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Preface

Dinesh Bhugra

Religion has often been seen as a strong defence against several types of
neuroses. The relationship between religion and mental health can be a mutually
beneficial one as religion provides guidelines which may help individuals to
devise a course for their lives. Violation of religious rituals, excessive sexual
activity, etc., may contribute to obsessions, anxiety and depression. Similarities
between obsessive behaviour patterns and religious practices have been noted.
Religion, however, creates guilt by setting high moral standards but also
provides a number of techniques that may help alleviate guilt, e.g. confessions,
prayers, chanting, etc. Religion is not a coherent entity that affects all individuals
in the same way and neither does mental illness and an interaction between
the two is quite an exciting one.

Organised religions may offer some external support as lessons from the religion
are introjected in the form of moral, spiritual and real ‘eliefs that are important
for personality development. Some people may need an abstract image, whereas
others rely on a material image to help in worship. Once spiritual levels are
attained, individual religions become less important, similar to Maslow’s
hierarchy (Maslow, 1970). For example, suicide is said to be less common in
those who actively involve themselves in and practise religion with genuine
conviction, e.g. Catholics. Thus, certain psychiatric conditions affect one’s
beliefs and certain religious attitudes can predispose to certain types of
psychiatric conditions.

The interface between mental health and religion, though an important one, is
a neglected area. Authors have offered background reading in different religions,
which is obviously not comprehensive but only signposts on a vast journey.

The idea of this book emerged during a meeting on psychiatry and religion
held at the Institute of Psychiatry in 1991, and since then, a further biennial
meeting has been held and more are planned. The chapters here develop the
themes of the two conferences and are not their proceedings, and it is vital that
the reader sees the purpose as sharing of information, thoughts, and
philosophies. It is hoped that the reader will treat this book as a starting point
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only and will be encouraged to look further and deeper. The second half of the
book contains contributions on new religions, sects, and the difficulties of
dealing with mental health issues like guilt. This volume is an attempt to
represent the beginning of the dialogue between two neighbours who should
be on very good terms indeed, but, due to a long-forgotten episode over the
niggle about the size of a fence, have fallen out. It is high time that commonalities
are ascertained and shared and differences are put to one side.

REFERENCE
Maslow, A. H. ( 1970 ) Motivation and Personality , New York: Harper & Row .
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Chapter 1

Religion and mental health
Dinesh Bhugra

Man’s faith in religion is as old as humankind itself. The need for a greater
force that could be seen as immortal developed as man struggled to survive
physiologically and then psychologically and started to make sense of traumatic
and not so traumatic experiences. As a result, all illness in the beginning was
seen as a responsibility of priests and shamans. They would not only provide
descriptions and enable the individual to make sense of this experience but also
help the individual and his family to manage the illness in different ways. Priests
and physicians were often the same individuals in different civilisations across
the world. Physicians did not appear to have any confusion about their dual
functioning.

In different medical systems, whether Graeco-Roman or Hindu, psychiatric
illnesses were often seen to be due to different types of possession. Management
involved dietary restrictions, the use of herbs and prayers (see Bhugra, 1992,
for a discussion of Hindu systems). In classical Greece and Rome, with the
development of more secular states, a split appeared to have occurred between
the profession of priest and physician (Ball, 1985). However, the overlap did
continue for a time and physicians continued to work in temples within a single
religious framework. Furthermore, a change developed with limited use of
religious factors, and outstanding, secular physicians emerged.

The fall of the Roman Empire and the growth of the Catholic Church led to
the dual role of priest—physician, with the church becoming a repository for all
knowledge. The Galenic principles held a monopoly on medical ideas for a
considerable length of time, which meant that the development of medicine as
a separate individual system was sluggish. Ball (1985) argues that the chaotic
political situation and problems of the Church also contributed to this sense of
a lack of innovation or exploration.

The secularisation of medicine has been linked with the parallel development
of other professions. Ideas of contagion and possession continued to plague
aetiological discourses of psychiatric illness. Ball (1985) blames the resurgence
of possession of phobic attitudes towards women along with sexual anxieties
and morbid hostility. The persecution of witches was a kind of mass psychosis
where charity and compassion vanished and social class, intelligence and
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education counted for nothing. Until the fifteenth century, medicine and the
priesthood could work together but several reasons, chiefly secularisation, led
to the two professions going their separate ways. The development of pathology
and the discovery of bacterium led to the ‘scientification’ of medicine and left
psychiatry in the realm of philosophy. The growth of psychiatric asylums and
the isolation of the mentally ill from society were a sign of the quarantine
where a possibly ‘contagious’ individual was shunted away and a new class of
‘carers/warders’ emerged. This has led some authors, notably Szasz, to argue
that psychiatrists emerged as the new priests, dealing with confessions and
giving absolutions. Taking the imagery further, one could argue that the
development of pills added to the communion scenario where the patient is
asked to put the pills on their tongue and a small tumbler with perhaps about
20 mls of water is used as ‘communion wine’.

Increasingly, mental health practitioners are assuming the three functions
traditionally recognised as being in the domain of religion. First, an explanation
of the unknown. Second, ritual and social function, and, third, the definition of
values (Nelson and Fuller Torrey, 1973). When priests interpreted earthquakes,
epidemics and droughts, they were focusing on the explanations of the unknown,
and this explanation was responsible for reassuring the masses that things were
under control. With the advent of scientific inventions and theories, these
mysteries of nature have largely been explained. Whereas formerly, the mentally
ill were seen by the priests as possessed by spirits, demons and devils, their odd
behaviour was subsequently explained away by psychiatry as ‘illness of the
mind’.

The competition between the priest and the psychiatrist for the mind and
the soul of the individual continued. Psychiatrists were the father figures who
gave sage advice and occasionally controlled the patient without appearing to
do so. The strength of psychiatry is not as unlimited as that of religions, or
rituals. As Crenshaw (1963) comments, there are enough similarities between
medicine and religion partly because both serve moral and humanitarian
purposes. Science without religion can be destructive, and religion without
science can become superstition according to Feibleman (1963). He then goes
on to argue that, since the problems of today do not draw a sharp demarcation
between what is medical and social or religious, the treatment should cover
cooperation of all these disciplines. Although the training, expertise and views
of physicians and priests may be different, their sensitivity to various factors
affecting the individual in psychic or spiritual pain brings them together on the
same level. Neither of the two is, nor should be, morally or scientifically superior.
Cooperation between doctor and clergyman is essential in ministering to the
total needs of the person (Sholin, 1962). There is, of course, an ongoing debate
to ascertain whether mental health is a state leading towards the goal of religious
growth, or whether religion is only one part of a mentally healthy person whose
goal may be biological or social adaptation (see Sutherland, 1964). The raison
d’étre of the psychiatrist is to alleviate suffering of the mentally ill and support,
treat and manage such an individual along with managing members of the
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family and the community that such an individual affects. The Church and the
priest, on the other hand, also have to provide a therapeutic environment,
intercede for the sick, administer the sacrament, help man prepare for death,
and in general inculcate the somewhat personal faith that upholds one in difficult
times (Feilding, 1964). Thus, it would appear that, as the psychiatrist prepares
the individual with an array of coping strategies, the priest can do exactly the
same. The process of psychic immunisation can thus be approached in two
ways, which do not have to be in competition with each other for the individual’s
soul.

The interaction between religion and psychiatry can be at several levels.
Psychiatric patients may have religious beliefs that may need to be taken into
consideration when planning any management. They may also seek help from
religion and religious healers, using different models of distress. The interaction
of the therapist’s religious views and the patient’s religious views may cause
conflict. The patient’s religious values may affect acceptance of psychotherapy
and other treatments. Furthermore, symptoms of one kind may be understood
completely differently by someone else. Possession states are a classic example
of this. In a recently completed study, Campion and Bhugra (1994) found that
75 per cent of their psychiatric patients had consulted religious healers about
possession and similar findings have been reported from other parts of India.
On the other hand, while looking at possession syndromes, Teja et al. (1970)
and Varma et al. (1970) reported that these conditions were seen in women,
and were largely hysterical in origin. Spirit possession remains a ‘culturally
sanctioned, heavily institutionalized and symbolically invested means of
expression in action for various egodystonic impulses and thoughts’ (Kiev, 1961).
Life events have been linked to the onset of these states. Their management has
to include clear understanding of the cultural background and the explanations
of the experience.

Morris (1987) argues that, with the growth of materialistic interpretations
of social reality, the general interest in comparative religions emerged. The
phenomenological approach of religion made its appearance. Phenomenology
is (its) instrument of hearing, recollection, restoration, and of meaning, as are
the underlying meanings of religion. Jung (1938) went so far as to suggest that
religion is not only a sociological or historical phenomenon but that it also has
a profound psychological significance. He defines religion as a numinous
experience that seizes and controls the human subject (Morris, 1987). The
Jungian approach too is phenomenological. Although Jung (1938) argues that
the phenomena are true thoughts—these can be understood by relating these to
‘collective unconscious’a psychic reality shared by all humans.

Religion, its psychological aspects, and its practice all affect mental health.
Beliefs about mental illness and its treatment may be closely tied to beliefs
about sin and suffering and views that mental illnesses may result from some
kind of separation from the divine, or even possession, by evil (Loewenthal,
1995). Psychiatry may be mistrusted and religious healers may use modified
versions of cognitive-behavioural approaches.
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Loewenthal (1995) suggests that good mental health may go with religiously
encouraged social support, religious ideas, feelings, experiences and orientation.
The continuing collaboration and consensus between religion and psychiatry
are essential for the well-being of patients, but it is also important to be aware
of the conflict between two disciplines.
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Chapter 2

Religion and psychiatry

Extending the limits of tolerance

K. W. M. Fulford

INTRODUCTION

Religion and psychiatry occupy the same country, a landscape of meaning,
significance, guilt, belief, values, visions, suffering and healing. This indeed is
the world of the psyche, itself interchangeably soul or mind (Bettelheim, 1982).
Yet the relationship between the two disciplines, which in the past has ranged
from mutual suspicion to open hostility (Lipsedge, this volume), is even in
today’s more liberal times hardly more than one of tolerant indifference. Pastoral
counselling has brought the two sides closer (Sutherland, this volume), but the
‘religiosity gap’, in Lukoff e al.’s (1992) apt phrase, remains: psychiatric history
taking, as John Cox (this volume) notes, although covering many of the most
intimate details of a patient’s life, normally does not include enquiries about
religious beliefs, notwithstanding the fact that these are likely to be important
for up to three-quarters of patients. Conversely, while priests may nowadays
be willing to engage the help of psychiatrists, there is little in the way of formal
guidance on where spiritual or psychological interventions are appropriate,
with even those closest to psychiatry acknowledging significant tensions (Foskett,
this volume).

So far as psychiatry is concerned, there are a number of prejudices standing
in the way of a closer relationship with religion. Many of these are dealt with
in this book. It is said that religions attract the mentally unstable-but the mental
health of the followers even of new religious sects is if anything above rather
than below average (Barker, this volume). It is said that religions may have
their origins in madness (Littlewood, this volume)-but madness can also be a
source of creativity in art and science (Storr, 1972). It is said that religious
experience is phenomenologically similar to psychopathology (visions are like
hallucinations, for example)-but this is to confuse form and content: normal
and pathological varieties of religious experience stand to be differentiated by
essentially the same criteria as normal and pathological varieties of non-religious
experience (Jackson and Fulford, forthcoming). It is said that paranormal
experiences are a product of definable patterns of brain functioning-but as
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Fenwick (this volume) points out, paranormal experiences are no less
invalidated by their grounding in neuro-physiology than are normal experiences.
It is said that religions are harmful, that they induce guilt, for example (Nayani
and Bhugra, this volume)-but religion, no more than psychiatry, is not harmful
as such. It is also said, conversely, that religious belief is ineffective—but there is
empirical evidence that it is not, improved ‘coping’, for instance, being correlated
with religious faith in a variety of adverse situations (Griffith and Bility, this
volume; Koenig et al., 1992). The effectiveness of religion in this respect is no
proof of its metaphysical claims (a delusion could be just as effective). Also, it
is unclear from published work whether it is specifically religious faith which is
required (there have been no double blind faith trials). But this work none the
less does dispose of the question of efficacy as such.

There are, though, deeper reasons for the separation between psychiatry and
religion. These have to do with the identification of psychiatry with what is
sometimes called the ‘medical’ model (Macklin, 1973). According to this model,
medicine is, essentially, a science. Psychiatry, therefore, in identifying with the
medical model, has come to think of itself as a branch of science, and hence, by
common implication, as separate from religion both epistemologically and
ethically. Thus as a science, psychiatry is assumed to be based on observation
and experiment, and, in principle, open to objective testing. Religion, on the
other hand, is taken to be ‘revealed’, its knowledge claims being rooted in authority
and upheld through faith. Again, as Littlewood notes in this volume, the
identification of psychiatry with science implies a naturalistic ethic. Psychiatry
employs an essentially deterministic model of human thought and behaviour
within which actions are morally neutral. Whereas religion, in most Western
traditions at least, assumes freedom of action as the basis of moral responsibility.
Though, by contrast, the guiding ethic of psychiatry, along with the rest of
medicine, is the principle of autonomous individual patient choice, whereas that
of religion is subordination of individual choice to the will of God.

The separation between science and religion is perhaps a peculiarly Western
phenomenon (Cox, this volume). In the first two sections of this chapter we
will find that viewed in either of its aspects, epistemological or ethical, it is
considerably less clear cut than it is commonly assumed to be. Contrary, though,
to recent attempts at reconciliation, it will be argued here that the separation
between science and religion is genuine and, ultimately, irreducible. This is
because it reflects an essential ambiguity in our natures as human beings, namely
that we occupy simultaneously a world of facts (in which science is mainly
operative) and a world of values (in which religion is mainly operative).
Recognising the reality of the divide between fact and value does not lead to a
widening of the gap between religion and psychiatry, however. On the contrary,
it shows that psychiatry, just to the extent that it is concerned with human
beings, rather than merely with mental machines, is intrinsically connected
with religion as well as with science. Religion and psychiatry should therefore
move from tolerant indifference to tolerant engagement as the basis of good
practice in both disciplines.
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EPISTEMOLOGICAL ASPECTS OF THE DIVIDE

Along with the rest of medicine, psychiatry has developed in the twentieth
century largely as a scientific discipline (Zilboorg and Henry, 1941). The work
of Karl Jaspers, Emil Kraepelin and others helped to establish a firm basis for
descriptive psychopathology and classification, these being further elaborated
and formalised in recent decades through such innovations as structured
examinations of the mental state (Wing et al., 1974) and operational criteria
for the diagnosis of a wide range of mental disorders (American Psychiatric
Association, 1980; World Health Organisation, 1992). Building on this careful
descriptive work a number of important advances have been made in treatment,
through psychopharmacology, through the development of counselling and
psychotherapeutic skills, and by applying the principles of behavioural and
cognitive science to symptom modification. Moreover, following the classical
pattern of the development of a new science (Hempel, 1961), causal brain-
based theories of mental disorder-although still somewhat tentative and
preliminary—are beginning to emerge from the new technologies of dynamic
brain imaging and molecular genetics.

All this appears very different from religion, then. Indeed, the development
of psychiatry as a science, with all its attendant successes, is widely perceived
as having been made possible in part only by the shedding of religious mysticism
and dogma. As Lipsedge notes (this volume), the case has often been overstated.
Moreover, religious and psychological explanations of mental distress are not
necessarily counterposed: in the Jewish and Hindu traditions, in particular,
they are complementary (see, respectively, Cooper and Bhugra, this volume).
But modern causal theories of mental illness, as disturbances of mental
functioning, are none the less generally regarded as displacing the possession
theories on which religious explanations of the phenomena of mental illness
have often been based. Science, it could be said, has, literally, cast out the
demon, replacing the moral categories of madness with the value-neutral
categories of scientific disease theory. Freud went so far as to explain religion
away as a form of pathology: it represented a neurotic avoidance of the demands
of a mature relationship through the substitution of an ideal father figure for
the imperfect biological father (Freud, 1927).

This account of the development of psychiatry is one with which perhaps a
majority of psychiatrists would identify. They would recognise, perhaps, the
historical contribution of religion to the development of humane treatment of
the insane, in the work of Tuke and others at the end of the eighteenth century.
They would acknowledge, increasingly, the significance of the ethical and
experiential aspects of clinical work in psychiatry. But at the heart of their
subject they would identify an emergent psychiatric science, undogmatic,
transparent, testable; replacing acts of faith with empirical investigations,
ineffable mystery with understanding, revelation with the cautious development
of objective theory through prediction, test and falsification.

Closer inspection of this picture shows, however, that it is at best
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over-simplified. This is partly because, as we will see later, there is more to
psychiatry than just science. More fundamentally though, the point is that
even as a science, psychiatry is not like this at all. This is essentially because, on
all three points—freedom from presupposition, transparency and objectivity—
science itself is not like this either.

Thus in the first place, there is a clear sense in which science, no less than
religion, depends on certain presuppositions, certain ‘acts of faith’. It must be
assumed, for the scientific endeavour to get going at all, that induction ‘works’-
for there can be no scientific (i.e., inductive) test of this (Russell, 1912). It must
be assumed, similarly, that there is no limit to the explanatory power of science,
no question which science cannot answer. For this can be shown only by default,
in the sense that the question itself cannot (in principle, cannot) be susceptible
to scientific test. Moreover, the core virtue of science, the supposed objectivity
of its observations, depends on a tacit fiction. For an observation requires an
observer; an observer, as the philosopher Thomas Nagel (1986) has put it, has
a ‘point of view’; and the fiction of science is to suppose that its account of the
world is somehow from no point of view at all, that in Nagel’s phrase, it is a
‘view from nowhere’.

Fiction or not, though, it may be said, science does work, it makes the
world more transparent, less mysterious, for science explains things that before
were inexplicable. But the effect of this, at least in the paradigm science of
physics, has been to reveal a deeper level of mystery beneath the mysteries of
the everyday world. What is involved here is not the plain difficulty of modern
physics, the impenetrable mathematics of some of its formulations, and the
difficulty of translating these mathematical concepts into visualisable images
(12-dimensional spaces!); still less is it the popular extrapolations of these
concepts into metaphors of ‘holism’, ‘connectedness’, ‘indeterminacy’, and
so forth. The mystery revealed by physics is rather in the world view to which
we are led by physics itself, on its own territory, and by way of its own
mathematics.

This is nowhere more dramatically illustrated than in quantum mechanics.
As a mathematical tool kit, for predicting the behaviour of matter and energy
on the smallest scales, this is widely regarded as the most successful physical
theory ever devised. Yet the world view to which it points is one in which
reality is (within limits) determined by the observations which we choose to
make. Again, we need to be careful to see just how mysterious this is. It is not
merely that observations at the atomic level disturb the world to an extent of
which we can never be exactly sure. There is indeed uncertainty in this sense
built into quantum mechanics. But more than this, a quantum mechanical
measurement (in part) actually determines what is there. Observer and observed
are thus woven together in quantum mechanics in a way which is wholly
contrary to the spirit, not to say the letter, of a classical understanding of science.
The classical, indeed the common sense, way of understanding a measurement
is that it extracts information from a pre-existing and in principle independent
system. But a quantum mechanical measurement (in part) determines the state
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of the system. And this is no longer a matter merely of speculation. The two
ways of understanding measurement—‘extracting information’ and ‘determining
the state of’-may under certain circumstances produce measurably different
results (d’Espagnat, 1976). This was used by Einstein as the basis of a thought
experiment designed to show that quantum mechanics is incomplete. But when
the experiment was done, it showed, on the contrary, that quantum mechanics
was right and Einstein was wrong (Aspect, 1986)!

The world as revealed by science is thus no less mysterious than the world as
revealed by religion. This, moreover, has been most clearly recognised by those
who have contributed most to the development of modern physical theory
(Bell, 1986; Einstein, 1960; Feynman, 1965). We can add, then, that the world
as revealed by science is mysterious, not to the extent that we lack deliberative
understanding, but, on the contrary, in direct proportion to the extent of our
deliberative capacity.

The natural response of the scientific hard-liner to all this is to fall back on
the third supposed characteristic of science, its objectivity. The world view
derived from science may be mysterious, so this line of argument might go, it
may indeed require certain presuppositions, but it differs from that of religion
in being based on objective data, on the facts, rather than on divine revelation.
Yet even this is not as straightforward as it seems. For as Quine first put it,
scientific theories are always underdetermined by the data (Quine, 1948). Any
set of data can be explained by more than one theory. And when we look at
what more is required to establish a given theory, we find ourselves involved,
at best, in aesthetics, with concepts like simplicity, elegance and economy, and
at worst in the personal and political value structures within which science as a
human endeavour necessarily proceeds.

The post-empiricists have made much of this (see e.g., Kuhn, 1962; Lakatos,
1970). It is not merely, they claim, that the practice of science requires a certain
ethic (though of course it does—not ‘rigging the data’, for instance). It is rather
that the very theories we adopt, and hence the world view to which science
leads, are a product of the values of the scientific community. All world views,
then, scientific and non-scientific, are, according to post-empiricism, on a par,
valid within the community in which they arise, but none more nor less true to
‘reality’. This may seem far-fetched. But even in physics, at the leading edge of
hard science, we find hints of the value-embeddedness of knowledge to which
post-empiricism has pointed. In writing of the measurement problem in quantum
mechanics, for instance, the physicist and philosopher Bernard d’Espagnat
concludes that Bohr’s interpretation of quantum mechanics (which is the
standard interpretation) ‘ultimately defines instruments with reference to our
desires’ (I’Espagnat, 1976, p. 95, emphasis in the original).

All this is not to suggest that science is, somehow, unsound. Clearly, by the
(biblical) measure of its fruits, it is not. Nor is it to suggest that science is no
different from religion. We will see later that, on the contrary, there is an essential
gap between them. The point is rather that if we are to come to an understanding
of the relationship between psychiatry and religion, we must first see that science
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is not the assumptionless, demystifying and wholly objective method for
discovering the ‘truth’ that it is often assumed to be.

ETHICAL ASPECTS OF THE DIVIDE

A post-empiricist view of science may seem especially apposite in relation to
psychiatry. In physical medicine, our theories, like those in biology, at least
appear to be (though they are not, Fulford, 1989, ch.3) value-free and objective.
But in psychiatry, it would seem, theory choice has indeed been governed to a
large extent by the prevailing orthodoxies—the history especially of
psychoanalysis reads like a history of religion, with competing camps periodically
at war. There is something of a truce at present, albeit an ‘armed truce’ (Storr,
1989). Even in mainstream psychiatry, the biological and social, analytic and
cognitive schools have often been in open competition. Moreover, the very
concept of mental disorder, as against that of physical disease, is overtly
valueladen. This is evident in differential diagnosis—alcoholism is close to
drunkeness, hysteria to malingering, psychopathy to delinquency. Certain
disorders (e.g., conduct disorder in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-III), American Psychiatric Association, 1980, and the
paraphilias in ICD-10, World Health Organisation, 1992) are actually defined
in our ‘scientific’ classifications, by reference to social-evaluative norms.

Where psychiatrists have emphasised the scientific aspects of psychiatry, the
value-ladenness of the subject has been taken by anti-psychiatrists, such as
Szasz (1960), to suggest that it is, really, a ‘moral’ discipline, and closer therefore
to law and ethics than to science. Szasz might, perhaps, have taken the value-
ladenness of psychiatry to point to a post-empiricist interpretation of psychiatric
science. But given the classical view of science, as prima facie concerned with a
value-free world of facts, he is surely right that psychiatry is, in this classical
sense, less scientific than physical medicine. There is an extension of his
argument, however, one perhaps even less palatable to scientifically-minded
psychiatrists. For the more overtly value-laden nature of the subject brings it
closer not only to law and ethics, but also to religion.

This is a point at which we have to go carefully. Values, even moral values,
are not the exclusive property of religion. Humanism and communism, for
instance, are both partly moral creeds even though neither depends on belief in
God; both, indeed, reject this belief, in part on moral grounds. And, indeed,
much that is most wicked in the world has been done in the name of religion.
Yet as against science, religion is, for good or ill, overtly concerned with values.
Again, religion is not exclusively concerned with values: it offers an ontology;
it makes claims to knowledge. In the past it has been the primary authority on
the way the world is. But even in the modern world, in which science is generally
accepted as the authority on the facts, religion is still perceived as at least one
important authority on ethics, on the world of values generally, on the way the
world ought to be. In these terms then, and to this extent, psychiatry, as an
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overtly value-laden discipline, is closer to religion than are most other branches
of medicine.

The response of the scientific hard-liners in psychiatry to observations of
this kind is to reject the connection with values. We will see in the next section
that even if this were possible, its effect would be to impoverish psychiatry,
rather than (as these hard-liners suppose) to protect its scientific virtue. This is
not to say that the anti-psychiatrists are right. Psychiatry is not, like aesthetics,
a matter solely, nor even primarily, of values. But there is a vital point behind
the anti-psychiatric move. For what is implied by the connection with values is
no less than that psychiatry is concerned essentially with people.

Baldly stated, this may seem like a truism. It leads, however, to some
important conclusions about the very nature of psychiatry as a medical discipline.
To reach these conclusions we need, first, to look more closely at what it is to
be a person. Thus, as we noted at the start of this chapter, the (classical) scientific
model of a person is of an object governed by natural law, different only in
degree of complexity from simple mechanical objects, and indeed from non-
mechanical objects like stones and stars, in principle predictable (within the
limits set by the sensitivity of a complex system to its starting conditions), and
subject to the same laws as anything else in nature. How different, then, from
at least the dominant “Western’ religious view of persons as essentially free
agents, as beings who are ultimately responsible for their actions.

We will see later that even in religion things are not quite as simple as this.
But to the extent at least that religion is concerned with values, it implies a
model of this free-agent kind. For the very possibility of making ethical claims
depends on the assumption that what we do is not predetermined. The basis of
the distinction between ‘ought to do’ and ‘do’, is that we are free to do other
than we do: ‘ought (in the well-worn aphorism) implies can’ (see, e.g., Warnock,
1967). Unless I could have done something different I can be neither praised
nor blamed for what I do as something that, respectively, I ought or ought not
to have done.

There are many philosophical difficulties with freedom of the will (see, e.g.,
Lucas, 1993), difficulties with which theology, too, has been concerned. We
will return to these in the next section. At a practical level, too, freedom is a
mixed blessing. Treating people as machines is the root cause of much of the
dissatisfaction with modern ‘scientific’ medicine (Fulford, 1988): and to the
extent that psychiatry has taken over this view, it has taken over the
dehumanising aspects of technological medicine. But, on the other hand, with
responsibility goes liability, with praise goes blame, with reward goes
punishment, and with all these goes guilt. The attachment of guilt to a religious
world view has indeed often been advanced as one of the ‘grounds’ for the
rejection of religion by psychiatry (Nayani and Bhugra, this volume).

The scientific hard-liner in psychiatry might be tempted to draw from the
difficulties about freedom of the will support for an exclusively scientific model
of the subject. Far from connecting psychiatry with the world of values, the
hard-liner might say, these difficulties provide us with good pragmatic grounds
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for adopting a mechanistic view of persons. This argument could back-fire,
however. For if freedom is a property which is essential to our status as moral
agents, as beings concerned with values, it could also be a property which is
essential to our status as epistemological agents, as beings concerned with
knowledge. Science, as we noted earlier, has to assume a deterministic model,
not in the sense of taking everything to be fully predictable, but in the sense
that events, including those initiated by people, are lawful. Yet as John Lucas
has argued (1993), in so far as science can be taken to yield knowledge, it, too,
like ethics, must assume freedom of action.

This, of course, is not at all the kind of thing that the scientific hard-liner in
psychiatry would say. Psychiatrists have identified rather with positivism,
perceiving this to be offering an apparently straightforward picture of science.
Yet scientists themselves, at the hardest cutting edge of the subject, in physics,
have rejected the positivist account of what science is about. As John
Polkinghorne (1984), a theoretical physicist and ordained priest, has put it,
science is not about discovering ever more comprehensive correlations between
the patterns of results from measuring instruments; it is about discovering the
truth about the world, or at any rate getting closer to the truth. But if this is
correct, Lucas’ point is that the epistemology of science cannot itself be
deterministically governed. For if it were, there would be no (real) difference
between a true and a false scientific theory. Truth and falsehood would be no
more than different kinds of deterministically driven beliefs.

The possibility of knowledge, then, as distinct merely from belief, goes beyond
the scope of deterministically governed conclusions. It is not enough that I
come to a conclusion, the truth of which I firmly believe (any hypnotist can
achieve that); it is not enough that I come to a conclusion which happens to be
true (philosophers have given us a number of intriguing cases of accidental true
belief; Nozick, 1981); it is not enough that a belief which happens to be true is
useful (biologically or otherwise). Knowledge, as Plato first put it, is justified
true belief. And when we look at what the justification of true belief amounts
to, we find ourselves struggling with the requirement for a freedom which is at
least closely similar to that which is essential to moral agency. There is a nice
irony here, then, in that the possibility of knowledge, including scientific
knowledge, depends on rejecting the deterministic assumptions necessary to
the scientific endeavour.

FROM DIVIDE TO DIALECT

The ideas discussed in the last two sections could be seen as bringing science
and religion closer together. Starting from the perceived epistemological divide,
we found science to be no less ineffable, theory-laden and dependent on
unprovable presupposition than religion. And starting from the perceived ethical
divide we have now found religion, in its connection with ethics, to imply a
model of agency, expressing freedom of choice, upon which the very existence
of science as a discipline concerned with knowledge depends.
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A number of authors have indeed taken arguments of this kind to point to
a reconciliation between science and religion. Polkinghorne (1983) has made
an eloquent case for the knowledge claims of religion to be hardly less well
founded than those of science. And a number of theologians have argued that
hermeneutics—giving meaning to events—is necessary alike to religious revelation
and scientific advance (Mitchell, 1991). Again, the Cambridge theologian, Janet
Soskice, has pointed out that metaphors are as important in scientific thinking
as in religious (Soskice, 1991).

This merging or conflation of science and religion can be seen as part of a
movement towards reductionism in modern philosophical thinking. This has
influenced a number of areas of philosophy. We have touched already on post-
empiricism which, in the philosophy of science, amounts to an attempt to reduce
facts to values. The corresponding move in ethics has been the descriptivists’
attempts to reduce values to facts (see e.g., Warnock, 1971). In the philosophy
of mind, as McGinn (1982) notes, so anxious have philosophers been to avoid
what they see as the errors of Cartesian dualism, they have retreated to one or
other reductive extreme, reducing either mind to brain (as in physicalism) or
brain to mind (as in idealism). The former, reflecting the success of empirical
science, has been the more popular recently. Mind, so the functionalists have
claimed, is no more than the running of a software programme on cytoplasmic
hardware (Fodor, 1981); freedom is an illusion, reasons (the reasons by which
our rationality is constituted) are no more than a species of cause, actions are a
species of event (Davidson, 1963).

Reductionism might seem to offer an attractive philosophical strategy for
psychiatry, spanning as it does the mind/brain divide. However, there are a
number of philosophers who have resisted the reductive trend. In the philosophy
of science the Cambridge philosopher, Mary Hesse, has taken an anti-
reductionist stand against post-empiricism (1980). Theory, she says, may be
underdetermined by data; but this is not to say that our theories have nothing
at all to do with what is there, that they are driven solely by the power structures
within which science is set. It is high time, she says, for a post-post-empiricist
realist backlash!

Stephen Clark, writing of Dennett’s Consciousness Explained, points out
that is (Dennett’s) attempt to construct a fully naturalised account of
consciousness, would make him (Dennett) as fictional as the detective Holmes:
‘each person (would become) a disparate set of programs, Joycean machines,
enjoying a virtual existence in the parallel architecture machines constructed
by DNA in its pursuit of being’ (Clark, 1993). Thomas Nagel, similarly, has
argued that attempts to capture mind scientifically, by, in effect, inventing a
new element of the physical, must fail. For such attempts necessarily leave out
a key feature of the mental. As we noted earlier, Nagel has emphasised the
subjective point of view as the cardinal feature of mind. Our awareness of
things, as he says, is always from a particular perspective. Science, on the other
hand, advances through progressive attempts to detach understanding from
the point of view of the individual. Objectivity in science, therefore, is
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approached in proportion as our view shifts from the particular to the general
(Nagel, 1986).

Anti-reductionist arguments of this kind are well illustrated by recent
advances in cognitive science. Developments in this field have provided for the
first time mathematical models of at least some of our cognitive capacities.
Prior to this, our models of mind (mechanical, telegraphic, behavioural) either
ignored consciousness or were so far from offering a convincing picture of its
physical basis, that we could still harbour a comforting dualism, a suspicion
that mind existed in a realm somehow separate from that of the body, perhaps
even connected with the ‘soul stuff’ of religion. But now machines built on
well-understood (if not always wholly predictable) mathematical principles,
can do some of the things that minds can do. They can reproduce some of the
operations of mind, and, more remarkably perhaps but of particular interest to
psychiatry, they can reproduce some of the characteristic ways in which minds
can fail (Park and Young, 1994). Yet this is not to abolish the problem of
consciousness, it is rather to sharpen it. For it makes inescapable the central
mystery of the mental, how patterns of blind molecular movements in my brain
and yours, are, at the same time, the conscious experiences of me writing and
you reading these words.

If reductionism is important in psychiatry, as the scientific hard-liners
recognise, so too is anti-reductionism. ‘Biological’ psychiatry is impoverished
if it seeks to detach itself, other than for the heuristic purposes of particular
experiments, from the subjective experiences of particular patients. Social
psychiatry, similarly, if pursued solely as an ‘objective’ science, attending to
behaviour as though it could be analysed wholly without regard to meaning
and significance, is empty (Wing, 1978). This was well recognised not least by
Karl Jaspers, one of the founders of modern scientific psychiatry (1913); and it
has been emphasised in the context of cross-cultural psychiatry (Esmail, this
volume). It is reflected in recent philosophical work pointing to the need for a
richer conception of rationality, a pre-Cartesian conception in which affection
figures equally with cognition (Clark, 1992; Radden, 1994; Wallace, 1993).
While as to post-modern science, the factional rivalries noted earlier in the
development of modern psychiatry (between the analytical and biological, social
and behavioural, and so forth) provide a clear warning of what happens when
theory choice really is driven primarily by the force of personality of its
proponents, of what happens when theory really is allowed to become detached
from data.

But the need for both in psychiatry, for both poles of the traditional dualisms,
is shown perhaps most decisively by the fact/value, description/evaluation divide.
For this divide is directly reflected in the form of the debate in recent years
about the very concept of mental illness. As we noted earlier, the origin of this
debate is the more value-laden nature of mental illness compared with the
physical. And the debate itself can be shown to have taken the form of an
either/or reduction, either of fact to value or of value to fact (Fulford, 1989, ch.
1). Thus Szasz’s argument amounts to the claim that the value element in mental
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illness is irreducible. This is the basis of his conclusion that mental illnesses are
really to be understood as moral categories. The pro-psychiatrists, on the other
hand, have run the reductionist argument in reverse. They have sought to
eliminate the value element from mental illness in order to tidy up mental
illness, to make it into a concept which is properly ‘scientific’, as, they suppose,
the concept of physical illness to be.

In terms of philosophical reductions, these two strategies—the anti-psychiatry
and pro-psychiatry strategies—can be understood, respectively, as counterparts
of the reduction of fact to value in the philosophy of science and of value to
fact in descriptivist moral theory (Fulford, 1989, ch.12). There is, however, a
third, a non-reductive, possibility, the ‘non-descriptivist’ position first made
explicit by the eighteenth-century empiricist philosopher, David Hume (1962),
and developed recently in particular by R. M. Hare (see, e.g., Hare, 1952;
1963). Hume argued that there is an irreducible logical gap between fact and
value, that we could not get an ‘ought’ from an ‘is’. This is not to deny that in
ordinary language these two elements, fact and value, description and evaluation,
are closely connected. It is rather to claim that the relationship between them
should be understood, not by reduction of one to the other, but as distinct
strands woven together in a single fabric.

Applying this to medicine, then, we have the prima facie plausible idea, first
set out in detail by Sedgewick (1973) and explored recently by a number of
authors (Agich, 1983; Engelhardt, 1975; Fulford, 1989; Nordenfelt, 1987),
that concepts like illness and disease are essentially mixed factual and evaluative
concepts. The language of medicine is thus to be understood as a fact+value
language, made up (inter alia) of description and evaluation, in different
proportions and different patterns in different contexts, but both equally
necessary to the overall pattern.

There are points to be made for and against this account (Fulford, 1989, ch.
2). In my own work I have shown that among other points in favour of a
fact+value view of the medical concepts is the observation that even the most
enthusiastic supporters of an exclusively scientific picture of medicine continue
to use the medical concepts with clear evaluative connotations (ibid., ch. 3).
But at all events, the fact+value picture turns out to be highly productive from
a practical point of view. It puts mental illness and physical illness on an equal
footing (ibid., ch. 12); it helps us to understand the vulnerability of psychiatry
to abuse (Fulford et al., 1993); it gives us a more sophisticated understanding
of psychiatric diagnosis and classification (Fulford, 1994a); it provides important
new insights into a number of key psychopathological concepts, including that
of delusion (Fulford, 1993a; 1994b); and perhaps most important of all, it
suggests a model of clinical practice (and hence, too, of medical education)
which is more closely attuned to the needs of patients (Hope and Fulford,
1993).

A fact+value model, it should be said, is no sinecure. Even at the level of
practice it makes life considerably more complicated in some ways: it requires
a more sophisticated view of the role of the psychiatrist as an expert witness,
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for instance (Fulford, 1993b). But it is, at least, both theoretically cogent and
practically useful. And if it is right, it suggests that psychiatry, so long as it is
concerned with persons, must be capable of tolerating a non-reductive
philosophy. For the very notion of a person, as no less an empiricist than John
Locke first pointed out (Locke, 1960), and as a number of philosophers have
argued recently (Frankfurt, 1971), has both factual and evaluative aspects.
Just how these aspects are related is an open question. P. F. Strawson in his
book, Individuals (Strawson, 1977), has argued that so far as consciousness
and corporeal characteristics are concerned, the concept of a person is logically
primitive. Persons, he says, are a type of (logical) entity of which, uniquely,
predicates attributing both consciousness and corporeal characteristics are
equally appropriate. There is evidence from the psychopathology of delusions
that persons may, similarly, be logically primitive for descriptions and evaluations
(Fulford, 1989, ch.10). This suggests, then, that we should understand the
relationship between fact and value, not as it were horizontally (i.e., by transverse
reduction of one to the other), but vertically, that is, as twin and equally essential
attributes of persons.

Persons, then, are of a fact+value nature, not merely contingently, in the
sense that persons just happen to be concerned with questions of value as well
as with questions of fact. This would be sufficient to require psychiatry, so long
as it is concerned with persons, to engage in the world of values as well as in
the world of facts. But persons, if Strawson is right, are actually defined by the
property of dual attribution of both values and facts. To deny either is thus to
deny the very (logical) nature of our status as human beings. Psychiatry,
therefore, so long as it claims to be concerned with persons, can deny either
side of human nature, its evaluative or factual side, only at the price of self-
contradiction. Psychiatry cannot (logically cannot) both claim to be concerned
with persons and reject a fact+value model of the conceptual framework within
which it operates. Moreover, to the extent that fact and value are logically
irreducible, psychiatry, rather than seeking (with the anti-psychiatrists) to reduce
fact to value, or (with the pro-psychiatrists) to reduce value to fact, must engage
in a dialectic, an open, progressive exploration of science and ethics, as reflecting
two incompatible, yet equally essential, aspects of what it is to be a person.

CONCLUSIONS: PSYCHIATRY, SCIENCE AND RELIGION

The arguments of this chapter suggest that the psychiatric tendency to ignore
religion and to identify with science reflects a one-sided understanding of its
own nature. It stems from a picture of psychiatry as a science, and hence as
divided off from the world of values occupied by religion. The opposition
between science and ethics, as we have seen, is considerably less clear cut than
it is often supposed to be. This has led some authors to seek a conflation of
science and religion, in line with modern philosophical reductions of the
traditional dualisms—mind/brain, reason/cause, subject/object, fact/value. Such
reductions, if they could be carried through successfully, would bear directly
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on the relationship between psychiatry, science and religion. Here, though, in
line with anti-reductionist thinking, it has been suggested that description and
evaluation, at least, reflect a genuine immiscibility of two equally essential
aspects of what it is to be a person-engagement in a natural world of causal
law, and, at the same time, engagement in a moral world of free action. Thus it
has been concluded that since psychiatry is concerned essentially with persons,
it, too, must engage equally in these two worlds, not by conflation, nor by
reductive elimination of one or the other, but by way of an active dialectic.

It is important to see that there is nothing here which is, somehow, anti-
scientific. There is a tendency to assume that an argument for there being a
value element in the conceptual structure of psychiatry is an argument against
the possibility of psychiatric science (Boorse, 1975). In this chapter I may
inadvertently have reinforced this tendency by emphasising the weaknesses in
the conventional medical model. This emphasis was necessary precisely because
the medical model assumes that psychiatry is an exclusively, or at any rate
centrally, scientific discipline. But the emphasis might just as well have been
the other way. In this chapter, in responding to the prejudices of psychiatry, we
first undermined the common picture of science as providing a value-free account
of the world, and then showed that science itself assumed a model of free
agency more widely associated with ethics. But had we been responding to the
prejudices of religion, we could have shown, first, that values require facts
about the world (since value judgements always involve the adoption of
descriptive criteria, Hare, 1963), and then, second, that the very possibility of
moral agency is dependent on an assumption of the natural lawfulness of events
(for without this we could have no idea of the outcome of our actions). The
two worlds in which we live, then, the natural world of lawful events and the
moral world of free agency, although mutually exclusive are none the less
mutually dependent. We really do need both.

This is not a tidy conclusion, of course. The conventional ‘scientific’
psychiatric reduction of persons to machines is much tidier. As indeed is the
anti-psychiatric reduction of madness to morals. And there is, certainly, nothing
here for the tidy-minded, no simple path, no stable solution, no final beaching.
But then there is nothing tidy about human beings. Philosophers have often
puzzled over the possibility of irrationality. Yet confusion, complexity, even
self-contradiction, are our characteristic, not exceptional, states. There is a
need for steady scholarship, of course, for critical reflection, for rigorous
appraisal, for the careful accumulation of data. But these virtues have too readily
been hijacked by the mundane, the domesticated and the prim. Philosophy,
especially in recent years, has sometimes followed this path, seeking
respectability in common sense. We should avoid a merely destructive dialectic,
‘the smug deconstruction of other people’s certainties’ (Clark, 1992). We should
avoid a merely local investigation of concepts, seeking instead, as Esmail (this
volume) puts it, ‘the cultural basis of meaning’. But properly understood, the
very purpose of philosophy, the very aim of its disciplines, is to challenge
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common sense, to show the insecurity of our assumptions, to stretch our
imaginations.

It is this stretching of our imaginations which is perhaps one of the most
important contributions of philosophy to psychiatry. In allying itself with
physical medicine, psychiatry has been through a period of aloofness from
philosophy. There was some excuse for this at a time when philosophers
themselves tended to hold aloof from ‘practical’ disciplines. Even J. L. Austin,
whose work is relevant to psychiatry at several levels (Fulford, 1990), saw the
role of philosophy as developing a subject to the point where it could be taken
over by science (Warnock, 1989). But now we begin to see that psychiatry still
has need of philosophy. At the most basic of practical levels, the lesson of
recent history is that some of the worst abuses of psychiatry occur when, in
place of imaginative renewal, the discipline is allowed to lapse into ideology
and dogma. This has been true, not least, where the dogma is the dogma of
materialistic science (Fulford et al., 1993). Philosophy can contribute to good
practice in this area by helping us to retain an imaginative, flexible, adaptive
approach to clinical work, sensitive to the values, wishes and experiences of
the users of psychiatric services, and open to the diverse paradigms of the
multidisciplinary team (Fulford and Hope, 1993).

At the level of theory, the importance of imaginative stretching is perhaps
even greater. The plain difficulty of the subject, and the muddles generated
when we seek to mould psychiatry too closely to the relatively simple models
appropriate to physical medicine, have sometimes been taken, even by
psychiatrists, as a sign of deficiency. Psychiatry is thought to be in some way
lagging behind scientifically. But as we have seen here, a proper understanding
of science shows that, at the very limits of the hardest of hard sciences, in
theoretical physics, there are deeply embedded problems with the relationship
between observer and observed. And problems of this kind are at the surface in
psychiatric science. This is an area where physics may come to the aid of
psychiatry, then. But there is no reason, other than the self-imposed restrictions
of a nineteenth-century view of science, why things should not go the other
way, why psychiatry should not come to the aid of physics. In the future
development of science, therefore, psychiatry, given a bold enough imaginative
grasp, instead of trailing behind could be in the very front line of the action.

None of this is necessarily to make a claim for religion: there is no proof
here that God exists, or, indeed, does not exist. Still less is it to claim for this or
that particular religion a unique understanding of His nature and purpose.
Scientific advance, as we have seen, increases rather than decreases our
awareness of the mysteriousness of things. This certainly removes one of the
barriers to belief, the mysteriousness of the idea of God. Indeed, if anything, it
encourages belief. For a sense of the mysteriousness of things has traditionally
been one of the mainsprings of the religious as well as of the scientific impulse.
But there is no actual requirement for religion in the identification of psychiatry
with the world of facts, however mysterious science shows this world to be.

There is no actual requirement, either, for religion in the identification of
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psychiatry with the world of values. The need for psychiatry to be identified
with both worlds, with the world of values as well as with the world of facts,
arises as we have seen, from the claim that persons (with whom psychiatry is
essentially concerned) occupy both worlds. But religion has no exclusive claim
on the world of values. It has a claim, a claim which is not ruled out a priori, or
indeed by the findings of science, and a claim which is highly significant for
many patients. This is why psychiatry should move closer to religion in its day-
to-day practice. But this is a contingent requirement, one arising from the plain
fact that religion happens to be an important part of the world of values. The
stronger, logical requirement is that psychiatry, so long as it is concerned with
persons, must be engaged in the world of values.

So there is no proof here, and no disproof either, of religion as such. Though
it is worth adding, finally, that in the necessity of freedom as a condition of our
engagement as agents in either world—as moral agents or as epistemological
agents—there is a parallel between religion and psychiatry. For in both, freedom,
as the defining characteristic of agency, is something which arises not de
novo but through relationship. In religion this is often expressed mystically:
to be subject to the will of God is not to lose one’s freedom of choice, it is
rather the very basis of true freedom. And in psychiatry this same idea is
repeated, in psychological rather than metaphysical terms, in the recognition
of the dependence of adult autonomy on secure relationships in childhood
(e.g., Bowlby, 1969). We should not confuse these two freedoms, the
psychological freedom (of developmental psychology) and the metaphysical
freedom (necessary to the status of persons as agents). A reduction of the
latter to the former has been common in recent philosophy, as yet another
aspect of modern reductionist thinking. But there is a parallel here, a parallel,
moreover, in which there is perhaps a clue to the otherwise paradoxical idea of
a personal God.
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Chapter 3

Religion and madness in history

Maurice Lipsedge

Religion is another fertile cause of insanity. Mr Haslam, ' though he declares
it sinful to consider religion as a cause of insanity, adds, however, that he
would be ungrateful did he not avow his obligation to Methodism for its
supply of numerous cases...it cannot fail, however, that a minute description
of the consequences of sin, of the horrors of hell, and the dreadful sufferings
of the damned, in the most glowing colours, should make a deep impression
on weak minds and that those who are not naturally predisposed to insanity
should lose the free actions of their will.

(J- G. Spurzheim, 1817:142-3)

INTRODUCTION

This chapter compares religious and medical interpretations of unusual
subjective experience. > My examples are mainly European, Christian and Jewish,
and I have not been able to draw on the rich Islamic literature on the Holy
Madman (see, e.g., Dols, 1992). Visions, trances, possession and Messianic
beliefs have been construed in various historical periods in either secular or
religious terms. At times the particular choice of interpretation appears to have
been influenced by factional, class or professional interests as well as by
individual piety. In some cases personal ambitions and rivalries appear to have
been the dominant motive.

I begin with contemporary reactions to possession in a Third World rural
community where modernist, orthodox and spiritistic ideas co-exist and
compete. I move on to consider medical as opposed to theological interpretations
of possession in the early modern period in France, England and North America.
Both possession and ‘holy anorexia’ are currently analysed in terms of women’s
struggle for autonomy in an oppressively patriarchal religious society.

Retrospective medical reductionist psychobiographies (Hildegard of Bingen
as a migraineuse, etc.) are rejected in favour of the more historically illuminating
interpretations of extreme behaviour offered by the mystic’s own
contemporaries. The use of dreams and visions, on the one hand, and the label
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of insanity, on the other, to promote a secular cause or to discredit political
and religious opponents are contrasted with the exploitation of mental illness
in mitigation by persecuted religious heretics. Examples are drawn from
sixteenth-century Madrid, counter-reformation Italy and South Africa in the
1920s.

As psychological medicine became professionalised in the eighteenth and
nineteenth centuries, ecstatic experiences were blamed for outbreaks of collective
insanity, while mystical experience itself was increasingly pathologised. In
parallel with these developments, suicide became secularised, and the chapter
ends with a case of late eighteenth-century deliberate self-harm. Apprentice
physicians construed this patient’s self-mutilation, which was based on an
injunction found in the New Testament, in terms of mental illness rather than
malign supernatural influence.

‘AUTO-SUGGESTION’ AND THE APOSTLES OF INFINITE LOVE

Over a period of one week just before Easter 1977, the Guadeloupe daily
newspaper, France-Antilles, carried a series of sensational reports from their
Religious Affairs correspondent. The headline of the first article read: ‘Scandal
among the Apostles of Infinite Love’, and the journalist declared his intention
to find out whether the Apostles’ work was divinely inspired or just pure humbug
(une baudruche vulgaire). 3

At the centre of the scandal was a 15-year-old girl who had assumed the
name Sister Anne Andrée de Jésus Marie. Over the previous year Sister Anne
had reported a series of visions of the Virgin Mary and of a giant crucifix.
According to her mother, since early childhood Anne had been prone to swoon
and faint, especially at school. Their doctor had advised the parents to slap her
with a wet towel to revive her and this invariably worked. After coming round
from one of these fainting spells she claimed to be able to see and hear the Holy
Virgin. At first the family were sceptical and refused to believe her but after
they had all heard a sudden, terrifying noise, like an earthquake, which was the
sound of ‘the Holy Mother shaking her veil’, the incredulous family became
convinced of her presence. After that, Sister Anne’s mother was also able to see
visions of the giant crucifix at the same time as her daughter and she also felt
the Holy Virgin’s presence, but unlike Anne she could not actually see or hear
her. Sister Anne had also seen une dame vétue en blanc, near a church who had
commanded her to be baptised. As her mother was concerned about Anne’s
frequent temper tantrums which she attributed to esprits tormenting her, she
asked a local Roman Catholic priest to baptise Anne. The priest established
that Anne was having relations surnaturelles and that she had diabolical
knowledge of secret information, so he agreed to baptise her.

Shortly afterwards Anne joined the Apostles of Infinite Love, a Canadian
evangelical Catholic sect which had recently established a mission on the island.
Anne started to have frequent ézats et extases in which she would suddenly fall
to the ground. She would then have a vision, get up and walk around in a
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twilight state (état de veille) during which she would enunciate messages from
the Holy Virgin. Anne’s mother did not approve of her membership of the
Apostles. On one occasion Anne became paralysed while visiting the Apostles’
foyer-cénacle (upper room of the Last Supper). The Apostles’ leader, Pére Serge
de PEnfant Jesu, declared that the Holy Virgin had caused the paralysis and
convinced her mother that Anne had a sacred mission to fulfil among the
Apostles, and he advised her to pray for Anne for six hours non-stop. Anne
then made a miraculous recovery from her paralysis. At this point her mother
consulted a gadédzafée (an occult healer), * a Madame Coco at Baie-Mahaut.
Madame Coco warned Anne’s mother that it was Father Serge rather than the
Holy Virgin who had paralysed her daughter. He had achieved this by using his
special ‘magnetic powers’. Anne’s mother reported this to her own parish priest
who in turn informed the police and the newspaper. As a result, Anne’s mother
was denounced by the Apostles as ‘mad and inspired by the Devil’.

The Religious Affairs correspondent claimed that the Apostles were secretly
in league with the gadédzafée and her coven of ‘white witches’ who had the
power to communicate with spirits but who did not actually practise sorcellerie
(black magic). In a later article headed ‘The Church of Lies and Terror’, the
reporter described the Apostles both as ‘heretics” because of their claim to be
Catholic, and as ‘impostors’ because of their alleged links to the école de magie
run by Mme Coco.

At an open-air mass prayer meeting lasting several days and nights at Pointe
Noire in January 1977, the assembled Apostles, who had had to crawl to the
meeting place on the summit of a hill on their hands and knees, were promised
miracles and healing: “The blind will see again’. The Apostles’ leaders declared
that they were being persecuted just like Christ’, and the penitents were
encouraged to abandon their houses and to live among the Apostles. Eventually
Sister Anne’s mother asked the police to rescue her daughter from the Apostles,
claiming that she was being held in the community against her will. The diocesan
authorities also requested the police to investigate the sect, who were accused
of kidnapping their followers. Anne was removed and taken to a psychiatrist.
He concluded that she had been ‘brain-washed’ and eventually Anne herself
admitted that her visions had been based on ‘auto-suggestion’.

PHYSICIANS AND POSSESSION

The elements of this scandal-ecstatic visions, possession, and accusations of
heresy and witchcraft—are recurrent themes in the history of religion, as are the
tension between official beliefs and popular culture, and the appeal to secular
authority to defend the established church. Of particular interest is the
involvement of physicians who since the early modern period have been
requested from time to time to provide a medical invalidation of heterodox
belief and practice.

The story of Sister Anne Andrée de Jésus Marie in Guadeloupe in 1977
resembles that of the typical possessed adolescent in early modern Europe and
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New England (Demos, 1982; MacDonald, 1991; D. P. Walker, 1981). She
would generally be a teenager who has become intensely preoccupied with her
own spiritual condition and who is aware of God’s displeasure. She might
begin to have spontaneous fainting spells or disturbances of sight and of hearing.
Protracted fits might follow, accompanied by imaginary confrontations with
Satan or his agents. The possessed girl could go into bizarre contortions and
have periods of apparent paralysis alternating with frenetic activity. She might
be unable to eat and she would have ‘vocalisations’ when she would speak
with Satan’s voice. The physician’s task was to distinguish between ‘natural
maladies’ and witchcraft-induced disease (Demos, 1982:167). Doctors would
be asked to examine a patient or victim and to provide a differential diagnosis.
At times both natural and supernatural interpretations were regarded as valid
concurrently. ° Keith Thomas (1973:640) gives examples from the sixteenth
and seventeenth centuries of cases in which a diagnosis of witchcraft was made
by physicians, generally in the absence of any identifiable natural cause for an
illness. Conversely, of the 148 patients who complained of demonic persecution
when they consulted Richard Napier, the astrological physician, he concluded
that only eighteen were actually possessed (MacDonald, 1981). His near
contemporary, the Norwich physician, Dr Browne, actually contested a diagnosis
of witchcraft and was accused in 1578 of ‘spreading a misliking of the laws by
saying there are no witches’ (Thomas, 1973:693). ¢

If the symptoms were interpreted as evidence of possession, a special powerful
status would be conferred on the girl and this would be reinforced when some
of her utterances were attributed to the Devil (D. P. Walker, 1981:16). In due
course both fits and vocalisations would tend to occur in front of a specially
assembled audience.

John Putnam Demos (1982) has described the possession of a young woman
called Elizabeth Knapp in a small Massachusetts town in the late seventeenth
century.She was a girl of 16 and her bewitchment is recorded in a treatise
written by her spiritual adviser, the Reverend Samuel Willard, entitled: ‘A Brief
Account of the Strange and Unusual Providence of God Befallen to Elizabeth
Knapp of Groton’. Her possession started in October 1691 with severe seizures.
This was attributed to affliction by local witches. Her seizures persisted and in
November she was examined by a physician who offered a medical diagnosis:
‘A main part of her distemper... [was] natural, arising from the foulness of the
stomach and corruptness of her blood, occasioning fumes in her brain and
strange fantasies’ (Demos, 1982:106). The physician prescribed physic and she
went into temporary remission. However, about ten days later the fits recurred
and she claimed to have been on horseback journeys with the Devil who
accompanied her in the form of a black dog with eyes in his back. When
reassessed by the physician a couple of weeks later, he ‘contended that her
distemper was diabolical, refused further to administer, [and] advised...
extraordinary fasting; whereupon some of God’s ministers were sent for’ (ibid.:
106). Elizabeth continued to identify neighbours as witches responsible for her
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possession and the Rev. Willard went on to demonstrate to his own satisfaction
that Elizabeth’s fits had a demonic aetiology. ”

Possession might be exploited in the interests of a particular religious faction.
D. P. Walker (1981:17) offers a politico-ecclesiastical explanation for the fact
that for orthodox Christians the possessing spirit is generally evil. ® Possession
with a divine spirit (as with Sister Anne) would carry supreme authority and its
revelations might then threaten the stability of the Church, as occurred with
the Montanist heretics. *

A fascinating example of the relationship of psychological medicine to magico-
religious beliefs and political conflict is to be found in Michael MacDonald’s
explication of the medical controversy surrounding the bewitchment of Mary
Glover as the struggle for power between the anti-exorcism established Church
and its Catholic and Puritan adversaries, who abrogated to themselves the
power to cast down devils and who used their thaumaturgical prowess to attract
converts (MacDonald, 1991). For Anglicans all miraculous occurrences,
including the casting out of devils by command, were no longer possible and
exorcism was regarded as a perfect example of Catholic magic and priestcraft
(Midelfort, 1977). Puritans, however, maintained that fasting and prayer to
God to expel the devil were still legitimate. Mary Glover was a young Puritan
woman who had developed convulsions after alleged bewitchment by a bad
tempered, irascible old woman, Elizabeth Jackson, who was convicted in 1602
of witchcraft. * Mary Glover’s possessing spirit was ‘dispossessed’ by a group
of Puritan preachers who held a ritual session of prayer and fasting in Mary
Glover’s presence. After a final paroxysm of convulsions the devil left her body
as she declared that the Lord had delivered her.

Edward Jorden, a senior and highly respected physician, was commissioned
as a medical witness by the Bishop of London to advance scientific arguments
for challenging the authenticity of the witchcraft-induced possession, which
was being exploited for propaganda purposes by members of the religious
opposition. The medical and theological arguments for and against possession
were adopted explicitly ‘to validate the claims to religious authority of both
sides’ (MacDonald, 1991: xliv).

According to Jorden, hysteria, epilepsy and possession might all be present
with convulsions which could be triggered by the presence of a specific person,
leading to apparent loss of consciousness and dysphagia. Jorden warns against
the use of prayer and fasting in the treatment of hysteria, although he recognises
that they might be appropriate in cases of true possession. In France during the
same period the medical response to the fake possession of Marthe Brossier
indicates a similar shift towards natural explanations for witchcraft and
possession (Mandrou, 1968:163-73). While Jorden had testified that Mary
Glover was suffering from a natural disease, i.e. hysteria and that she was not
the victim of witchcraft, Marthe was dismissed by some leading physicians as
a fraud. Until that time, i.e. a century before the possession of Elizabeth Knapp,
the role of physicians had generally been restricted to demonstrating insensitive
areas of skin made by the devil in a suspected witch, or showing supernumerary
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teats for nourishing the familiar demon. Doctors in the sixteenth century were
not routinely asked for an opinion regarding the authenticity of a possession
(Mandrou, 1968). Marthe was a 25-year-old woman from Romorantin where,
a few years previously, some possessed women had denounced a number of
witches, whose execution had allegedly relieved them of their possessing devils.

Subsequently a further twenty women had claimed to be possessed. In 1598
Marthe declared that she was also possessed by a demon and she made witchcraft
accusations against one of her neighbours, who was embroiled with her in a
family feud. This unfortunate woman, Anne Chevrot, was thrown into prison.
Anne Chevrot appealed to the Paris authorities to be released, attributing
Marthe’s malevolent denunciation to ‘a frenzied passion’ caused by the prospect
of remaining a spinster (Marthe was the third unmarried daughter of an
impecunious merchant). However, both the local priest and the doctor declared
that Marthe was possessed rather than sick. She was escorted to Paris by her
father and their journey from the Loire Valley was punctuated by repeated
diabolic convulsions. Marthe underwent public exorcisms which attracted large
crowds. ' Once established in Paris her vehement denunciations of the
Huguenots, vocalised by her possessing demon, soon gave her the status of a
prophet and a visionary. The Archbishop of Paris summoned both theologians
and doctors to examine her. Although two doctors claimed to demonstrate the
pathognomonic witch’s anaesthetic patch on her hand, she failed the other
diagnostic test of prodigious linguistic skills and the court physician, Dr
Marescot, concluded that she was not truly possessed. !> He demonstrated this
by defying the exorcists ‘at peril of his life’ and restrained Marthe during one
of her convulsions and managed to halt her wild thrashing fits. Marthe, whose
anti-Huguenot diatribes threatened the fragile armistice brought about by the
Edict of Nantes, was eventually arrested as a fraud. ** However, the Capuchins
then summoned another group of doctors who declared that she was indeed
possessed. Eventually, the sceptics prevailed and she was banished from Paris.
Her anti-Calvinist ecclesiastical and medical supporters fought a rearguard
action, publishing a pamphlet which rehearsed the evidence in favour of
possession—notably the fact that her condition fluctuated between perfectly
normal behaviour and frantic convulsions which were accompanied by ugly
and unseemly grimaces. The pro-Marthe doctors concluded that she was not
suffering from a natural illness such as epilepsy or hysteria nor was she faking
because she could tolerate pricking with long needles during her convulsions
and the puncture sites did not bleed. According to these medical supporters,
only possession by the devil could account for the convulsions. However, in
this and in other contemporary French cases described by Mandrou (1968),
only simulation could reasonably account for the protracted outpouring of
sectarian diatribes such as anti-Huguenot propaganda during the seizures (D.
P. Walker, 1981:15). In 1599 John Darrell, a Puritan, was actually convicted
for teaching two demoniacs how to fake the symptoms of possession. The
book published in defence of Darrell in the same year argued that denial of the
phenomena of possession and witchcraft might in turn lead to accusations of



Religion and madness in history 29

atheism: ‘If neither possession nor witchcraft, contrary to hath bene so longe
generally and confidently affirmed, why should we thinke that there are Divells?
(If no Divells, no God)’ (ibid.: 71-2).

‘HOLY ANOREXIA’

If possession was a ‘culture-bound syndrome’ (Littlewood and Lipsedge, 1987)
found in young European and North American women in the sixteenth and
seventeenth centuries and even later, conferring power and prestige on certain
members of an under-priviledged social group, holy anorexia had served a
similar function in the preceding centuries. Rudolph Bell (1985) has proposed
that the holy anorexia of saints such as Catherine of Siena, Veronica Giuliani
and Mary Magdalen de’Pazzi was at least in part a response to the patriarchal
social structure of medieval Catholicism. Unlike contemporary anorexia, this
was no self-conscious unremitting pursuit of thinness. The unwillingness to eat
in holy anorexia was driven by the desire to be saintly: ‘Nothing so pleases
God as a thin body; the more it is emaciated by sharp mortifications, the less
will it be subject to corruption in the grave and it will thus be resurrected all
the more gloriously’ (de Montargon, 1752:6). Protracted fasting was a sign of
interior strength bestowed as a special divine favour (Bell, 1985:116).

In contemporary rural North West Portugal there is still a cult of reverence
for women who eat very little except the Eucharistic host and who appear to
lack normal bodily functions. They are regarded as women of great sexual
purity and they resemble the Virgin who was conceived without the stain of
original sin and who ascended to Heaven without physical corruption (de Pinha-
Cabral, 1986).

The holy anorexic’s struggle against her bodily urges also gave her freedom
from the patriarchy that tried to

impose itself between the holy anorexic and her God...the holy anorexic
rebels against passive vicarious dependent Christianity...once she convinces
herself that her spiritual bridegroom communicates directly with her and
she thereby achieves true autonomy, the commands of earthly men become
trivial.

(Bell, 1985:116)

With the Reformation the male clerical hierarchy became increasingly hostile
to and critical of autonomous female religiosity which could be ‘dangerous to
herself and to all the faithful’ (ibid.: 152) and so ‘female piety came to be seen
variously as insane, demoniacal and heretical’ (ibid.: 178). Dominica del Paradiso
at the end of the fifteenth century who fasted, prayed and flagellated herself
was accused of having the evil eye: ‘She was cited by the curial nuncio before
the vicarial tribunal on charges of witchcraft and suspected heresy...she was
placed under the direction of the Vicar to correct her and restore her mental
health’ (ibid.: 170, emphasis added).
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Her contemporary, Columba da Rieti, was charged with not eating and
therefore of being in league with the devil. Her self-induced vomiting allegedly
‘relieved her of her evil spirits’. An inquisitor labelled her as ‘areptitia’, i.e. ‘out
of her mind’ and/or ‘in error’ (ibid.: 157).

As sanctions against holy anorexia intensified, an alternative strategy was
employed by women to achieve ‘public and influential vocal sanctity’ (ibid.:
57). This goal could be reached via a ‘good possession’ disguised as, or sometimes
combined with, a ‘diabolical one’, as in the case of Louise Capeau in Sainte
Baume in the early seventeenth century (D. P. Walker, 1981:77).

MYSTICAL EXPERIENCE, PSYCHOPATHOLOGY AND MEDICAL
REDUCTIONISM

In his address to the Leo Baeck College in 1968 entitled ‘Psychiatry and the
Jewish tradition’, Aubrey Lewis made reference to the trances, visions and
voices experienced by Isaiah, Jeremiah and other prophets of the Old Testament,
but he concluded with modest caution that ‘it would be presumptuous to equate
the prophetic afflatus with the psychopathic disorders of consciousness to which
it bears a resemblance’ (Lewis, 1978). Lewis then gave a brief psychobiography
of Joseph Caro, the sixteenth-century cabalistic compiler of the Shulchan Aruch.
Caro was the recipient of regular messages from a spirit guide, a maggid, who
spoke through the Jewish visionary as his medium. Again, Lewis was reluctant
to ascribe psychopathology to a mystic whose behaviour fell within the normal
range for his historical period, for the cultural setting and for Caro’s ‘personal
qualities’. Like the medieval historian, Gurevich (1988), Lewis withholds
judgement on whether prophets and pseudoprophets, false christs, miracle
workers, self-proclaimed saints and messiahs, mystics and messengers were
‘conscious hoaxers and impostors, self-deluded visionaries or psychologically
unstable, abnormal people’ (Gurevich, 1988:69). Lewis adopts a cultural-
relativist position in the tradition of Ackerknecht (1943) and Devereux (1956).
William James (1985:333) had warned against ‘medical materialism’ which
would reduce St Paul’s vision to an abnormal cortical discharge, and would
designate St Theresa an hysteric and St Francis an hereditary degenerate. James
condemned the dismissal of George Fox’s pining for spiritual veracity as merely
a symptom of a disordered colon.

Physiological reductionism of this type still surfaces from time to time as in
the attribution of witchcraft fantasies to ergotism and the ecstatic visions of
Hildegard of Bingen to migrainous fortification spectra (Flanagan, 1989).

The psychobiographies of historical figures who have experienced religious
visions, trances and other transcendental happenings also rely on more or less
reductionistic interpretations of this type. Recent examples include the
prophecies of Arise Evans whom Hill and Shepherd (1976) tentatively labelled
as a case of Kleist’s ‘Revelatory Psychosis’; while the elevations and descents of
Evans’ contemporary, the seventeenth century false messiah, Sabbatai Sevi, as
well as those of the eighteenth century Hasidic zaddiqg Nahman of Bratzlav, the
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English mystic Marjory Kempe, and the Belgian nun Beatrice of Nazareth,
were all manic-depressive according to some historians (Scholem, 1973:126-
8; Green, 1979:174; Freeman et al., 1990 and Kroll and de Ganck, 1986).

VISIONS, INSANITY AND SIN IN THE MIDDLE AGES

A range of subjective phenomena that may be considered pathological by
contemporary psychiatry might have been attributed in the Middle Ages to a
religious experience, whether ordinary or extraordinary, and only rarely would
they be regarded as evidence of insanity. Medieval visions were not regarded as
a homogeneous type of experience, as shown by Kroll and Bachrach’s exhaustive
examination (1982) of the lives of eight saints, eight historical chronicles and
an autobiography, plus correspondence and the records of St Bartholomew’s
church in Smithfield. These sources cover both England and France in the period
600 to 1300. All the descriptions of visions, voices and dreams which were
recorded by contemporaries as a visio were scrutinised. Nearly half of these
134 visionary experiences occurred in a dream or twilight state (dream-visions
seem to have the same status of credibility or sanctity as other types of visions).
Of the remainder, about 50 per cent occurred in the course of an organic
confusional state associated with fever, starvation, terminal illness, etc. Thirty-
three of the visionary experiences which occurred in a setting of clear
consciousness have no obvious medical explanation, half of them as an apparent
response to extreme circumstances (combat, shipwreck, etc.) while half occurred
in normal everyday circumstances, such as the vision of the Mother of Mercy
seen and heard while at prayer by the Monk Herbert. These visions were typically
regarded as communications from God or his emissaries, or, in a minority of
cases, as messages from the Devil. However, some of the visions, especially
those seen by people of low status, were greeted with disbelief and scepticism
by the local nobility or high clergy (Kroll and Bachrach, 1982). ¥ In this series
one of the four cases of probable psychosis is that described by Guibert of
Nogen-a penitent who mutilates himself in response to commands from the
Devil in the guise of St James the Apostle (ibid., 1982).

Thus, only a tiny proportion of the visions occurred during an episode of
mental illness. Conversely, few descriptions of major psychiatric disorder in
these records actually refer to visionary experiences, suggesting that the standard
symptomatology of psychosis did not include hallucinations at that time. The
salient features of those recorded as mentally ill included incoherence, irrational
speech, melancholia and delirium.

In the Middle Ages a possessed person behaved ‘like a raging madman’
(Neaman, 1975:32). The demoniac, the possessed man or woman, was
recognisable by both their appearance and their highly stereotyped behaviour.
Just as in the biblical accounts, the demoniac’s face would be distorted in a
hideous grimace, foaming at the mouth, eyes rolling or staring. There would be
convulsions, speech in another person’s voice and inability to pray or to take
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the Eucharist. The demoniac would show abhorrence of the name or image of
Christ. This ordeal would be followed by amnesia (ibid.: 31-2).

Exorcists expelled the devil by praying, by eliciting his name, invoking the
name of God and by applying the crucifix to the forehead and breast of the
victim and by the laying on of hands. Medical theologians, lawyers and
physicians distinguished clearly between insanity and possession, which might
precede or follow each other in any particular case but which were not identical
(ibid.: 40). Both possession and madness caused the destruction of order, the
devil wreaking havoc on the cosmic scale, insanity causing chaos within the
individual; loss of ‘reason’ meant erosion of the soul.

Insanity was defined as corruption of ‘reason’, i.e. of order, stability and the
instinct for virtue which is part of the soul, residing in the brain (ibid.: 41). God
punished unrepentant sinners with madness and other diseases, which were
also a test of faith, a purgation and a warning to repent (ibid.: 48-9). Saul’s
madness (1 Kgs: 15-16) was attributed to sin and God warned (Deut. 28:15-
28) that he would strike with madness those who failed to obey his
Commandments. However, post-biblical Jewish literature conceptualised sin
as mental illness: ‘No man sins unless the spirit of madness [Ruach Shtus]
overtakes him’ (T. Sotan 3A in Spero, 1978:275).

In her study of the literary uses of madness in Middle English literature,
Doob wrote:

It was commonly recognised in the Middle Ages that disease was a fitting
punishment for the wicked because it inflicted misery in life as a token of
the pains of Hell, it symbolised the deformity of a sinful soul, it provided a
forceful example to deter others and it conveniently dispatched sinners to
the greater punishments of death and Hell.

(1974:3)

As the most extreme form of irrationality, insanity carried the threat of
damnation because it implied a sinful rejection of divine order and a turning
away from God. Deprived of reason, Man became a wild beast like
Nebuchadnezzar in Daniel 4. With the Fall, Man had become susceptible to
both sin and madness. According to Hildegard of Bingen (ibid.: 8), the Fall
changed every man’s constitution by leading to the creation of the melancholy
humour, the major cause of both madness and disease. There was thus both a
physiological and psychological deterioration which led to sin and hence to
disease and madness (ibid.: 10). The Devil could not only invade the body and
upset the balance of humours, he could also invade and destroy the mind.
Furthermore, he could tempt a man to excessive indulgence which might in
turn lead to illness.

Insanity, like leprosy and plague, aroused terror and revulsion. The Church
‘felt obliged to determine whether folly was a sin, disease or a state of blessedness
and, finally, to decide whether a visionary was a true mystic or a charlatan
deluded by the devil’ (Neaman, 1975:56).
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In a systematic review and quantitative analysis of a sample of secular and
religious biographies, ‘Lives of the Saints’ and chronicles from pre-crusade
sources, Kroll and Bachrach (1984) extracted every reference to mental illness.
Of the fifty-seven episodes of mental illness, the medieval clerical authors
described roughly equal number of bouts of madness alone, possession alone
and madness combined with possession. Only about a sixth of these episodes
were attributed directly to sin as the proximal cause of the illness. Sin was most
commonly implicated as the cause in those cases of madness or epilepsy which
were combined with possession, while possession alone was attributed to sin in
only a single case. The commonest combination was madness/possession/sin.
Madness without possession was rarely attributed to sin (ibid.: 1984).

In summary, sin could cause insanity or insanity could lead to sin. Both led
to deviation from God’s pattern. Neaman (1975:54) points out that pride
ramifies to wrath and wrath to #ristitia or melancholic despair. Despair implied
lack of faith in God’s mercy.

Zilboorg’s influential History of Medical Psychology (1941) which was based
on printed rather than manuscript sources, dominated psychiatric teaching for
forty years giving generations of students the impression that in the medieval
and early modern period virtually all the mentally ill were regarded as being
either witches, or their victims or in league with the devil or his agents.
Neugebauer’s examination of the Court of Wards archives and Chancery records
which date from the fourteenth to the seventeenth century and which cover a
wide range of social classes, provide little evidence of a supernatural or
demonological explanation for mental disturbances and the diagnosis of insanity
seems to have been based entirely on naturalistic criteria (Neugebauer, 1979).
16 Aetiological explanations included physical illness, cerebral trauma and major
adverse life events and the documents examined by Neugebauer contain only a
single case (1383) where a demonological explanation of mental illness appears.
Unexpected or inexplicable illness was attributed to a ‘visitation of God’, a
pious and conventional idiom which is not to be confused with a demonological
explanation. (The corresponding idiom in our own secular practice of psychiatry
would be the term ‘idiopathic’.)

The naturalistic explanations for mental illness contained in these medieval
and early modern English legal documents are not necessarily inconsistent with
the literary and ecclesiastical sources examined by Doob (1974) and Neaman
(1975) respectively. This might just be an historical example of the simultaneous
belief in numerous apparently incompatible explanatory models of disease, in
this case the theological, the popular, the literary and the legal (see Luhrmann,
1989).

THE SOCIAL AND POLITICAL RESPONSE TO ECSTATIC
EXPERIENCES

Over the past twenty-five years or so historians influenced by George Rosen
(1968) have turned away from the retrospective diagnosis of individual
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psychopathology towards an emphasis on the social and political response to
individual and collective ecstatic experience, as adumbrated originally in William
James’ lecture on “The Value of Saintliness’ (James, 19835). Referring to George
Fox’s auditory hallucinations, James wrote:

A genuine first-hand religious experience like this is bound to be a
heterodoxy to its witnesses, the prophet appearing to be a mere lonely
madman. If his doctrine proves contagious enough to spread to any others,
it becomes a definite and labelled heresy.

(ibid.: 337) V7

Enthusiasts during much of the seventeenth century were treated by their
opponents either as conniving hypocrites or as collaborators with the Devil.
DePorte (1974) refers to a book published in 1646 with a chapter entitled “The
Anabaptists are a lying and blasphemous sect, falsely pretending to divine Visions
and Revelations’.

At times, psychiatric labels have been used to discredit the religious innovator
and the political radical, while on other occasions the prophet has evaded his
secular or ecclesiastical persecutors by invoking madness. Alternatively, his
visions might be used to further a political cause. In his account of radical ideas
and movements during the English Revolution, Christopher Hill gives examples
of all three processes, with the confinement in Bedlam of Lady Eleanor Davis
who predicted the violent overthrow of Charles I, the expression of seditious
ideas under cover of feigned insanity by the Ranter Abiezer Coppe, and the
political exploitation of Arise Evans’ prophecies (Hill, 1991b: 227-86).

Eighty years ago the Liberian charismatic prophet and visionary, William
Wade Harris, went to the Ivory Coast to pursue a mission which he believed
was divinely inspired, namely to convert the African population to Christianity.
In a few months he converted over 100,000 people, a tenth of the population
of the country (S. Walker, 1983). While travelling on his proselytising mission,
Harris was arrested by colonial officials. It is believed that a group of traditional
leaders were afraid that Harris would undermine their influence and they
informed the colonial administrator that Harris was a false prophet who was
deceiving the people in order to take their money. In the event, the French
concluded that he was a ‘harmless maniac’ and released him (ibid.: 1983).

Rivalry between innovative religious leaders might lead to accusations and
counter-accusations of witchcraft or of insanity. The Muslim fundamentalist
theologian and jurist Ibn Taymiyya, who died in 1328, attacked the principle
that Muhammad and the saints were intercessors with God and he castigated
pilgrimages and the veneration of saints as idolatrous. He was condemned and
imprisoned for his reformist views and was publicly discredited as mentally
unbalanced (Little, 1975).

A vision or a dream could be utilised to test the authenticity of a rival’s
claims to exceptional spiritual status. In her account of the conversion to Judaism
of a rural Catholic community in Apulia by the patriarchal figure Donato
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Manduzio in the 1930s, Cassin describes the visit of a young man to the
community. He declared that he was ‘an envoy of the Lord, come to announce
the approach of the Kingdom of Heaven’-and he added: ‘I am the White Horse
[of the Apocalypse].’

Manduzio suspected the visitor of being a false Apostle, and prayed to God
to let him know in a vision the truth about him.

That night he dreamt that he saw a tree and on it was a young girl with a
pruning fork. She showed him a dead branch, and told him to cut off that
branch which was rotten... Manduzio concluded that the young man must
be sent away.

(Cassin, 1957)

As Thomas Hobbes (1914) put it: “If men were at liberty to take for God’s
Commandements their own dreams and fancies...scarce two men would agree
upon what is God’s Commandement.’ '8

PROPHETIC DREAMS, RELIGIOUS MADNESS AND POLITICAL
SUBVERSION

The soldier—prophet, Miguel de Piedrola Beaumonte, identified himself with
Elijah and Malachi and issued sibylline statements on the streets of counter-
reformation Madrid. His prophecies were based on a series of dreams which
he attributed to God (Kagan, 1990). The prophecies were all highly critical of
the monarch and Piedrola was eventually denounced by a Franciscan friar as
‘an agent of Lucifer...possessed by a demon that was responsible for everything
he said and did’ (Kagan, 1991:113). Piedrola was arrested by the Holy Office
in 1587 but pleaded insanity in mitigation and was sentenced to a term of
imprisonment and exile rather than execution.

A plea of insanity was also used in attempted mitigation at the trial of
Minochio the miller, born in 1532 in the Friuli region of Italy. In 1583 he was
denounced by the Holy Office, accused of uttering ‘heretical and most impious
words’ about Christ (Ginzberg, 1992). According to Minochio’s cosmogony,
the universe had been created out of a giant putrefying cheese, with angels
evolving from worms within this cheese while God himself was an angel created
out of chaos. During the preliminary hearing, because of the strange tales
reported by witnesses, the Vicar-General asked if Minochio was of sound mind.
Minochio himself asserted that he was sane, but after the beginning of the trial
one of his children spread the word that Minochio was ‘mad’ or ‘possessed’.
However, the Vicar rejected this interpretation. The miller’s family had hoped
that Minochio’s opinions and his eccentric cosmogony would be tolerated as
insane fantasies. In the event, the counter-reformation interpreted these
idiosyncratic notions as heresy rather than as madness (ibid.: 6). Seventy years
later an English prophet, James Nayler, was treated less leniently than either
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Piedrola or Minochio. Nayler recorded his own divine commission in 1653 in
an Appleby court:

I was at the plough, meditating on the things of God and suddenly T heard
a voice saying unto me: ‘Get thee out from thy kindred and from thy father’s
house’ and T had a promise given in with it whereupon I did exceedingly
rejoice that I had heard the Voice of that God which I had professed from
a child but had never known him.

(Reay 1985:51)

As Roy Porter has written, ‘there was nothing odd...for a seventeenth-century
Christian to expect direct personal revelation; what would have been abnormal,
indeed spiritually terrifying, was if God never communicated His Will’ (Porter,
1986:511).

Thirteen years later in 1666, the year when the millennium was expected,
‘Nayler entered Bristol on a donkey, his hair and beard styled in the manner
attributed to Christ. His companions, mostly women, walked beside him singing
“Holy, holy, holy, Lord God of Israel.” He was arrested and severely punished’
(Reay, 1985:53).

The seditious prophetic dreams of Piedrola’s contemporary, Lucrecia de Leon,
were subjected to all three processes of political exploitation, psychiatric
exculpation and dismissal as the products of a disordered mind. She was a
young Spanish woman whose 400 prophetic dreams were examined in the
course of a five-year trial by the Inquisition in the last decade of the sixteenth
century. These dreams had been transcribed and circulated widely in manuscript
form by two clergymen and were used to bolster the cause of an anti-Philip
political faction. While Lucrecia’s supporters represented her as a divinely
inspired prophet, she was charged by the Holy Office with both heresy and
sedition. Kagan (1990) shows how the dreams voiced criticism of the government
of the monarch, including an attack on ecclesiastical corruption, oppressive
taxes and social injustice. "

Some of the dreams have a millennial theme predicting the imminent destruction
of the kingdom, and the issue at Lucrecia’s trial was whether her dreams were
indeed divinely inspired prophecies or communications from the Devil.

Kagan suggests that a number of the dreams fell within the genre of “fictive
dreams in which an individual uses the dream form to communicate ideas that,
conveyed by other means, might prove dangerous’ (Kagan, 1990:58). 2° As
Keith Thomas has indicated, since women were denied public means of
expression, their most effective way of obtaining an audience was to represent
their views as the product of divine revelation. This might account for the
prominence of women among religious prophets in England in the first half of
the seventeenth century (Thomas, 1973:163). Two of Lucrecia’s inquisitors
concluded that the dreams were not of divine origin ‘because true prophets
never contradict themselves’ (Kagan, 1990:120), while a third (ibid.: 121)
attributed them to a ‘vertiginous spirit” and recommended exorcism. One of
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the inquisitors concluded that much of her testimony to the secret tribunal
had been designed to convince the judges that she was a madwoman who
could not be held responsible for the content of her dreams (ibid.: 144). She
had told a fellow prisoner that she was contriving to be compared with Balaam’s
Ass, and thus be regarded as insane.

One of Lucrecia’s dream-transcribers, Alonso de Mendoza, similarly invoked
a psychiatric defence when he appeared before the Inquisition, claiming that
he was eccentric and mentally unstable. (Lucrecia’s father described him as a
madman.) In the event, the Supreme Council of the Inquisition concluded that
Mendoza was suffering from ‘a lack of judgement’ and he was transferred
from prison to a monastery (ibid.: 99). In summary, prophetic dreams were
used as an ideological weapon by opposition groups and radical reformers, but
the dreamer ran the obvious danger of severe punishment. She might be
discredited as insane or bewitched or both. Thus, in 1654 Anne Trapnel, a
Fifth Monarchist prophet and visionary, who poured forth prophecies in verse
when in a state of trance and who was imprisoned as a radical opponent of
Cromwell for her fierce anti-government polemics, complained in the
introduction to her ‘Report and Plea’ that: ‘England’s rulers and clergy do judge
the Lord’s handmaid to be mad and under the administration of evil angels and
a witch’ (Trapnel, 1654:2).

The Zulu prophetess, Josephina, suffered a similar fate. Her African separatist
speeches attracted large audiences at meetings of the South African Native
Congress. In 1923 a police inspector reported that Josephina had alleged

that the word of the Lord had come to her in the form of a vision at night,
in that she saw a hand writing on the wall with an indelible pencil to the
effect that she, Josephina, should go out to the people of South Africa and
tell them that it would be dark for twelve days, that the locusts would
come in the winter and that these locusts would have the faces of men. She
stated that the time had arrived for Europeans, Indians and Chinese to
quit this country and go back to their respective lands.

Another police inspector concluded that ‘there can be no doubt that Josephina
is not mentally normal as she keeps on repeating the same phrases over and
over’, and eventually she was confined in a lunatic asylum (Sapire, 1993). 2!

THE REACTION AGAINST ENTHUSIASM

In the sixteenth and seventeenth centuries phenomena such as ecstatic visions,
witchcraft confessions and mental illness were attributed either to the super-
natural or to an excess of black bile at high temperature, or to both. By 1750,
however, those who claimed direct divine inspiration were increasingly
stigmatised as melancholic or even insane: ‘In so doing, the intellectuals and
ecclesiastical elite redefined not only the phenomenon of “enthusiasm” but
also the boundaries of “normal” behaviour’ (Heyd, 1981:279). As beliefs in
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Satan, Hell, magic, witchcraft and divination declined (Weber’s ‘disenchantment
of the world’), religious enthusiasm began to be regarded with incredulity. As
early as 1646, when William Franklin, a rope-maker, proclaimed himself to be
Jesus Christ, a sceptical physician recommended bleeding (Hill, 1993:418),
while ten years later Henry More in ‘Enthusiasmus Triumphatus’ defined
enthusiasm as ‘a false persuasion’ and as ‘nothing else but a misconceit of
being inspired” (More, 1656:6). More attributed the misconceit or delusion to
melancholy, in which the sufferer was prone to misinterpret his passions as
divinely inspired. He claimed that true religious experience is never opposed to
the faculty of Reason. From then on, according to DePorte,

it became more and more common to see fanatics as men fitter for Bedlam
than for Bridewell, and to speak of enthusiasm as a state in which the force
of fancy caused one to lose touch with the real world.

(DePorte, 1974:39)

Samuel Johnson in his Dictionary of the English Language, published in 1755,
sceptically defined enthusiasm as ‘a vain belief of private revelation” and described
an enthusiast as ‘one who has a vain confidence of his intercourse with God’.
Johnson cites Locke: ‘Enthusiasm is founded neither on reason nor divine
revelation, but rises from the conceits of a warmed or over-weening brain.’

The English dictionary edited by Thomas Dyche and William Pardon,
published in 1774, defined an enthusiast thus: ‘Commonly means a person
poisoned with the notion of being divinely inspired, when he is not, and upon
that account commits a great number of irregularities in words and actions’
(Tucker, 1972).

In 1802 George Nott preached a series of eight sermons on the subject of
enthusiasm. He declared ‘despair and madness in every age have been the
common attendance upon the preachings of enthusiasts.” Methodism itself was
linked to madness and John Wesley’s Enthusiasm was described as a hereditary
disease of the Mind (ibid.).

Those who claimed direct supernatural inspiration, such as the Cevennes
prophets in England at the beginning of the eighteenth century, were increasingly
perceived as a menace to social and political stability (Schwartz, 1978) and
they were rejected by the established Church. Charismatic individuals who
spoke of personal revelation were opposed by Anglican polemicists who sought
to explain enthusiasm in naturalistic terms as the manifestation of melancholy
and the result of ‘vapours going up into the brain and affecting the imagination’
(Heyd, 1981:266).

The early Quakers believed in the potential power of the divine inner light
and this could lead to bizarre behaviour including going naked as a sign, as
testimony to the spiritual nakedness of the world (Reay, 1985), but towards
the end of the seventeenth century there was a gradual waning of enthusiasm;
fasting was forbidden and ‘dreams and pretended visions’ had to be approved
by Quaker meetings (ibid.: 112).
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For about fifty years after the scandal of the French prophets and their
‘mysterious effluvium’ (Schwartz, 1978) overt displays of religious enthusiasm
were frowned upon and there was little mystery or emotion in Anglican churches
(Obelkevich, 1993). %

In MacDonald’s view ‘The governing classes’ intense antipathy to radical
religion and miracle-mongering sectarians and priests, cast doubt on
supernatural explanations for events and enhanced the appeal of philosophy
and science’ (MacDonald, 1986:94). However, enthusiasm revived with the
rise of Envangelical public conversions and the extemporary prayers and cries
of distress, praise and rejoicing (the ‘outpouring of the spirit’) at emotional
Methodist services and open-air meetings. The medical response to the
nineteenth-century revivals was no less partisan than that of the physicians
mobilised 260 years earlier by the opposing factions in the cases of the possessed
teenagers, Mary Glover and Marthe Brossier. The anti-revival medical journal,
The Lancet, anticipating the critical view expressed by the Established Church
of Ireland took an anti-enthusiasm stance when it described the convulsions
and stupors of the participants in the 1859 Ulster Revival as due to hysteria
and epileptiform convulsions. Conversely, the Presbyterian medical opponents
of the hysteria theory concluded that ‘the great majority of the stricken cases
were genuinely religious’ (Donat, 1988:144).

THE REVIVAL OF MILLENARIANISM AND THE REACTION TO
PROPHETS AND MESSIAHS

From the end of the eighteenth century there was a revival of millenarianism,
orchestrated by a number of self-proclaimed messiahs who claimed to be divine
and endowed with the gift of prophecy and the power to save mankind. Joanna
Southcott, daughter of a Devonshire farmer, claimed to be ‘the woman clothed
with the sun and the moon under her feet, and upon her head a crown of
twelve stars’ as in Revelation 12. She promised to give birth to Shiloh, the
divine child. She died childless in 1814 (Harrison, 1979). John Rowe, who
claimed to be the lawful successor of Joanna Southcott, also declared that he
had been divinely commanded to start his career as a prophet and missionary
among the Jews (Taylor, 1983). Richard Brothers, a former lieutenant in the
Royal Navy, became convinced that he was ‘the nephew of the Almighty’. He
believed that he had been charged with a divine mission to rescue the Jews of
the Diaspora and that he was destined to be revealed as the Prince of the Hebrews
and ruler of the world. In 1795 he was confined to a lunatic asylum (Harrison,
1979). John Nichols Tom, alias Sir William Courtenay, Knight of Malta, was a
radical social reformer who claimed to be the Saviour. (He physically resembled
the traditional image of Christ.) He preached that the land must be taken from
the rich and redistributed among the poor. Like Rowe and Brothers, he had a
mission to reclaim the Jews and he was soon incarcerated in the county lunatic
asylum where he remained from 1833 to 1837. One year after his release,
together with his band of disciples, he led an insurrection which ended in his
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death at the Battle of Bossenden Wood (Rogers, 1961). Harrison (1979) has
shown that while the religious preoccupations of respectable Protestant society
might include the Books of Daniel and Revelation, to actually behave as if the
end of the world was imminent was to invite condemnation and ostracism.
Whether penal or medical sanctions were applied to blasphemers seems to have
been somewhat arbitrary.

Thus John Ward, the founder of a sect, who described himself as the ‘Son of
God’ and who rejected Heaven, Hell and the biblical Jesus, was sentenced to
eighteen months in prison for blasphemy in 1832. The judge evidently regarded
him as a threat to political stability: “To endeavour to induce man to believe
that there were no rewards and punishments hereafter, and that he was not an
accountable being, would produce the most serious effect upon society, and
ultimately overturn our excellent institutions’ (Oliver, 1978:167). Two
generations later the law on blasphemy was redefined. Lord Chief Justice
Coleridge, in a judgement delivered in 1883 ruled: ‘If the decencies of controversy
are observed, even the fundamentals of religion may be attacked without a
person being guilty of blasphemous libel” (Webster, 1990:23-4).

Ward’s contemporary, John Perceval, the evangelical son of an assassinated
Prime Minister, spent fourteen years in private asylums because he was convinced
that he had a personal divine mission to proclaim the Second Coming and he
had visual and auditory hallucinations with a religious content (Harrison, 1979).
Some of the voices ordered him to kill himself to hasten his own resurrection.
Perceval’s ‘Narrative of the Treatment Experienced by a Gentleman During a
State of Mental Derangement’, published in two volumes in 1838 and 1840, is
a bitter attack on the way the supposedly enlightened Brislington Asylum regime,
based on moral therapy, both infantilised and dehumanised the patients with
its patronising ‘Quaker quackery’ (Porter, 1987:183).

SUICIDE AND THE CHURCH

From the Middle Ages the clergy had taught that suicide happened as a result
of the temptations of the Devil. Keith Thomas (1973) gives an account of a law
student named Briggs whose possession occurred in 1574 and was recorded by
the Puritan martyrologist, John Foxe. Briggs convinced himself that he had
committed the ‘sin against the Holy Ghost” and that he was a ‘reprobate whose
prayers were in vain’. He made several suicide attempts and then became aware
of an ugly dog which was following him. He realised that the dog was in fact
the Devil waiting for his soul. A physician made a diagnosis of melancholy and
prescribed blood letting and a purge. ‘But Briggs fell into a trance and from his
lips came forth his part of a dialogue between himself and the Devil which was
eagerly recorded by the godly onlookers.” He was subsequently ‘dispossessed’
by Foxe himself (Thomas, 1973:574).

Suicides were buried at some distance from the community and their bodies
were pierced with a stake to offer protection against their malevolent souls. In
his detailed study of the decisions reached by coroner’s juries, MacDonald (1986)
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shows how attitudes to suicide changed in the century and a half following the
English Revolution with increasing official lenience and public sympathy.
Coroner’s juries decriminalised suicides by bringing in more frequent non compos
mentis verdicts (ibid.: 60). In contrast, sixteenth- and early seventeenth-century
juries tended to reject the opportunity presented by ambiguous deaths such as
drownings to avoid declaring a person a suicide, and according to MacDonald
less than 7 per cent of the suicides reported to the King’s Bench were declared
to have been insane in the early 1660s (ibid.: 6).

Nevertheless, the Reverend Ralph Josselin, a seventeenth century Essex
clergyman, treated suicide leniently. McFarlane’s analysis of his diaries
(McFarlane, 1970) shows that Josselin

never seems to have contemplated taking such a step himself, but showed
neither anger or horror when someone else committed this, theoretically,
most heinous offence. On three occasions he merely noted that someone
had drowned or hanged himself and added no comment. In the other cases
his instinctive response was pity. He spoke of the ‘sad end of one Rust,
who drowned himselfe’ and of ‘sad sins, judgements, one made away
himselfe for feare of want’.

(ibid.: 169)

The proportion of suicides categorised as insane between 1660 and 1680 more
than doubled in the next two decades and by the early eighteenth century lunacy
verdicts exceeded 40 per cent (MacDonald 1986:60).

As MacDonald points out (ibid.: 75-6), the non compos mentis verdicts
implied a secularisation of suicide with a rejection of both religious and folkloric
interpretations of self-destruction in favour of medical explanations that excused
it rather than condemned it. By the late eighteenth century, physicians assumed
that the causes of suicide were entirely physical or psychological.

The attribution of self-harm to mental illness rather than to the Devil, and
the medically undesirable influence of Methodist enthusiasm are alluded to in
a case presented to the Guy’s Physical Society in October 1790.

Mr Wilson read the case of a man about thirty years of age of a spare
habit but general good health active and ingenious who for sometime past
had been very dissipated and extravagant by which he became reduced in
his circumstances and depress’d in mind; in this situation he fell in with an
old companion who had now become a Methodist 2* and with whom he
was observ’d to have long and frequent conversation—his conduct and
behaviour was become chang’d, he was morose, violent, thoughtful and
sometimes appear’d remarkably agitated—these circumstances increas’d to
such a degree that he told the people with whom he lodg’d that the enormity
of his crimes was such that he despair’d of pardon or any mitigation of his
punishments—on the morning after this his reason became evidently
deranged, he utter’d the most horrid imprecations and those incoherently.
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He refused nourishment and requir’d four strong men to secure him from
mischief-on the third day in the afternoon he very calmly desired his keeper
to loosen his right hand as the cords hurt him. This being done he applied
the forefinger to his eye and thrusting it to the bottom of the orbit tore it
out with amazing violence after which he exclaim’d ‘it is done’ * and then
desired a surgeon might be sent for...the eye lids were brought over the
orbit and superficial dressings applied-the antiphlogistic plan was adopted
26 and the patient recover’d without one symptom that could be attributed
to the accident-he at length in a great degree recover’d from his Mania but
never could be made sensible of the injury he had done himself always
asserting when told of it that he still possessed both Eyes.

(Physical Society, Guy’s Hospital, 30th October 1790) 2

NOTES

1

2

10

This is a reference to John Haslam who had published Observations on Insanity
in 1798.

Iam grateful to Samantha Bland-Rudderham for secretarial and research assistance.
Andrew Baster and Karen Lipsedge provided invaluable bibliographic support.
James Watson, Simon Dein and Andrew Hodgkiss have offered helpful comments
and Hilary Sapire provided the information about the prophetess, Josephina.
This summary is based on the translation of the articles in France-Antilles which 1
made in Pointe-a-Pitre at the time (1977). The newspaper archives were destroyed
in the cyclone of 1989. I recently (1993) obtained additional information about
the scandal from Commissaire Joseph Prauca of the Police Judiciaire in Pointe-a-
Pitre.

In Guadeloupe, an island with a population of 350,000, there are several hundred
gadédzafées (Lesne, 1990).

The differential diagnosis of violent convulsions followed by stupor lay between
epilepsy, hysteria, and possession. However, the presence of hysteria or epilepsy
would not necessarily exclude possession by the Devil since he might be the cause
of those symptoms in the first place or he might even use a naturally occurring
disorder to conceal his presence or to torment the victim (D. P. Walker, 1981).
The debate about the nosological status of trance and possession continues to this
day-see Leavitt (1993) and Bilu and Beit-Hallahmi (1989).

Willard was also prepared to consider malingering, as well as insanity, as the
differential diagnosis in cases of apparent loss of reason. He wrote that when his
parishioners suffered from a ‘smiting in their intellectuals’ they might be fantasising
or even ‘dissembling’ (Demos, 1982:168).

Contrast the present-day possessed Muslim women described in Somalia by Lewis
(1989) where the spirit is often benign.

Montanus was a second-century native of Phrygia who claimed to be the voice of
the Holy Spirit and proclaimed the coming of the millennium. His followers
routinely had ecstatic seizures and spoke in strange languages (glossolalia). His
empbhasis on individual religious inspiration and ecstatic expression was condemned
as heresy by the Orthodox Latin and Greek Churches who rejected Montanus’
claim to supplement the New Testament, which was perceived as a threat to the
uniformity of the hierarchical organised Church (Greenslade, 1972).

Johann Weyer, ducal physician at the court of Julich-Clevens, published De
praestigius demonum (1563) in which he asserted that melancholia was prevalent
among old women who were accused of witchcraft. But he also claimed that the
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devil actually had greater powers than were generally acknowledged and that he
delighted in deceiving and deluding feeble and gullible old women into thinking
that they had magical powers. Such women needed Christian instruction rather
than persecution (Midelfort, 1972).

In1611 the Spanish scholar, Pedro de Valencia, while not denying the reality of
witchcraft, recommended that exceptional care must be taken to prove offences:
‘The accused must be examined first to see if they are in their right mind or possessed
or melancholic.” He asserted that their conduct ‘is more that of madmen than of
heretics and should be cured with whips and sticks rather than with San Benitos’
(Kamen, 1985:213).

Demos (1982:28) emphasises the entertainment value of public performances such
as these.

D. P. Walker (1981:12) enumerates the pathognomonic features of possession as
amazing linguistic ability, knowledge of secret information and a horrified recoiling
from sacred texts or objects such as holy water.

Le Roy Ladurie (1987) cites three physicians in late seventeenth-century Toulouse
who wrote detailed accounts of fraud in girls who claimed to be possessed.

In situations of deprivation or frustration where recourse to personal jural power
is not available, the principal is able to adjust his or her situation by recourse to
‘mystical pressure’ (A. Lewis, 1978:1-89).

Pedro Navarro, a seventeenth-century Spanish commentator said: ‘“Women easily
believe in any spirit, and sometimes tell, as revelations that occurred in the daytime,
the foolish things they dreamed at night; and so it is necessary to hear them with a
prudent, mature and cautious mind’ (Christian, 1981:197).

These naturalistic criteria for the attribution of insanity resemble the ‘folk’ criteria
for the diagnosis of mental illness in rural Laos noted by Westermeyer (1979) and
by Edgerton (1966) in four East African societies. They include verbal abuse, talking
nonsense, unprovoked assault or destructive acts, social isolation, self-neglect,
socially disruptive or inappropriate behaviour and inability to do productive work.
In his research published over the past decade, Roland Littlewood has shown how
individual psychopathology can give rise to social and cultural innovation
(Littlewood, 1984; 1993).

In the late twelfth century a Jewish messianic pretender in the Yemen who had
attracted numerous followers was arrested by the Muslim authorities. Believing
that he would survive decapitation, he requested that his head be cut off (Sharot,
1982).

Political visions which foretold the fate of a ruler in the Other World had been
specifically addressed in the Middle Ages to the bearers of state authority, warning
them that their fate depended on their attitude to the clergy. These prophetic visions
were a common means of coercing secular rulers in the Carolingian period
(Gurevich, 1988).

The rural Kaliai of West New Britain have dreams which reveal themselves being
cannibalised by colonial administrators (Lattas, 1993). ‘In dreams, whites can be
cut up into small pieces without the risk of gaol. Dreams transcend the structures
of present power which whites have built up to police and protect their privileges
and their bodies. In dreams there are no courts. An alternative space of justice is
opened up where the black man can seek his own revenge for the sickness and
death which consume the lives of his children and villagers’ (ibid.: 66).

Central Archives Depot, Pretoria, Archives of the South African Police, file 41 6/
953/23/3: Inspector C.I. Officer, Witwatersrand Division to the Deputy
Commissioner, South African Police, Witwatersrand, 15th August 1923 and
Inspector, Divisional Officer, Witwatersrand Division to the Deputy Commissioner,
South African Police, Witwatersrand Division, 21st August 1923. (I am grateful to
Hilary Sapire, of Birkbeck College, for this information about Josephina.)
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22 Harrison (1979:212-61) refers to a physician named Browne who published a
comparison of the ‘beliefs and conduct of noted religious enthusiasts with those of
patients in the Montrose Lunatic Asylum’ (Phrenological Journal and Miscellany,
9:1834-1836 and 10:1836-1837). Browne attributed religious delusions to
hypertrophy of the ‘organ of veneration’.

Dowbiggin (1990) has suggested that French anti-clerical physicians in the period
1840 to 1870 emphasised the physiological basis of dreams and visions because
they wished to discredit practices like mesmerism and hypnosis which they believed,
‘celebrated superstitious, immoral and politically subversive forms of experience’
(p. 287).

23 ‘Preferring “rational” forms of religion, shunning zealotry and superstition, and
fearing the subversive potential of claims to possess divine inspiration, the upper
classes increasingly repudiated popular supernaturalism, and with it the language
of religious psychology and the practice of spiritual healing’ (Scull, 1993:178).

24 “The doctrines of the Methodists have a greater tendency than those of any other
sect to produce the most deplorable effects on the human understanding’ (Pargeter,
1792).

25 Matthew 5:29: ‘And if thy right eye offend thee, pluck it out and cast it from thee:
for it is profitable for thee that one of thy members should perish, and not that thy
whole body should be cast into Hell.”

St John 10:20-1: ‘And many of them said, He hath a devil and is mad; why hear
ye him? Others said, These are not the words of him that hath the devil. Can a
devil open the eyes of the blind?’

One of the twenty-six patients admitted to Omagh Asylum during the 1859
Ulster revivalist campaign, which emphasised sin and damnation, tried to pluck
out her eyes because they were ‘offending members’ (Robins, 1986:120).

26 ‘The avoiding these [irritations] as much as possible, or, the moderating their force,
constitute what is rightly called the Anti-phlogistic Regimen, proper to be employed
in almost every continued fever...absolutely necessary for moderating the violence
of reaction’ (Cullen, 1816:73).

27 For a modern case history and a review of the literature on self-inflicted blindness,
see Tapper et al. (1979).
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Religions: East and West







Chapter 4

Christianity and psychiatry
John Foskett

Of Jesus, ‘Many of them said, “He has a demon, he is mad, why listen to him?*’
(John 10:20). The relationship between psychiatry and Christianity begins
inauspiciously, with the words of the founder discredited because of his madness.
In the centuries since that relationship has fluctuated often. People with mental
health problems and peculiarities have been persecuted and praised, cared for
and cast out by Christians and their churches. Psychiatry has protected the weak
from some of the excesses of Christian ministry, but sometimes has undermined
the faithful’s precarious beliefs while living off their dis-ease. On occasion,
Christianity and psychiatry have ignored one another. Religion rarely appears in
the pages of psychiatry’s text books, and psychiatry goes unmentioned in
theological journals. At other times there has been fruitful cooperation between
people in both fields. Two of the earliest and most prestigious asylums, the Bethlem
Royal Hospital and the Retreat at York, have Christian origins. However, neither
priests nor physicians have been conspicuous listeners to the words of the sufferers
themselves. In this chapter the relationship between psychiatry and Christianity
is described, and an analysis offered of the effect this relationhip has upon people
diagnosed as mentally ill and those who treat and care for them.

In contemporary Western society there are similarities between Christianity
and psychiatry: both are preoccupied with subjective phenomena and with
internal and illusive realities. Each depends upon the testimony of individuals,
as difficult to refute as they are to believe. And despite the rationalism of our
culture, both have a considerable effect upon it. Christianity has largely forsaken
the search for objective confirmation of its beliefs. Recognising the irrationality
of drawing twentieth-century conclusions from first-century writings,
theologians (Houlden, 1991; Sanders, 1987) have turned their attention to the
historical and critical exploration of the culture and context from which their
religion emerged, and good use has been made of anthropology, archaeology
and history. At the same time only a minority of Christians take notice of this
critical development, popularised in the United Kingdom by John Robinson
(1963), David Jenkins (1976) and Don Cupitt (1986). The majority of the
faithful remain loyal to their own dogmas irrespective of the doubts cast by
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theologians. Scripture and tradition are selectively harnessed to the vehicle
which best bears their beliefs, be they the preservation of the Book of Common
Prayer, the infallibity of the Pope, or the literal interpretation of the Bible. For
better and for worse Christianity has survived. Christians claim this is because
God wills it to survive, others point to the churches’ facility in seducing human
beings by offering them what they want. At present this is exemplified in the
thirst for certainty, security and a return to Victorian values. Although the
numbers of active Christians slowly dwindle, groups offering a simple faith
flourish (Brierley, 1991).

Historians, social and political analysts have an explanation of this. Starting
with the Emperor Constantine, dominant authorities have hijacked religions for
their own ends. Prelates and reformers have conspired with monarchs and
presidents, capitalists and communists to shape and reinforce societies in their own
image, justified more by works than by faith, and by those who exploit rather
than love their neighbours. Churches are as vulnerable to the spirit of the age,
and as addicted to competition as anyone, and soon our airways will be awash
with holy rivalry. It is difficult to value things, including health and salvation, in
anything but monetary terms. No wonder people turn to the certainties of a
simple faith to ease the burdens of their faithlessness (Pattison, 1989).

Over the same period psychiatry has moved, according to its adherents,
from a discipline of faith and a little science, to a more objectively grounded
enterprise, both medically and psychologically. Of course, the advances in
biochemistry, genetics and psychology could deceive one into believing that faith
plays only a small part in the work of the mental health professions. Some,
particularly those in academic psychiatry, would like it to be that way. Others
like Michel Foucault (1967) and Thomas Szasz (1974) dispute these claims
altogether. For the majority, much still depends upon the hunches and hopes, the
fears and the faith of the clinician, who ‘has not a lot of gold dust to show for
over a century of sifting and sieving the mud of human experience’ (Clare,
1976:213). Psychiatry too has its ‘denominations’ organic and dynamic,
behavioural and social to help protect it from its ignorance. There are ‘heretics’
and ‘inquisitors’, the pure and the eclectic, and in such an uncertain science there
is room for many different points of view, and evidence of a kind to support
them all. According to one school of thought, splitting and projecting are natural
ways to manage anxiety, and both psychiatry and Christianity have their share
of anxiety. If religion really is psychiatry’s last taboo (Kung, 1986), then perhaps
it is anxiety which spawns the reticence they show towards one another.

THE HISTORICAL RELATIONSHIP

History throws some light on the relationship, its problems and its potential.
Henry VIIIs sexuality, fruitful and dysfunctional as it was, has something to
answer for. Some would say that the present sexual crisis in the Church of England
owes much to Henry’s narcissism. By dissolving the monasteries, he inadvertently
removed society’s asylums from the care of the churches. In the rest of Europe
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the Church has continued to be one of the major resources for those diagnosed
as suffering from madness. In this country, no such tradition survives, and it is
only individual Christians, like Tuke and Lord Shaftesbury, who were conspicuous
in their contribution to care and treatment. More recently, Frank Lake (1966),
an evangelical and a psychiatrist, established the Clinical Theology Association,
Elly Jansen, a theological student from King’s College in London, founded the
Richmond Fellowship, an association of therapeutic communities, and Jane
Lindon, whose letters in the religious press unleashed a torrent of offence at the
churches’ neglect, formed the Association for the Pastoral Care of the Mentally Ill.

The Church, once the dispenser of healing, gave way to medicine—physicians
needed a bishop’s licence to practise until the beginning of the eighteenth century
but by 1800 it was doctors who authorised clergy to minister in their asylums.
The General Court of the Bethlem Hospital sought guidance of a committee of
physicians regarding the appointment of a chaplain. Their report (1816) noted
that, ‘actual injury has not been satisfactorily proved to have arisen from
religious instruction at Bethlem, and secondly that positive good has, on the
contrary, been proved to have resulted in many instances’.

Most notable among the reasons for religion and psychiatry’s uneasy
relationship is the different meaning each has placed upon the phenomena of
madness. The former identified the causes of madness as both natural and
supernatural; good and bad madness (Boisen, 1936; James, 1902; Pattison,
1989). The good was to be cherished and revered, the bad treated and exorcised.
The latter, with little knowledge of or interest in the supernatural, has
concentrated upon the pathology of madness. Medicine diagnoses mental
illnesses, which like other illnesses are open to treatment and cure. “The corporeal
or the material is the fundamental fact; the mental or spiritual the effect’, wrote
Henry Maudsley in 1918. Unproven as this hypothesis remains, religion’s
ambivalence has jarred with medicine’s conviction. The relative ineffectiveness
of both has not dampened the ardour of either’s contempt for the other’s efforts,
but it has left the sufferers confused as to where help and consolation are most
likely to be found. Paul Halmos in his seminal work The Faith of the Counsellors
(1965) traces the evolution of secular counsellors, including mental health
professionals, to the demise of the clergy. Halmos recognises in the former
group an implicit faith in their work, but one which they are reluctant to own,
for they prefer to stress the technical and scientific basis for what they do. Are
they perhaps a new kind of priesthood administering their own mysteries and
conversing in their own ‘religious’ language? I have spoken with hospital
chaplains of various denominations during the twenty-five years of psychiatric
admissions and I have found their perspectives increasingly valuable.
Nevertheless, their contribution always seems marginal to the main purpose of
psychiatric hospitals (Campbell, 1993:11).

The current relationship between Christianity and psychiatry exists in a
number of forms. There is conflict, cooperation and collusion, and, at its most
creative, intercourse; each will be explored in turn. Cox (this volume) talks
about explanatory models and the collaborations between physicians and priests.
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CONFLICT

Conflict, active and passive, is a common feature of the relationship. The clash
of cultures between religion and science, different understandings of the nature
of madness and the theories of care and treatment derived from them, and the
relative status and power of the professions all contribute to the hostilities
which simmer beneath the surface, and explode from time to time. Of course,
conflict is familiar to each discipline in its own right. Case conferences, especially
the grand academic ward rounds, could be mistaken for debates in the councils
of the early Church. As in Corinth, there are parties and charismatic figures to
lead them. Some come to the arena brandishing statistics and video recordings
of significant interventions, while others are empty-handed when the president
calls for a formulation. At its best this conflict is about worth and value, as
represented by sacred or secular symbols. What weight can be given to them,
how far do they unravel the mystery confronting priest or physician, or clothe
the nakedness of their ignorance? Just as Christians strive for purity in doctrine
so psychiatrists look for the validity of research in diagnosis and preferred
treatment. Here there will always be room for conflict, indeed, a need for it.
What else can protect us against the subjectivism which Christianity abhors as
idolatry, and psychiatry disowns in anecdotalism?

The taking apart of each other’s illusions and false claims is as essential as it
is painful (see also Sutherland, this volume). What is not so helpful about conflict
is the distraction it becomes when used to cloak a common sense of inadequacy
in the face of madness. It remains so much a mystery from all points of view.
Like those who built the Tower of Babel, an idol if ever there was one, different
tongues speak the languages of biochemistry, psychology, neuropathology, let
alone theology.

The abuses of both Christianity and psychiatric practice provide inflammable
fuel for the more explosive conflicts. The popular imagination holds all
psychiatrists to be atheists bent upon saving people from the guilt-induced
miseries of religion. Thus when mental health workers do appear to be
disinterested in their patients’ religious ideas (Campbell, 1993) or discouraging
of the practice of faith, Christians are quick to condemn. Some studies support
this fear. On average, psychiatrists hold far fewer religious beliefs than their
parents did or their patients do (Neeleman and King, 1993), and little if any
attempt is made to explore the relevance of faith to illness or health (Hambidge,
1990; Neeleman and King, 1993).

Meanwhile the horrors of religion, the Jones and Waco massacres being the
most extreme, excite the fear and anger of mental health services. Jeanette
Winterson (19835) in her first novel, Oranges Are Not the Only Fruit, explores
the primitive and destructive power of fundamentalism, while Solignac paints
a grim picture of Catholicism in these words from a priest sent to him with
severe psychosomatic problems:

Very soon I had nightmares; I saw myself burning in the fires of hell... T can
remember a text from the catechism. It was entitled ‘T deserve hell for my
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sins’. I read it and re-read it so often that I still know it almost off by heart:
“Terrible are the tortures of the damned in hell.... They suffer in a fire a
thousand times hotter than fires on earth.... Hell is a terrible place, and that
is where mortal sin brings us. Perhaps at this very moment I may have mortal
sins in my heart. So if I were to die now, I would be cast down into hell.’
(Solignac, 1976:4)

Latterly, creative tension has been conspicuous by its absence. Psychiatry and
Christianity appear to be going their separate ways. While the churches ignore
the plight of those suffering from mental health problems (Pattison, 1988),
psychiatry sometimes quietly disposes of religion. There is no reference to religion
in the index of The Essentials of Postgraduate Psychiatry (Hill et al., 1979) or
in the Mental Illness Handbook, The Health of the Nation (1993), and in the
Oxford Textbook of Psychiatry (Gelder et al., 1989) religiousness is confined
to the chapter on delusions. Hambidge (1990) in his recent study of the training
of both clergy and psychiatrists shows how little they know about one another’s
speciality, despite having to be involved with many of the same people in their
future work. He estimates that religious belief and practice will be important
to one in eight people seen by a consultant psychiatrist, and that a similar
number of any congregation will have a major psychiatric illness. Neeleman
and King (1993:5) too voice their concern. ‘However it appears that psychiatrists
are undecided about the the role of religious and spiritual belief in the
development of, or the recovery from, mental illness and are reluctant to directly
liaise with clergy or other religious leaders.” Pattison (1989) explains this
development by following the demise in contacts between doctors and priests
since a high point in the 1960s. Then the Institute of Religion and Medicine
fostered an atmosphere of tolerance and cooperation. Recent social, economic
and political crises have changed all that. Professions are fighting for their
livelihoods, and in a cost-conscious environment the value of anything or anyone
is a threat to someone else’s survival.

Working in any professional ghetto fosters omnipotence, and the sin of
narcissism (Capps, 1993). This affects both clergy and doctors, when they keep
their parishioners and their patients in a paternalistic embrace. Concentrating
their expertise on the relevant aspect of a person’s problem is really all that
over-worked professionals can do. The danger is in the divisions this may create
and the destructive conflict it can occasion. One very common element of mental
suffering is its internal psychic disharmony, and professional rivalry will
aggravate this aspect of madness. At their best, multidisciplinary teams will
utilise their conflicts as signs of their clients’ internal battles or of the open
political and social warfare which rages around us all. If religious leaders are
excluded or exclude themselves from multidisciplinary working, the danger of
destructive splitting is more likely.

A creative response to conflict between psychiatry and religion owes most
to a tradition which stems from the work of William James. James, himself a
sufferer from clinical depression and psychosomatic hypochondria, began to
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explore the relationship of mind and soul. In his classic study The Varieties of
Religious Experience, he writes:

The same sense of ineffable importance in the smallest events, the same
texts and words coming with new meanings, the same controlling by
extraneous powers.... It is evident that from the point of view of their
psychological mechanism, the classical mysticism and these lower
mysticisms spring from the same mental level...of which so little is really
known. That region contains every kind of matter: seraph and snake abide
there side by side.

(James, 1902:426)

James touches upon the notion of divine madness of which St Paul writes in his
first letter to the Corinthians. More recently researchers at the Alister Hardy
Centre in Oxford have looked further into the idea of ‘good’ and ‘bad’ madness,
in an attempt to understand the relationship between psychopathology and
religious experience. Michael Jackson, in a project entitled ‘Divine Madness’,
studied the relationship between the spiritual and psychotic experiences in the
5,000 accounts reported to the centre. He found similar phenomena among
those with and without psychiatric histories. In order to discover why apparently
similar experiences had such different results, he interviewed people nearest
the centre of a continuum from psychotic to spiritual. At one end were those
who had never received psychiatric treatment, but whose accounts contained
some psychotic features. At the other end were those who had been diagnosed
as having a major psychiatric illness, but nevertheless felt that their experience
had been spiritual and religious as well as pathological. Although there were
exceptions in each group the following picture emerged:

The benign experiences of the first (healthy) group collectively met criteria
for 17 psychotic symptoms. Although in the short term, the psychotics’
ability to function had been seriously impaired by their experiences, over a
longer period, they led to dramatically spiritual ‘fruits’ in their lives: all
members of this group were deeply involved in altruistic, creative, ecological
or spiritual activities. There was an important association between the
quality of early family life, and that of adult spiritual experiences; in general,
the psychotics had experienced severe emotional trauma as children, while
the healthy group came from more stable backgrounds.

(Jackson, 1992:4)

The author’s use of labels like ‘psychotics’ for people is as unacceptable as it is
common amongst professionals. However, labelling is not the only ‘sin” of which
the research accuses them. Jackson’s interviews revealed the significance for
good and ill of the professionals’ reactions to these experiences; if they were
listened to and accepted, individuals found ways to integrate even the most
disturbing ideas and emotions. If they were ignored or pathologised by others
then the trauma was aggravated.

The study suggests that the social context in which a relatively schizotypal
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individual has potentially spiritual experiences may influence the form, content
and consequences of their experiences; and that a purely psychiatric approach
which explains them in terms of dysfunction may actually be instrumental in
producing pathological syndromes (Jackson, 1992:4).

No doubt there is more to psychosis than either spiritual or medical
explanations suggest, but the idea that it may be a way of resolving critical
mental trauma makes a lot of sense to those who listen to patients’ stories, and
brings a degree of dignity and respect to what is so often symptomatised and
then ignored. For the diagnosed group this was their major disappointment
with both psychiatry and religion.

The relationship of spiritual/psychotic experience and creativity, which
Jackson recognises, is confirmed in Felix Post’s (1989:3) retrospective study of
genius. He noted that mental illness was more common among outstanding
artists, authors and dramatists than either in the general population, or among
leading scientists. A study by Moody (1990) of a small group of people of
Afro-Caribbean origin, who had a psychiatric diagnosis, illustrates the distorting
effect of psychiatry’s, and indeed black activists’, ignorance of religion. Hearing
the voice of God can mean one thing coming from the mouth of a chief constable
and quite another from a black person on an inner city housing estate. According
to Jackson, the traditional churches are as bound by the taboo on religious
experience as psychiatry is. Clergy approached by those wishing to discuss
what they have felt or seen are often redirected to a psychiatrist, and vice
versa. Gaining a better understanding of the varieties of religious experience is
clearly a priority for priest and psychiatrist. The work of James Fowler (1987)
on faith development, of Jacobs (1988), McGlashan (1989) and Fleischman
(1990) on the understanding of religious experience, and of Weiss (1991) and
Allison (1992) on methods of presentation to other professions, all illustrate
ways in which this can be done and applied in practice utilising the clinical,
therapeutic and pastoral skills already available.

COOPERATION AND COLLUSION

Cooperation, though the most obvious basis for a profitable relationship
between psychiatry and religion, has been in practice the most elusive. The
exceptions to this afford us important examples of the conditions which can
create and sustain effective cooperation, and the rewards which that will bring.
The most potent example is in the life and work of Anton Boisen. He set out to
explore the mysterious territory which James (1902) had identified between
classical mysticism and psychosis. Boisen, a lifelong sufferer from a form of
schizophrenia, was for thirty years chaplain to psychiatric hospitals in
Massachusetts and Illinois. It was while he was trying to establish his vocation
that he had the breakdown which he records as the turning point in his life:

First of all came the thought that I must give up the hope that meant
everything to me. Following this came the surging in upon me with
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overpowering force a terrifying idea about a coming world catastrophe....
I myself was more important than T have ever dreamed of being: I was also
a zero quantity. Strange and mysterious forces of evil...were also revealed.
I was terrified beyond measure and in my terror I talked, and I soon found
myself in a psychopathic hospital. There followed three weeks of violent
delirium which remain indelibly on my memory.

(Boisen, 1936:3)

Initially Boisen found that neither clergy nor physicians were much use to him:

The doctors did not believe in talking with patients about their symptoms,
which they assumed were rooted in some organic difficulty. The longest
time I ever got was fifteen minutes during which the very charming young
doctor pointed out that one must not hold the reins too tight in dealing
with sex instinct. Nature, he said, must have its way.

The ministers from the neighboring village who conducted services might
know something about religion, but certainly knew nothing about our
problems. They did no visiting on the wards—which may not have been
entirely their fault, as they probably received little encouragement to do
so...another preached on the text, ‘if thine eye offend thee, pluck it out’. T
was afraid that one or two of my fellow patients might have been inclined
to take the injunction literally.

(Boisen, 1936:5-6)

As he recovered, Boisen began to study his own illness and those of his fellow
patients. This led to a research project in cooperation with medical colleagues
(Boisen, 1936). Boisen invited theological students to come and work with him
to help with the project, and as a contribution to their own training. He coined
the phrase ‘living human documents’ for that research. He wanted religious
leaders to learn about God from human beings, by applying techniques familiar
from the critical study of biblical documents to them. From 1926, when the
first group joined Boisen, until the present day generations of theological students
and clergy in North America have undergone Clinical Pastoral Education (CPE).
The students of all major Christian denominations, and some rabbinic students
are required to do at least three months of full-time experience in a hospital,
prison or community setting. Boisen also employed the clinical training methods
used by physicians and surgeons and applied them to ministers. Trainees learnt
their trade and won recognition for their expertise alongside other professions.
Other countries in Europe, notably in Eire, and now in Asia and Africa have
adopted similar methods in their training of ministers and laity. In the United
Kingdom there are courses of this kind in London, at St George’s and the
Maudsley Hospitals and in the Edinburgh hospitals (Foskett and Lyall, 1988).
Recent publications in America record the significance of the CPE movement
(Asquith, 1992; Hall, 1992). At its best it has helped establish and maintain
constructive cooperation between pastors and other clinicians. In many places
pastors now work within multidisciplinary teams, sometimes as the primary
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worker and often as the religious specialist or consultant (Foskett, 1984; Pruyser,
1984). This is a much more effective way of using different expertise than
trying to teach medical and theological students something minimal and useful
about each other’s speciality.

There is also a theological significance to the development of clinical pastoral
education. By coming as students, pastors are offered a model of discipleship
which allows them to learn and not to arouse the anxieties of others already
precariously established in the world of madness. Religion, as we have seen,
raises questions and fears for other professionals, and the different assumptions
which religious people bring to the understanding of madness can be a challenge
to them. Clergy, anxious about their own competence, often underestimate the
ambivalence they create in others. Consequently they can miss the opportunities
which come from using their ignorance in the incarnate role of learner. Students
on CPE courses are encouraged to make the most of just these opportunities.
Current examples of experienced chaplains utilising the learner’s approach in
their own research are J. Browning (1986) and Borthwick (1988). In their studies
of mental health and community care they encountered affirmation and
encouragement from other professions, who wanted to share in the spiritual
and religious care of people with mental illnesses. In Kent a project involving
health, social services, churches and a university department in a rural and an
urban area resulted in unexpected gains for everyone. The work and research
revealed that:

churches through individuals and their activities are involved in caring for
those inside and outside its ‘membership’; the different churches and Health
and Social Services departments largely work in isolation from one another;
churches and statutory agencies lack information about what resources
are available and how to gain access to them.

(Clark, 1989: iii)

At the end of the two-year project, Clark concluded that ‘some churches are
gaining that new sense of vision, which will enable them to reach out to the
community and take their place alongside the statutory agencies’ (ibid.: iii).

The path to such cooperation is rarely easy, and requires of the religious
professional patience and perseverance. Their presence, more than their actions
or expertise, will enable others to make the best use they can of any ambivalence
they have about religion, and leave less of it resting upon clerical psyches (Carr,
1989).

There is a darker side to cooperation evidenced in the collusion, which allows
one partner to dominate the other. When a fourteenth-century Pope put out a
contract on his physician, religion was in the driving seat. Now Christians are
likely to be ingratiating themselves with modern medicine men and women.
The contemporary Christian healing movement, as well as reawakening the
churches to this aspect of ministry, often uncritically adopts the curative stance
of medicine. Illness is there to be fought and cured, and the battle, when it is
won, reflects well upon the healer. Although there is much talk of causes and
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prevention, more important for healers is a steady supply of sick people to
ensure their livelihood and reinforce their status (Busfield, 1986; Inglis, 1981;
Pattison, 1989). Those who cannot dominate their rivals are likely to try and
make them their friends. This kind of collusion is also apparent in the pastoral
counselling movement, which grew from Boisen’s initiative. Though a user of
psychoanalytic ideas, he was adamant that his trainees should not become
psychotherapists. The psychotherapeutic captivity of the pastoral counselling
movement was anticipated by priest—psychiatrist Lambourne (1970), criticised
by Oden (1984), and brought home to this author’s discomfort by Pattison. In
his study of pastoral care and liberation theology, he argues that hospital
chaplains appeared to be oblivious of:

the palpable structural evils which diminished all those living and working
in psychiatric hospitals during the scandals of the 1970’. Few chaplains
seem to have much understanding of the social and political structure of
the institution in which they are working. Many speak warmly of being a
part of the therapeutic team, and it does not seem to strike them that this
might separate them from patients and give them a professional view of
the world which might make them deaf to the stories of those who are
powerless in the hospital.

(Pattison, 1988:99)

In their uncertainties about their role, pastors can be flattered into adopting
the methods and point of view of the powerful. The current trend in hospital
chaplaincy is to be seduced by the delights of marketing and management (Sails,
1993). Obviously this will go some way towards saving jobs for chaplains, but
at what cost to their souls?

INTERCOURSE

Conflict, cooperation and collusion typify the course of most human
relationships which are of any substance. This reality should reinforce our
determination to make the most and avoid the worst of what will always be
our lot in reconciling Christianity and psychiatry. At their best these elements
of the relationship can represent the foreplay essential to productive intercourse.
For this we, like lovers, need the appropriate context and the right atmosphere.
Fighting and cooperating, being seduced and colluding can all contribute to
turning us on to one another. We need time and opportunity to identify what
we have to give and what we want to receive, as well as what we fear and
recoil from. We have to find ways to meet and court one another (see Bhugra,
this volume). Starting with the least highly charged parts of our respective
anatomies, and progressing towards those more erogenous zones wherever they
may turn out to be. And if religion is psychiatry’s last taboo, we should weigh
carefully the consequences and our resources to meet them. The passive conflict
referred to above, frustrating as it may seem, should warn us of the powerful
forces from which our present impasse protects us. If we were to begin to
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explore each other’s ideas and theories, as reason suggests we should, perhaps
we will lay ourselves open to a revolution that neither psychiatry nor religion
are ready to countenance. For Christians and mental health services minister to
the victims of a crumbling, sinful and disease-obsessed society, seemingly
mesmerised by its demise.

To stretch the analogy a little further, in families an impasse between the
parents is often eased by the courage of the children, who have least to lose and
most to gain by change. Clients and patients are not children but often their
position in relation to religion and psychiatry is similar. They have least power
and least to lose, what is more, they bear the cost of priests’ and doctors’
failure to relate effectively. They are the scapegoats, the sacrificial lambs dumb
before their shearers, if they speak they are not listened to, because they are
mad. Peter Campbell, of Survivors Speak Out, makes an impassioned plea for
people like himself to be heard:

From where I stand, psychiatry, community or otherwise, has a rather
tired look. It certainly has some powerful equipment. But it does not appear
to have the understanding or the imagination to successfully address the
problems over which it claims special domination. The ‘user movement’
on the other hand, although undernourished, in terms of recognition and
resources, seems to be breathing nicely. It is from this quarter that many of
the good insights are now coming, not only in terms of alternative services,
but in the exploration of the sensitive response to crisis, and, in particular,
the positive revaluing of hitherto discarded personal experience.
(Campbell, 1992:1138)

We need to have courage, in the words of the sufferers, to find the reason and
the strength to confront our ‘madness’ as well. To discover in it, as they have,
signs not only of evils to be fought and beaten and ills to be cured, but good
and creative things to be owned and cherished. That madness itself may be a
way to our becoming the humanity we are destined to be. The expressed aims
of community care as local and accessible, comprehensive, flexible, consumer-
orientated, empowering of clients, focusing on strengths and skills, racially
and culturally appropriate, incorporating natural community supports, and
meeting special needs envisages a very productive intercourse between users
and providers of services (see Bhugra er al., 19935). In such a bonding patient
and professional bring different things to one another and through their meeting
make each other the richer. This remains the vision of the Richmond Fellowship’s
therapeutic communities (Gosling, 1979/80), and of many pastoral
organisations like the Clinical Theology Association and the Westminster
Pastoral Foundation. Here C. Jung’s (1933; 1964) work on the importance of
our shadows in the making and healing of minds and souls has contributed
most to cementing productive relationships between patient and therapist, priest
and counsellor. A collection of essays from pastors, theologians, psychologists
and psychiatrists working in Chicago (Browning et al., 1990) broadens the
intercourse to include philosophy and ethics. No attempt is made to paint a
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coherent and integrated picture, each author addresses issues of psychiatry,
pastoral care and ethics from their faith and professional point of view (also
see Fulford, this volume). In order that its power for good and ill could be
opened to the widest debate:

The practice of medicine needs connections to something like the practice
of ministry, and the practice of ministry needs the mechanisms of something
like the practice of medicine. Every aspect of the human environment
dissolves into human functioning and permeates the whole.

(Browning, 1990:12)

The coming of community care and psychiatry’s exit from the asylums offer
unique opportunities to Christians and those who contribute to and receive
from the new mental health services. With sectorisation, key mental health
workers are having to learn the skills and re-inhabit the persona of the curate
of souls, the parish priest. Community liason officers have to unearth the
knowledge which congregations have carried unconsciously for generations,
and a new diaconate is consecrated amongst community psychiatric nurses.
Short of finance and capital assets, health and social service authorities need
places and spaces to launch and sustain their services. Churches fallen on hard
times are looking to use their buildings more effectively. With visions as similar
as asylum and sanctuary, sharing the same roof and floor can do much to
nurture a healthy intercourse.

There is a negative side to intercourse, it can become a snare and a delusion
in its corporate sterility. Marriage and the family are institutions which society
uses for good and ill. Since Constantine and certainly as far as Margaret
Thatcher both Christianity and psychiatry have been claimed by the State.
Christianity has found it difficult to resist the seduction of governments and
authorities, even in the extremes of their inhumanity and wickedness. The health
service has striven and failed to maintain some independence from the State.
The churches in the United Kingdom have distanced themselves from
governments, criticising their policies and campaigning for those groups most
likely to suffer madness and its attendant horrors. This has made the churches
unpopular, and the State is quick to exploit that anxiety to bring them back in
line. The Faith in the City report (Canterbury, 1985), which carried a political
critique of society and advocated justice and not charity, has become, in the
Church Urban Fund, yet another charitable exercise. Mental health professionals
are compromised even more. They do not have the wealth of previous
generations earning interest with the Church Commissioners. They have to do
what the State or 40 per cent of the electorate want them to do. Those who
suffer madness are an enormous drain upon the Chancellor’s emptying coffers.
It is a drain which many are keen to plug. Against such an evil, doctor and
priest, mental health worker and pastor, patient and people of God must stand
together or perish together.



Christianity and psychiatry 63

CONCLUSION

The past and the present relationships between Christianity and psychiatry in
the United Kingdom are frankly unencouraging of great hopes for the future.
The institutions which each inhabit are beset with their own problems, and
whatever the enlightened may aspire to, the reality is often a disappointment
and sometimes a disaster. We are stiff-necked professions, unlikely to change
because it makes sense. However, in as far as social and political pressures are
forcing ministers and doctors out of their institutional ghettoes to go and work
among the people, there are opportunities for change. Community care rarely
looks like the Promised Land, but then neither did the original look that good
to the Hebrews driven out of Eygpt. Moses, the leading professional in that
exodus, had to be content with a sight of the promises his people were about to
inherit. The same will be true for many who lead our mental health services
and churches today. If that is the price of better mental health for the people, so
be it. As long ago as 1936 Boisen believed that intercourse with the insane was
an essential prerequisite ‘to our building the city of brotherhood and cooperation
where the jungle now stands and greed and ruthless competition rule’ (Boisen,
1945:48). The time is ripe to help dislodge psychiatry’s last taboo, to listen to
the ‘mad’ speaking their mind, for God’s sake and humanity’s too.
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Chapter 5

‘The cracked crucible
Judaism and mental health

Howard Cooper

WHAT IS MENTAL HEALTH?

There is a parable told by the great eighteenth-century Hasidic master Nachman
of Bratslav. One day a king summoned his vizier and told him of a terrifying
dream. He had dreamt that anyone who ate from the coming year’s harvest
would be struck with madness. What could be done?, the king asked in anguish.
The vizier suggested that the best thing to do would be to set aside some wheat
now, from the present harvest, so that at least the two of them would not need to
eat of the blighted crop. But the king refused to separate himself from his people
and said that he did not wish to remain lucid in the midst of a people gone mad.

“When the world is gripped by delirium,” he continued, ‘it is senseless to
watch from the outside. The mad will think that we are mad too. There is only
one alternative. Let us also eat the wheat and become mad like the others. But
before we eat it, let us each make a mark on our foreheads. Then whenever we
look at one another in the future, we shall see the sign, and at least we shall
know, you and I, that we are mad.’

There is a continuity between that dark and ambiguous rabbinic story and the
suggestion some years ago by R. D. Laing and Aaron Esterson that schizophrenia
could be considered a realistic response to our disordered civilisation. Both the
Hasidic story and the contemporary ‘anti-psychiatric’ view call into question our
traditional categories of madness and sanity, mental illness and mental health.
And they in turn are not a million miles from Hollywood mogul Sam Goldwyn’s
possibly apocryphal, but, in any event, surrealist quip: ‘Anyone who goes to a
psychiatrist needs to have their head examined.’

But lest the reader think at this point that the subject of mental health is not
being treated here with due seriousness, let it be said immediately that it is
precisely because Judaism attempts to honour the uniqueness of each individual
human being—created, as Genesis puts it, in the ‘image and likeness of God’-
that it is endlessly curious about how human beings actually think, feel and
function; and consequently, within Judaic thought there is a constant
preparedness to call into question received ideas, conventional notions, accepted
ways of thinking and categorising.
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Central to Jewish thought is an awareness of the dazzling complexity of the
human being: the mysteries of life and death are a source of both boundless
wonder and exploration, yet the fact that ultimately they remain mysteries
ensures that all ‘explanations’ and ‘interpretations’ of human behaviour remain
humbly within the realm of the provisional, of the temporary hypothesis which
needs to be continually refined or re-visioned. In other words, Judaism is resistant
to final solutions. It prefers the speculation and open-endedness of the question
to the definitiveness and certainty of the answer.

It is within this context that Jewish attitudes to mental health and mental
illness need to be seen.

HISTORICAL PERSPECTIVES

The biblical view

Although the conventional view is that, within the Bible, madness is a
punishment for disobeying God’s commandments, within its context (Deut.
28:28/34), it would seem that what the Bible calls ‘madness’ is actually an
unobtainable despair brought about through loss. Similarly, the ‘madness’ which
afflicts King Saul is described by the narrator as an ‘evil spirit from the Lord’ (1
Sam. 16:14; 19:9) and yet the behaviour described—sudden fits of paranoid
terror, jealous rage and homicidal violence-are also shown to be a consequence
of the insecurities attendant upon being Israel’s ill-chosen first king, who knows
he will be replaced by a more suitable figure.

That the man chosen to replace him, David, is both the object of Saul’s
violence as well as the person chosen to provide music therapy for the distressed
king, is an irony that should not be lost to the attentive reader. We read that
David’s harp-playing both soothes the ‘madness’, yet also provokes it (1 Sam.
18:10); and we note that the storyteller chooses a word for Saul’s ‘raving’ which
is the same word used in different biblical contexts for ‘prophesying’.

So it is that biblical thought subverts the traditional boundaries between
sanity and madness—as anyone reading the prophetical literature contained
within the book of Ezekiel could testify. A final irony within this context is the
way in which David himself, precocious and wily as ever, later simulates insanity—
‘scribbling on the doors of the gate and letting his spittle fall upon his beard’-
in order to escape his enemy Achish (1 Sam. 21:11-16).

The rabbinic era

Within the Talmud, mention of mental illness is usually within a legal context.
The word shoteh-which contains the idea of walking to and fro without
purpose—was used by the rabbis to describe the mentally ill. This was not a
clinical designation but a category based upon observed external behaviour. As
the Talmud puts it: “Who is deemed a shoteh? One who goes out alone at night;
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who sleeps in the cemetery; who tears their clothes.” Later the Talmud adds:
‘One who destroys all that is given to them’ (Hagigah 3b).

The discussion continues by asking if all of these ‘symptoms’ had to be
displayed in order to fall into this category, or whether any one form of behaviour
from this list could justify the individual being deemed a shoteh; and, further,
whether it was the simple act itself which rendered the person a shoteh, or the
palpably disturbed manner in which the act was done which would then render
it evident that the person was ill.

What primarily concerns the Talmud are the social-cum-legal implications
of being a shoteh: they were not responsible for the damage they caused; nor
for the shame they caused; and those who injured them had to bear the
responsibility. They were not to marry; but (contrary to the Greek view) during
periods of lucidity the individual was considered capable and responsible from
every other point of view.

Although the Talmud mentions recognisable psychological conditions such
as hysteria, phobias, and melancholia as well as what we might now term
‘defence mechanisms’ such as repression, sublimation and projection, rabbinic
thinking assumed an inter-relationship between the physical, emotional and
spiritual components of the individual.

So we find the third-century Babylonian rabbi Mar Samuel warning that ‘a
change in a person’s usual life-habits is considered dangerous and a precipitant
of illness’ (Baba Batra 146a). And in line with current research which suggests
that stress and depression can weaken the body’s ability to fight illness, we
have the statement that ‘even if the body is strong, fright [i.e. stress/anxiety]
crushes it’ (Baba Batra 10a).

The rabbis of the Talmud even found a biblical precedent for the connection
between anxiety and somatic complaints. Reading the verse from the book of
Proverbs which states that ‘worry in the heart of a person bows them down’
(12:25), they commented: “Worry can kill; therefore let not anxiety enter your
heart, for it has slain many a person’ (Sanhedrin 100b).

That this was not just rabbinic hyperbole is illustrated by a story in the
Jerusalem Talmud: ‘A man hated veal. Once without being aware of it, he ate
some. Someone called out to him, “That was veal which you ate.” He became
nauseated, sickened, and died’ (Terumot 8:46a).

As we will now see, until the advent of modern medicine-which began to
observe the physical, emotional and spiritual spheres as relatively separate—Jewish
thinking through the ages tended to follow this early rabbinic understanding,
particularly in regard to the influence of the ‘psyche’ on the ‘soma’.

The medieval period

Perhaps the pre-eminent exponent of Jewish attitudes to mental health in pre-
modern times was the rabbi, codifier, philosopher and royal physician Moses
Maimonides (1135-1204). Forced to flee Spain because of Moslem persecution,
Maimonides lived for a while in Morocco, and then Palestine, before settling in
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Egypt, where he was eventually appointed court physician to Saladin’s viceroy
al-Fadil.

It was Maimonides’ belief that the violation of moral principles contributed
to illness, and that the ‘abuse of passions such as anger, envy, hatred and lust,
which in turn bring on a guilty conscience’ were a primary factor in creating
physical afflictions. ! In his “Treatise on Asthma’—prepared for his patient, the
sultan-Maimonides suggests ways to reduce stress which he considers will help
the sultan’s asthmatic condition and improve his health. He advises him to
avoid ‘mental anguish, fear, mourning or distress’, which create conditions in
which a person ‘cannot avoid falling ill’. In their place he counsels ‘gaiety and
liveliness’, which ‘have the opposite effect—they gladden the heart and stimulate
circulation of the blood’. 2

As diagnostically unsophisticated as this may seem, it is illustrative of
Maimonides’ conceptualisation of illness as having, in many cases, a
psychosomatic basis. Within his medical writings he returns on many occasions
to a consideration of what we would now describe as neurotic behaviour,
advocating the treatment of mental disturbances as a priority in the treatment
of any illness:

When the patient is overpowered by imagination, prolonged meditation,
or avoidance of social contact (which they never exhibited before), or when
they avoid pleasant experiences which were in them before, the physician
should do nothing before he improves the soul by removing the extreme
emotions. 3

Within his copious legal writings too, we find evidence of Maimonides’
familiarity with a range of neurotic and psychotic behaviour. When he came to
codify the qualifications for acting as a witness—one of which is sanity-we see
him expanding upon the Talmudic discussion of the subject of the shoteh and
attempting to resolve the questions left open in the previous debate:

A shoteb is unfit to be a witness.... And not only an insane individual that
walks naked, and breaks utensils, vessels, and throws stones, but rather
all individuals whose minds have become deranged and their minds are
found constantly confused/in error/entangled in regard to one matter—
although they speak with relevance in other matters—they are unfit as
witnesses and are counted among the insane (shoteh).... This includes the
extremely mentally disturbed who are unable to differentiate between things
that conflict, contradict each other, and do not comprehend the subject
matter as it is understood by the rest of the common people. Also the
anxiously frightened, and those who are hurried/excited in their minds
and those who are very crazy/confused are all counted as a shoteh. However
this matter is dependent on the assessment of the judge/rabbi, because it is
not possible to give an exact assessment of the mind in writing. *

By omitting the actual examples described in the Talmud, Maimonides is
indicating that, in his opinion, they were examples of categories only. In his
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view, any one symptom that can be seen to fall into the same category renders
that person a shoteh; but merely exhibiting that behaviour once is not sufficient
to deem them ‘insane’-it has to be their constant or regular pattern of behaviour.
Maimonides’ authority was such that he here articulates, within a legal context,
what became-up until modern times—the normative Jewish position on the
criteria for assessing ‘mental illness’.

For many centuries, however, Maimonidean rationalism represented only
one end of the spectrum of Jewish response to mental (and physical) health.
Medieval medicine was an indiscriminate compound of science and superstition.
Much of everyday popular Jewish folk religion involved a belief in the power
of omens, magic, spirits, spells, potions, divination, amulets, astrology—a range
of beliefs and practices which rabbinic authorities fought a losing battle to
counter or contain. Many rabbis were themselves involved, seeing these activities
as continuous with biblical and Talmudic precedents; others wavered between
scepticism and a grudging regard for folk wisdom. An influential German
medieval text captures something of this rabbinic ambivalence: ‘One should
not believe in superstitions, but still it is best to be heedful of them’. *

Although, like the psyches of many other peoples, the Jewish psyche too
was often immersed in superstition, as we come nearer to our own times we
begin to see occasions when a different form of understanding is present.
Representative of this is a case which came to the nineteenth-century rabbi,
Joshua Leib Diskin, concerning a pious Jewish woman who tasted tallow in
whatever she ate. On hearing the problem, the rabbi reminded her that as a
young girl she had served as a maid in an observant Jewish household. Once,
when milking the cow by candlelight, the candle fell into the pail of milk.
Although fearing the wrath of her mistress [the tallow being made of animal
fat would contravene the dietary laws prohibiting the mixture of milk and
meat products], she allowed the members of her family to drink the milk. The
rabbi assured her that she had committed no wrong, for the small amount of
tallow had become neutralised in the milk, which was therefore kosher. Her
peace of mind was restored and the symptoms disappeared. ©

This more ‘psychological’ approach to mental health takes us to the threshold
of the psychoanalytic era.

THE EXAMINATION OF THE SOUL

Sigmund Freud coined the word ‘psychoanalyse’ to describe his work:
‘psychoanalysis’~the examination of the soul. In his wise and important little
book Freud and Man’s Soul Bruno Bettelheim draws attention to the centrality
of the soul in Freud’s thinking. He maintains that erroneous or inadequate
translations into English of the writings of the founder of psychoanalysis-as
well as the need for acceptance from the medical establishment, particularly in
the United States—have distorted a true understanding of Freud’s intentions.
What we have inherited in translation, Bettelheim characterises in this way:
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Abstract, depersonalized, highly theoretical, erudite and mechanized—in
short, ‘scientific’-statements about the strange and very complex workings
of our mind. Instead of instilling a deep feeling for what is most human in
all of us, the translations attempt to lure the reader into developing a
‘scientific’ attitude toward man and his actions, a ‘scientific’ understanding
of the unconscious and how it conditions much of our behaviour.

Bettelheim maintains that Freud used the words ‘psyche’ and ‘soul’ in order to
describe the essence of the human personality with words which deliberately
lacked scientific exactitude and precision. Always to translate ‘psyche’ and
seele/seelisch as ‘mind’ or ‘mental life’ subverts Freud’s intention. The German
words are terms speaking ‘for the ambiguity of the psyche itself, which reflects
many different, warring levels of consciousness simultaneously’. 8

Although he does not say so in these words, it seems that Bettelheim’s
revisionism is intent on restoring to us a more holistic and, dare one say it,
‘Jewish’ Freud. This century’s revolution in the conception of the human
personality after Freud stems from his emphasis on examining the neglected
and hidden aspects of our souls and coming to understand something of the
roles these unconscious forces play in our lives.

This can be seen as a secularisation of the traditional rabbinical quest for
understanding and self-understanding. The rabbis of the Talmudic era had
developed a proto-psychological notion of two opposing ‘inclinations’ (i.e.
impulses/drives) within human nature, the yetzer tov moving the individual
towards good, the yetzer ha-ra moving one towards evil.

Roughly analogous to Freud’s concept of ‘id’, the yetzer ha-ra was seen as
corresponding to our natural appetites and passions, and especially our sexual
impulses. Unfettered, the yetzer ha-ra could lead a person into a range of
thoughts or actions deemed to be wrong or sinful. But this inclination was not
intrinsically bad: it had to be controlled, but not completely suppressed, for—
according to one famous rabbinic homily—‘were it not for the yetzer ha-ra no-
one would ever take a spouse, have children, build a home, or engage in
business’.”

Rabbinic realism here highlights the potentially creative dimension to
sexuality; to the urge to possess one’s own property—the acquisitive urge in us;
and to the competitiveness necessary for personal and perhaps social survival.
In this view the yetzer ha-ra is a vital life force within us that only becomes
destructive (‘evil’) when it gets out of hand. Perhaps Freud was expressing this
in his own secularised way when he aphoristically summarised the function
and goal of psychoanalysis as being: ‘where id was, there ego shall be’.

Yet Freud was no crypto-rabbi. His concept of the ‘soul’ was not the
traditional religious one-he considered religion to be a kind of collective
delusion—for the psyche he was analysing had repressed and secret aspects that
had nothing to do with the rabbinic belief in its purity or immortality. ! Ironically
it was C. G. Jung, the first Gentile allowed into Freud’s original circle of seventeen
fellow Jewish pioneers of psychoanalysis, who diagnosed the modern individual
to be ‘in search of a soul’.
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Jung tells the story of a young Jewish woman, suffering from acute anxiety
attacks, who came to him for a consultation. She was, he says (with a hint of
condescension?), a ‘well-adapted, Westernised Jewess, enlightened down to her
bones’. 2 In the course of the conversation Jung found out that she came from
a Hasidic family:

Her grandfather had been a sort of wonder-rabbi-he had second sight—
and her father had broken away from that mystic community, and she was
completely sceptical and completely scientific in her outlook on life. She
was highly intelligent, with that murderous kind of intellect that you very
often find in Jews.

So I'thought, ‘Aha! What does that mean with reference to her neurosis?
Why does she suffer from such an abysmal fear?” And I said to her, ‘Look
here, I’'m going to tell you something, and you will probably think it all
foolishness, but you have been untrue to your God. Your grandfather led
the right life, but you are worse than a heretic, you have forsaken the
mystery of your race. You belong to a holy people, and what do you live?
No wonder that you fear God, that you suffer from the fear of God’. 13

Obviously this is not a conventional diagnosis but, according to Jung, it ‘went
through her like lightning’ ** and after a week of working with Jung her neurosis
had vanished. (Those were the days.) Jung writes:

It had no point in it any more, it had been based upon the mistake that she
could live with her miserable intellect alone in a perfectly banal world,
when in fact she was a child of God and should have lived the symbolic
life, where she would have fulfilled the secret will in herself that was also
in her family. She had forgotten all that, and was living, of course, in full
contradiction to her whole natural system. Suddenly her life had a meaning,
and she could live again.

Although this story contains a rather typical idealisation by Jung of mythic living,
he is pointing here towards a phenomenon that has wide ramifications for Jew
and Gentile alike. For the consequences of living in a secular, post-religious age
weigh heavily on many of us. The old certainties just do not hold any more. With
the gradual abandonment of religious belief as the main source of personal and
communal morality, there arose alternative moral sources, a situation which
although it was in some ways liberating, was often deeply disorienting.

For many generations the Jewish people existed within the sphere of
mythological truth: daily and seasonal life, story-telling and symbols, ritual
practice and ethical action, celebration and mourning, history and legend and
family and community were all bound up together to form the densely textured
fabric of lives spent attentive to the inner rhythms of a religious and mythic
tradition. These rhythms generated meaning for those who attended to them.

But nowadays very few Jews live within that myth any more. ‘Myth’ is here
used in its original sense, where it represents something not opposed to reality
but the most important form of collective thinking, a true revelation of reality
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in symbolic form. We Jews have largely lost that sense of being enfolded in a
containing and sustaining myth-that whatever misfortunes threatened or
transpired, God was in heaven and His people had a purpose and destiny on
earth. The Enlightenment made severe inroads into this myth, and for many
the Holocaust represents the radical break with the pieties and certainties of
the past.

Present-day Western Jewish identity is fraught with ambiguity. As a minority
in an open society which is experienced as both welcoming and threatening,
contemporary Jews—whatever their degree of affiliation to, or distance from,
the Jewish community-struggle with a series of tensions: between past and
present; between tradition and modernity; between the individual and the
community; and in particular, as we will now see, between the individual and
the family. It is against this background that specific Jewish mental health
problems need to be understood.

“THE CRACKED CRUCIBLE’: JEWISH PSYCHOLOGICAL HEALTH
TODAY

Modern Anglo—Jewish life contains some self-evident truths. The old stable
pattern of family life-with an extended generational network spanning
grandparents to grandchildren—is breaking down with a rapidity which leaves
many bewildered and angry. Over the last decade the statistical litany has become
familiar: one in three Jewish marriages end in divorce; nearly 20 per cent of
Jewish children experience the breakdown of their parents’ marriage; one in
three Jews who marry, marry ‘out’; less than half the Jews who marry do so in
a synagogue; each year Jewish marriages are outstripped by Jewish burials; the
annual birth rate is roughly two-thirds of the death rate. Overall, Anglo-Jewry
is an ageing community shrinking numerically as the number of children born
becomes insufficient to ensure the community’s long-term continuity. This
scenario makes us regretful about a past which seems beyond retrieval, confused
about the present, and uncertain about the future.

These trends are unlikely to be reversed. From the ultra-Orthodox enclaves
to the most assimilated suburban or rural milieux, all sections of Anglo-Jewry
are subject to these pressures. Chief Rabbi Jonathan Sacks is by no means the
only contemporary voice arguing for a return to traditional values in which
‘the family is the crucible of the Jewish future’. ¢

Yet no amount of moral exhortation will change what is now happening
within so many Anglo-Jewish families. The crucible is already cracked. What
we are witnessing is the degeneration of the Jewish family as an incubator of
purpose. The family as the social entity that embodied and enacted the collective
ideals of the Jewish people is being replaced by a fragmented individualism.

Anglo-Jewish families are suffering from a psychic fatigue, where the natural
stresses of family life become strains which threaten to lead to fracture. A gap
has developed between the fantasy of what a Jewish family ‘should’ be and
how we actually live our lives. The idyllic scenario of the joyful Friday night
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meal, with relaxed family members celebrating together in Sabbath peace, rarely
happens in reality. Instead, there may be exhaustion, rows and recriminations
as the week ends and the accumulated frustrations spill out There can be
moments of respite, and some weeks are calmer than others, but then the
bickering returns, or the angry silence, or the hurt withdrawal. Not all the
time, and not all of this in every family. For, as Tolstoy wrote, ‘all happy families
resemble one another, but each unhappy family is unhappy in its own way’. 7

In the past, through nurture and respect, work and discipline, education and
celebration, the continuity of Jewish life was ensured through family life. But
the idea of the family is now at war with the realities of emancipation and
equality. For many Jews the family as traditionally conceived is no longer a
source of nourishment and personal affirmation. For some it has begun to feel
like a miniature totalitarian system. Once authoritarianism replaces tolerance
and respect for differences, once the necessary adaptability feels too threatening,
the family can no longer sustain its purpose.

So when we look at what is actually happening inside our families and to
our families we see ourselves poised between evolution and disintegration.
Reticence about personal matters is normative English behaviour, and in Anglo-
Jewry this is combined with traditional Jewish self-deprecatory stoicism in the
face of hardship: ‘Don’t worry about me...it’s not so bad really...it could always
be worse.” But in the privacy of their homes some Jewish families are carrying
levels of pain which those outside the family may rarely see.

Doctors’ surgeries are full of Jews with what are often, at root, psychosomatic
complaints—a proliferation of backaches and chest pains and tension in the
neck. But who is on our back? What is the source of our heartache? Who is the
pain in the neck? Perhaps we do suspect sometimes that our heartburn doesn’t
come solely from the food we eat. And we know that the consulting rooms of
psychiatrists and analysts and therapists are full of Jews who are depressed,
Jews who are anxious, Jews who are neurotic, Jews with eating disorders...
and it is no joke. The ill-health of British Jewry is not only a metaphor.

Non-Jews continually refer to the warmth and closeness of Jewish family
life. We enjoy their feeling of our distinctive family life, for it corresponds to
our own wishful thinking. That there are great strengths and much potential is
indisputable. But the perception of outsiders does involve an idealisation, and
one with which the Jewish community is eager to collude.

This idealisation leads inevitably to the marginalisation of those who do not
fit the conventional picture: the divorced, the widowed, the unattached young
and old, the outmarried, the infertile couples, the 5 per cent of the community
who are not heterosexual-that whole plethora of groupings who are rendered
invisible when ‘the Jewish family’ is lauded as the standard-bearers of ‘authentic’
Jewish living and the key to Jewish survival.

With the dissonance between the idea of the family and its reality becoming
increasingly clear, our problem is to separate the life-affirming aspects of the
family from the dead weight of the past. Of major relevance here is the new
consciousness carried by Jewish women.
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Male Anglo-Jewry is frightened of the power of women. Clearly, this is a
phenomenon which is not confined to the Jewish community. But for religious
and cultural and historical reasons, male fear of the creative and destructive
potential of women has specific resonances in a Jewish context.

The lack of equality in the religious sphere does not need detailing here.
Whatever the theoretical apologias given for their ‘separate-but-equal’ status,
the experience of many contemporary Jewish woman is that they are
marginalised by the male hegemony over Jewish religious practice. This spills
over into the secular sphere and it also creeps into the dynamics of family life.

There is a historical dimension to this. Of necessity, many of the immigrant
generation of Jewish women (who arrived in Britain in the twenty years on
either side of 1900) worked outside the home. And although the tradition of
the scholar-husband supported by his working wife is now to be found only in
a few enclaves of Anglo-Jewry, it seems that the ethos of the Jewish working
woman still predominates.

Yet the post-war generation of women, who along with their Gentile
contemporaries in the emerging middle class tended to focus their energies on
the home and the family, suffered the inevitable frustrations associated with
this denial of their potential. The next generation of Jewish women have re-
asserted their desire to be more than Jewish wives and Jewish mothers. In this
they share in the contemporary re-evaluation in Western society of the role of
women.

Nevertheless, in spite of the new ethos of liberation, the anger in Jewish
women can often be immense (though camouflaged), as well as the hurt and
sadness beneath it: about the lack of male support; or the inequalities and
unfairness of traditional roles and expectations; or how their own mothers
undermine(d) them through an unconscious envy of their daughters’ freedoms
and opportunities; or how their fathers were too busy to give them the necessary
attention or feeling of feminine worth.

Some of this is, of course, shared with Gentile women, yet the anger in
Jewish women at the repressions to which they are subjected—whether it be in
the family or the community—is an inevitable consequence of a system of
traditional values which seeks to assign a place to them without recognising
and valuing their own autonomous desires. When the woman’s strength, equality,
authority, potency or sexuality are denied, she becomes—necessarily—destructive.
Being rejected causes her to turn her energy into that which must destroy in
order to create something new.

Conventionally, it is estimated that 70 per cent of patients with manic-
depressive psychosis are women, '* and in a 1983 study of Jews and mental
health in Britain, ¥’ it was found that although rates of admission for Jews are
not unusually high, Jews were low on schizophrenia but over-represented in
manic-depression, the classic Jewish form of presenting distress. Jews in the
United States have also been found to have significantly higher rates of major
depression than Protestants or Catholics. 2° A recent study in London 2!
highlighted a tendency for depressed Jewish patients to present predominantly
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hypochondriacal symptoms, a phenomenon which put them at risk of
misdiagnosis and inappropriate treatment.

In an earlier cross-cultural study, 2> depression in Jews was linked to having
a weak, non-assertive father; a loosening of ethnic or communal links; and a
reduction in religious affiliation. Although Jews and Protestants did not differ
in rates of hospital admission for depression, ‘whereas depression in the
Protestants was linked to inner-directed hostility around self-reproach and guilt,
in Jews it brought out outer-directed hostility aimed at non-Jews’. 2

The author of this study suggests that Jews may be carrying considerable
repressed anger stemming from experiences of persecution and anti-semitism.
My own clinical experience suggests, however, that persecutory feelings which
originate within the patient’s own parenting are often displaced into, or projected
on to, such external figures, groups or issues. So, to give an obvious example,
fantasies or dreams of Nazi persecutors may indeed be the residue of real trauma;
or an anxiety based on an awareness of current manifestations of anti-semitism;
but they may well turn out to be a distorted expression of an individual’s private
pathology cast in imagery culled from the collective historical memory of the
Jewish people. For the mental health practitioner, the need to help the patient
discriminate between—as well as trace possible connections between—individual
and collective Jewish hurt is crucial, but sensitive, work.

Part of our problem is that anger is seen as a Gentile emotion. Historically,
Jews saw themselves as the victims of that anger. And if Gentile anger wasn’t
directed outwards in the form of crusades and pogroms, then it was turned back
inside their own families, where cruelty, violence and murder were felt to be the
norm. Of course we would never have feelings like that—Jews aren’t like that’.

It is hard to assess how much of this perception still prevails in the Jewish
mind. Often we deflect our anger into irony or humour: ‘Jews don’t get angry—
they have broigus.” (In every extended Jewish family there is someone who is
broigus with another member of the family. Broigus is an untranslatable Yiddish
word signifying smouldering disgruntlement where one feels slighted and
offended by somebody’s words or actions, usually years ago. And what makes
matters worse is that they don’t even know about it.)

And yet Jewish anger is all-pervasive, for anger is one response to fear. And
we are a frightened community. Since the Holocaust, Jewish survival has not
been able to be taken for granted. We glimpsed the abyss. We could have
disappeared. Into nothing. A puff of smoke. The end.

Echoes of that trauma reverberate within us. We feel the fragility of Jewish
continuity. And we feel it in our families. We feel that the continuity of the
family is constantly under threat. A child leaving home; a youngster becoming
less religiously observant—or more soj; a student changing course in mid-stream
away from what the family had hoped for; the choice of a different career from
what had been expected; a change of career in mid-life; a non-Jewish partner;
no partner at all.

On one level this is a long way from the Holocaust. But when we feel deep
within us that survival and continuity hang on a thread, we react with defensive
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outrage to anything that hints at a departure from the behavioural straitjacket
we feel we have to wear to maintain our sane survival. Our history has ensured
that each generation will keep its anxious eye on its physical survival into the
next generation.

Sometimes it is as if family members experience themselves as parts of a single
body. In medieval literature, including Jewish texts, one of the most popular
images used to describe the community was that of the human body. 2* So it is
that mental health practitioners who work with Jewish clients will often hear
this imagery emerging, especially when the family unit feels that it is under threat.
Attacks on the ‘wholeness’ of the family ‘body’ can come from many quarters:

Intermarriage, the break up of a marriage, or even a child leaving home, is

experienced, by one or more members, as the amputation of part of the

body.... For the family who are over-identified with each other, this may be

felt to be more than a rejection of values, rather a rejection of everything
> 25

they ‘embody’.

The atavistic impulse to keep the family together means that the necessary
separation from parents by the next generation can become a deeply traumatic
experience for all concerned. The over-enmeshment of Jewish families can mean
that parents, while consciously wishing for their children’s success and
independence (‘now they’ve gone we can take an extra holiday on what we
save on phone bills’), may unconsciously fear or resent or envy that same
independence. Feelings of emptiness or rejection or anger can be hard to
acknowledge when one is supposed to want all the best for them.

A parent’s difficulties in facing separation can lead to different forms of
manipulative or controlling behaviour. This characteristic difficulty in Jewish
families of parents letting go of their offspring means that the children in their
turn may find separation difficult because of the guilt feelings it arouses.

It is not only that the child realises the parent’s own unacknowledged need
and feels called upon to continue to meet it. But if the child does nevertheless
assert her or his independence, then they have to face the disappointment of
the parent(s). This is hard enough when it is spoken about openly, even harder
when nothing is said directly. Then the parent may rely on a range of sighs,
innuendoes, or tones-of-voice that may have become so habitual that they
constitute a way of life.

When children assert their own separate individuality there is a frightening
awareness that has to be kept at bay—that separation involves destruction. (And
has there not been enough enforced destruction of Jewish ties in the past?) In
the absence of this awareness the child, now an adult, feels the need to
continually pacify (‘I wouldn’t want to hurt them’) and to ‘make things good
again’-that is, to keep the peace which is threatened by that assertive drive to
grow up and be separate. When a parent cannot let go, the child can only break
away-or become depressed.

Sometimes the anger at the smothering expectations of parents becomes
directed by the child, or adolescent, or adult, against themselves. This leads to
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the depressions, the eating problems and disorders, the use and abuse of
tranquillisers, alcohol or drugs, and the psychosomatic complaints that have
become so prevalent in Anglo-Jewry. Self-destruction is the alternative to the
destruction of the unconscious ties to parents.

Of course, these dynamics happen in non-Jewish families too. But our
historical experience—the struggle for survival, the sacrifices made, the hopes
invested in the next generation—means that the guilt-inducing, controlling Jewish
parent is not only a stereotype. The wish to control is a defence against inner
feelings of failure and worthlessness. And it is one response to our collective
fear of helplessness and powerlessness.

Often in Anglo-Jewish families the pressures towards professional or business
success—and academic success for the children—are inextricably intertwined with
a deeply felt need for some kind of security in the face of the uncertainties of
the world. In particular, the Holocaust has taught us that, for Jews, whatever
the success we make of our lives, everything can be taken away in the twinkling
of an eye. To live with this knowledge causes us too much anxiety to bear. We
have to shut away our pain, our insecurity, our fears. And meanwhile our souls
weep. For the deepest fear is about loss—loss of meaning.

THE QUEST FOR MEANING

Attempts to blot out the anguish in the souls of Anglo-Jewish families can take
many forms. We are hungry for meaning. We nurture ourselves on our
achievements and our activities and the distractions we invent. Predominantly
though, salvation is sought in financial or material security: shares, insurance
policies, investment in bricks and mortar, a proliferation of possessions, the
latest fashions in clothes or cars or home computers, something to hold on to,
physical and tangible when the inner world goes.

It is in paradoxical relation to this that we can also note how during this
century Jews have been in the forefront of attempts to explore the psyche, to
investigate the ‘inner world’, to help to find or create meaning in a world grown
uncertain of meaning, or the sources of authority from which meaning could
derive.

If Freud was the Jewish father of psychoanalysis, then Melanie Klein was its
Jewish mother. These intellectual products of bourgeois Vienna, followed by
their analytic disciples, have had an enormous impact on our capacity for
introspection. As well as catalysing developments within the analytic tradition
itself, these Jewish progenitors of psychoanalysis enabled succeeding generations
to develop, adapt, and build upon the original insights, but to do so in some
radically differing directions. Many of these developments illustrate the creative
necessity for children to break away from parental mores and to move off-
respectfully or defiantly—in directions where the ‘parents’ could not or would
not go, even in directions that the ‘parents’ might condemn or feel betrayed by.

These Jewish “children’ form a roll-call of twentieth-century psychological
innovators. Wilhelm Reich worked actively with the body and sexual energy,
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which led to the development of bioenergetic therapy by Alexander Lowen
and Stanley Keleman; Karen Horney and Erich Fromm developed the social
and cultural dimensions of analytic understanding; Jacob Moreno created
psychodrama, Fritz Perls gestalt therapy, Arthur Janov primal therapy, Abraham
Maslow transpersonal therapy, and Roberto Assagioli psychosynthesis.
Holocaust survivors Bruno Bettelheim, Eugene Heimler and Viktor Frankl
developed existential therapies devoted to helping people find a sense of meaning
and purpose in their lives.

Many of these re-acknowledged the spiritual dimension in interpersonal work
and in the psyche which Freud and Klein had disavowed. ¢ Many of them too
were drawing, unconsciously perhaps, on earlier rabbinic and Hasidic models
of interpersonal work and intra-psychic understanding. 2’ All of them, questing
after meaning, saw ‘mental’ health as only part of that broad and richly textured
tapestry which constitutes our human nature, impossible to fully comprehend
and impossible to stop trying to comprehend.

And all of them might have relished this final enigmatic tale by the master
story-teller and manic-depressive Rabbi Nachman of Bratslav, which raises
questions about mental health, about those cared for, and about the carers—
questions which, fittingly, the story refuses to resolve.

It is the tale of a prince who became mad and imagined he was a turkey. He
took off his clothes, sat under the royal table and refused all food except oats
and crumbs. The king, his father, brought all the doctors of the land to him,
but none could cure him. At last a wise man came and undertook to cure the
prince. Immediately the wise man took off his clothes and sat under the royal
table next to the prince, and began to scratch amongst the oats and crumbs.

The prince asked him: “Who are you and what are you doing here?’ The
wise man replied: ‘And who are you and what are you doing here?’ T am a
turkey,’ said the prince. ‘And I am a turkey too,’ rejoined the wise man. So the
two turkeys sat there together till they grew accustomed to one another.

One day the wise man asked the king to hand him a vest. He put it on and
said to the prince: ‘Do you imagine that a turkey is not allowed to wear a vest?
He is, and it doesn’t make him less of a turkey.” The prince took his words to
heart and consented to wear a vest also. After some days the wise man called
for a pair of trousers and said ‘Do you think that just because one is wearing
trousers, a person cannot be a turkey?’ The prince agreed with him and it went
on like this until they were both fully dressed.

The wise man then asked for some human food to be brought from the
table, and he said to the king’s son: ‘Do you think that just because one eats
good food one cannot be a turkey?’ After the prince began to eat like a human
being, the wise man asked: ‘Do you imagine that there is a law that a turkey is
only to sit under the table? It is possible to be a turkey and to sit at the table
itself.” The prince accepted this, stood up, and walked about thereafter like a
human being, behaving like one in every respect. In this way, the wise man

healed him.
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CONCLUSIONS

Jews are, historically and existentially, iconoclasts. Perforce, we have grown
into natural doubters of the world’s certainties, underminers of received opinions
and truths. We have a pious disbelief in truths too readily accepted,
understanding too easily gained. Because we prefer the open-endedness of
questions to the fixed formulations of answers, we retain an ambivalence about
conventional notions about what constitutes mental health or mental illness.

Just as biblical thought subverted traditional boundaries between ‘madness’
and ‘sanity’, and later rabbinic thinking assumed a complex and fluid
relationship between psyche and soma, so the psychological approach to mental
phenomena of Freud and his analytic disciples undermined conventional notions
concerning the aetiology of morality and sexuality. Yet side by side with this
one can also observe the Judaic compassion towards—and attempts to
understand-those individuals who suffer from emotional and psychological
distress, whatever its provenance.

Contemporary psychological ailments and disease among Jews need to be
viewed against the backdrop of those particular collective pressures which
individual Jews experience-sometimes consciously, though mainly
unconsciously—within modern society. We are, in today’s jargon, an ‘ethnic
minority’; and at one and the same time we experience ourselves as both fully
integrated into a multicultural society, and as potential victims. Memories of
the Holocaust have both a painfully real, and an anxiety-provoking symbolic
presence within the community. We live with a legacy of fear and anger. Much
of this is somatised or projected.

We live too with an increasing dissonance between an idealised Jewish past
of loving family security and values, and the fragmented individualism of
contemporary Jewish family life. We feel that as a community we are poised
between evolution and disintegration: perhaps manic-depression within the
individual is a symbolic expression of this underlying collective tension. Perhaps
too there is more than a figurative connection between the failure of the Jewish
family to adequately ‘feed’ its members with a sense of identity and purpose,
and the increasing incidence of eating disorders. Contemporary Jews are hungry
for meaning—and frightened of that hunger, gnawing at their souls.

So, we fear for our continuity, and we fear a loss of meaning. The crucible of
the Jewish family, formerly the incubator of purpose, the context in which the
ideals of the Jewish people were embodied and which generated the nurturing
environment enabling those ideas to be enacted within the wider society—this
crucible is cracked. And, inevitably, when the psychic fatigue of the family
becomes strains which lead to fracture, it is the individual who suffers: adult
men and women, teenagers, children, unable to function without feeling varying
degrees of psychological or somatic distress.

Yet, as Arthur Miller has one of his characters say, ‘Jews have been acrobats
since the beginning of the world’. 2 Our physical and emotional health has
always balanced precariously between our dependence on the goodwill of others
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and our own capacities to generate meaning and understanding in our individual
situations and collective settings. And part of our balancing exercise has been
that alongside the ameliorating rigour of the scientific and medical approaches
to mental phenomena, we Jews also approach the mysteries of the human mind
and the complexities of the human personality through stories and parables,
through metaphor, through whatever allows the ambiguities of human life room
to breathe and the psychic scars of human life time to heal.
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Chapter 6

Psychosocial factors and the genesis of
new African-American religious groups

Ezra E. H. Griffith and Khalipha M. Bility

INTRODUCTION

The psychosocial origin and evolution of black Christian groups have been
neglected in studies of new religious groups, despite the significance of such
groups in the black community. This chapter seeks to clarify the conditions
that facilitate the emergence and development of new black Christian groups
and to explain the characteristics that differentiate black from non-black groups.
Data available about one well-known African-American movement are
examined to test our ecological model of black church group development.
This model suggests that black groups emerge under specific structural and
psychosocial conditions and evolve in three distinct, yet overlapping phases.
We posit that while all Christian groups share several fundamental
characteristics, the attempt to produce a creative synergy between the quest
for secular power in a white-dominated society and the struggle for spiritual
or religious emancipation distinguishes black from non-black groups. We
suggest that this framework is useful for understanding the roles of black groups
as a psychological and healing resource in the black community.

Religious groups have captured the attention and interest of theologians,
behavioural scientists, psychiatrists, and health practitioners for a long time.
This has occurred particularly because such new religious groups often have
been a crucible for examining the interactions of religion and healing (Galanter,
1989a; 1989b; Griffith and Mahy, 1984). By new religious groups, we refer
objectively and without disparagement or praise to the emergence of a gestating
or recently established religious group having some distinctive philosophy. We
intend no reference to the normative religious groups that embrace the traditions
and rituals of well-established churches. Furthermore, we agree with Washington
(1973) that a new group may ultimately evolve to acquire the status of a sect
and eventually even become an established church.

Despite a long and rich history of scholarship on new religious groups,
African-American groups have received comparatively less attention in the
literature. In fact, recent reviews about new religious groups once again did
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not adequately attend to black groups in the United States (Galanter, 1989b;
Group for the Advancement of Psychiatry, 1992). This lack of attention creates
a vacuum in our understanding of a very important aspect of the black
experience, one we think deserves to be filled for scientific, health and social
policy reasons. Moreover, the ubiquitous nature of black Christian groups,
their influence on black religious traditions (Genovese, 1976), and the impact
of the new group’s activities on many aspects of black community life (Rohter,
1992) are reasons that warrant studies of new black groups. Also, the diversity
of such black religious groups suggests the need for systematic study in relation
to religious groups in other minority communities.

Historically, new black religious organisations have had considerable impact
on the religious, political, socio-cultural, and psychological dimensions of black
life in the New World (Baer, 1984; Williams, 1974). Over the years, this has
been evident in examination of groups in the United States (Fauset, 1978;
Sessions, 1989; Washington, 1973), such as the Universal Negro Improvement
Association founded by Marcus Garvey in the 1930s; Daddy Grace’s United
House of Prayer for All People and Father Divine Kingdom in the 1940s; The
Nation of Islam under the leadership of the Honourable Elijah Mohammed in
the 1960s; and more recently, the Imani Temple organised in Washington, DC
by the Reverend Stallings, a former Catholic priest. In the Caribbean and South
America, the impact of such new groups has been witnessed through the
Rastafari in Jamaica; Vodun in Haiti; the Spiritual Baptists in Barbados and
Trinidad; Espiritismo in Puerto Rico; and Umbanda in Brazil (Glazier, 1983;
Goodman et al., 1982; Lovelace, 1988; Simpson, 1980).

We think the study of new and established religious groups provides a window
of opportunity for understanding significant dimensions of black community
life. The work by Griffith and colleagues on the Barbados Spiritual Baptists
(1984; 1986) and black Churches in the United States (1980; 1981; 1984)
concluded that in some cases black religious rituals and group membership
may promote psychological well-being among members of the group. But we
well recognise that these linkages to health are but one aspect of the functions
of new black religious groups, which for years have contributed to community
life in the areas already mentioned. Still, we shall insist that the connection to
psychological well-being is not to be down-played or underestimated; these
groups are as powerfully attractive through their religious dimension as through
their promise of a new psychological state for their members.

In this present work, we wish to re-examine the socio-cultural conditions
and psychological forces that facilitate the emergence of new black Christian
movements. We do so by analysing psychiatric reports and historical data on
the Father Divine Kingdom Group because the group embodies basic
characteristics of a new black religious movement. Established in the Harlem
community of New York City in the 1920s, the group flourished during the
Depression of the 1930s. We think analysis of this group will help us understand
how similar institutions emerge and evolve in the African-American community.
We posit that the context of the interactions between blacks and whites form
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the bedrock for the development of important psychosocial conditions that
then facilitate the evolution of a new black group.

We describe an explanatory model that is useful in understanding how the
new black religious group is established, the factors that facilitate differentiation
of the new group, and elements that mark the transition of the group to a specific
movement with distinctive rituals and an idiosyncratic religious philosophy.
Factors that favour or negate success of the new group are also examined. We
think this model may be applicable to the understanding of contemporary black
groups, such as Stallings’ Imani Temple and other new religious groups
throughout the United States. Over the last twenty-five to thirty years, socio-
political developments in the United States and Britain, particularly regarding
questions of racism and economic inequality, have had considerable impact on
Afro-Caribbean culture in islands such as Barbados. We suggest, therefore, that
this model may also be helpful in understanding the development of Afro-
Caribbean movements like the Barbadian Spiritual Baptist Church.

MODEL OF DEVELOPMENT

The two dominant paradigms or models developed from research on new
religious groups do not adequately portray the complex evolution of new black
religious groups and their place in black community life (West, 1989). The
‘Utopian’ paradigm depicts groups as a congregation of kindred spirits searching
for truth under benign guidance; whereas the ‘Inferno’ paradigm invokes images
of a rebellious counterculture or satanic group on the path of self-destruction.

We think the development of black Christian groups reflects the commingling
of a dynamic process in which the forms and functions of the religious
movement are shaped by the group’s internal needs and by external socio-
cultural changes occurring in society, particularly within the black community.
This mixture of internal and external processes may enable the group to
establish a distinctive dogma that responds to the psychological, emotional
and spiritual needs of its members.

The evolution of the group takes place in three relatively distinct, yet
interactive, phases that are often initiated with the estrangement of a charismatic
leader from a normative church to establish a new religious group. These phases,
labelled predisposing, empowering, and operational, recapitulate the underlying
socio-cultural conditions and psychological forces that blend together finally to
determine the theological outlook and spiritual vision of the particular black
Christian group. Furthermore, these phases should not be seen as rigidly
separated, but as overlapping sequential stages along an evolutionary continuum.
Although a complex array of reasons account for the development of any new
black religious group, we think a central driving force is the adherents’ socio-
cultural preference and psychological need for belonging to a religious community
that explicitly celebrates religious rituals and expressions of spirituality rooted in
their black heritage. Membership in the group is nurtured through strong links
between a sense of black identity and the possibilities of empowerment in religious
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and secular affairs. The predisposing phase is crucial for identifying the specific
socio-cultural conditions favourable to group formation.

Predisposing phase

Human misery in its various forms—material deprivation, economic hardship,
unemployment, poor housing-are important conditions that often characterise
the predisposing phase. But these elements carry additional significance because
they are perceived by disadvantaged blacks as being linked to their racial status.
Our model depicts the significance of the powerlessness—racism nexus for
understanding how emerging groups respond to both physical and psychological
suffering. In this context the embryonic movement issues a call to power to improve
life conditions and heal psychologically. But the call is also offered to improve
the lot of blacks suffering acutely in a racist environment. For these reasons, the
poorest segment of black society is often attracted to emergent black groups.

We postulate that poverty, in conjunction with the reality and perception of
racial oppression, predispose black individuals and groups to accept new religions
or ideas that they find compelling in light of their circumstances and conditions.
Griffith and Mahy (1984) have demonstrated that this religious or spiritual quest
for a more satisfying reality promising material well-being has the potential to
heal psychological pains often associated with poverty. These healing effects may
be mediated by the group’s message of hope even when conditions of poverty
remain intractable. Indeed, just the promise of material comfort and spiritual
salvation may be important enough to the black individual’s sense of well-being
to overcome the frustrations of poverty—at least temporarily.

Simpson and Yinger (1972) have suggested that the desire for material
progress and a heightened sense of personal self-esteem is a historic feature of
successful black Christian groups. Although a new group may not offer practical
and feasible solutions to the conditions of deprivation, its clear sympathetic
identification with the sufferers helps to establish emotional ties to the new
group. These ties symbolise a call to power in a context that is controlled by
the group leader. The message, rituals, and songs developed by the new group
often symbolise this emphatic identification with oppressive conditions in the
temporal experiences of group members.

A significant step in the predisposing phase is the emergence of a charismatic
individual who will generate considerable appeal among disadvantaged
individuals. Initially, the leader is often an individual crying in the wilderness
of desolation and racism, bearing witness to the fact that whatever the situation
of scorn, poverty, rejection or powerlessness, the new group is a clear means
for self-determination and ultimate redemption. The messenger and messages
are personified in the group leader’s call for secular power and spiritual
emancipation in a setting controlled and defined by an autocratic leader.

While poor social situations are necessary conditions for creating a terrain
that predisposes individuals to join a new group, a special individual must step
forward to lead. One factor without the other may result in sustained hardship
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and likely failure. Charisma, narcissism, entrepreneurship, zeal and determination
are often characteristic of these individuals who provide such leadership.

We are suggesting that the formation of the new African-American religious
group requires more than the feelings of anomie that Levine (1979) described
among members of white emerging groups. We think a unique characteristic of
the new black movement is linked to black adherents’ feelings about the race
problem and the quest for alternative routes to empowerment outside the control
of whites.

Often, the departure of the group leader from an established religious
organisation marks a critical period in the predisposing phase. Once independent
of the established church, the leader often displays extraordinary capacities of
entrepreneurship and clever management that, once judiciously employed, lead
naturally to the next stage of group development that is the empowering phase.

Empowering phase

Central to the empowering process is the creation of a context in which
individual group members are socialised to practise the teachings and doctrines
articulated by the movement’s leader during the earlier predisposing phase.
The group leader finds fault with existing social, political, economic and
theological institutions. Typically, in relative obscurity, the group leader acquires
a band of loyal followers who seek to build their lives outside of society’s
mainstream institutions that have apparently not responded to the needs of
group members. The leader points out to would-be members that the old
institutions have not served them well and simultaneously urges their allegiance
to the new group. Members are invited to relinquish conformity to society’s
norms and values that are in conflict with the group’s.

Often, this journey is attended by hardships and pitfalls. However, leaders
of the black group often interpret such difficulties as indicators of individuals
who lack commitment or as obstacles created by an unenlightened humanity
(Clark, 19635).

Successful group leaders exhort individuals to reframe their perceptions of the
real conditions in which they live to fit the group’s world view. This exhortation
is intended to place the group at the centre of the individual’s life. The leader
must succeed in convincing a number of individuals that the new programme is
viable and that collectively they are capable of succeeding. The group members
must experience the acquisition of a new power that is often characterised by an
epiphanous experience, psychological transformation, spiritual rebirth or special
healing that may come soon after entry and acceptance into the group. Finally,
new members who recall this special contact with the divine claim that they are
better able to communicate about the group and the personal sense of security,
hope, and happiness derived from group membership (Levine, 1981).

The group must also foster organisational coherence, as it tends to develop
a family feeling and social structure. New groups that have these characterics
tend to function increasingly and progressively better. The leader will, of course,
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rely on the adherents’ improved ability to communicate as a cornerstone of
the group’s drive to recruit new members and foster solidarity within the group.
Growth and expansion can lead to the third level of group formation, the
operational phase.

Operational phase

The most significant task of the operational phase is to use the new group’s
resources to transform the group from a marginalised religion into an institution
with some staying power. New Christian movements that successfully make
this transition become a true social system, capable of making and enforcing
rules and dispensing rewards and sanctions. This process is very critical for the
survival of the group.

The confluence of godly ideals and the quest for earthly power in places
owned by the new group is the hallmark of the operational phase. The
transformation of conditions and situations of powerlessness to power requires
that the group operationalise its programmes. The survival and viability of the
group depend on how this is done within and outside the group, The group
must demonstrate: efficacy of its programmes; ability to maximise social leverage
of the group; potential for increasing the group’s legitimacy, linkages and
networks; capacity to build solidarity within the group; means of increasing
organisational and financial resources; the development of skills that maximise
the recruitment of new converts and the retention of old members. In this phase,
communication with the public through the group’s newspapers, radio
programmes, or other media becomes prominent.

In return for substantive allegiance to the group, members are often provided
with food, shelter, clothing, security, a social structure, a sharper sense of identity,
and a simple, but coherent belief system. Social welfare and economic self-help
are common aspects of black groups. All this is clouded in the mystery of the
group’s rituals and an intense emotional appeal that is sometimes
incomprehensible to outsiders.

In essence, the operational phase seeks to create and provide the physical
infrastructure, spiritual atmosphere, and emotional context for the movement’s
members to practise their beliefs and values, without hindrance from outsiders.
Within the confines of an institution, the new group moves to overcome the
constraints tending to circumscribe the practice of its values and beliefs.
Particularly at this stage, the new movement may be the target of retaliation
from the larger society.

Faced with internal and external threats to its very existence, there are several
potential outcomes: the group sustains growth; it may become dormant but
remain alive; or it may degenerate and finally die.

As we shall see, competing institutions may seek to destroy the new group
through legal and/or illegal means. Nevertheless, it is hard to predict how long
the initial operational phase lasts for any particular group.
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THE FATHER DIVINE MOVEMENT

In 1876, Father Divine was born as George Baker to Gullah parents who were
ex-slaves near Savannah, Georgia. He was raised in extreme poverty and amidst
the broken dreams that plunged most blacks into the mire of misery in the
wake of unrelenting oppression of the post-Reconstruction era. Religion was a
potent solace and distraction from afflictions of body, mind and spirit. At this
time, Mysticism and Pentecostal religion were taking root among blacks. Many
responded to the union of religion and political process as an answer to their
inhumane conditions (Parker, 1937).

In the early 1900s, George Baker left Georgia, following the Holiness and
mystical route, only to return to Valdosta, Georgia as “The Messenger’ in 1913.
Political and religious persecution forced him to flee from Georgia to Harlem,
New York City. In Harlem, he began to respond to the yearnings among blacks
for spiritual wholeness with ample food, shelter, and dignity here on earth. In
Sayville, Long Island, he began to develop and operationalise a theology based
on the doctrine that identification with the spirit of God required actual changes
in the human conditions here on earth. He taught that one did not have to die
in order to get to heaven.

By 1930, Father Divine had turned the corner from being a curiosity to
becoming an institutionalised phenomenon controlling millions of dollars in
real estate and a following estimated between two and twenty million on five
continents. Lives were changed so radically until disciples could only understand
themselves as being reborn in the ‘Kingdom of God’ (Hoshor, 1936).

It is impossible to know all the forces that moved this diminutive black man
to become ‘“The Messenger’ in Georgia and ‘God among men’ in Harlem. But it
is clear that his fusion of a message of hope in visible action against poverty
and religiosity seemed to satisfy many in the wake of despair and crisis in the
human condition caused by the Great Depression of the 1930s.

Among the myriad and prominent storefront black religions of the early
1900s, Father Divine embodied the central theme of black religion, distinguished
from white religious ethos: the need to create a black ethos that provided blacks
with pride, integrity, freedom, and power to become dignified human beings
here on earth.

Because Father Divine’s Movement set in motion a synergy between religion
and the complex social forces that created the environment in which new groups
flourish, we will apply our model of new group development to his Kingdom
Movement. The model attempts to illustrate how the group evolved from an obscure
storefront revival meeting place into prominent healing communities known to the
faithful as a ‘Kingdom of Heaven’. The group became a means of protection—at
least temporarily and imaginatively—from rejection and discrimination.

Predisposing conditions

The Depression of the 1930s had a great impact on the material well-being of
everybody. However, its effects were most acute in the black community. Between
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1920 and 1940, Harlem was gradually becoming the centre of New York City’s
black community. The influx of blacks from the South, the vibrant Harlem
Renaissance in the arts, the economic hardships caused by the Depression, and
the continuing struggle for civil rights established a context that facilitated the
evolution of black religious groups in Harlem. Gentrification in Harlem,
Philadelphia, Detroit and many cities in the North created circumstances whereby
new religious ideas and values flourished among poor blacks (Osofsky, 1963).

Harlem in the 1920s and 1930s was a community of economically depressed
working people. The various ethnic communities in Harlem resembled hundreds
of poor working communities, but with the added burden of the ‘colour line’
(DuBois, 1967). Nearly 42 per cent of working age black men were unemployed.
As African-Americans gradually replaced whites as the majority population in
Harlem, gentrification and economic opportunities decreased dramatically.

Both rental and residential housing were poor and overpriced. Often, the
price of rental units increased upward of 30 per cent for black tenants in New
York City. So ironic was the housing situation that Adam Clayton Powell noted:
‘The worse the accommodation the poorer the people, and the higher the rent’
(Schoener, 1968).

It was not uncommon for real estate firms to decrease actual property values,
sometimes below 30 per cent of the original value in neighbourhoods that were
becoming black. The resulting decrease in the tax base produced blatant
inequalities in education and other social services. Population increase often
exacerbated these inequalities.

As hundreds of thousands of blacks migrated from the South, the black
population of New York City grew by 66 per cent between 1910 and 1920.
This trend further deepened the employment crisis among blacks. In
transforming the racial status quo in the North, the ‘Great Migration” had two
significant points of impact on the religious life of blacks in the urban North:
the audience susceptible to joining religious movements, such as Father Divine’s
Peace Mission, grew significantly; and black migrants provided a reservoir of
cultural beliefs, religious rituals, symbols and unique experiences that proved
to be useful in organising new religious groups (DuBois, 1930).

Many migrants who came in search of greener pastures were disappointed
with the conditions in the cities. Some experienced psychological and emotional
dislocation as they made the transition from field to factory workers. In this
context, Father Divine referred his followers for employment as waitresses,
gardeners, cleaners, hairdressers, and maids. He established his reputation in
the community for kindness and gentility, despite the fact that the actual number
of jobs he provided was small.

Newcomers encountered life-styles in the North that were far different from
their experiences in the rural South or in the Caribbean. The fusion of Caribbean,
Southern and Northern cultures created a new, more aggressive and dynamic
African-American community in the large, predominantly black neighbourhoods
that were emerging in many Northern cities. In this new environment of cultural
fluidity, religious doctrines became a force for continuity and stability. The
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symbols and rituals of the Father Divine Kingdom were readily acceptable to
many emigrants from the South. For others, the Peace Mission was perhaps the
most direct mechanism for boosting their self-esteem.

In the 1920s, the health status of blacks was poor due to many factors:
inadequate and inaccessible health care, poor education, low income, racism
and poverty. For example, the mortality rate in Harlem was 40 per cent higher
than in the rest of New York City. The tuberculosis mortality rate (a major
cause of death at the turn of the century) was 77 per 100,000 for whites
compared to 300 per 100,000 for blacks. The black infant mortality rate was
124 per 1000 compared to 62 per 1000 for whites. Maternal mortality rate
was twice as high for blacks, compared to whites (Schoener, 1968).

With death and illness ever present, healing was a favoured subject of the
religious songs and rituals of Father Divine’s Movement. Many of the songs
and rituals of the group recalled past and present problems.

Father’s going to save this soul of mine:
Yes, He is, I know He is.
Father’s going to heal this body of mine:
Yes, He is, I know He is:
Father’s going to feed me all the time:
Yes, He is, I know He is.
(Cantril and Sherif, 1938)

Clearly, Father Divine exploited the conditions of the time to make his followers
emotionally dependent. Faith in the power of Father Divine to provide food,
shelter, and healing power provided hope among his followers for improving
their life circumstances here on earth.

Father Divine’s own childhood experiences in rural Georgia may have
strengthened his conviction to lead a moral crusade. Condemning the established
churches, Father Divine preached in 1930:

Men have used religion to keep you in poverty! But I come to break this
band and set the prisoner free... I have brought you down from the sky. We
are not studying about a God in the sky. We are talking about a God here
and now, a God that has been Personified and Materialized, a God that
will free you from the segregations of the segregators.

(Cantril and Sherif, 1938)

This radical confluence of religious and social reform doctrine subtly appealed
to the important concerns and emotions of blacks alienated from the established
church. His effectiveness in the use of language, the simplicity of this belief
system, and his identification with racial progress generated greater enthusiasm
for empowerment.
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Empowerment in Father Divine’s Kingdom

Empowerment in the Father Divine Kingdom was derived from individual and
group phenomena. These twin processes consisted of two components:
testimony and role modelling.

Testimony was a cathartic declaration of powerful and dramatic content.
Our analysis of the content of these testimonies suggests that the individual’s
ego seemed to become undifferentiated as the individual expressed a strong
desire to become one with Father Divine. Typically, testimony consisted of self-
castigation for former sins of adultery, stealing, drunkenness, fornication and
finally, thanking Father Divine for his divine power to heal. Catharsis was the
effective physiological side of the moral and cognitive act of testifying. The
free display of emotions, rhythmic swaying of the body, singing, dancing, praising
Father Divine, and jerking seemed to signal the readiness of recruits to accept
new behaviours and beliefs of the group. The core of this new belief system
included sexual abstinence, a belief that heaven could be created here on earth,
and that Father Divine was God, ‘personified and materialised’ (Bender and
Spalding, 1940). Smoking and drinking were taboo. No medical or dental
attention was allowed, because one was cured of all illness through the divine
power of Father Divine. Husband and wife were separated, and children were
removed from parental guidance and sometimes placed under the church’s
corporate care.

Role modelling was the second element defining the specific behaviour
and dogma reinforced in the empowerment phase. Father Divine’s exhortation,
‘As you are, so am I’ (Cantril and Sherif, 1938), expressed the essence of the
second aspect of empowerment. Among the adherents, the desire to model
belief in Father Divine elevated social status by proximity to God, meaning
Father Divine.

The ethnocentric interpretation of the ideals of ‘Omnipotence, Everlasting
Peace, Race Pride, Self-determination and Racial Justice’ was a major thrust of
Father Divine’s teachings. He taught that only those who followed him zealously
could develop the power to become omnipotent and enjoy life eternal with
him. His advocacy of this linear transference of power from God to Father
Divine and then to his followers was largely accepted in the movement. In one
sermon Father Divine admonished his followers:

Peace everybody, I am unifying God and Man and unifying the heaven and
earth as one man. Therefore I am limitless. Remember this is not confined
to me as a person. It is converted into me as a person. It is a principle that
is convertible into a person and it is just as operative for you as it is for me
but remember you must bring your bodies into subjection. You will be
expressers and manifestors and eventually the time will come when all
mankind shall in reality be the Personification of this identical principle
that I am advocating.

(Bender and Yarrell, 1938)
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While Father Divine did not claim divinity, he did not deny it. He contended:
‘T teach that God has the right to manifest himself through any person or
anything he may choose’ (Cantril and Sherif, 1938). The practice of role
modelling called for the psychic incorporation of the teachings of the group’s
‘messiahs’ into practices of daily living. Role modelling deliberately applied
permeated the lives of new members.

Operational phase

In the many branches of the organisation, called Kingdoms, individuals who
claimed rebirth became ‘angels’. The angels took on new names that were
received by revelation, like Crystal Star, Job Patience, Faithful Mary (Cantril
and Sherif, 1938). These names had both symbolic and ritual significance. They
represented a conscious separation of the individual from the non-group
community with concomitant connection to a new life. In exchange for total
submission, all necessities of life were provided, everything from toothpaste to
white clothes. Meals were served in communal style for all who visited the
movement. In the Kingdoms, the angels gave everything over to Father Divine,
including savings, insurance, personal belongings, and houses. Members were
forbidden to read newspapers or magazines, except those published by Father
Divine, or to listen to radio programmes, except Father Divine’s broadcasts.
Racial segregation was prohibited.

In the operational phase, the group developed a more explicit boundary and
greater internal social cohesiveness, enforced rules and regulations, sanctioned
loyalty, and punished deviance. Activities in the Kingdoms were designed to
enable members to integrate the group’s doctrine into daily living. In Father
Divine’s Peace Movement, the Kingdom provided a setting for worship without
interference from the outside. Bender and Yarrell (1938) described the Kingdom
as a place of contentment:

At the Kingdoms he provides meals and lodging for any and all who come.
No distinction is made between race, creed, or color—all are brothers and
sisters in the faith. One is impressed when visiting his Kingdoms with the
cleanliness, the abundance of food, the order, and the serenity and
contentment of his followers.

The mechanisms for developing contentment and social cohesiveness within
the Kingdom were twofold: denial or rejection of existing family ties and
responsibilities; and integration into a new ‘family’ with Father Divine as
head. Sexual continence played an important role in developing loyalty to
Father Divine by outlawing intimate relationships between adults inside the
Kingdom. The Kingdom became a surrogate family, while Divine urged his
followers to:

Wear the world as a loose garment. Relatives, kin, friends, and all that
may have claims, must be relinquished, and you must deny them if you are
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anticipating inheriting life eternal. It is a matter of impossibility to have
two families. If you have two families one is in adultery.
(Bender and Yarrell, 1938)

Social cohesion fostered through obedience kept members engaged in the
Kingdom. Fear, damnation, mental confusion, and alienation were said to result
from deviations from group norms.

Within the Kingdoms, shared beliefs and social cohesiveness compelled
behavioural conformity, apparently without physical coercion. Nevertheless,
some social control seems to have been exercised since Father Divine controlled
the ‘context of communication’ in the Kingdoms. This control was essential in
order to prevent the expression, within the group, of perspectives contrary to
Father Divine’s.

While there seems to have been no evidence of physical coercion in the
movement, one cannot minimise the potential coercive impact of a group able
to restructure cognitively its members’ views of the world around them and
reorient their values. Bender and Spalding (1940) reported incidents of
psychosocial disorders and a degree of well-being due to affiliation with the
Father Divine movement.

Behavioural reinforcement obviously occurred both informally and through
structured rituals. Meetings were developed to indoctrinate new converts, and
the meeting places were designed to appear coherent and organised. Pictures of
Father Divine were hung on the wall everywhere in the Kingdom.

Language, dress code, and leadership structure were very similar throughout
‘heavens’ in North America. By the mid-1930s, Father Divine had developed
within the group a defined role and model for behaviour, values, speech patterns,
and standards for right and wrong. A core group of disciples sought to model
behaviour for the rest of the ‘angels’.

The process of ‘role-modelling’ initiated in the empowerment phase reached
maturity in the operational phase. Newcomers were encouraged to imitate the
behaviour of individuals who had undergone the ‘angelic’ experience. Progress
from simple imitation to emphatic identification and finally integration into
the group was both individual and institutional. New members’ full identification
with the group peaked with a higher level of psychological and social integration.
At this point, group membership and the personal life of the individual came
together and emerged into a new start both in terms of social position and
perception of self-worth (Larson, 1985).

CONCLUSION

We have attempted here to articulate a theory about the birth and early
development of new African-American religious groups, emphasising first the
elements that contribute to the gradual cultivation of a contextual terrain in
which the new movement can take root. We have pointed out how a charismatic
individual must then step forward and elaborate a philosophy of life and of hope
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that fits well with the terrain of need previously established. This philosophy
must be naturally progressive and positive, but it must also take special cognisance
of the experiences that African-Americans encounter daily in an environment
plagued by racism and oppression. The most basic feature of the emerging black
group is its ability to rely on race consciousness as the road to power in a society
that restricts the pursuit of a meaningful life for black individuals.

We acknowledge several limitations in the exposition of our theory. We have
relied on one Christian group that has been very successful. We are not sure, if at
all, how our theory would fit those groups that have barely gotten off the ground.
We have also paid attention to a major group led by men. At this time, we are not
sure if groups led by black women have some unique elements that differentiate
them from male-led groups. We have also specifically limited our attention to
Christian movements, while being aware that non-Christian religious groups are
alive and doing well both in the Caribbean and major urban areas of the United
States. We think such groups appeal to new membership in fundamentally unique
ways that contrast with techniques used by Christian groups, although some
similarities between the two types of groups do exist.

Another important point to note is that the Father Divine Movement is
practically unheard of today. So we cannot avoid the question as to what factors
ultimately contribute to a group’s demise, even after the group has been in
existence for a long time. But we think it crucial to understand first how the
new African-American religious group manages to make its initial embryonic
steps. And we are obviously of the view that the integration of religion and
psychological healing is a fundamental nexus in the African-American’s use of
a practical church group. Still, what maintains the new group or leads to its
deterioration must be of interest to observers of these movements.

It would be useful in the future to apply our theory to a recently formed
group such as Father Stallings’ Imani Temple located in Washington, DC. Such
a study could help answer questions about the elements that give birth to the
group and what particular characterological features drive the group’s leader
to such impressive leadership activities. It is also possible that what is learned
in the context of a religious movement might have some narrow application to
understanding the birth and success of black, political, cult-like groups.

But that is a step in the future that must await better clarification of the
black religious group. The tenacity of such groups in the African-American
community reinforces the need to re-examine and reinterpret the legacy and
spiritual foundation of the black experience in the Americas. Groups like the
Imani Temple should also be closely studied on a longitudinal basis so that we
can chart its development over decades.
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Chapter 7

Hinduism and Ayurveda

Implications for managing mental health

Dinesh Bhugra

INTRODUCTION

In a book on religion and mental health, it is only right that one of the oldest
religions, Hinduism, and its basic tenets are explored, and the implications for
managing mental illness discussed. Hinduism as a religion has an incredible
variety of expression, to the extent that it has been suggested that it is not
possible to characterise it as a religion in the normal sense, since it is not a
unitary concept nor a monolithic structure, but that it is rather the totality of
the Indian way of life (Brockington, 1992). It will be fair to say that Hinduism
does travel well and its symbols and motifs are seen outside India. What
Brockington is implying is that the Indian way of thinking is inextric