describing the way that Mennonite CO programs were
operated20 as well as in contrasts of Mennonite CO programs with
those sponsored by other groups21. More recently developed programs
continue to strive for a communitarian emphasis, both in their internal
programs (transdisciplinary teams, with blurring of lines between
professions, were evident within the MMHS and other centers well
before they became accepted within the public sector MH programs),
as well as in their relationship to the sponsoring Mennonite community
and the larger geographic communities within which they exist.
Integrity and Ethical Rigor. An emphasis on integrity and ethical
rigor is evident in literature on the earliest Mennonite mental health
services to the present. There was an obvious commitment to provide
services in such a way that it is above reproach, and to doing what is
right and being trustworthy in all relationships. The presence of this
value is best demonstrated by testimonials from outside sources. For
example, one noted psychiatrist-educator from the New York state
mental health system who became familiar with MMHS centres
observed: ”The staff…whether they were Mennonite or not – were
approaching their jobs with a commitment and dedication which I
have found to be unique to the programs of the MMHS…although the
words were the same, the music was different …. Whether Mennonite
or not, personnel were approaching their jobs with a dedication and
commitment I have found unique to MMHS.”22
Pursuit of High Quality Programs by incorporating Knowledgebased Evidence with Values. Leaders planning for mental health
services invariably sought not only to have their faith expressed, but
also to develop programs based on the best sources of knowledge at
the time. Bethania was modeled on the Bethel institution at Bielefeld,
Germany, a mental asylum begun by Friedrich von Bodelschwingh.23
While it seems probable that what attracted Russian Mennonites, at
least in part, was the argument by Bodelschwingh and other Lutheran
clergy that the church could better run asylums than the state, a
position vigorously opposed by psychiatrists of the day,24 it also is clear
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their principled approach to treatment led to a very ﬁne reputation of
service over the years. In the 1940s, for example, Bodelschwingh’s
Bethel was amongst few German psychiatric facilities that opposed the
Nazi euthanasia policies.25 In North America the MMHS centres were
preceded by careful study of leading programs in Europe and North
America by an MCC Mental Health Study Committee in the years
1945 and ‘46.26 In both these cases, as well as more recent Mennonite
services of which I am aware, the intent was to seek out the best available knowledge and meld such evidence with Mennonite/Anabaptist
values as a framework for services.
Peace and Justice. Principles of non-resistance and/or paciﬁsm, at
the heart of Mennonite/Anabaptist theology, served as guiding values
in a new way for personnel in early mental health services. For COs
the issue wasn’t ‘war’ and ‘injustice’ in the classic sense of conﬂict
between peoples or nations; rather, the issue was one of violence and
neglect faced by people with mental disorders. The young farm COs
found that physical and sexual abuse of patients was not uncommon,
but far more common was the immense neglect in wards of grossly over
crowded institutions where there often was only one paid attendant
for 100 to 200 ‘patients’. According to Steve Taylor’s recent study,
somewhat different strategies were used to confront such systemic
practices, depending whether COs were of Quaker or Mennonite
background. Those of Quaker background gravitated towards active
public advocacy, including public exposés of abusive conditions in such
national media as Life magazine and others, and prompted development of a highly effective advocacy organization in the USA known as
the National Mental Health Foundation.27 Mennonites felt that tackling
systems change was too complex and would not change conditions very
easily, and so decided instead to see about changing conditions in small
ways on the wards during the war, and on the war’s conclusion to set
up their own small mental health facilities. Value statements on peace
(i.e. non-violence) and justice (promoting the common good) continue
to be present in values expressed by current Mennonite mental health
programs, sometimes expanded to emphasize programming that
focuses on peace within families.

Values Pertinent to Leadership
Not so prominent but never-the-less present in the various programs
are two values related particularly to the leadership of mental health
programs.
Leadership in Tune with Anabaptist/Mennonite Values. In all
mental health and related programs one can’t help but be impressed by
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the effort to ensure that personnel at various levels of their organization can identify with the Anabaptist/Mennonite perspective on faith
and its values. All MMHS services sought to have people in leadership
positions who understood the faith perspectives of the sponsoring constituencies, ideally showing their capacity to be ‘servant leaders’ (that
is, placing the program interests above personal interest in a Christlike manner). Certainly there were people of other faith persuasions
in senior positions as well as some who undoubtedly had no professed
faith, or the occasional leader might express greater self-interest
than was considered desirable; but, that was not the preference. If
programs were located in cities or towns with a substantial Mennonite/
Anabaptist presence, ﬁnding personnel with these desired perspectives
was easier to accomplish than when that was not the case. It proved
a particular challenge for the earliest MMHS administrative leaders
to ﬁnd psychiatrists, psychologists and other clinical personnel with
Mennonite/ Anabaptist backgrounds, some more than others. 28 There
simply were very few to draw from at the time.
The MMHS experience also suggests that if a program had difﬁculty in ﬁnding and retaining key executive and clinical leaders with
Mennonite/Anabaptist values, almost invariably its linkage with the
sponsoring community seemed to deteriorate with consequent negative
impact on their internal social cohesion and ability to deliver quality
programs. That most Mennonite mental health services in the USA
have survived and thrived for a period of up to six decades in what
surely is one of the most turbulent of human service environments
anywhere, with almost none either closing or leaving their Mennonite
connections, is a tribute to their ability to retain key leadership, many
of whom continue to relate to each other through Mennonite Health
Services (MHS). In Canada similar efforts are made by mental health
and disability programs to ward off forces of secularization by seeking
to continue their links to their MCC or other Mennonite sponsors.29
It is just such a commitment to ensuring its leadership is committed
to an Anabaptist/Mennonite values framework that, in my judgment,
has been a key to maintaining Mennonite services that continue to be
broadly and publicly recognized for their high quality
Pragmatic Division of Leadership Functions. It is useful to
remember that the dominant leadership model for mental health
services in North America and Europe up until the 1970s was for the
senior psychiatrist to be the hospital director. Mennonite programs
were amongst the earliest to separate administrative leadership from
professional leadership. This was, in part, a pragmatic decision; and,
in part, it reﬂected some skepticism about the motives of psychiatrists
as leaders of mental health programs. Such skepticism was evident
amongst Bodelschwingh and other Lutheran clergy in Germany, whose
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programs were developed in opposition to the dominant professionally
led psychiatric programs of the time, and seems to have been embraced
by leaders of Bethania. A similar model became the norm for MMHS
centres when they were developed. Through their CO experience North
American Mennonites observed that, despite often-expressed concern
by lead psychiatrists about lack of good programs or conditions in
mental hospitals, there seemed to be either little effort or ability to
change hospital conditions, contributing to the obvious conclusion that
psychiatrists seemed not necessarily in the best position to exercise
leadership for change – perhaps they might even be compromised.
There was also a pragmatic concern. Mennonite constituency leaders
were interested in having someone in leadership who could devote
energy to building the program in a cost effective way and in exercising
leadership in a way that the constituency had conﬁdence would reﬂect
its values. It is not surprising, then, that administrative leaders of the
ﬁrst MMHS centres all had personal experience as COs, and thereby
the credibility to launch the ﬁrst mental health services. In contrast, it
wasn’t until the late 1960s and early ‘70s that the public sector in North
America began to experiment with similar division of labor in mental
and general health systems.

A Contrast of Values in Two Different Contexts
A question to consider is whether the values identiﬁed above as
reﬂective of Mennonite/Anabaptist mental health services are consistent with statements of values others might derive from examining
the evidence. In the absence of any previous similar analyses an
approximation might be gained by contrasting the above values with
those derived from a related area of activity.
During the course of writing I discovered one such study, a paper
presented in 2003 at a meeting of the American Public Health Association with a goal that in part was similar to this paper; namely, to identify
values and ethics that inform the practice of faith-based (international)
development practitioners. The study by Yoder, Redekop and Jantzi30
involved a thematic analysis of written responses to questions on their
approaches to international development by 20 Mennonite/Anabaptist
development practitioners. Eight values were identified and are
contrasted with those already presented in Table 1.
It is immediately evident that though there are some differences in
wording, there is substantial similarity between the two listings. Five
of the values from both lists appear substantively the same, differing
slightly in wording or in their application in the two different contexts
(mental health service provision vs. development practice). For two
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Conclusions
Several conclusions might be drawn from the foregoing. First, an
argument can be made (and, I suggest, sustained) that Mennonite
mental health services have, to a substantial degree, managed to instill
an ethos of faith into their practices as expressed in the values just
articulated. Though one can’t conclusively demonstrate that so doing
has made them substantively different from others, there is reason
to believe that they may well be. As per my earlier comments, who
amongst us would argue with terms such as ‘respect’ or ‘recovery’ or
‘quality’ or ‘commitment’ as useful guideposts by which mental health
services should be judged. But, good as they are, for many mental
health services such values are more a statement of aspiration than
they are statements describing how services are in fact provided. Even
when such values frame an evaluation of services (a rare experience),
or if there is good congruence between the values and how such
services might be judged, they don’t quite get at the sense of at least
some of the values that express the Anabaptist/Mennonite perspective
as presented in this paper. There is overlap, but there also is something
more, something deeper that describes what Mennonites have sought.
Second, what seems to characterize our collective Anabaptist/Mennonite approach is a balanced consideration of faith-based values on
the one hand, and knowledge gleaned from various research traditions
on the other, as contrasted with placing the predominant priority on
either. I have long argued that any and all decisions one makes involve
consideration of both values-based and knowledge-based understandings of whatever the decision is about. A heuristic to help think about
the inter-relationship of values and knowledge is provided in Figure
1. Values-based understandings range from broad understandings of
worth as articulated by the major religions and philosophies (including
philosophies of science) to more narrowly deﬁned and speciﬁc laws
and regulations. In the same way, knowledge-based understandings
range from broad, loosely organized and defined experiences to
narrowly deﬁned, organized observation such as undertaken in theory
testing research methodologies. In between there are many degrees of
speciﬁcity. This Vee heuristic lends itself to understanding that both
knowledge claims and values claims vary in their degree of speciﬁcity
and generalizability. The more speciﬁc, the more certain one’s conclusion about a given phenomenon, but also the less generalizable to other
contexts or phenomena; and, vice versa.
In presenting this heuristic to policy or research audiences,31 there
invariably is considerable interest. However, such interest tends not
to be followed up with action except as and when a particular program
might be in the midst of some operational crisis, or where leadership
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is particularly interested in pursuing some signiﬁcant change. In
Mennonite/ Anabaptist contexts the Values/Knowledge balance of the
Heuristic seems to have a better ﬁt.

Value-based
Understandings

Beliefs

Knowledge-based
Understandings

Generalizability

Religous Truths
& Philosophies

Broad

Personal
Experience
Organized
Observations

Theory generating
(enguiry) methods

Principles & Codes
Narrow
Laws &
Regulations

Figure 1.

Theory testing
(inferential) methods

Sources of Evidence in Shaping our Futures The “V” Heuristic

Third, and ﬁnally, I’m left with the question of what these attributes
of our collective being, if they are sustained, contribute to the world at
large and how that might help improve opportunity and life for people
experiencing mental health issues. In putting this question forward,
I’m mindful that MMHS centers emerged at least partly with the
encouragement of highly recognized psychiatrists and others of nonMennonite or Anabaptist background who suggested that “Mennonites
might have a special contribution to make.”32 Such conﬁdence was
vindicated in a relatively short period of time. National recognition was
given to three MMHS centers in the 1960s for their leadership as model
community mental health centers – not bad for agencies that sought to
counter societal evils by engaging in personal acts of love and caring.33

An Ethos of Faith and Mennonite Mental Health Services

201

There are other contributions one might cite. In the end, though, our
‘ethos of faith’ would suggest that it doesn’t matter very much whether
we’ve made a contribution to the world at large. If they have, ﬁne and
good. What really matters is whether we’ve made a difference to the
lives of the people around us.
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