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Personality Disorders and
Overseas Missions: Guidelines for
the Mental Health Professional

ESTHER SCHUBERT
New Castle, Indiana

Mental health care professionals are in a
unique position to advise mission organiza-
tions in the selection process. This is espe-
cially the case in helping newer inexperi-
enced boards avoid overseas placement of
personality disordered individuals. The
article reviews specific personality disorders
and their impact in the overseas setting. The
dilemma of compassion vs. administrative
wisdom is addressed. Suggestions are
included to help missions refine selection
policies using the MMPI, understanding its
limits, using occupational history review,
personal interviews, and individual follow-
up on lefters of recommendation. The article
is not intended to be a handbook for the
selection process, but to call attention to an
often neglected area of psychopathology
that needs to be addressed in the screening
evaluation.

n spite of the availability of sophisticated selec-
tion tools for missions (Ferguson, Kliewer,
Lindquist & Lindquist, 1981; Foyle, 1987; Gardner,
1987; Lindquist, 1983), not all sending organizations
are utilizing these options. Occasional missionaries
may be placed overseas who do not have the emo-
tional stability to be there (Anonymous, 1990).
Crises culminating in personal and organizational
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disasters have alerted many on-site mental health
professionals to deficiencies in the selection process
of some mission boards. I believe these deficiencies
are most apparent in the inadvertent placement of
people with personality disorders. In this article I
will discuss the fact that some missionaries are per-
sonality disordered, investigate the selection process
that allowed their overseas placement, discuss the
unique aspects of overseas work that makes their
presence untenable, and present what I believe can
be done by mental health professionals to prevent
these catastrophes in the future.

An extensive search of the literature revealed no
studies of personality disordered missionaries in
overseas settings. Two studies discussed the place-
ment of individuals with personality disorders in
other overseas organizations. An early study of the
Peace Corps by Menninger & English (1965) report-
ed that nine of the first 7,979 Peace Corps workers
were psychiatric casualties due to personality disor-
ders. These ranged in age from 19-41, evenly divided
between men and women. Personality disorder
types were schizoid, passive-aggressive, and narcis-
sistic. The selection process involved an intensive
training program, but no MMPL. Only about 20%
received psychiatric interviews. The psychiatric inter-
view alone did not appear to be particularly effective
in anticipating these problems. A prior study by
Glass, Ryan, Lubin, Ramana, & Tucker (1956) report-
ed that the psychiatric interview contributed to pre-
dicting success of military recruits who remained in
the U.S.; however, interviews alone were inaccurate
in predicting outcomes in overseas placement or
other situations of radical change.

Having devoted the last eight years to overseas
consultations, preventive care, counseling, and med-
ical treatment of depressed missionaries, I am seeing
some patterns that deeply concern me. I strongly
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believe in treating unipolar major depressive disor-
ders on the field, and I have been successfully
doing so in most cases. I call these “healthy depres-
sions” when talking with mission personnel. These
illnesses respond well to counseling and medication,
and clients can usually return to productive work
wiser and more insightful. In addition, these people
are saved the disgrace of returning to their .con-
stituency in a depressed condition.

_ In contrast, I am beginning to see more charac-
terological, or “unhealthy depressions,” occurring in
missionary populations. These clients may initially
respond to treatment, but an underlying personality
pathology is uncovered that may preclude their con-
tinued missionary service. Individuals with personali-
ty disorders may have slipped through selection
without adequate evaluation. Their presence on the
field is usually surrounded by contention, dissension,
disagreements, and-exhaustion on the part of other
missionaries and field executives who try to support
them emotionally and spiritually.

The following case study is an example:

Herb N,, a thirty four year old missionary candidate, is sent to
an African country with his wife and three children, aged 10,
8, and 5. His mission organization believes in pre-field test-
ing, but due to the pressing needs on the field, Herb and
Mary do not participate in the entire battery of tests, inter-
views, and follow-up. Herb does not seem to mind the limited
evaluation.

Once overseas, in planning sessions and team meetings,
Herb has periodic rages followed the next day by abject
repentance, tears, and the promise never to get angry again.
He has difficulty submitting to authority or being a team play-
er. The field leader is at a loss to know how to manage the
situation, especially since Herb is so obviously sincere in his
Christian commitment. Complaints begin to pour in from the
national church regarding Herb.

Mary makes efforts to keep things smooth at home, trying to
avoid conflict, but periodically the two school-age children
are seen with unexplained bruises on their faces and bodies.
One child shows evidence of chronic childhood depression
associated with acting out; the other has frequent medical
complaints which cannot be documented on physical exam
or laboratory testing.

The family is strongly advised to return to the U.S. for family
therapy and treatment of the children. They refuse, withdraw
further into the family unit, eventually leave the mission, but
remain on the field without accountability to anyone. The
country in which they reside has no child abuse laws so that
concerned missionaries there are unable to intervene in the
obvious on-going abuse of the children.

Later investigation into Herb’s past reveals that prior to appli-
cation to the mission, he was in a series of brief jobs fol-
lowed by three pastorates that ended in termination—none
lasting longer than a year.

His childhood had been chaotic, with profound disruption
occurring in his first five years of life.

Once, while in college, he was seen by a psychologist who
told him that lengthy counseling might help his problems
with identity and emptiness, but Herb refused to return to the
clinician, calling him an unqualified professional who did not
know what he was doing.

As we recruit our missionary candidates from an
enlarging pool of bruised individuals, mission board
personnel departments may need more sophisticated
selection tools to avoid placing well-meaning candi-
dates in jobs beyond their emotional skills. The
mental health care professional is an invaluable
asset in preventing the overseas placement of per-
sonality disordered individuals.

Many large sending agencies utilize extensive
pre-field testing, but smaller, newer organizations
are often limited in experence, finances, and psy-
chological expertise. I believe the mental health pro-
fessional can help in suggesting policy changes for
these boards.

Currently I provide official consultations to eight
missions. I also frequently see individuals from other
agencies both in the U.S. and overseas. All of the
missions for which I consult use the MMPI in selec-
tion. In one mission that previously did not use the
instrument, I discovered three individuals who met
the criteria for personality disorders. All three needed
to return to the U.S; their families were disrupted,
financial supporters disillusioned, field teams
exhausted, and the mission financially stressed by
the financial obligations of the emergencies.

Another self-insured mission that uses the MMPI
accepted a missionary candidate against professional
advice because of pressure from the sending
church. The individual was never able to go over-
seas, could not find a job in the homeland office
that he could adapt to, and ended up in a psychi-
atric hospital for months at mission expense. He
was diagnosed with a personality disorder.

One other mission sent a couple overseas in
spite of warning signs on the MMPI and from the
psychological evaluation. After a difficult first term,
the field recommended more intense homeland
evaluation and review. Unfortunately the family was
sent back to the field, the marriage failed, the field
team was split, and repercussions were felt both
overseas and in the homeland.

In spite of the anecdotal nature of the above
comments, I can categorically say that I have yet to

find a missionary with a personality disorder who
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reached the field if the MMPI was done profession-
ally with interviews, and if the recommendations of
professionals were heeded. Clinical experience sug-
gests some alarming trends that merit future quality
statistical research. Unfortunately data is difficult to
acquire from some organizations due to (a) issues of
confidentiality, (b) embarrassment, (¢) pastoral
rather than psychological approach to selection,
and, though this is rare, (d) a philosophy that spiri-
tuality surpasses all psychological problems.

Mental health professionals can occasionally be
intimidated by the obvious spiritual qualifications of
non-psychologist personnel directors. Nevertheless,
we need to help educate toward the use of psycho-
logical tools in the selection process. At the same
time, personnel directors must understand that can-
didates’ own psychological agendas (Schubert, 1989;
Sexton & Maddock, 1980) may be misinterpreted as
a spiritual call to missions. Sending agencies cannot
afford to be psychologically naive, especially now
that our recruits often come from such varied and
damaged backgrounds.

Uniqueness of Overseas Settings

Boundary issues are almost always problematic
with persons having a personality disorder (Gab-
bard, 1990; Nicholi, 1988). North American profes-
sionals are protected from boundary violations by
answering services, separate office and residential
locations, and office staff. Overseas mental health
care workers, field executives, fellow missionaries,
and nationals are vulnerable to victimization in a
setting where none of these protections exist. The
assumption made overseas is that the missionaries
are emotionally as well as spiritually mature. Since
the personality disordered missionary has twenty-
four hour access to others’ homes, offices, and
spheres of influence, his presence overseas resem-
bles living day and night with a disordered family
member. Naive nationals and loving fellow mission-
aries are quickly exhausted and frustrated by the
unmeetable needs and demands. Boundaries are
almost impossible to establish and there is often
false guilt for trying to set these limits.

Also, since the majority of missionaries go overseas
with training in theology or other non-psychological
fields they are ill-prepared to deal with personality dis-
ordered individuals who may appear psychologically
healthy, that is, not delusional or thought disordered,
yet have deep-seated maladaptations.

Finally, the defense mechanisms employed by

many people with personality disorders, especially
splitting and projective identification, play havoc
with team unity and individual relationships. I have
seen field teams permanently split over these diffi-
cult personnel issues.

I believe that the deterioration of the family in
Western society, the erosion of stable traditions, and
the frequency of child abuse, sexual abuse, neglect,
alcoholic families and other dysfunctional families
contribute to the marked increase in personality dis-
orders seen in missionary candidates and selected
missionaries. Christian organizations such as Inter-
Varsity Christian Fellowship are noticing a marked
increase in chapter members who come from dys-
functional families. Don Fields (personal communi-
cation, Nov. 19, 1990) commented that twenty-five
years ago 20% of their college age members came
from dysfunctional families. Currently the figure is
between 60-70%.

Some of these individuals with emotional bruis-
ing can do a good job overseas if issues are worked
through psychologically first (Schubert, 1989). How-
ever, if the damage is intense enough, and
unhealthy traits are maladaptive and inflexible
enough to be considered a true personality disorder,
that individual should not be placed overseas.

Types of Personality Disorders

The Diagnostic and Statistical Manual (DSM-III-R)
classifies personality disorders in three clusters. We
will briefly note clusters. “A” and “C” and then con-
centrate attention on cluster “B.”

Cluster A includes paranoid, schizoid, and
schizotypal personality disorders. The Christian with
paranoid personality disorder may be rigid, dogmat-
ic, and suspicious. In mission settings this person’s
pathology may be focused on legalisms, divisive
doctrines, and theological deficiencies of others.
There is little humor in interactions and a great deal
of sensitivity to power and rank. The schizoid per-
sonality disorder manifests extreme shyness, aloof-
ness, and insensitivity to others’ feelings. When
overseas, the individual may be reclusive, a loner,
and have few, if any, friends within the mission
group. The schizotypal person has a tenuous hold
on reality, may have eccentric convictions and
beliefs, and may have what they believe to be reli-
gious experiences that are actually the result of psy-
chotic processes. (Oates, 1987). Missionary candi-
dates with cluster A disorders often appear so odd
or eccentric that they are eliminated from selection
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by interview, along with close scrutiny of letters of
recommendation and telephone calls to authors of
the letters.

Cluster C includes avoidant, dependent, obses-
sive-compulsive, and passive aggressive personality
disorders. Candidates with avoidant personality disor-
der who proceed through the selection process may
be seen in missionary settings as loners who may
function to some degree in a solo placement as inde-
pendents or pioneers. Oates (1987) describes Chris-
tians with this disorder as “actively detached adults”
with histories of rejection and a deep fear of being
hurt (pp. 102-103). Persons with dependent personal-
ity disorder place responsibility for life decisions on
others, subordinate personal needs to others, have
markedly low self esteem, and cannot tolerate being
alone. They drain fellow missionaries emotionally in
the overseas community where boundary setting is so
difficult. They are particularly unable to deal with the
separations that are an inherent part of missionary liv-
ing. Obsessive-compulsive personality disorder (ego-
syntonic) must be distinguished from obsessive-com-
pulsive disorder (ego-dystonic), (Gabbard, 1990). The
ego-syntonic individual is comfortable with his or her
symptoms while the ego-dystonic individual recog-
nizes his or her symptoms as maladaptive or patho-
logical. The personality disordered obsessive-com-
pulsive individual may simply appear overly
conscientious and scrupulous, but be so exacting that
conflict arises over criticism of other missionaries.
Though occasionally these people can function in a
book work, laboratory, or isolated office setting, their
rigid, controlling, lack of people orientation is
destructive to the necessary cohesive missionary
team. Finally, the individual with passive-aggressive
personality disorder may appear to be a fine Christian
who never gets angry. Unfortunately, in overseas situ-
ations which are already fraught with frustrations, this
person’s obstinacy and anger will be expressed indi-
rectly with procrastination, delay, and discreet refusal
to follow orders. Other missionaries are puzzled by
their own angry reactions to such a nice person. Can-
didates with avoidant and dependent personality dis-
orders are often filtered out by interview and non-
psychological evaluation, but those with
obsessive-compulsive and passive agressive personal-
ity disorders may progress through the selection pro-
cess if more sophisticated testing is neglected.

Persons with cluster B personality disorders are
particularly destructive if sent overseas. They may
appear dramatic, suave, emotional, yet deceptively

healthy. Their erratic, impulsive, disruptive, and

splitting behaviors are not always apparent until

they are stressed with the cultural adjustments of liv-

ing overseas without their usual support systems.

Each of these aspects will be discussed in more

detail. Millon and Everly (1987) have written exten-

sively on personality disorders; Oates (1987) and

Landorf (1982) provide Christian perspectives of

these disorders.

L. Antisocial personality disorder was formerly
referred to as sociopathy or psychopathy (Magid
& McKelvey, 1987). The newer title is deceptive
in that these people are often smooth, good talk-
ers, and sociable on a superficial level. In the
mission setting they make wonderful deputation
speakers, possibly raising their full support in a
month when the rest of the mission candidates
take six months to two years.

In candidate school they are seen as manipu-
lators and exploiters, usually lacking real empathy
and compassion. They seem to be born with a
social and moral learning disorder (Pollock,
1990). Their sociopathic “swiss cheese” con-
science or superego lacunae predispose to sexu-
ally immoral behavior even while they loudly pro-
claim moral purity from the mission pulpit.

Boundary violations for the sociopath revolve
around the superego deficiencies. They include
sexual morality, ethics, business dealings, money
management, parenting, and work behavior. The
obvious discrepancies between talk and walk are
devastating to the mission setting as well as to
the constituency.

Occasionally evangelicals find it hard to
acknowledge that there can be a disorder that
leaves the individual truly incapable of moral
decision-making. They want scriptural documen-
tation of this difficult concept. I have suggested
they study Deuteronomy 21:18-21, which
describes capital punishment applied to incorrigi-
ble teen-agers prior to marriage and the potential
genetic components of this disorder.

II. Borderline personality disorder was not cleatly
defined unti] the past decade. It is characterized
by instability of mood, interpersonal relationships,
and self-image. Identity disturbance is almost
always present especially in self view, sexual
identity, long term goals, career, types of friends,
and values. There are usually symptoms of empti-
ness and boredom (Gabbard, 1990).

Persons with this disorder have unstable and




