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Is mental illness a medical issue or a spiritual issue? This is a common 
question in evangelical churches and understandably so. Its answer can 
shape ministry priorities. If the problem is a spiritual problem, we need a 
spiritual solution. Likewise, if the problem is a medical problem, we need 
a medical solution. But I’m concerned that posing the question this way 
leads us to commit predictable fallacies in our reasoning. When evaluated 
from a biblical worldview, some of these fallacies are principally theologi-
cal—for example, the view that all mental suffering is the consequence of 
personal sin. Other fallacies arise principally from false medical, logical, or 
philosophical presuppositions. These three can be categorized as medico- 
philosophical fallacies, and they will be the focus here.1

This discussion is situated within the larger conversation on the need 
for evangelical Christians to develop a robust, nuanced, and biblically 
faithful understanding of mental disorders. This is important because 

1. The distinction is admittedly arbitrary, as certainly our theology informs our every
thought. The distinction is drawn pragmatically for this discussion in order to scrutinize
aspects of our reasoning vis-à-vis mental disorders that evangelical Christians do not
routinely consider as theological.
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our understanding drives our action. What we say and do when we 
minister to our brothers and sisters with mental disorders flows directly 
out of our presuppositions. An evangelical Christian approach to mental 
disorders is not marked by understanding completely. We do not claim 
to have all the answers. Rather, it is marked by a commitment to under-
standing enough so we can love well and love wisely.2

This article is intended for helpers in the church who provide 
counsel regarding mental disorders, such as pastors, biblical coun-
selors, small group leaders, and church members who are psychiatric 
professionals. In these trusted roles, we must build capacity to discern 
between wise, biblically faithful counsel and any misinformation on 
mental disorders. This is why it is critical to highlight the six medico- 
philosophical fallacies.3 

In what follows, I will address both Christian and secular misun-
derstandings, and seek to encourage humility about what is known and 
unknown, even as we listen to God’s Word and observe his world. Rather 
than answering all the questions that give rise to these fallacies, I will 
primarily address common misunderstandings.

Fallacy 1: We know what causes mental disorders
At the core, “Is mental illness a medical issue or a spiritual issue?” is 
a question of causation. However, causes of mental disorders are often 
unknown or incomplete, and any seemingly unequivocal claims of 
causation venture into the realm of theory. 

Precise terminology brings clarity on this point. “Mental illness,” 
while common in regular parlance, is not a technical term, and has no 

2. David Powlison, Edward T. Welch, and Michael Emlet, Psychiatric Disorders: A Biblical 
Approach to Understanding Complex Problems (Glenside, PA: Christian Counseling & 
Educational Foundation, 2015), 6, 13. In the introductory chapter the authors explain: 
“The goal of this curriculum is to move from studying a topic to embracing a calling: 
that we would wisely love people who live complex lives.” They go on to write on 
the intersection of Christianity and psychiatry: “Christianity and psychiatry are both 
preoccupied with the same two extremely important questions: How do we understand 
troubled people? How do we help troubled people? The first is a question of explanation 
and the second is a question of efficacy. How do we understand people enough so that we 
can move toward them and help with their problems?”

3. These fallacies overlap, are non-exhaustive, and are not necessarily unique to evangeli-
cal churches. 
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precise definition. For example, the term mental illness is not found 
in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). 
Rather, mental disorder is the term used throughout DSM-5. Disorder 
simply refers to a disruption of normal physical and mental function, 
and the term mental disorder captures its nature as a syndrome—a col-
lection of observable signs and symptoms that co-occur.4 This is signifi-
cant because a syndrome is shorthand for descriptions—and descriptions 
make no claim of causation. In fact, DSM-5 explicitly states “a diagno-
sis does not carry any necessary implications regarding the etiology or 
causes of the individual’s mental disorder.”5 Mike Emlet, a former family 
physician who is now a counselor, explains: “Psychiatric diagnoses are 
descriptions of a person’s thoughts, emotions, and behaviors, but not 
explanations for them. They tell you what but not why.”6 

The what is the extent of human knowledge at present, be it medical 
or otherwise. The why, though, is usually what we wish we could know. 
While we are learning a tremendous amount about the neurobiological 
correlates of mental disorders, we do not fully understand how bio-
logical malfunction might mechanistically explain all the symptoms of 
mental disorders.7 But this is true across all medical specialties. Essen-
tial hypertension and migraine are two common examples of disorders 
for which we do not fully understand the biological underpinnings.8 

4. American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disor-
ders, 5th ed (Arlington, VA: American Psychiatric Association, 2013), 20.

5. Ibid., 25. One potential exception is the neurocognitive disorders (NCD), which 
include what is formally called the dementias. “The NCDs are unique among DSM-5 
categories in that these are syndromes for which the underlying pathology, and frequently 
the etiology as well, can potentially be determined. The various underlying disease 
entities have all been the subject of extensive research, clinical experience, and expert 
consensus on diagnostic criteria.” Ibid., 591. 

6. Michael R. Emlet, Descriptions and Prescriptions: A Biblical Perspective on Psychiatric 
Diagnoses & Medications (Greensboro, NC: New Growth, 2017), 25. 

7. For example, brain changes such as neuronal migration defects are observed in schizo-
phrenia, but their clinical significance is unclear. See Kenneth Y. Kwan, Nenad Šestan, 
and E. S. Anton, “Transcriptional co-regulation of neuronal migration and laminar 
identity in the neocortex,” Development 139 (2012), 1535-1546.

8. Songcang Chen, “Essential hypertension: perspectives and future directions,” Journal 
of Hypertension, 30 (2012), 42-45; David W. Dodick, “Migraine,” Lancet 391 (2018), 
1315-1330.
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