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ABSTRACT: Recent first-person memoirs of Christians living with mental health
challenges helpfully confront stigma and encourage care-seeking, while also reinforcing
the individualistic and technical logics of modern medicine. This clinical framework,
however, is inadequate to the realities indicated by rising rates of depression, anxiety,
substance use issues, and deaths from overdose and suicide. Because mental health
challenges are bound up with political realities, a more politcally-attuned framework for
Christian engagement with mental health is necessary. By attending to the witness of
Jesus as revealed in the Gospel of Mark (3:20-35, 5:1-20, and 5:21-43), we can better
receive the stories of people deemed by our society as mentally ill and so better perceive

the interconnected personal, communal, and cosmic dimensions of illness and healing.
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Introduction
We live in a culture characterized both by high levels of psychological distress and by an
increasing tendency to respond to this distress with clinical language and clinical models of
treatment. Sadness is increasingly “depression”; worry is increasingly “anxiety”’; scattered
attention and disorganization is increasingly “ADHD.” We see this tendency, for example,
among college and university students: in one national survey, while the percentage of students
affirming that they had “felt very sad” in the past 12 months increased 14 percent between 2009-
2019, the percentage of students affirming that they had been “so depressed that it was difficult
to function” increased by 47 percent in the same period, with a corresponding 94 percent
increase in students reporting that they had been diagnosed and treated by a professional for
depression in the last twelve months.! These trends, felt viscerally by those who teach or work in
higher education and also seen in other surveys,? suggest not only that students over the last two
decades have become increasingly distressed, but that they are more likely to narrate that distress
in the clinical, diagnostic language of psychology and psychiatry and to seek treatment within

mental health care systems.

Mental illness is increasingly a focus of American Christian churches and institutions and
of Christian media and publishing. While American Christians have long been engaged in

conversations about emotional well-being, anxiety, addiction, and the work of pastoral care and

! These data are publicly available on the American College Health Association website, specifically the NCHA II
Survey Reports, accessed January 2, 2025, https://www.acha.org/ncha/data-results/survey-results/all-ncha-survey-
reports/.

2 Data from the annual web-based Healthy Minds Study survey shows that among US college students, the rates of
having ever been diagnosed with a psychiatric condition increased from 22 percent to 36 percent between 2007 and
2017, and that the rates of seeking mental health treatment in the past year increased by 80 percent over the same
interval, from 19 percent to 34 percent; Sarah Ketchen Lipson, Emily G. Lattie, and Daniel Eisenberg, “Increased
Rates of Mental Health Service Utilization by U.S. College Students: 10-Year Population-Level Trends (2007—
2017),” Psychiatric Services 70 (2017): 60-63.
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counseling, until two decades ago there were relatively few resources reflecting on mental illness
per se, especially the forms of mental illness such as schizophrenia, bipolar I disorder, and severe
major depression that are sometimes framed as “severe and persistent mental illness” (SPMI).
That began to change in the mid-2000s, as nonprofit networks such as NAMI FaithNet and
Pathways to Promise grew in scope, and as new denominational and nonprofit ministries were
launched, often responding to particular local needs or reflecting the personal stories and
commitments of founders.® A wide range of church and denominational bodies have also offered

remarks and official statements related to mental health and mental illness.*

Beyond organizations and official statements, another way to examine the way that
American Christians are engaging mental health and mental illness is to look at the world of
Christian media. In this essay, we will be focusing on books but also recognize the importance of
other digital media; in particular, podcasts and social media platforms are growing into the
primary spaces shaping Christian thought and speech about mental health and mental illness.
Among books from Christian publishers, the last twenty years have witnessed marked growth in
publications focused on mental illness, including severe and persistent mental illness. These
books represent a wide range of theological views, and tend to cluster into four different but
overlapping genres. Some focus primarily on trauma and post-traumatic stress--a large category

that overlaps with the emerging movement of “trauma theology” and that for reasons of time and

3 Examples of such ministries include Fresh Hope US (Omaha, NE), Hope and Healing Center and Institute
(Houston, TX), Sanctuary Mental Health Ministries (Vancouver, BC), and Hope for Mental Health (Orange County,
CA).

4 See, for example, the 2013 Southern Baptist Convention resolution “On Mental Health Concerns and the Heart of
God,” https://www.sbc.net/resource-library/resolutions/on-mental-health-concerns-and-the-heart-of-god/; remarks
by Archbishop Borys Gudziak and Bishop Robert Barron to Plenary Assembly of (Catholic) Bishops marking the
start of the National Catholic Mental Health Campaign, November 15, 2023,
https://www.usccb.org/resources/statement-national-catholic-mental-health-campaign-november-15-2023; and
United Methodist Church Resolution 3303, “Ministries in Mental Illness,” originally adopted in 1992 but revised
and readopted in 2016, https://www.cokesbury.com/book-of-discipline-book-of-resolutions-free-versions.



space is beyond the scope of our present analysis.> Others are written as practical guides from a
Christian perspective about living with mental illness.® Still others engage mental health and
psychology more theoretically though the lens of Christian theology.” But perhaps most
evocative and influential are family and personal memoirs of mental health challenges that
weave together personal story and theological reflection. Particularly notable in this category are
three memoirs that we engage in this essay: Kathryn Greene-McCreight’s Darkness Is My Only
Companion: A Christian Response to Mental Illness (originally published in 2006); John Andrew
Bryant’s 4 Quiet Mind to Suffer With: Mental Illness, Trauma, and the Death of Christ (2023);
and Monica Coleman’s Bipolar Faith: A Black Woman's Journey with Depression and Faith

(2016).8

We engage these three memoirs as examples of how Christians in the United States are
speaking about and reflecting on mental health and mental illness, focusing on the way that the
formal language of psychiatric diagnosis and medical models of illness emerge within the

authors’ narratives. While these memoirs reflect a wide range of lived experiences and

5 Examples of this genre include Pamela Cooper-White, The Cry of Tamar: Violence Against Women and the
Church’s Response, 2nd ed. (Fortress Press, 2012); Serene Jones, Trauma and Grace: Theology in a Ruptured World,
2nd ed. (Westminster John Knox Press, 2019); Shelly Rambo, Spirit and Trauma: A Theology of Remaining
(Westminster John Knox Press, 2010); and many more.

¢ Examples of this genre include Matthew Stanford, Grace for the Afflicted: A Clinical and Biblical Perspective on
Mental Illness (Paternoster, 2008); Carlene Hill Byron, Not Quite Fine: Mental Health, Faith, and Standing Up for
One Another (Herald Press, 2021); and many more.

7 Examples of this genre include Eric Johnson, Foundations for Soul Care: A Christian Psychology Appraisal (IVP
Academic, 2007); Matthew Lapine, The Logic of the Body: Retrieving Theological Psychology (Lexham Academic,
2020); John Swinton, Finding Jesus in the Storm: The Spiritual Lives of Christians with Mental Health Challenges
(Eerdmans, 2020); and many more. Don S. Browning’s and Terry Cooper’s classic Religious Thought and the
Modern Psychologies, 2nd ed. (Fortress Press, 2004) engages modern schools of psychotherapy not through the lens
of theology, but as formal religious systems, and fits loosely into this category.

8 Other memoirs in this category include those written from the perspective of family members, such as Sarah
Griffith Lund, Blessed are the Crazy: Breaking the Silence about Mental Illness, Family, and Church (Chalice Press,
2014); and Rosemary Radford Ruether, Many Forms of Madness: A Family s Struggle with Mental Illness and the
Mental Health System, with David Ruether (Fortress Press, 2010). This category also includes personal memoirs
such as David Finnegan-Hosey, Christ on the Psych Ward (Church Publishing, 2018); and Rob Merchant, Broken By
Fear, Anchored in Hope: Faithfulness in An Age of Anxiety (SPCK, 2020).



theological commitments, each is beautifully written and provides powerful insight into the way
that faith takes shape and form in the midst of psychological struggle. Each also vividly displays
the skill and courage required to write vulnerably about personal experience in a Christian

culture where mental health challenges are often stigmatized.

At the same time, whether intended by the authors or not, these memoirs display to
varying degrees the influence of the medical model of mental illness. As a mode of explanation,
this framework of mental health struggle is useful but also limited, particularly by narrating
mental health challenges as particular problems of individuals, to be remedied with therapies that
are centered on the individual. In doing so, the medical model tends to obscure and/or
marginalize the social and political contexts in which mental health struggles germinate and
grow, and it also tends to obscure and/or marginalize the social and political dimensions of

healing.

Following our examination of these memoirs, we look to the Gospel of Mark for a
different approach that moves beyond individualistic medical models into a broader register, one
that takes seriously the interrelations between our personal, social, economic, and political lives,
with spiritual realities present in each register. While Mark’s gospel does not valorize bodily and
psychological suffering, neither does it medicalize nor pathologize these experiences. Rather,
beginning with Jesus himself, those named as “mad” or who otherwise are marginalized offer
painful but piercing insight into the structures of a world that opposes the coming reign of God.
As such, they both witness to a world that is not as it should be, and participate in Jesus’

proclamation of a new, liberatory, inbreaking order.

The Power and Limitations of the Medical Model



As we engage Christian mental health memoirs, it is important to specify: What is the medical
model? The medical model is a way of approaching a problem that reflects how medical
practitioners commonly approach the problems of their patients (or clients).” Medical
practitioners are trained to listen to patients describing their unwanted experiences and to judge,
perhaps with the aid of further diagnostic testing, whether and how those experiences might be
understood as symptoms of a disease or pathological condition. A person may present to a doctor
with a sore throat, for example, and after a history, physical, and pharyngeal swab, she diagnoses
this experience as symptomatic of streptococcal pharyngitis. One may present with sharp,
radiating flank pain, and after a history, physical, and other testing, she diagnoses this experience
as symptomatic of a kidney stone. Or the same person may present with several weeks of
sadness, emotional numbness, and poor appetite, concentration, and sleep, and after a history,
physical, and other testing, she diagnoses this experience as symptomatic of major depressive
disorder. In each of these experiences, the way of approaching the problem is similar: unwanted
experiences are labeled as symptoms, symptoms are linked to particular diseases or disorders,
and this diagnosis of disorder points the way to treatment. The medical model, put simply, is a
way of naming problems as symptoms, using symptoms to arrive at diagnoses, and allowing

diagnoses to guide the response to the problems.

Three things are often associated with the medical model but are not strictly required or
entailed by it. First, the medical model does not require the active participation of an actual
clinician. If a non-clinician wakes with a runny and itchy nose and diagnoses herself with a

common cold, or if she completes an online survey and diagnoses herself with generalized

9 Ahmed Samei Huda, The Medical Model in Mental Health: An Explanation and Evaluation (Oxford University
Press, 2019).



anxiety disorder, she is still applying the medical model even if she has not seen a medical

practitioner.

Second, the medical model need not specify how the symptoms came to be. This is true
throughout medicine, but especially in the case of mental health care. Most psychiatric
diagnoses, including major depressive disorder, are simply names for syndromes and therefore
should be understood as description rather than causal explanation. But they are nonetheless
often treated as if they are causal explanations, so that “I’m clinically depressed” is accepted as
an explanation for why I have been feeling so poorly recently. In this case, describing a cluster of
symptoms as a syndrome functions as their explanation. Sometimes, of course, clinicians and
patients go beyond syndromal description alone to offer causal explanations, as when what
Joseph Davis calls a “neurobiological imaginary” is invoked to attribute symptoms to a disorder

of the brain or some form of chemical imbalance.!°

Third, the medical model does not require that symptoms are fully accounted for by
problems originating in the body. Most medical practitioners adopt some version of a
“biopsychosocial” approach to illness, affirming that not only biological/bodily but also
psychological, relational, and social factors may contribute to or even give rise to unwanted
symptoms.!! Nonetheless, in most cases, the medical model perpetuates the assumption that
patients’ problems are individual problems that can be treated by engaging in individual clinical
care. If social and relational factors matter, they matter as “risk factors” or “precipitating or

perpetuating factors” for an individual condition, as when work-related stress contributes to

19 Joseph E. Davis, Chemically Imbalanced: Everyday Suffering, Medication, and Our Troubled Quest for Self-
Mastery (University of Chicago Press, 2020).

' George L. Engel, “The Need for a New Medical Model: A Challenge for Biomedicine,* Science 196 (1977): 129-
36



cardiovascular disease, or adverse childhood experiences contribute to risk of cancer and

depression.

The medical model is undeniably powerful in shaping self-understanding and action.
Who in our society does not feel a pain or distressing sensation and wonder, “To what disease
process might this be pointing?” Even if we avoid going to any clinic, we have been formed to
live under constant medical auto-surveillance, reflecting in our own self-consciousness the

recursive clinical gaze.

But there also are important limitations of the medical model. First, as above, the medical
model tends to depict problems as internal to individuals: any disease that I have is particularly
mine, and within me. But to the extent that problems are understood as internal to individuals,
their political salience begins to recede. Consider, for instance, children living in a low-income
urban neighborhood who are diagnosed with asthma at much higher rates than wealthier children
in a suburb of the same city. What kind of problem is their asthma? Is the primary problem a
matter of individual airway hyperreactivity? If so, then the default response is to ensure that the
children have access to high-quality individual medical care, including access to inhalers, and
only secondarily to work toward mitigation of asthma “risk factors” such as air pollution and
cockroach dander. Or is the primary problem a communal problem of inequality and
environmental injustice that causes concentrated air pollution and a lack of safe and affordable
housing in a particular neighborhood that, in turn, causes asthma in many of the community’s

children? The primary way that we see the problem will guide the way that we respond.

Or consider the example with which we started, of college students experiencing a sharp
escalation in depression and anxiety. Is the primary problem that some vulnerable students are

struggling as a result of their own individual risk factors, with the primary response the provision



of access to high-quality mental health care and therapy? Or is the primary problem a communal
problem that involves an array of contributors including shaming practices, gender-based
violence, fear of failure, and social disconnection--a set of problems that inhere in the entire
community, but that disproportionately affect particular students? If we are college
administrators, do we respond by hiring more mental health counselors alone? Or do we also
invest significant time and energy into confronting these communal pathologies, even when it
means challenging faculty colleagues about their teaching practices, angering prominent donors
and alumni, or even questioning the contemporary model of higher education, with its focus on
career preparation and certification of students seeking a lifetime of middle- to upper-class
socioeconomic status? The medical model is powerful and can be useful, but if it deflects
attention from structures that contribute to suffering, it can be a way of avoiding difficult

political and social realities.

Second, when applied to mental health, certain versions of the medical model may be
counterproductive to growth and healing. In two meta-analyses, for example, social
psychologists Nick Haslam, Erlend Kvaale, and William Gottdiener investigated the social and
psychological consequences of understanding mental health problems as biological problems--
what they term “biogenetic explanations.” Biogenetic explanations, they found, do indeed reduce
stigma, self-blame, and shame among those who are diagnosed. But they also are associated with
increased pessimism about the possibility of recovery, the perception that people with
psychological problems are dangerous, and a desire for others to maintain distance from those

who are diagnosed.!? Similarly, in a study of young American adults, Joseph Davis found that

12 Erlend P. Kvaale, Nick Haslam, and William H. Gottdiener, “The ‘Side Effects’ of Medicalization: A Meta-
analytic Review of How Biogenetic Explanations Affect Stigma,” Clinical Psychology Review 33 (2013): 782-94;
and Erlend P. Kvaale, William H. Gottdiener, and Nick Haslam, “Biogenetic Explanations and Stigma: A Meta-
analytic Review of Associations among Laypeople,” Social Science and Medicine 96 (2013): 95-103.



those who embraced neurobiological explanations for their problems were less likely to blame
themselves for being ill, but also were more likely to turn to medication, were more restricted in
the range of words used to describe internal experience, and were less likely to engage in
psychotherapy as a way to better understand themselves and their inner lives.!3 Even when

medical explanations for unwanted experience clarify, they may not empower.
Psychiatric Diagnosis and the Medical Model in Three Christian Mental Health Memoirs

How, then, do we see the medical model at work in three prominent Christian mental health
memoirs? How does that shape the way that the memoirists describe how their challenges came

to be and how they have responded to them?
Kathryn Greene-McCreight's Darkness Is My Only Companion

While theologian and Episcopal priest Kathryn Greene-McCreight emphasizes that she would
prefer that Darkness Is My Only Companion be received as an “extended prayer” rather than as a
memoir, much of the book nonetheless offers powerful reflection on the author’s own experience
of faith and struggle while living with bipolar disorder.'* With the author, we feel the darkness of
depression, temptations to suicide, the pressured euphoria of mania, medication trials, and the
experience of hospitalization that includes a course of electroconvulsive therapy. Greene-
McCreight writes both of questions of faith and of the deep resonance, validation, and comfort
that she finds in the psalms and other texts of scripture, in the Book of Common Prayer and other
liturgical guides, and in other hymns and Christian prayers. Greene-McCreight follows the

book’s opening autobiographical section with several brief chapters of theological reflection on

13 Davis, Chemically Imbalanced.
14 Kathryn Greene-McCreight, Darkness Is My Only Companion: A Christian Response to Mental Illness, 2nd ed.
(Brazos Press, 2015), 173-174.

10



the human person in the light of mental illness, and poor appetite, concentration, and sleep final
section centered on practical guidance for people who live with mental illness and those who

care for them.

As a whole, the book is framed along two primary axes: the author’s relationship with
mental illness and the author’s relationship with God. Greene-McCreight frames mental illnesses
as “brain disorder[s]” and “largely biochemical events” that affect the body and mind of the
affected person.'> While she briefly describes a childhood and young adulthood that included a
high level of loss and grief, she does not directly attribute her mental health problems to these
experiences, nor does she return to them later. The focus of the book is rather on how she seeks
to know, worship, and serve God faithfully even when a chronic brain disorder is making it hard
to do so. She concludes that our feelings and other subjective experiences have little to do with
the way that God regards us and cares for us: “it is a good thing that God does not look upon us
according to our feelings but according to the faithfulness of Jesus Christ.”'® Similarly, while
mental illness “preys on the brain and mind, . . . it cannot destroy the soul, [since] God holds the

soul in his hands.”!?

John Andrew Bryant’s A Quiet Mind to Suffer With

John Andrew Bryant’s poetic memoir 4 Quiet Mind to Suffer With, which won a 2024
Christianity Today Book Award in the Christian Living/Spiritual Formation category, invites
readers into the author’s experience of a sharp rise in anxiety, unwanted obsessive thoughts, and

compulsive behaviors in young adulthood.'® Put briefly and too simply: Bryant refers to his

15 Greene-McCreight, Darkness Is My Only Companion, 5, 194.

16 Greene-McCreight, Darkness Is My Only Companion, 91.

17 Greene-McCreight, Darkness Is My Only Companion, 96.

18 John Andrew Bryant, 4 Quiet Mind to Suffer With: Mental lliness, Trauma, and the Death of Christ (Lexham
Press, 2023).

11



obsessive-compulsive disorder (OCD) as “The Siren” and also as “My Affliction, What’s Wrong,
The Bully, the Accuser, and What Should Happen.” The Siren forces him into the torturous
“Realm of Ceaseless Cognition,” which leads to suffering that renders him into the anguished
state of “The Howling Boy.” But in his suffering, The Howling Boy encounters Christ crucified,
and by meditating on Christ’s passion and death, comes to realize that his constant efforts to
avoid negative experiences, to fix himself, and to make things right are in fact a form of
addiction to his dependence on himself, a “Hardness of Heart.”!” In Christ, mediated through the
hearing of the gospel (“The Word”) and through “The Rhythm of the Ordinary Life of Regular
Worship,” he begins to develop the “Patient, Quiet Understanding” of humility and trust in
Christ. The abyss of suffering becomes a Wilderness which, with God’s help, he can begin to

navigate.

Amid this poetic narrative, we encounter anecdotes and memories from Bryant’s life. We
learn that he was hospitalized for several days when “the aggravated symptoms of...OCD [were]
misunderstood as potential psychosis” and that this was a time of immense suffering as well as a
time of unexpected grace received from an unsentimental psychiatrist, from an older nurse, and
from his wife. We learn that this hospitalization and the circumstances around it derailed his
ordination process, with neither understanding nor mercy shown by his bishop or by the
diocese’s appointed psychologist. We learn that despite ongoing struggles he finds comfort and
peace in swimming, in working with others in a nonprofit mission context, in his family life, and

in the daily office. And briefly, in the last fifth of the book, he tells us that “my pull into the

19 Bryant, 4 Quiet Mind to Suffer With, xiii.

12



darkness of OCD and trauma didn’t happen in isolation. My slide into madness was concurrent

with a relationship with an emotionally and spiritually abusive mentor.”?°

Like Greene-McCreight (who contributes a foreword), Bryant offers a beautiful,
evocative, and richly theological perspective that invites readers into the experience of spiritual
and psychological struggle. His memoir is far from a simple clinical case narrative. But as with
Greene-McCreight’s, Bryant’s narrative reflects the influence of individualism and of the
medical model. He makes clear that mental illness does not stem from “a character flaw or lack
of faith,” but should be regarded “most simply” as “an experience provided by the brain.” He
writes, “I simply have a brain that provides horrors to be seen and felt,” and he seeks to live
faithfully in the presence of The Siren of OCD.?! The primary characters of Bryant’s memoir are
OCD, Bryant himself, and Jesus. Others, whether supporters like his wife and parents or negative
figures like his unsupportive church leadership or his abusive former mentor, are given

subsidiary roles.
Monica Coleman’s Bipolar Faith

The promotional jacket copy for Monica Coleman’s Bipolar Faith describes the book as “both
spiritual autobiography and a memoir of mental illness,” and it is indeed both. As spiritual
autobiography, it is a profoundly written account of the intersections of race, trauma, history, and
faith. She opens by describing her family’s memories of her great-grandfather’s death by suicide
in Jim Crow-era South Carolina, and courageously shares many of her own experiences of grief,
loss, family emotional abuse, threatened intimate partner violence, parental divorce, sexual

violence, and physical illness. Along the way, she shares her own journey of faith as she loses

20 Bryant, 4 Quiet Mind to Suffer With, 244.
2! Bryant, 4 Quiet Mind to Suffer With, 8.

13



and gains and loses connection with God. She ultimately finds deep comfort and connection in a
process-theological account of God as one who groans and suffers with God’s creation, who does
not will evil and suffering or stop it, but who is with us in it: “But God is with us. In our broken,
hurting, weeping ways, God is there. God weeps with us.”?? Even if it made no mention of

mental illness, Coleman’s book would stand as a profound spiritual memoir.

But mental illness is a prominent character in the book also. In her young adulthood,
Coleman comes to understand depression as a near-constant presence in her life that has been
with her since childhood. Coleman as narrator describes times when Coleman as an adolescent
denied being depressed, but was still depressed nonetheless.?® As the memoir progresses,
psychiatric diagnoses become more powerful and more important for her self-understanding and
self-identity. A meaningful encounter with a new psychiatrist in graduate school allowed
Coleman to understand her recurrent periods of sadness that corresponded with life changes and
traumas as episodes of “Severe. Recurrent. Major. Depression. With. Anxiety.”?* She finally had
a “name for my lifelong companion” and found empowerment in “being treated like a smart
person who was sick.”? Realizing that “depression is a brain condition” that “taxes the brain”
and “wears it out,” she was empowered to treat herself with more gentleness and care.?¢ Later--
and near the very end of the book--she relates her experience of deep resonance when reading
about a new diagnosis, Bipolar II Disorder, that explained not only her depression and anxiety

but also her tendency toward exuberance and energy, which she then knew to call

22 Monica Coleman, Bipolar Faith: A Black Woman's Journey with Depression and Faith (Fortress Press, 2016),
203.

23 Coleman, Bipolar Faith, 66-67.

24 Coleman, Bipolar Faith, 283.

%5 Coleman, Bipolar Faith, 285.

26 Coleman, Bipolar Faith, 291.

14



“hypomania.”’ Finding this name for her experience was liberating, not only by guiding
medication treatment but also because “the naming helped me to feel sane” because it helped her

to understand that her happiness, and not just her depression, is “part of who I am as well.”?®

Together, these three memoirs are rich, affecting, and thought-provoking. As memoirs,
they focus not on abstractions like “mental health” and “mental illness” but on the complexity of
the authors’ lived experience. Amid differences in the three accounts, however, there is a
common form. Mental illness, specified by a particular diagnosis or by a progressive sequence of
diagnoses, is named as a structuring reality of the author’s life. The illness is identified with the
brain and is somehow distinct from the self, though in each case the authors identify mental
illness as an important way that they have come to understand themselves and their experiences.
The illness is either a constant or a frequently recurring and unavoidable presence. Life makes
more sense in light of understanding the illness. The illness is a formidable obstacle or challenge
in each author’s life, including in the spiritual life. It is also, however, an opportunity for growth:
each author has learned important things about herself or himself, and about God, in the light of

their struggle with the illness.

These books succeed as memoirs, and in doing so they attest to the presence of structural,
relational, and political realities that are relevant for the authors’ experiences. The narrator of
Darkness Is My Only Companion, for instance, is someone who lives with bipolar disorder--and
who also is a witness to tremendous grief and loss, including the loss of suicide. The narrator of

A Quiet Mind to Suffer With is someone who lives with obsessive-compulsive disorder--and also

27 Coleman, Bipolar Faith, 320-323.
28 Coleman, Bipolar Faith, 325.

15



a seminarian and prospective ordinand who experienced a controlling and spiritually abusive
relationship with a mentor. The narrator of Bipolar Faith is someone who lives with Bipolar II
Disorder--and also an attentive and prophetic witness to the intersections of history, systemic
racism, and sexual and emotional trauma and violence. Nonetheless, in these memoirs we
perceive tension, and perhaps even competition, between the medical model and attention to
these structural, relational, and political realities. To the extent that the authors frame their
experiences according to the interpretive lens of the medical model, attention to these broader

dynamics tends to recede in the narrative.

This tension between the medical model and attention to structural, relational, and
political realities is not unique to the three memoirs described here. It is arguably endemic in
most broader conversations, including Christian conversations, about psychological suffering.
But it raises the question: Why do we have to choose? And might there be a way of
understanding and narrating mental health problems that achieves the real goods promised by the
medical model--reducing stigma, increasing access to care, and so on--while more clearly

revealing the need for social and political transformation?

If these three memoirs serve as examples of how Christians in the United States are
speaking about and reflecting on mental health and mental illness, then the Gospel of Mark is a
very different kind of Christian mental health narrative. Here, the ill and possessed are healed
and saved by Jesus in ways that trouble the waters of the medical model--not least because Jesus
was accused of being mad and possessed himself. Psychologist and priest Joanna Collicutt
describes the Gospel of Mark as offering a Jesus who appeals to people in mental distress; here,

Jesus “is so affect-laden, frank and at the same time secretive and human,” he “cries from the

16



cross in despair,” and the book ends “with the word ‘afraid.””?° We turn to the Gospel of Mark
for illumination, not to project contemporary mental health categories onto ancient scripture, but
rather to render these categories strange in the light of Jesus as Mark describes him. In doing so,
we seek a vision of mental health and mental health care that the medical model all too often

obscures.
“He Has Gone Out of His Mind”: Mark 3:20-35

“They are not right.” “They are mentally ill.” “They’re out of their mind!” As far too many
people struggling with mental health challenges can attest, these claims frequently are a pretext
for stigmatization, silencing, and social control. Each of the memoirists mentioned above likely
has heard versions of these ways of describing psychological suffering. In our contemporary
context, such claims often are linguistic straitjackets, ways of not listening to a person by
dismissing them as mad. Instead of taking seriously the voices of others and what they might
mean for our own existence, we constrain them within social scripts that can easily mollify and
dominate. Such was the case when Jesus began to challenge political and religious authority at

the outset of his public ministry.

For, according to the Gospel of Mark, Jesus himself was described as “out of his mind”
by his family members (3:21).3° Their claim comes at the end of a rapid series of events. After
Jesus bursts upon the scene with his baptism by John, he confronts the religious and political
authorities bound up with the powers and principalities resisting an inbreaking way of life. He

calls forth a new community, and he saves those marginalized and afflicted by illness and

2 Joanna Collicutt, “Jesus and Madness,” in The Bible and Mental Health: Towards a Biblical Theology of Mental
Health, ed. by Christopher Cook and Isabelle Hamley (SCM Press, 2020), 57.
30 All scriptural translations are from the New Revised Standard Version (NRSV), unless noted otherwise.
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demons. Mark’s opening chapters convey what Ched Myers in his influential commentary
Binding the Strong Man describes as “the key aspects in Jesus’ messianic program: confronting

the old order, constructing an alternative order, and bringing liberation to the poor.”3!

Already tested by Satan (1:12-13), Jesus quickly encounters human resistance as the
Pharisees and Herodians conspire “to destroy him” (3:6). The old order strikes back, seeking to
reclaim its authority over Jesus’s life and to re-narrate his identity and existence. First, Jesus’s
family seeks to restrain him because “he has gone out of his mind” (3:21). Second, the religious
leaders seek to undercut his authority by claiming that he is possessed by the devil (3:22). Mark’s
juxtaposition here is notable: mental health and spiritual integrity were linked in Jesus’s first

century context, as they often are today.>?

In the Gospel of Mark, however, Jesus undercuts these familial and religious orders and
proclaims a radical new form of life. He first does so by describing the cosmic implications of
his ministry. Jesus is the one who binds the strong man and plunders his house (3:27), as
evidenced by his wilderness wrestling with Satan (1:13) and, of course, his rise from death’s
domain (16:6). Jesus pointedly names his family not as his biological kin but as those who do the
will of God (3:34-35). To account for statements like this, those around Jesus invoked the
categories of madness (a possible analogue of modern medicalization) and diabolical possession

(i.e., religious stigmatization). These accusations followed Jesus to the very end of his life:

31 Ched Myers, Binding the Strong Man: A Political Reading of Mark’s Story of Jesus, 20th Anniversary Edition
(Orbis Books, 1988, 2008), 121.

32 Joel Marcus, Mark 1-8: A New Translation with Introduction and Commentary, in The Anchor Bible Series
(Doubleday, 2000), 271. Marcus notes the resonance with John 10:20: “He has a demon and is insane.”
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Pontius Pilate may have been thinking Jesus was mad when he derisively named him King of the

Jews.??3

And so in Mark’s gospel we have mad, possessed King Jesus on the prowl.>* What does it
look like when Jesus refuses the forms of life offered by a fallen world and instead invites that
world into a transformed way of life under the reign of God? How might this affect the way that

we speak today about mental health and mental illness?

To be sure, as we will see in the following sections, the Gospel of Mark clearly identifies
Jesus as a healer. But his healing work does not much resemble that of contemporary medical
professionals. He is a healer who has been labeled as mad. His healing challenges social,
religious, and medical hierarchies; he relativizes social scripts. His healing acts reveal, rather
than avoid, social, relational, and political contexts in which people are trapped and
marginalized. He judges social orders based upon their adherence to the will of God, and he
enables a way of being and belonging that is not under the control of disordered authorities.
Jesus’s revolutionary healing is well-displayed by three healings in the fifth chapter of the

Gospel of Mark.
Cosmic Conflict and Costly Salvation: Mark 5:1-20

The demonized man in the country of the Gerasenes (Mark 5:1-20) seems to offer a clear story of

someone who is stigmatized for what today would be described as mental illness. But in Mark’s

33 Justin Meggitt, "The Madness of King Jesus: Why Was Jesus Put to Death, but His Followers Were Not?" Journal
for the Study of the New Testament 29 (2007): 379-413.

34 As Collicutt notes, it is for good reason that the Gospel of Mark is associated with the figure of the lion. Collicutt,
“Jesus and Madness,” 57.
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gospel the man’s struggles are described in spiritual, economic, social, and political terms as part

of a wider cosmic confrontation.3’

Following a dramatic, stormy sea crossing, Jesus lands on the eastern shore of the Sea of
Galilee, and it quickly becomes clear that this is territory occupied by hostile forces. Jesus
immediately is accosted by a man out of the tombs with an unclean spirit (5:2). This is a classic
spiritual showdown, and Jesus gains mastery over the demon by discovering its name (or,
perhaps, their name), Legion. This Latinate term meant one thing in that context: a massive force
of several thousand Roman soldiers, the equivalent of a brigade in the US military.>® The Roman
legion stationed locally at the time had a wild boar as its symbol, and so when the demonic
legion is cast into the herd of two thousand pigs that run over the cliff into the sea (5:12-13)--an
act that calls to mind the Lord’s defeat of the armies of Pharaoh in Exodus--Mark’s audience
would have known that Jesus’s spiritual intervention had deeply political ramifications.3” Jesus’s
cleansing of the land also is an economic act; two thousand pigs implies high financial stakes. It
is no surprise, then, that the swineherds whose livelihoods are threatened run to tell everyone

about these disruptions (5:14).

Now that the land is cleared of these death-dealing forces, the townspeople find the
demonized man with Jesus, “clothed and in his right mind” (5:15). Their reaction, however,
displays the lingering power of the ruling orders just disrupted by Jesus. They were not joyful or

relieved but rather afraid (5:15)--afraid of what such a healing might mean, with its cosmic,

33 For readings of this text intersecting with the realities of substance use issues, see Brett McCarty, "Salvation and
Health in Southern Appalachia: What the Opioid Crisis Reveals about Health Care and the Church," Christian
Bioethics: Non-Ecumenical Studies in Medical Morality 29, no. 3 (2023): 221-234; and Sonia Waters, Addiction and
Pastoral Care (Eerdmans, 2019), 104-129. See also Luke Bretherton, “Black Power,” in Christ and the Common
Life: Political Theology and the Case for Democracy (Eerdmans, 2019), 109-110.

36 Myers, Binding the Strong Man, 191.

37 Marcus, Mark 1-8, 344-5, 351-2; Myers, Binding the Strong Man, 192.
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economic, social, and political ramifications. Would the nearby Roman legion enact
retribution?3® How would their local economy function without being intertwined with the
material needs of empire? Are they ready to do what is necessary to welcome the demonized man
back into their community, even if it requires the conversion of their way of life? Evidently not;
they beg Jesus to leave (5:18). As Joel Marcus comments, “The demons desire to stay in
possession of the territory (5:10), and so their human agents evict Jesus from it (5:17)....Though
the demons have been bested in their direct encounter with Jesus, they, or their relatives, seem to

have succeeded in a subtle counterattack.”3®

Being Touched and Transformed at the Margins: Mark 5:21-35

Jesus crosses the sea again and performs two healings that challenge hierarchies of class, gender,
and religious authority. The synagogue leader Jairus, a member of the local religious elite,
approaches Jesus, falls at his feet, and begs repeatedly for his daughter's life (5:22-23).%° Jesus
begins to follow Jairus to his home, but in a classic instance of what biblical scholars refer to as a
Markan sandwich, this story of Jairus and his daughter is interrupted by another story. While
Jesus is on the way, his cloak is touched by “a woman who had a flow of blood for twelve years,
and had suffered many treatments from many doctors, and had spent all her money on them and
hadn’t benefited a bit but had rather gotten worse” (5:25-26; translation by Marcus).*! Relative to

Jairus, this woman is “at the opposite end of the social, economic, and religious spectrum.”*?

38 Myers, Binding the Strong Man, 191-192.

39 Marcus, Mark 1-8, 353.

40 This is one of the few instances of religious elites being portrayed positively in Mark’s gospel. Adela Yarbro
Collins, Mark: A Commentary (Fortress Press, 2007), 279.

4l Marcus, Mark 1-8, 355.

42 Marcus, Mark 1-8, 366. As Willie Jennings comments, the crowd around Jesus is filled with “people who would
not under normal circumstances ever want to be near each other, never ever touching flesh to flesh.” Willie Jennings,
After Whiteness: An Education in Belonging (Eerdmans, 2020), 13.
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When his cloak is touched by the woman with the flow of blood, Jesus is revealed, in
Candida Moss’s evocative description, as a “porous, leaky” man with a “flow of power.”* The
woman who has been exploited by medical authorities and suffered under their care becomes an
agent who draws forth healing from Jesus. “The body of Jesus,” according to Moss, “serves as an
alternative health care system--free and accessible--to the expensive and ineffective physicians

the woman has already visited.”**

Jairus and his household would have witnessed this firsthand and, like many of the
readers of Mark’s gospel, would have been shocked that Jesus disregards the impending death of
a well-connected young girl in order to care for someone who has lived with a chronic health
condition for twelve years. In the face of death, scarcity presses in. Then, as now, health care
often was directed toward the exigent needs of the “worthy” elite, excluding the chronically
suffering and marginalized.*’ But Jesus rejects this preferential option for the powerful. Instead,
he turns and publicly addresses the woman, who then stands and tells him “her whole truth”—
possibly at great length.*® Such personal attention and care is neither efficient nor profitable, and
certainly would not have pleased Jairus, but demonstrates that Jesus is both a keen observer of
the sociopolitical order and a disruptor of the social and medical hierarchies of his day. But this
disruption is not a zero-sum game. Jesus proceeds to Jairus’s home and heals his 12-year-old

daughter also (5:41-43).

43 Candida Moss, “The Man with the Flow of Power: Porous Bodies in Mark 5:25-34," Journal of Biblical
Literature 129, no. 3 (2010): 507-519, at 516.

4 Moss, “The Man with the Flow of Power,” 519.

45 As Marcus comments, “In this world, sadly, it is often true that one person benefits only at the expense of the
others, as contemporary debates about medical priorities painfully illustrate. But a different logic prevails in the
kingdom of God, a logic in which what is good for one person is also good for his or her neighbor.” Marcus, Mark
1-8, 370.

46 Christena Cleveland, plenary address at The Justice Conference US, July 5, 2017, available at:
https://www.facebook.com/thejusticeconferenceUS/videos/10154560050292385/7v=10154560050292385.
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Toward a Social and Political Framework for Mental Health

In a world in which experiences of psychological and emotional suffering often are framed
within medical models, how does the Gospel of Mark challenge the ways that Christians speak

and act today in relation to mental illness?

To be clear, this is an ancient text, set in a first-century culture that is very different from
our own. We cannot and should not expect it to anticipate either modern medicine and
psychology or the particular forms of mental health problems that are common in our time. But
in Mark’s gospel we find Jesus revealing and overturning political, social, and cosmic contexts of
illness and suffering in pursuit of healing and salvation. Ascribed as mad for challenging
authority, he doubled down on his challenge. Encountering a suffering man who was distanced
from his community, he liberated the man and found himself rejected. Rather than deferring to
the physicians of his day, he healed a woman who had been failed and exploited by them. The
hierarches are disrupted and inverted. The mad person is the one who speaks truth. The liberator
becomes the threat. The patient becomes the agent. Jesus creates a space of belonging where the
world is being turned upside down, and Luke-Acts depicts the early church carrying forward this
work.*” How might this biblical witness inform the way that we approach modern medical

models of mental illness?

First, the Gospel of Mark and the memoirs reviewed above concur that forms of distress
and suffering characterized today as mental illness are very real in the lives of many people. This

is true for our own lives, for the lives of our loved ones, and for readers of this essay.

47 Willie James Jennings, Acts: A Theological Commentary on the Bible (Westminster John Knox Press, 2017); and
C. Kavin Rowe, World Upside Down: Reading Acts in the Graeco-Roman Age (Oxford University Press, 2009).
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Second, it is important to affirm that there are goods within the medical model and that
medical language and concepts have an important place in Christian moral and political theology.
Mental health struggles involve our bodies, including our brains, and may in some cases emerge
from bodily problems, as all three memoirists note. For many, medical models offer an
empowering and effective way to interpret the experiences of psychological suffering and
unwanted or disvalued experience and behavior, and they can point the way to helpful
therapeutic responses. Medical models can help with a reduction in shame and self-blame among
those who are diagnosed. Medical models also can help concerned family members and other

caregivers know where to turn for guidance, help, and support.

Third, however, the Gospel of Mark should give us pause about making the medical
model the primary organizing framework for Christian discourse around mental health
challenges. Christians, that is, should not simply try to understand what specific mental disorder
someone has and then work to reduce stigma and to increase access in order to match them with
high-quality mental health care--as important as this is. Mark’s gospel calls us to think outside of
the categories that define our social and medical hierarchies. Mad, possessed King Jesus invites
us to rethink any and all social scripts offered as primary ways of interpreting unwanted
experience and behavior, in our own lives and in the lives of others--and this includes the
medical model. In the first century, as in the twenty-first, accusations and ascriptions of madness
were used to individualize aberrant behavior, to ostracize and to control, and to neutralize the
speaker’s agency and voice. But in the Gospel of Mark, it is often the pathologized and
diagnosed person--whether Jesus, the Gerasene man, or the woman with the former flow of

blood--who is able to see the truth of a morally and spiritually disordered society and to witness
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to a different order. We must challenge modes of description that make it more difficult for us to

see and to hear their witness.

The Gospel of Mark, to draw on Joseph Wiinikka-Lydon’s description of soldiers
experiencing moral injury, helps us to see that madness and marginalization may confer
“prophetic insight, understanding prophetic as seeing deeply and radically into the truth of the
present,” and should be regarded “not as a disability but as indicative of destabilizing knowledge,
or at least, its potential.”*® Michel Foucault famously argues that during the Renaissance
madness was understood through the trope of the “Ship of Fools,” an “eschatological figure”
serving as the “fugitive and absolute limit” of allegedly rational orderings of the world. Over the
last several centuries, however, madness no longer calls the social order into question. Instead,
the Ship of Fools now is “moored....retained and maintained. No longer a ship but a hospital.”*’

Christian speech about mental illness must resist the temptation to understand and control

madness in ways that hollow out its threat to our stable, structured way of life.>°

It is important not to be too theoretical here, nor to romanticize or valorize the
experiences of madness or mental illness. Christians--those with mental health challenges and
those without--must meet people with mental health challenges where they are, listen well, and
work to discern a fitting and faithful way forward. The medical model will continue to be
important for this discernment. Many people with the experiences of bipolar disorder or

schizophrenia, for example, will continue to benefit from medications and psychotherapy. Nor

48 Joseph Wiinikka-Lydon, “Moral Injury as Inherent Political Critique: The Prophetic Possibilities of a New Term,”
Political Theology 18, no. 3 (2016): 219-232.

4 Michael Foucault, Madness and Civilization: A History of Insanity in an Age of Reason, trans. Richard Howard
(Vintage Books, 1965), 35.

30 There are clear points of resonance between this political, liberatory reading of Mark’s gospel and the Mad Pride
movement; see, for example, Mohammed Abouelleil Rashed, Madness and the Demand for Recognition: A
Philosophical Inquiry into Identity and Mental Health Activism (Oxford University Press, 2019).
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does the Gospel of Mark suggest that people should seek to remain in a permanent state of
physical and psychological suffering: the demonized Gerasene man presumably was relieved to
be “in his right mind” (co@povodvta, Mk. 5:15), and both the woman with the flow of blood and

Jairus’s daughter were healed.

But Mark’s gospel prompts us to resist individualistic renderings of the medical model
that reinforce established hierarchies and blur political vision. We must allow our own worlds to
be questioned. Doing so requires attentive listening, inviting those ascribed as “mad” or mentally
ill--both those who continue to identify with a diagnosis and those who consider themselves
healed--to teach about difficult realities that we would rather avoid even as we work together to
care for the suffering. More broadly, it requires us to nest the medical model within a wider
hermeneutic, one that takes seriously the interrelations between our personal, social, economic,
and political lives, along with the spiritual realities present in each register. This model would
take seriously madness as sign--one that points beyond the individual and their symptoms to the

broader community and culture in which they have been formed and in which they live.

We wonder how this broader conception of mental health might lead to different ways of
reading the three memoirs described above. How might Greene-McCreight’s narrative speak
differently, for example, if readers focus less on depression as “a physical event with spiritual
side-effects” and more on the social and spiritual contexts of the many losses and griefs that she
describes in passing in her book’s first chapter?’! How would Bryant’s memoir speak differently
by reflecting in a more focused way on his description of the spiritually abusive relationship with

his mentor that precipitated his mental health crisis? How might Coleman’s memoir, already so

5! Quote taken from the first edition of Kathryn Greene-McCreight, Darkness Is My Only Companion: A Christian
Response to Mental Illness (Brazos Press, 2006), 96.
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rich in its attention to gender-based violence and racialized trauma, call readers to different forms
of action if these themes, and not the medicalized languages of depression and bipolar disorder,
are placed in the foreground? Perhaps more importantly, how would our own social worlds as
readers be called into question—and perhaps even to conversion—by the power of their witness?

Are we ready to receive this testimony and all it implies for our own lives (cf. Mark 5:17)?

Guided by the witness of Mark’s gospel, when Christians speak about psychological
suffering, we must resist the hegemony of individualistic medical models and must attend also--
and perhaps even primarily--to the social, economic, and political contexts within which the
suffering is experienced. And so we wonder: What forms of life might emerge as Christians seek
to engage wisely with contemporary medical and psychological care and to avoid the
individualism and reduction that so often accompanies that care? Could it be that the Gospel of
Mark and other scriptural accounts of mental health struggles call us away from a primary
reliance on the individualistic interpretive frames of modern psychology and medicine? If so,
what might it mean for us to tell the whole truth of our stories (cf. Mark 5:33)? What strange new

world are we being invited to enter together?>?

52 Karl Barth, “The Strange New World within the Bible,” The Word of God and the Word of Man, trans. Douglas
Horton (Harper, 1957), 28-50.
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