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BEING CLINICaLLy DEPRESSED: ThE POSITIVE EffECTS 
Of GRaCIOUS ChRISTIaN RELIGION ON MENTaL 
hEaLTh
CLaRET Ta DUPREE, PhD 
CBhD fELLOw

“So I breathe as deeply as possible, and I notice that sick is just 
a way to be. Life didn’t stop and no one fell off the earth rock 
’cause sick happened to me.”

– Written by my sister Dora Dupree, musing about her 
recently diagnosed terminal illness, in December, 2003, 
before her death on 8 January 2004.

Introduction

Once upon a time, I got sick. I began efforts to get 
well and simultaneously began efforts to discover 
the source of my dis-ease. Professionals determined 

that, even though I was experiencing physical symptoms, 
the source of my illness was clinical depression. As I expe-
rienced it, the depression was accompanied by anxiety 
(panic attacks), fatigue, and anorexia (loss of appetite) with 
accompanying weight loss. If I did not have to be at work 
or at church, I stayed in the bed. I avoided social situations, 
spending time only with my children, grandchildren or my 
best friend. I started taking the prescribed selective serotonin 
reuptake inhibitor antidepressant, and started therapy with a 
mental health professional. I also sought prayer support from 
fellow Christians. The support included what can only be 
called miserable comforting.

I was told that I needed to claim my healing. I was given 
scriptural passages and instructed to confess them as if I 
were taking a medication. One friend shared that she had 
a word from God for me, which was that God did not want 
me to take medication for depression. I was told to figure 
out how I had let the devil get in. I was told that my life was 
perfect, and that I had no reason to be depressed. Unfortu-
nately, my experiences are not unique and are not an isolated 
incidence.1 Matthew Stanford reported these and other 
responses to congregants with a mental illness.2 His study 
found that people were abandoned by the church, some were 
told by their church that they did not have a mental disorder 
or were told the mental disorder was a result of demonic 

activity, personal sin, or a lack of faith. 

In this essay, I will discuss additional personal observations 
of the interactions of Christian church members with fellow 
members who have a mental illness. I posit some explana-
tions for common Christian responses to the mentally 
ill. I also suggest ways that mentally ill Christians, as well 
as others with mental illness, can be helped, rather than 
harmed, while living with a mental illness. This paper will 
not re-hash the well-documented problems of research on 
mental health issues (spirituality versus religiosity; religious/
spiritual practice versus ‘awareness;’ psychometric measure-
ment of an abstract phenomena). For our purposes, I use the 
terms ‘mental illness’ and ‘mental disorders’ as defined by 
the Department and Health and Human Services (DHHS): 
“Mental illness is the term that refers collectively to all diag-
nosable mental disorders. Mental disorders are health condi-
tions that are characterized by alterations in thinking, mood, 
or behavior (or some combination thereof) associated with 
distress and/or impaired functioning.”3

In thinking and writing about how Christians might respond 
mercifully to those with mental health care needs, I have 
situated myself as a member of that group, locating myself 
more as a teller or as a witness. However, I am also a member 
of the group “Christians,” and consider myself as one who 
needs to give attention to others with a mental illness or dis-
order. Those of us with diagnoses of mental illness/disorder 
need to tell, to testify. Often, our words are not taken seri-
ously. The language, “being a witness” or “testifying” is com-
monly used in a religious context. Janette Taylor writes, “To 
testify is often an expressive act of resistance against larger 
social forces of oppression. It is a way to assert one’s agency 
and to reclaim one’s humanity.”4 Indeed, that is a need of 
those with mental illness or disorder, who are oppressed by 
society’s stigmatization and bias. My underlying assumption, 
arrived at through observations as a healthcare professional 
and personal experience, is that there is a lack of value-free 
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TakING aNOThER LOOk aT SURROGaCy

A pastor confided that an infertile couple in their home group was expecting a baby through a surrogate 
. . . the wife’s mother. Another couple who had come to terms with the wife’s inability to carry a child 
to term were considering adoption; that is, until a church member offered to gestate the baby for them. 

When I polled a group of college students about surrogacy, a few who were opposed to surrogacy in general 
said they might consider being a gestational surrogate for a sister. Whether this is a growing practice, I cannot 
say. We may hear more stories than usual because CBHD is a Christian bioethics research center. Or, people 
may avoid telling me their stories because of their latent fear that the practice might not be acceptable.

In any case, these are not “wombs for hire,” which may admit of somewhat more straightforward ethical 
analysis. Instead, we are confronted with altruistic surrogacy, where the relationship, and not financial consid-
eration, is clearly the core motivator. Is this a relevant ethical distinction? Isn’t altruistic surrogacy different in 
kind from the commercial version?

The most obvious difference is that the commercial surrogate is most likely a stranger. The future parents 
need never talk to her, or even know her name. As one couple in the UK said, “She’s doing a job for us . . . We 
don’t need to see her.”1 A second difference is that the altruistic surrogate who carries the child or children in 
her womb is not compensated for her time and labor, although her medical and out-of-pocket expenses may 
be covered by the intended parents. Commercial surrogacy presents the potential for de-humanization of a 
woman in a way that altruistic surrogacy should not. I believe that these are distinctions without an ethically 
dispositive difference.

The goal of altruistic and commercial surrogacy is to produce a healthy child. And, in the case of some altru-
istic surrogates, that child is also their grandchild. The means to reach the goal is the use of a woman’s body 
to gestate a child for someone else. The goal is compelling, but is it right to “produce” a child for gestation? 
(Assisted reproduction is an essential element of the arrangement, whether via seldom-used artificial insemi-
nation or IVF.) Most Christians, I hope, would agree that commercial surrogacy is wrong on the grounds of 
exploitation alone. But can altruism redeem commercial surrogacy’s unethical means? 

Let’s examine aspects common to all pregnancies. There is a growing body of literature about the impact of the 
maternal environment on the fetus, and that babies learn a remarkable amount while still the in the womb. For 
example, fetuses demonstrate short-term memory by thirty weeks.2 At birth, the child has “already imprinted 
on the odor of his amniotic fluid.”3 Annie Murphy Paul writes about “fetal origins,” referring to the “individ-
ual and idiosyncratic” ways a pregnant woman influences her developing child.4 Fetal origins theory has been 
confirmed by economic theorists.5 Although much remains unknown, factors such as maternal stress, obesity, 
and even preference for a son over a daughter have measurable health effects on the child, some of which may 
not emerge for decades.

Maternal influence on the fetus is acknowledged, but recent research indicates that the influence works both 
ways. Fetal activity may trigger maternal responses that familiarize her to the baby’s behavior, “in preparation 
for the consuming demands of newborn care.”6 The mother’s body responds to fetal movement, even when she 
does not perceive the movements. The effects of pregnancy may continue long after birth; DNA from a male 
fetus migrates to the mother’s brain, with potentially both positive and negative health effects.7

Maternal-fetal bonding is both biological and psychological. A complex array of pregnancy-related hormones 
promotes maternal-fetal bonding. Oxytocin, which increases during pregnancy and is released during labor, 
imprints the baby on the mother, and the mother on the baby.8 

The pregnant woman is not the only influence on the developing child. During pregnancy, male vasopressin 
levels can increase, promoting bonding and behavior that is more paternal and protective of the mother and 
child. Levels can rise even higher if he is present during birth.9 Could this vasopressin release be triggered 
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when the husband of the surrogate knows the child is not his, 
and that the baby will leave the hospital with someone else? 
Even more troublesome is the question whether the intended 
father experiences the vasopressin release when he is not living 
with the surrogate birth mother.

We are well aware that separating the baby from her mother 
at birth is stressful for the baby and her mother. Adoption 
practices have changed to allow the birth mother to spend time 
with her child. Hospital practices for all births have changed 
to include keeping the baby near the mother, and encouraging 
skin-to-skin contact to promote bonding. What is the impact 
if skin-to-skin bonding is denied, or is promptly followed by 
placement into the arms of another woman? 

Surrogacy arrangements intentionally separate the new-
born from his birth mother. We simply do not have enough 
evidence about what happens to the fetus when the pregnant 
woman intentionally distances herself emotionally from the 
child growing within, in order to protect herself from bonding, 
to prevent feelings of the pain of separation.10 In the complex, 
still mysterious prenatal environment, is it possible that fetal 
development is influenced by this conscious psychological 
distancing? 

For whose benefit is this being done? The pain of infertility is 
deep, one that family members and friends wish they could 
resolve. They may be unaware that some solutions they suggest 
are morally problematic. That is why we must discuss these 
matters before friends or members of our congregation embark 
on an ethically impossible journey. 

You will notice that I only focused on one dimension of altru-
istic surrogacy, and that is the prenatal and postnatal impact 
on the child. There are additional concerns, to be sure. 

1 Poonam Taneja, “The Couple having four Babies by Two Surrogates,” BBC 
News October 27, 2013, http://www.bbc.com/news/uk-24670212. 

2 Society for Research in Child Development, “fetal Short-term Memory found 
in 30-week-Old fetuses,” ScienceDaily july 15, 2009, www.sciencedaily.com/
releases/2009/07/090715074924.htm.

3 Linda folden Palmer, “Bonding Matters: The Chemistry of attachment,” Preg-
nancy.org, http://www.pregnancy.org/article/bonding-matters-chemistry-
attachment. 

4 annie Murphy Paul, “what Babies Learn Before They’re Born,” CNN Opinion 
December 11, 2011. http://www.cnn.com/2011/12/11/opinion/paul-ted-talk/. 

5  Douglas almond and janet Currie, “killing Me Softly: The fetal Origins 
hypothesis,” Journal of Economic Perspectives 25, no. 3 (Summer 2011): 153, 
http://www.princeton.edu/~jcurrie/publications/killing_Me_Softly.pdf.

6  janet DiPietro, “Psychological and Psychophysiological Considerations 
Regarding the Maternal-fetal Relationship,” Infant Child Development 19, no. 
1 (2010): 27-38, http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2835168/. 

7  fred hutchinson Cancer Research Center, “Male DNa Commonly 
found in women’s Brains, Likely from Prior Pregnancy with a Male 
fetus,” ScienceDaily September 26, 2012, http://www.sciencedaily.com/
releases/2012/09/120926213103.htm. 

8  ari Levine, Orna Zagoory-Sharon, Ruth feldman, and aron weller, “Oxy-
tocin during Pregnancy and Early Postpartum: Individual Patterns and 
Maternal-fetal attachment,” Peptides 28, no. 6 (june 2007): 1162-1169; Miho 
Nagasawa, Shota Okabe, kazutaka Mogi, and Takefumi kikusui, “Oxytocin 
and Mutual Communication in Mother-Infant Bonding,” Frontiers in Human 
Neuroscience 6 (february 2012): 31, http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC3289392/.

9  Patrick houser, “The Science of ‘father Love,” LiveGuru, http://live.guru/
articles/the-science-of-father-love. Observations about the impact of 
vasopressin in humans are based on numerous studies of prairie voles and 
rats. See, e.g., Thomas Insel, james winslow, Zuoxin wang and Larry young, 
“Oxytocin, Vasopressin, and the Neuroendocrine Basis of Pair Bond forma-
tion,” in Vasopressin and Oxytocin: Molecular, Cellular, and Clinical Advances, 
ed. hans Zingg, Charles Bourque, and Daniel Bichet, Advances in Experi-
mental Medicine and Biology, 449 (New york: Springer Science and Business 
Media, 1998), 215-224. 

10  Elly Teman, “Technological fragmentation and women’s Empowerment: 
Surrogate Motherhood in Israel,” Women’s Studies Quarterly 29, no. 3/4 (fall-
winter 2001): 11-34. Teman describes the language of objectification that 
surrogates use to “create a reality that does not call for emotional connec-
tion.”

mental health care, including within the 
Christian church. My plea is for benefi-
cence and mercy, not separative pity in 
relating to those with mental illness.

What Is Mental Illness?

Long before I was diagnosed with 
clinical depression, I took one of those 
quizzes to determine my personality 
type, with the results showing me to 
have a melancholic personality. I took 
this quiz at church, and the results were 
just as acceptable as having a choleric, 
sanguine, or phlegmatic personality, 
which are the other three types that this 
quiz purportedly revealed. The purpose 
of assessing the personality types of our 

congregants was to assist in getting to 
know ourselves and how we relate to 
others, with the end result being that we 
could be more appropriately placed in a 
ministry. Interestingly, from this experi-
ence it was clear, at least in my context, 
that while a melancholy personality type 
is not seen as emanating from evil, a 
diagnosis of depression is judged to have 
an evil spiritual source. The traditional 
experience described as melancholy, 
or, more commonly, depression in our 
contemporary tongue, seems to be no 
longer acceptable. 

Within the Christian context, one who is 
melancholy is perceived as not demon-
strating a proper attitude of the “joy of 

the Lord.”5 More broadly, what was once 
a personality type is now a condition 
that should be medicated.6 Everyone has 
to be happy. Not only are personality 
types medicated, but normal life events 
result in medication. I have witnessed 
family members being medicated by 
their physicians with anti-depressants 
following the death of a close fam-
ily member. Unfortunately, these are 
increasingly common occurrences as 
reported in the relevant literature, and 
is one aspect of what has been referred 
to as the medicalization of life.7 As long 
as this medicalization occurs in the 
absence of a psychiatric diagnosis, there 
seems to be no negative response within 
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Editors: The CBHD staff welcomes your comments and critical engagement with the articles we publish here in Dignitas. While 
each article is rigorously reviewed for quality, we desire them to initiate broader dialogue and collegial engagement. Sometimes 
an author may offer an update on a given issue, highlight new developments in a field, or raise suggestions for areas of additional 
inquiry. Other times, authors may argue for a particular perspective or approach that invites response or even disagreement. We 
are firmly committed to the value of interdisciplinary dialogue done in a charitable, but critical manner. If you desire to offer 
a critical response to a recent article, please send us your short comment (250 words or less) or a note requesting guidelines for 
submitting longer pieces to msleasman@cbhd.org.

In a recent essay from (Dignitas 20:3, Fall 2013, 6-11) Susan Rouse, PhD, explored “Cognive Enhancement in Education: The State 
of the Issue.” This essay initiated a response from a reader. It is included below and has been edited for length, formatting, and 
citation style.

aDDITIONaL CONSIDERaTIONS fOR “COGNITIVE 
ENhaNCEMENT IN EDUCaTION”

letters

BET T y SChLaT TER, CNM

I enjoy reading Dignitas and recently read “Cognitive 
Enhancement in Education: the State of the Issue” by Susan 
Rouse, PhD. I realize there will be another installment in the 
future, and she may address these concerns at that time, but 
wanted to comment. One issue that will need further study is 
how these drugs may affect the length of one’s life and/or the 
quality of the end of one’s life. Our bodies are not designed to 
live forever, or even for prolonged times, in this fallen world 
(thankfully!), so one wonders what will be the outcome in later 
life if we “push” our bodies to perform beyond their usual 
ability in earlier years. We also do not have a good handle 
yet on how we individually respond genetically to various 
medications, but we do know that there are individual dif-
ferences. This may mean that some individuals do well with 
cognitive-enhancing drugs and others do not . . . or less so. 
And, finally, if we “improve” the human condition with drugs, 
we may potentially give ourselves the false hope that we can 
do life without a Savior and Redeemer and, therefore, give 
people fewer reasons to turn to Him. I appreciate CBHD and 
the monumental work you do in bioethics from a Christian 
perspective. 

DR. ROUSE REPLIES:

I wholeheartedly agree with the comment that the issue of 
the long-term, broad-scope impact of cognitive enhancing 
drugs must be addressed. Certainly it is reasonable to hypoth-
esize that long-term use of these neuro-active drugs would 
change synaptic function in the brain in ways that are seem-
ingly beneficial in the short term, but potentially damaging 
in the long term. I also agree that it is hard to predict each 

individual’s response to a particular drug. We see both of these 
points illustrated by other psychoactive drugs of abuse. The 
ADHD medications in question act on the mesolimbic dopa-
mine system (the area of the brain deemed the reward circuit 
that is heavily implicated in addictive behaviors). As a result, 
it is not an unreasonable hypothesis that if these drugs were 
legalized, addiction to these drugs would begin to emerge, and 
long-term users would begin to experience irreversible physi-
ological damage. So, on your first two points, I agree. However, 
I see the last issue you raised a little differently. Throughout 
all of human history we have been working to improve the 
human condition. Every bit of technology aims to accomplish 
this end. Yet, as technology advances, so does our realization 
that our condition is simply unable to be perfected. While I 
agree that cognitive enhancement (for many) is just another 
means for pursuing perfection (salvation) through technology, I 
would assert that no matter how good the drugs are, we will not 
achieve perfection. So, interestingly, this pursuit could actually 
increase despair. Those that are turning to enhancement for 
fulfillment will be disappointed. This may leave the door open 
for us, as Christians, to share with them the only real means to 
peace and perfection, Jesus Christ. This is clearly not a reason 
to celebrate cognitive enhancement, but may allow us to see 
this trend through God-colored glasses and be prepared to offer 
hope where there is little.
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churches to the general use of medica-
tion. Medication for a diagnosed mental 
illness or disorder, however, appears to 
cause some uneasiness. 

Now, those with a melancholic personal-
ity type can get medication to help them 
feel ‘normal.’ Television advertisements 
instruct watchers to request prescription 
medications for sadness or discomfort in 
social situations. There is a lack of clarity 
regarding acceptable variation in expres-
sions of personality, as well as confusion 
regarding what should or should not 
be considered a physical illness versus 
a mental illness. Consider this: The 
brain is an organ. However, if there is a 
problem with the brain (not seizures or 
a tumor, for example), the label mental 
illness or mental disorder is applied, as 
opposed to brain illness or brain disor-
der. Unlike a disease of, for example, the 
liver, kidney or heart, one supposedly 
has control over the brain, such that no 
illness should occur. Hilfiker describes 
this as a belief that spirituality or the 
presence of God in one’s life is a protec-
tion from a mental illness.8 This idea, 
even if subconscious, causes those with a 
mental illness to be judged as lacking in 
faith, or as having sin. DHHS addressed 
this idea of dualism thusly:

Mind and Body are Inseparable. 
Considering health and illness as 
points along a continuum helps 
one appreciate that neither state 
exists in pure isolation from the 
other. In another but related con-
text, everyday language tends to 
encourage a misperception that 
“mental health” or “mental illness” 
is unrelated to “physical health” or 
“physical illness.” In fact, the two are 
inseparable.9

Brain failure has been differentiated 
from mind failure. For instance, Robert 
Orr describes brain failure in terms of 
conditions that can be assessed with 
physiologic measurement tools, and 
mind failure as a functional problem 
that has a non-physiologic cause.10 He 
acknowledges that in the future, this dif-
ferentiation may cease, due to progress 
in determination of neurological causes 

of mental illness. Thagard also discusses 
neurological bases of mental illness, 
emphasizing that neurological causa-
tion should not negate the exploration 
of psychological and social origins and 
treatment modalities.11 Differentiating 
physical from mental illness is confus-
ing and does not provide useful guides 
for treatment or social expressions of 
concern.12

The problem of differentiation of mind 
and spirit is a source of confusion as 
well. Depending upon one’s conception 
of the constitutive parts of our theo-
logical anthropology, a strong mind 
is thought by some to be necessary to 
control the body, and a strong (well 
connected to God) spirit necessary to 
control the mind. So, the implication of 
such reasoning is that depression is the 
result of an inability to control the mind, 
which was obviously the result of a weak 
spirit. One can see how this cascade 
of blame assignment is not helpful to 
someone who is already sick. For many 
Christians, we do not know what to do 
with the idea that sickness (especially 
mental illness) might happen because of 
fate, or because of genetics, or because of 
a greater meaning that we cannot know. 
Fullerton actually defines mental ill-
ness as a crisis of meaning that requires 
mercy even more so than does a physical 
or organic illness.13 It has been my expe-
rience that in our churches we pray for 
and demand healing as a promise from 
God and a right assured us by Scripture. 
If healing happens, it is because of the 
goodness of God. If healing does not 
take place, the cause is a lack of faith. 
While such realities can be true, this 
grossly oversimplifies the biblical and 
theological complexity surrounding 
these issues, and quite likely may incor-
rectly assess the relationship of prayer, 
faith, healing, sickness and disease, 
not to mention the implications of the 
Fall and living between the redemption 
initiated in Christ and the eschatological 
perfection of all things, for the situation 
at hand. 

Confusion in terminology is manifested 
by interchangeable use of the terms 
‘emotional’ and ‘mental.’ For example, 

I have heard the terms ‘emotionally 
needy,’ ‘emotionally unstable,’ ‘mentally 
unstable,’ or ‘behaviorally inappropriate’ 
each used to describe the same observed 
actions of an individual. Mental ill-
ness is a temporary condition of one’s 
existence, not an identity descriptor.14 
In our churches, and in society as a 
whole, individuals with mental illness or 
disorder are all too often defined by the 
observable manifestations of their ill-
ness. Once a person has been diagnosed 
with a mental illness, her behaviors and 
words are always suspect.

The Church’s Role

Oddly enough, it may be church life 
itself that can contribute to depression. 
Focus on doing “Christian things,” such 
as prayer and devotional life, in the 
‘right way,’ can trigger anxiety, worry, 
and fear. Social pressures to appear 
calm and peaceful can cause believ-
ers to conceal any underlying dis-ease. 
Compounding the situation, additional 
self-doubt and depression comes from 
unanswered prayers. I said to myself, if 
I am a believer and I have prayed to be 
healed (or even just to feel better!), why 
am I still depressed? Being told by other 
believers to confess healing from depres-
sion until it manifested was actually 
counter-productive in my experience. I 
felt as if I were doing something wrong, 
because my physical sensations did not 
change. Additionally, at my sickest, I 
lacked the physical and mental energy 
necessary for the cognitive work of con-
fessing. I never felt, however, that I had 
been abandoned by God.

People with a mental illness are especial-
ly in need of mercy because, according 
to a World Health Organization report, 
they experience “stigma and discrimi-
nation; violence and abuse; restrictions 
in exercising civil and political rights; 
exclusion from participating fully in 
society; reduced access to health and 
social services; reduced access to emer-
gency relief services; lack of educational 
opportunities; exclusion from income 
generation and employment oppor-
tunities and increased disability and 
premature death.”15 Those with mental 
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illness are stigmatized by society, evi-
denced by restrictions on public service 
or elected office, child custody, ability to 
rent residences, and restricted employ-
ment opportunities.16 This systemic bias 
leads to a cycle of self-doubt, decreased 
self-esteem, self-stigmatization, and 
reluctance to seek treatment. 

I shared at the time my recent diagnosis 
with my immediate supervisor (also 
a doctorally educated nurse), as I was 
fatigued, dealing with the side effects 
of medications, and panicky prior to 
going into the large lecture hall classes 
that were my teaching assignment. I was 
fearful that my behavior changes might 
be observable to others and might be 
misunderstood. Though she was com-
passionate, her first response was to ask 
me if I was suicidal, and if I was consid-
ering hurting myself (even though I was 
already on medication and in therapy). 
This reflects one of the stigmas and fears 
that people have regarding people with a 
mental illness or disorder. Knowing that 

I was viewed as someone that could pos-
sibly commit suicide further decreased 
my self-esteem and added to the self-
stigmatization about my behaviors. 
Edmund Walker described this:

When we speak as if someone has 
a diagnosis or has a “mental ill-
ness” we are unwittingly creating a 
reality—a reality in which human 
beings are transformed into the 
“mentally ill”. . . . We know not 
what we do. By seeing the medi-
cal and psychological vocabularies 
as truths (as opposed to perspec-
tives) we cannot see the profoundly 
destructive consequences of them. . 
. . Without a recovery focus patholo-
gizing runs rampant: A client can’t 
be angry without being accused of 

“not taking their medications”. A 
client can’t be persistent in get-
ting his needs met without being 
written off as being “manipulative.” 
A productive day becomes hypo-
mania. A tired day means signs of 
depression.17

This cycle becomes more complicated 
by the personal losses caused by mental 
illness and the accompanying stigma. 
People may lose self-identity, respect 
from others, cognitive abilities, relation-
ships, and future opportunities.18 Those 
in the Christian church may experi-
ence additional suffering from these 
losses. For example, a person previously 
respected as one who could “hear from 
God” may now be judged as unreliable 
or suspected of being psychotic. Spiri-
tual events that are accepted—or even 
expected as signs of spiritual growth—
are dismissed if it is known that the 
person experiencing them has a mental 
disorder. For example, a prophetic word 
from one with a mental disorder might 

be dismissed as uninspired. Confus-
ingly, a prophetic word or prayer given 
to one with a mental illness is expected 
to be understood. The rationale for this 
is understood as Spirit speaking to spirit. 
The spirit of the mentally ill person is 
expected to hear and understand. Also 
confusing is the assumption that persons 
with mental illness are particularly vul-
nerable to malevolent spirits. Thus, only 
a Christian therapist can be trusted, and 
rituals and symbols not common to the 
Judeo-Christian tradition are suspect. 
This limits the sources of help available 
to the ill person.

The fellowship with believers and church 
responsibilities that previously were a 
source of strength may be withheld. 
Admittedly, there is a need for balance, 

as some church work causes stress and 
has the potential to exacerbate extant 
coping difficulty. Disallowing partici-
pation is not the appropriate response. 
Isolation and alienation of the mentally 
ill person can cause an increase in the 
suffering that is already being experi-
enced, as well as an inability to make 
sense of or find meaning in the situation 
of being ill. Kevin Aho describes those 
with a psychiatric diagnosis as experi-
encing emotional suffering, and calls 
for changes in treatment frameworks 
that will allow the mentally ill to make 
meaning of the suffering.19 Tellingly, 
Aho uses the terms ‘mental illness’ and 
‘emotional suffering’ interchangeably. 
Persons with mental illness may deepen 
their spirituality to assist them in coping 
with a mental illness or disorder and to 
help in recovery from such an illness.20

Helpful Christian Responses

Christian mercy is based on the very 
foundation of Christianity—love. I 
would posit that extending mercy to 
someone is the same as loving her. God 
sent His Son because of the love He had 
for humanity. That act was a merciful 
(read, “mercy-filled”) deed. Christians 
become filled with that love/mercy upon 
accepting Jesus. Being a practicing, 
faith-filled Christian means to extend 
mercy/love out from oneself to others. 
Appropriate mercy-filled responses to 
a person with a mental illness will not 
require that person’s behavior to con-
form to fit a pseudo-narrative commonly 
espoused under the guise of the Chris-
tian life in contemporary America, one 
which expects constant happiness and 
(ill-defined) normative behaviors. The 
appropriate response will not disregard 
all of a mentally ill person’s words, ideas, 
thoughts, requests, complaints or actions 
as invalid just because of a diagnosis 
applied by a psychiatrist or psychologist. 
In other words, we should not force a 
mentally ill person to become synony-
mous with her diagnosis, always expect-
ing some manifestation of that part 
of her being. Just as a non-diagnosed 
person has many different facets to per-
sonality and behavior, the same is true 

Isolation and alienation of the mentally ill person can 
cause an increase in the suffering that is already being 
experienced, as well as an inability to make sense of or 
find meaning in the situation of being ill. 
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of a diagnosed person.21 As my sister so 
brilliantly put it, “Sick is just another 
way to be.”

A mercy-based response to a person 
with mental illness judges portions of 
one’s own behavior as worthy of applica-
tion of a label of mental disorder, at the 
very least in some cultures and at least 
some of the time. We say things like, “I 
am not myself today.” That is a confes-
sion of something outside of normalcy. 
Generally, no one questions what that 
statement means. (I never say it, because 
I do not know what it means.) Similarly, 

something I do say might be questioned 
as well. That statement is, “I am out of 
sorts.” Both of those statements could 
be indicative of a need for some mental 
health care, or could simply indicate a 
normal variation of a state of being.

A mercy-based response to one with 
mental illness is supportive of multifocal 
targets of healing, and does not demand 
healing without use of medications or 
therapy. It also does not demand a sick 
person get saved or get exorcized. Use of 
prescribed medications in combination 
with psychological and social treatments 
such as psychotherapy and stress reduc-
tion should be supported. Mercy-based 
responses remember that there is no 
such thing as a guaranteed constancy 
of stable thought, happiness, or health. 
There is inconstancy of health, being, or 
any portion thereof. Elsewhere, I previ-
ously described the awareness of the 
inconstancy of health shown by some 
while discussing end-of-life issues.22 
Those discussants spoke of the potential 
of not being in one’s right mind, and of 
not being “at yourself.” Any of us, Chris-
tian or not, can become ‘mentally ill’ at 
any moment.

Mercy-based responses to the mentally 
ill could potentially alleviate some of 
the cautions expressed in discussions 

about religion and mental health. There 
are warnings against over-involvement 
or excesses in ritual behaviors, dangers 
of becoming a cult-like follower, and 
of using religion as a strategy to avoid 
facing issues or to avoid treatment by 
healthcare professionals.23

There is a common theme among people 
who have experienced a serious or 
life-threatening illness. This is a sense 
of a new-found sensitivity to what is 
really important, a clarity of awareness 
of surroundings, and/or a new sense of 
the spiritual nature of life.24 For those 

who have a serious mental illness or 
disorder, expressions such as these may 
lead healthcare professionals to make a 
diagnosis of hyper-religiosity, and fellow 
Christians may doubt the reality and 
validity of the meaning given to the ill-
ness. I believe that there is a self that one 
cannot know and will not know if one 
does not experience mental illness. That 
is, there are experiences that the men-
tally ill have that are unique in terms of 
reality perception. That does not mean 
that a mental disorder should be sought. 
It does mean that we should be respect-
ful of and humbled by the reality acces-
sible to those with a mental disorder 
but not to others. A mental illness, just 
like any other illness can be seen as an 
opportunity to ‘build a testimony.’ 

Christians can help in the construction 
of this testimony in some very simple, 
pragmatic but mercy-extending ways. 
We Christians should both tolerate and 
resist sickness and suffering. We can 
tolerate mental illness and disorders by 
acknowledging that we do not know 
what perfection is. We cannot ever fully 
know the mind of God, and thus cannot 
know whether an illness has a meaning 
or a purpose. This by no means implies 
that I think God inflicts illness for a 
learning experience. I do believe that if 

an illness comes, we should tolerate it as 
we seek healing, and as we stay aware of 
the purposes and divine appointments 
that are possible even in the processes of 
seeking healing. We should resist adding 
to the suffering of the mentally ill by 
blaming them for their illness, avoiding 
social contact with them, and question-
ing their status with God. We should 
tolerate mental illness by acknowledging 
that we may be the next one inflicted 
with a mental illness or disorder. We 
should tolerate mental illness by accept-
ing that there is no biblical or sound 
theological support for demanding from 
a sovereign God that He must do as we 
instruct. 

There is much for us to learn and oppor-
tunity for us to grow in sharing in the 
suffering of another. Through my own 
experiences, I became aware of ways in 
which I was intolerant and lacking in 
mercy in realms other than illness care. 
I listen closely to not only the words but 
the heart of those who are pouring out 
complaints concerning their suffering. 
I carefully share in that suffering by 
patiently being with, caring for, car-
ing about, and attending to the needs 
expressed. The most difficult task I have 
faced has been addressing my own suf-
fering. As a prayer ministry team mem-
ber, church elder, and single’s pastor, I 
was accustomed to addressing the needs 
of others. I was the one who prayed, 
not the one who needed prayer. Coping 
with a diagnosis of clinical depression 
required that I humbly admit my need 
for help. When the church encounters a 
person with a mental illness or disorder 
requesting help, the response should not 
be over-spiritualization of the situa-
tion. If healing is expected, it should be 
expected no matter how long it takes. 
Until healing comes, the sick person is 
simply experiencing “another way to be.”

1 David hilfiker, “when Mental Illness Blocks the 
Spirit,” The Other Side, May & june 2002: 10-15; 
Roger D. fallot, “Spirituality and Religion in 
Recovery: Some Current Issues,” Psychiatric 
Rehabilitation Journal 30, no. 4 (2007): 261-270.

2 Matthew Stanford, “Demon or Disorder: a Survey 
of attitudes toward Mental Illness in the Chris-
tian Church,” Mental Health, Religion & Culture 10, 
no. 5 (2007): 445-449.

3 Department of health and human Services, 
Mental Health: A Report of the Surgeon General 

We Christians should both tolerate and resist 
sickness and suffering. We can tolerate mental illness 
and disorders by acknowledging that we do not know 
what perfection is.
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(Rockville, MD: National Institute of Mental 
health, 1999): 5.

4 janette y. Taylor, “womanism: a Methodologic 
framework for african american women,” 
Advances in Nursing Science 21, no. 1 (September 
1998): 53-64.

5 fraser N. watts, “Psychological and Religious 
Perspectives on Emotion,” Zygon 32, no. 2 (1997): 
243-260. Melinda yang, “The Effects of Society 
on the Development and Categorization of 
Mental Illness,” Penn Bioethics Journal 4, no. 1 
(fall 2007): 5-9.

6 Personality type may be a risk factor for depres-
sion or may be an early expression of depres-
sion. harold kincaid, “Do we Need Theory to 
Study Disease? Lessons from Cancer Research 
and Their Implications for Mental Illness,” 
Perspectives in Biology and Medicine 51, no. 3 
(Summer 2008): 367-378.

7 kevin aho, “Medicalizing Mental health: a Phe-
nomenological alternative,” Journal of Medical 
Humanities 29, no. 4 (December 2008): 243-259.

8 hilfiker, “when Mental Illness Blocks the Spirit,” 11.
9 Department of health and human Services, 

Mental Health, 5.
10 Robert D. Orr, Medical Ethics and the Faith factor: 

A Handbook for Clergy and Health-Care Profes-
sionals (Grand Rapids: Eerdmans, 2009), 184-226 
(for “Ethical Issues in Brain failure”) and 227-265 
(for “Ethical Issues in Mind failure”).

11 Paul Thagard, “Mental Illness from the Perspec-
tive of Theoretical Neuroscience,” Perspectives 
in Biology and Medicine 51, no. 3 (Summer 2008): 
335-352.

12 Bengt Brülde and filip Radovic, “what Is Mental 
about Mental Disorder?” Philosophy, Psychiatry & 
Psychology 13, no. 2 (june 2006): 99-116.

13 andrew fullerton, “Leaving the Room to Scream: 
The Place of Mercy in Mental health,” Journal 
of Ethics in Mental Health 2, no. 2 (November 
2007): 1-4.

14 Cyndy Baskin, “Part II: working Together in 
the Circle: Challenges and Possibilities within 
Mental health Ethics,” Journal of Ethics in Mental 
Health 2, no. 2 (November 2007): 1-4; Michael 
T. walker, “The Social Construction of Mental 
Illness and Its Implications for the Recovery 
Model,” International Journal of Psychosocial 
Rehabilitation 10, no. 1 (2006): 71-87, accessed 
March 17, 2014, http://www.psychosocial.com/
IjPR_10/Social_Construction_of_MI_and_Impli-
cations_for_Recovery_walker.html.

15 Michelle funk, et al., Mental Health and Devel-
opment: Targeting People with Mental Health 
Conditions as a Vulnerable Group (Geneva: world 
health Organization, 2010), 8.

16 Natalia yangarber-hicks, “Recovery Model: 
a Christian appraisal,” Journal of Psychology 
and Christianity 23, no. 1 (2004): 31-39; Stacy L. 
Overton and Sondra L. Medina, “The Stigma of 
Mental Illness,” Journal of Counseling & Develop-
ment 86 (Spring 2008): 143-151; Geoff j. Bathje 
and john B. Pryor, “The Relationships of Public 
and Self-Stigma to Seeking Mental health 
Services,” Journal of Mental Health Counseling 33, 
no. 2 (2011): 161-177.

17 walker, “The Social Construction of Mental 
Illness.”  

18 fullerton, “Leaving the Room to Scream”; amy 

E. Z. Baker, Nicholas Procter, and Tony Gibbons, 
“Dimensions of Loss from Mental Illness,” 
Journal of Sociology & Social Welfare 36, no. 4 
(December 2009): 25-52.

19 aho, “Medicalizing Mental health,” 244-245, 
250-254.

20 David R. hodge, “Spirituality and People with 
Mental Illness: Developing Spiritual Compe-
tency in assessment and Intervention,” Families 
in Society: The Journal of Contemporary Human 
Services 85, no. 1 (jan-March 2004): 36-44; 
katherine M. harris, jark j. Edlund, and Sharon 
L. Larson, “Religious Involvement and the Use 
of Mental health Care,” HSR: Health Services 
Research 41, no. 2 (april 2006): 395-410; David 
Lukoff, “Spirituality in the Recovery from Persis-
tent Mental Disorders,” Southern Medical Journal 
100, no. 6 (june 2007): 642-646; Stanford, 
“Demon or Disorder”; Simon Dein, “Religion, 
Spirituality, and Mental health: Theoretical and 
Clinical Perspectives,” Psychiatric Times 27, no. 1 
(jan 2010): 28.

21 Cf. Thagard, “Mental Illness from the Perspective 
of Theoretical Neuroscience,” 340ff. 

22 Claretta yvonne Dupree, “The attitudes of Black 
americans toward advance Directives,” Journal 
of Transcultural Nursing 11, no. 1 (january 2000): 
12-18.

23 hodge, “Spirituality and People with Mental 
Illness,” 37-42; harris, Edlund, and Larson, 
“Religious Involvement,” especially 397ff; Dein, 
“Religion, Spirituality, and Mental health,” 28.

24 hilfiker, “when Mental Illness Blocks the Spirit,” 
15.

Clergy guide to Beginning a Conversation with a Mentally 
ill Congregant
•	 Tell me what you would like me to be concerned about right now.

•	 Are there people here that you feel comfortable talking with you and praying with/for you about specific 
things? Who are they? Is it o.k. if I ask them to contact you?

•	 What do you call/how do you describe your illness?

•	 What has changed about your relationship with God/with the church/with me since you have been sick?

•	 How are you keeping your faith? How are you staying positive? 

•	 When/at what times/what activities allow you to forget that you are sick?

Clergy guide to interaCting with a Mentally ill Congregant
•	 Use these questions and statements to determine the preferred language/terminology of the sick person. 

•	 Be careful that no burden is put on the person to report to the church or the pastor about progress. 

•	 Conduct visitation or pastoral calls as routinely done with sick members.

•	 If operation of spiritual gifts (such as speaking in tongues, prophetic utterances, etc.) were a part of normal 
behavior before the illness, accept the continuation of the behavior. If such activities cease, do not criticize 
or assume a spiritual laxity.

•	 If actions such as singing, dancing, raising/waving hands were common behaviors prior to the illness, 
understand that a lack of energy may prevent the ill person from continuing those activities. If the actions 
continue, judge them no differently than before the illness.

http://www.psychosocial.com/IJPR_10/Social_Construction_of_MI_and_Implications_for_Recovery_Walker.html
http://www.psychosocial.com/IJPR_10/Social_Construction_of_MI_and_Implications_for_Recovery_Walker.html
http://www.psychosocial.com/IJPR_10/Social_Construction_of_MI_and_Implications_for_Recovery_Walker.html
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aCaDEMy Of fELLOwS CONSULTaTION:  
jUSTICE aND BIOEThICS

jOEL ChOPP
CBhD researCh assisTanT

On November 1st and 2nd CBHD hosted the third 
consultation of the Center’s Academy of Fellows, 
continuing an initiative to advance collaborative 

scholarship among the Fellows through a weekend of presenta-
tions focused on a particular issues relevant to contemporary 
bioethical reflection. These consultations serve as construc-
tive exercises of scholarship in action: its purpose first and 
foremost is to provide the fellows with the opportunity to 
collectively reflect on the issues presented, and to then engage 
in a charitable, but rigorous, manner with the presenters and 
each other in dialogue and interaction. The topic selected for 
this year was Justice and Bioethics, and the consultation served 
as a launching point for a working group focusing on the same 
topic. The working group will be dedicated to highlighting 
the best work and publications on justice as well as developing 
distinctly Christian perspectives on relevant bioethical issues. 

In contemporary bioethics justice is agreed upon as a key 
principle. What precisely is meant by the concept, however, 
remains a debated issue, with widely divergent and compet-
ing definitions on offer. Similarly, within distinctly Christian 
scholarship there is no universally agreed upon definition, in 
spite of its prevalent use and its recognized importance for 
ethical reflection. Can an adequate and compelling definition 
of justice be developed? What grounds justice—is it something 
innate in humanity, or something extrinsic to them? Can the 
witness of Scripture and Christian theology shed any light on 
the question of what constitutes justice? To address these ques-
tions, this year’s consultation brought together scholars with 
expertise in the biblical texts and the Christian theological 
traditions to provide a foundation for further engagement. 

The first presentation, “The Way of Justice in the Old Testa-
ment,” was presented by Dr. Willem VanGemeren, professor of 
Old Testament and Semitic Languages at Trinity Evangelical 

Divinity School (TEDS). In his presentation, VanGemeren 
advanced an account of justice by means of “a hermeneutic of 
association;” that is, the recognition that the whole canon of 
Scripture undergirds any adequate interpretation of the con-
cept of justice. The unifying theme of VanGemeren’s lecture 
was pointing to the irreducible complexity of the Old Testa-
ment concept of justice, while recognizing specific trajectories 
within the Torah, the Prophets, and the Writings. Within the 
Torah, VanGemeren observed a trajectory that emphasized 
justice as the way of Yahweh, characteristic of his dealings 
with humanity in general and Israel in particular. Within 
the Prophets, a unique concern for retributive and restorative 
justice emerges, as God’s justice is meted out upon disobedi-
ent Israel. Within the Writings, more complex issues related to 
divine justice are raised: is God just? What about the problems 
of justice in the world? 

Dr. VanGemeren concluded by outlining four characteristics 
of the Old Testament account of justice: 1) it is theological—
intrinsically linked to God’s character, 2) it is royal—per-
taining to God’s dominion, 3) it is sapiential—characterized 

academy of fellows

&JUSTICE    BIOETHICS 

towards a Christian understanding

CBHD Fellows in attendance at the 2013 Academcy of Fel-
lows Consultation, Justice & Bioethics: Toward a Christian 
Understanding.
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by wisdom, and 4) it is eschatological—it will only be fully 
realized at the consummation of God’s kingdom. During the 
question and answer session, one CBHD Fellow noted that 
VanGemeren’s emphasis on the complex nature of justice 
in the Old Testament was particularly amenable to virtue 
approaches to ethics. Another raised the concern that the 
complexity of justice as it was presented resists clear definition, 
and may present difficulties for application of the concept to 
specific issues which bioethicists encounter, such as resource 
allocation and global justice issues. 

 Dr. Constantine Campbell, professor of New Testament also 
at TEDS, presented on “Justice in the New Testament” the fol-
lowing morning. Campbell began by pointing to the common 
distinction between retributive and distributive justice, and 
then moved to examining what he termed as five contours of 
justice in the New Testament: 1) the Old Testament inheritance 
of justice, 2) justice in the preaching of Jesus, 3) justice in the 
example of Jesus, 4) the justice of God in the Gospel, and 5) 
justice and Christian living. A key emphasis of Campbell’s 
lecture was the tension between affirming the importance of 
distributive justice, while affirming the goodness of forgoing 
distributive justice—of bearing injustice willingly for the sake 
of the Gospel. He pointed to the voluntary nature of forgo-
ing our own rights—not the rights of others—in the name 
of following the example of Christ. God’s concern for justice 
remains central to the life of the church, but it is to be tem-
pered by the example of Christ who suffered injustice. Camp-
bell concluded by summarizing that our understanding of 
justice must be informed by the character of God, the example 
of Jesus, the centrality of the gospel, the certainty of future 
judgment, and submission to authorities.

The third presentation offered a number of theological reflec-
tions on justice by Dr. Vincent Bacote, associate professor of 
theology and director of the Center for Applied Christian 
Ethics at Wheaton College. Bacote outlined the ways in which 

Christian eschatology can shape bioethical engagement. 
Drawing on the thought of Abraham Kuyper, Bacote argued 
for a middle way between a triumphalist eschatology in which 
Christians “make the kingdom happen” and a futurist escha-
tology in which Christians simply await Christ to bring the 
kingdom some day. 

The fourth presentation entitled “Christian Ethics & Justice: 
What Do We Owe the Sick?” was presented by CBHD Distin-
guished Fellow Dr. Dennis Hollinger, President of Gordon-
Conwell Theological Seminary and Colman M. Mockler 
Distinguished Professor of Christian Ethics. Hollinger began 
by unpacking two contrasting cases: ethical issues related to 
Mickey Mantle’s liver transplant, and, secondly, the plight of a 
single family of four encountering unavoidable astronomical 
medical bills. He then proceeded to unpack three accounts of 
justice: 1) meritorious justice—what is owed based on merit, 
2) egalitarian justice—construed as equal access to goods, 
services, and opportunities, and 3) need justice—understood 
as based on a concrete need and often as a redress for past 
wrongs. Observing that these three accounts are often played 
off against each other, Hollinger offered biblical and theo-
logical support for all three, and concluded with a proposal 
that an adequate understanding of justice requires operating 
with different definitions for different spheres of activity. For 
example, grading papers should generally be based on merit, 
whereas hiring practices should be based on a general egalitar-
ian model. For persons with a disability some form of need 
justice is required. This account attempts to do justice to the 
complexity inherent in discussions of justice, while recogniz-
ing that justice is always done in relation to other virtues and 
commitments.

The final session consisted of a discussion of the implications 
of Nicholas Wolterstorff’s recent works on justice for Christian 
bioethics, led by CBHD Fellow Dr. Bart Cusveller, professor 
in Nursing Ethics at Ede Christian University (Netherlands). 

academy of fellows

(left to right) Willem VanGemeren, PhD; Dónal O’Mathúna, PhD; Constantine Campbell, PhD; Vincent Bacote, PhD; Dennis Hol-
linger, PhD and Bart Cusveller, PhD, present at CBHD’s 2013 Academy of Fellows Consultation. 
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Cusveller noted that there were a number of reasons why 
Wolterstorff’s work warrants engagement. First, Wolter-
sorff makes an important connection between love and 
justice, often absent in other treatments. Continuing 
from the first point, the second is that, in contrast to one 
dominant stream of interpretation in Christian ethics, 
Wolterstorff offers an account of human rights grounded 
in God’s unconditional love of every human. Woltersorff 
is concerned that traditional Christian accounts that 
ground human worth solely in the imago Dei, which is 
then explained in functionalist terms of human capaci-
ties, ultimately unduly limit the human persons to those 
with those capacities. He argues that human rights are 
not the consequence of our obligations or interests, but 
as the consequence of a person having a certain worth, 
extrinsically bestowed on them by God. The final session 
concluded with a vigorous dialogue between Fellows 
surrounding the implications of Wolterstorff’s work, 
with a number of concerns being raised. It was noted 
that simply because the imago Dei is normally explained 
in terms of capacities, it does not follow that it is solely 
capacities, without some other ontological reality behind 
them. Questions then turned to whether or not some 
potency or capacity was in fact required for an adequate 
definition of a human person, a definition that avoids the 
twin errors of DNA essentialism and maximalist defini-
tions of human persons.

Following the consultation, the working group, led by 
Dónal O’Mathúna, the chair of the Academy of Fellows, 
gathered to discuss the implications of these presenta-
tions for their future deliberations and research into the 
issues of justice and bioethics. In this respect, the con-
sultation and the works which will follow it are illustra-
tive of CBHD’s broader research agenda, committed to 
interacting with the academy and advancing Christian 
scholarship in bioethics. 

Future events of the Academy of Fellows 
are contingent upon gifts designated 
for the Academy’s work. If you would 

like to invest in Christian bioethics 
scholarship, please consider supporting 

The Dignity Fund at :

cbhd.org/give-online

CBHD 
Membership 
Benefits 
We continue to work to increase the value of your 
membership with The Center for Bioethics & Human 
Dignity. In addition to the one-year subscription to both 
Dignitas and Ethics & Medicine: An International Journal of 
Bioethics and discounts on our annual conference, we 
are pleased to offer the following discounts. If you would 
like to redeem any of these discounts, please contact us 
at 847.317.8180. Discounts are updated and added on a 
regular basis, check the latest listing at  
cbhd.org/member-benefits. 

Journal Discounts 
Available to  

Members of CBHD 

 
(Discounts are only available for individual subscriptions)

Cambridge Quarterly of Healthcare Ethics: $25 off
Christian Bioethics: $50 off
The Hastings Center Report: 

$10 off online, $12 off print,  
$14 off print & online

The Journal of Medicine & Philosophy: $50 off 
Journal of Religious Ethics: $11 off 

Book Discounts
 

Baylor University Press: 15% off all full price books

Georgetown University Press: 30% off  
all full price books

InterVarsity Press: 30% off all full price books

MIT Press: 30% off all full price books from  
May 27 to August 27

fellows  - continued froM previous page
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The promise and perils of advances in technology, science, and medicine have long been fodder for creative works in lit-
erature and cinema. Consequently, a variety of resources exist exploring the realm of medical humanities as well as those 
providing in-depth analysis of a given cultural medium or particular artifact. This column seeks to offer a more expan-

sive listing of contemporary expressions of bioethical issues in the popular media (fiction, film, and television)—with minimal 
commentary—to encompass a wider spectrum of popular culture. It will be of value to educators and others for conversations 
in the classroom, over a cup of coffee, at a book club, or around the dinner table. Readers are cautioned that these resources 
represent a wide spectrum of genres and content, and thus may not be appropriate for all audiences. For more comprehensive 
databases of the various cultural media, please visit our website at cbhd.org/resources/reviews. If you have a suggestion for us to 
include in the future, send us a note at msleasman@cbhd.org.

Bio-fiCTion
Stephen Polansky, The Bradbury Report: A Novel (Weinstein, 
2010). Euthanasia/Assisted-Suicide, Healthcare Ethics, Human 
Cloning, Organ Trafficking, Personhood.

Pseudonymous chronicle of Ray-
mond Bradbury, a retired teacher 
in New England, who encounters 
his copy (Alan)—a human clone 
who has been created as part of 
the U.S. government’s solution to 
the developing healthcare crisis 
by creating a ready supply of spare 
organs. Ray’s copy is the first known 
escapee from the heavily guarded 
government cloning farms, and Ray 
is brought into a conspiracy to help 
Alan evade government capture. 

Veronica Roth, Insurgent (Katherine Tegen Books, 2012). 
Emerging Technology, Human Enhancement, Neuroethics, 
Research Ethics. 

In this second volume of the 
Divergent trilogy, Tris Prior and 
other survivors of the simulation 
war struggle to resist the growing 
dominance of the Erudite faction 
and their Dauntless supporters. 
Meanwhile Tris uncovers a secret 
that others are dying to protect—a 
secret that may change the future 
of the factions and the basis of their 
whole society in post-apocalyptic 
Chicago—and may expose the 
true nature of what it means to be 
divergent.

bio-engagement

Veronica Roth, Allegiant (Katherine Tegen Books, 2013). 
Emerging Technology, Human Enhancement, Informed Con-
sent, Neuroethics, Research Ethics. 

The final volume of the Divergent 
trilogy follows Tris Prior as she 
leads a band of former faction 
members outside of the city walls to 
learn more about the nature of the 
divergent and the secret to the city’s 
original development. What she 
finds instead is a government oper-
ated facility, the primary purpose of 
which is to facilitate massive social 
engineering experiments.

Neal Stephenson, Snow Crash (Bantam Spectra, 1992). Arti-
ficial Intelligence, Neuroethics, Human Enhancement, Virtual 
Reality.

Classic Cyberpunk novel located in 
a futuristic Los Angeles that is now 
governed by multinational corpora-
tions and private investor empires. 
Stephenson first coined the notion 
of a virtual reality “metaverse” in 
this sci-fi classic, which is being 
threatened by a cyber-drug referred 
to as “Snow Crash” that impacts 
reality as well. Hacker Hiro Pro-
tagonist uncovers this conspiracy 
that weaves together a literary tour 
de force drawing from archeology, 
computer science, cryptography, 
history, linguistics, philosophy, and 
religion. 
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TOP BIOEThICS STORIES:  
DECEMBER 2013-fEBRUaRy 2014
By hEaThER ZEIGER, MS, Ma
RESEaRCh aNaLyST

“FDA Warns Maker of Genetic-Testing 
Kit” by Brady Dennis, Washington Post, 
November 25, 2013

The Food and Drug Administration 
has ordered the maker of a popular 
genetic-testing kit to halt sales of its 
heavily marketed product, saying the 
mail-order tests haven’t been proven 
effective and could dangerously mis-
lead people about their health. (http://
tinyurl.com/lqjmz9p)

“I Had My DNA Picture Taken, With 
Varying Results” by Kira Peikoff, New 
York Times, December 30, 2013

. . . So I decided to read the tea leaves 
of my DNA. I reasoned that it was 
worth learning painful information 
if it might help me avert future ill-
ness. Like others, I turned to genetic 
testing, but I wondered if I could 
trust the nascent field to give me 
reliable results. (http://tinyurl.com/
mrmrwsm) 

While 23andMe has been pivotal in tak-
ing genetic testing mainstream, the FDA 
called for the company to take its testing 
kits off the market until it can demon-
strate empirical evidence to support 
their advertised claims. By December, 
23andMe had halted all sales of their 
genetic tests and is currently facing a 
class action law suit. To make matters 
worse for the direct-to-consumer (DTC) 
genetic testing market, in December 
Kira Peikoff, a graduate student at 
Columbia University, wrote a report 
for the New York Times on the varying 
results she received from three different 
DNA testing companies.

“Consumers Start Using Coverage 
under Health Law” by Robert Pear and 
Abby Goodnough, New York Times, 
January 1, 2014

Consumers around the country 

began using coverage provided by the 
new health care law on Wednesday, 
the same day that Medicaid expanded 
to hundreds of thousands of people in 
about half the states. Many provisions 
of the 2010 health care law offer-
ing new benefits and protections to 
consumers, including those with pre-
existing conditions, also took effect. 
(http://tinyurl.com/l3wsp8n) 

The Affordable Care Act continues 
to be a major news item as web site 
glitches and regulations regarding the 
law’s implementation get hammered 
out. Recently, the federal government 
launched a campaign enticing younger 
people to enroll in the government 
provided healthcare, a key enrollment 
demographic to offset increased costs 
associated with other age groups. 

“At Issue in 2 Wrenching Cases: What 
to Do after Brain Death?” by Benedict 
Carey and Denise Grady, New York 
Times, January 9, 2014

In one way, the cases are polar oppo-
sites: the parents of Jahi McMath in 
Oakland, Calif., have fought to keep 
their daughter connected to a ventila-
tor, while the parents and husband of 
Marlise Muñoz in Fort Worth, Tex., 
want desperately to turn the machine 
off. In another way, the cases are 
identical: both families have been 
shocked to learn that a loved one 
was declared brain-dead — and that 
hospital officials defied the family’s 
wishes for treatment. (http://tinyurl.
com/q9ls5sv)

“Brain-Dead, a Canadian Woman 
Remains a Silent Partner Awaiting 
Birth” by Ian Austen, New York Times, 
February 6, 2014

Nearly six weeks after a pregnant 
Canadian woman was declared 
brain-dead, she remains on life sup-
port in Victoria, British Columbia, 

because of her family’s hope that her 
fetus will mature enough to be deliv-
ered. (http://tinyurl.com/q359e3x) 

Two cases brought on an ethical debate 
about brain death and patient rights. 
In the case of Jahi McMath, the parents 
wanted to keep her on life support even 
though she was declared brain dead. The 
hospital’s policy said that they do not 
treat futile cases. In the case of Marlise 
Munoz, the husband and parents wanted 
to take her off of life support as per her 
wishes, but she was kept on life support 
due to an interpretation of a Texas law 
that does not allow a hospital to take 
a pregnant woman off of life support. 
Mrs. Munoz was eventually taken off 
of life support, while Ms. McMath was 
transferred to another location and kept 
on life support. These cases are con-
trasted to another case, reported in The 
New York Times in February, of Robyn 
Benson, who was kept on life support 
even though she was brain dead so that 
she could deliver her baby as per her 
husband’s request as well as his knowl-
edge of her desires.

“Recycled Wombs Could Nurture 
Child and Grandchild” by Andy Cogh-
lan, New Scientist, January 14, 2014

Uterus transplants are go. A Swedish 
surgeon who successfully transplant-
ed wombs into nine women is now 
helping some of them get pregnant 
via IVF. “We are in the process of 
starting embryo transfer,” says Mats 
Brännström of the University of 
Gothenburg’s Sahlgrenska Hospi-
tal. If successful, it will be the first 
pregnancy in a transplanted womb. 
(http://tinyurl.com/lwm5n8t) 

Dr. Brännström has successfully trans-
planted several wombs, some of them 
from a maternal donor to her daughter, 
so that women without a uterus can 

http://tinyurl.com/lqjmz9p
http://tinyurl.com/lqjmz9p
http://tinyurl.com/mrmrwsm
http://tinyurl.com/mrmrwsm
http://tinyurl.com/l3wsp8n
http://tinyurl.com/q9ls5sv
http://tinyurl.com/q9ls5sv
http://tinyurl.com/q359e3x
http://tinyurl.com/lwm5n8t
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carry their own children to term with 
the aid of IVF techniques. Most of 
the women were either born without 
a uterus or lost it due to cancer. Later 
reports in February said that one of the 
donors indicates an embryo has success-
fully implanted. If successful, this will be 
the first implantation in a transplanted 
uterus. CBHD executive director Paige 
Cunningham was interviewed by World 
Magazine on this topic. The interview 
is available at http://www.worldmag.
com/2014/01/womb_for_rent.

“A Deadly Outbreak, a Vaccine –and 
Why You Can’t Get It” by Jen Chris-
tensen, CNN, January 19, 2014

When doctors had to remove Aaron 
Loy’s lower legs in November after he 
contracted meningococcal disease, 
his parents hoped students at his 
university would receive protection 
against it. So far, they’re still waiting. 
Loy, a promising lacrosse and soccer 
player at the University of Califor-
nia Santa Barbara (UCSB), was the 
victim of an outbreak of meningo-
coccal disease, a bacterial infection 
that causes bloodstream infections 
and meningitis. (http://tinyurl.com/
pldvbep) 

Two outbreaks of meningitis B occurred 
in two different universities, Princeton 
and the University of California Santa 
Barbara. This form of meningitis can 
lead to limb amputations and in some 
cases can be fatal. These cases touched 
off a strong debate, with vocal criticism 
of the FDA approval process since a 
vaccine for meningitis B is available in 
Europe, Canada, and Australia, but is 
not permitted in the United States.

“Palliative Care Unavailable for 
Majority of Patients in Developing 
Countries” by Liz Ford, The Guardian, 
January 28, 2014

Nine out of 10 people in need of 
palliative care to relieve the pain 
and symptoms of a life-threatening 
illness – the majority of whom live 
in poor countries – are not receiving 
it, according to a report published on 

Tuesday. The Global Atlas of Pallia-
tive Care at the End of Life, published 
by the World Health Organisation 
and the Worldwide Palliative Care 
Alliance (WPCA), found that only 20 
countries have palliative care firmly 
integrated into their healthcare sys-
tems. (http://tinyurl.com/lxmzk8j) 

On the global front, the World Health 
Organization and the Worldwide Pal-
liative Care Alliance brought to light 
the desperate need to increase the 
availability of palliative care treatment 
in developing countries. Palliative care 
is comfort care for chronic pain and 
disease or comfort at the end of life, and 
is a critically important part of compas-
sionate clinical care.

“Ethics Questions Arise as Genetic 
Testing of Embryos Increases” by Gina 
Kolata, New York Times, February 3, 
2014

Genetic testing of embryos has been 
around for more than a decade, but 
its use has soared in recent years as 
methods have improved and more 
disease-causing genes have been 
discovered. The in vitro fertilization 
and testing are expensive — typi-
cally about $20,000 — but they make 
it possible for couples to ensure 
that their children will not inherit a 
faulty gene and to avoid the difficult 
choice of whether to abort a preg-
nancy if testing of a fetus detects a 
genetic problem. (http://tinyurl.com/
kccnn5d) 

Advances in preimplantation genetic 
diagnosis (PGD) allow doctors to select 
embryos that will not have specific genes 
for a disease. However, this practice 
raises eugenic concerns about assess-
ing some lives as less worthy of life 
than others. Additionally, with genet-
ics, some genes indicate a person will 
get the disease, but other genes only 
indicate a chance that the person will 
get the disease, leading to additional 
questions about the appropriateness of 
discarding an embryo based on genetic 
probabilities.

“Belgium Set to Extend Right-to-Die 
Law to Children” by the Associated 
Press, Washington Post, February 11, 
2014

Belgium, one of the very few coun-
tries where euthanasia is legal, is 
expected to take the unprecedented 
step this week of abolishing age 
restrictions on who can ask to be 
put to death — extending the right 
to children for the first time. (http://
tinyurl.com/pppokky) 

Both the Belgian Senate and House 
passed a bill that permits minors 
who are in the terminal stages of life 
to choose physician-assisted suicide. 
Supporters of the bill maintain that 
the bill is specific enough to protect 
minors from being coerced into being 
euthanized by parents or physicians. 
Those against the bill, however, do not 
believe that the bill will protect vulner-
able minors, and question if vulnerable 
minors are even in a position to give 
appropriate informed consent.

“Acid-Bath Stem-Cell Study under 
Investigation” by David Cyranoski, 
Nature, February 17, 2014

A leading Japanese research centre 
has opened an investigation into a 
groundbreaking stem-cell study after 
concerns were raised about the work’s 
credibility. (http://tinyurl.com/
krdmqma) 

Haruko Obokata, scientist for the RIK-
EN Center for Developmental Biology, 
is the lead author of two Nature papers 
that purported to demonstrate a method 
for re-programming mature mouse cells 
into embryonic-like stem cells using an 
acid-induced “stressful” environment. 
This is different from the Nobel Prize-
winning technique for creating induced 
pluriopotent stem cells (iPSC) using four 
key genes. Obokata’s work, however, is 
being investigated due to discrepancies 
in the figures and reproducibility issues.
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updates & activities

staff
PaIGE CUNNINGhaM, jD
• at Olivet Nazarene University, gave 

a public lecture in October on 
“Outsourcing Our Bodies: Dignity, 
Desire and human flourishing.” She 
also interacted with history and 
Political Science honors students.

• In january, was interviewed by WORLD 
magazine about uterus transplants 
and was quoted in the online article, 
“womb for Rent.”

• In february, Paige was a guest on 
“Mornings on the Mall,” a wMaL-
washington radio program on three-
parent embryos. 

• with Rebecca Louise Miller and 
Seblewongel a. Denneque, published 
“Encouraging a Positive Outlook: The 
Benefits of appreciative Inquiry in a 
Theological Library.” 

MIChaEL SLEaSMaN, PhD
• attended the Evangelical Theologi-

cal Society and american academy of 
Religion Meetings in November.

jENNIfER MCVEy, MDIV
• In mid-November spoke on being led 

by the Spirit from 1 Corinthians 2 in an 
undergrad chapel at TIU.  

hEaThER ZEIGER MS, Ma
• heather continued contributing essays 

to our Bioethics.com news blog. Recent 
topics included brain death and the 
new recommended guidelines for 
statins. 

• Published “Incredible Bulk: 
Performance-Enhancing Drugs & the 
Modern Identity Project” in the winter 
2013 issue of Salvo.

For those interested in knowing what books and articles the Center staff have been reading and 
thought worth highlighting. **Note that the resource includes material by members of the Center’s 
Academy of Fellows.

ON THE BOOKSHELF:
Alexander, Jennifer. The Mantra of Efficiency: From Waterwheel to Social Control. (Johns Hop-

kins University Press, 2008).
**Cole-Turner, Ronald, ed.  Transhumanism and Transcendence: Christian Hope in an Age 

of Technological Enhancement. (Georgetown University Press, 2011). Includes an essay by 
Brent Waters. 

**Cusveller, Bart, Maarten Verkerk, and Marc de Vries. The Matrix Reformed: Science Fiction, 
Technology, and Christian Philosophy. (Dordt College Press, 2011).

Dickerson, Matthew. The Mind and the Machine: What It Means to Be Human and Why It 
Matters. (Brazos, 2011).

Dilley, Stephen, and Nathan Palpant, eds. Human Dignity in Bioethics: From Worldviews to the 
Public Square. (Routledge, 2013).

**Green, Joel, ed. Dictionary of Scripture and Ethics. (Baker, 2011). Includes two entries each by 
John Kilner and Scott Rae.

ARTICLES OF NOTE:
Brown, Rachel, and Joyce Harper. “The Clinical Benefit and Safety of Current and Future 

Assisted Reproductive Technology.” Reproductive BioMedicine Online 25, no. 2 (August 
2012): 108-117.

Dickenson, Donna. “In Me We Trust: Public Health, Personalized Medicine, and the Common 
Good.” The Hedgehog Review 16, no.1 (Spring 2014):75-82.

Hughes, Austin. “Me, My Genome, and 23andMe.” The New Atlantis 40 (Fall 2013): 3-18.
Kaposy, Chris. “A Disability Critique of the New Prenatal Test for Down Syndrome.” Kennedy 

Institute of Ethics Journal 23, no. 4 (2013): 299-324.
Keaney, John, Gregory Curfman, and John Jarcho. “A Pragmatic View of the New Cholesterol 

Treatment Guidelines.” New England Journal of Medicine 370, no. 3 (2014): 275-278.

on the CBhd Bookshelf 

Empirical Study on Cognitive Enhancement 
Attitudes

Throughout the Fall Semester, CBHD spon-
sored a study led by Primary Investigator 
Susan Rouse, PhD, examining the attitudes 
and practices regarding cognitive enhance-
ment among undergraduate students at 
several Christian colleges and universities. Dr. 
Rouse developed the study as an MA capstone 
project under the supervision of Michael 
Sleasman, who provided assistance in devel-
oping the survey and recruiting institutional 
participants.

internshiPs
Introducing Our Bioethics Education Intern

The Center is pleased to welcome Marie 
Butson, a dual-degree MA Bioethics and 
MDiv student to serve as our bioethics educa-
tion intern for the spring semester. Marie 
is working on a variety of projects involved 
with expanding the Center’s ability to assist 
clergy. Early work has included an exhaustive 
review of bioethics curricula geared to church 
audiences and updating some of the related 
resources on everydaybioethics.org. Future 
projects include planning the Center’s first 
webinar for our Healthcare Ethics Council 
and helping to create a study to better under-
stand the bioethics needs and preparedness of 
those serving in various ministry capacities.

Media resourCes

researCh

CBHD.org on  
Twitter: @bioethicscenter

Bioethics.com on  
Twitter: @bioethicsdotcom

The Bioethics Podcast at  
thebioethicspodcast.com

Facebook Cause at causes.com/cbhd

Facebook Page at   
facebook.com/bioethicscenter

Linked-In Group at linkd.in/thecbhd

YouTube at  
youtube.com/bioethicscenter

The Christian BioWiki 
christianbiowiki.org

CoMing soon: a LITERaTURE SURVEy ON 
COGNITIVE ENhaNCEMENT
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