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SPIRITUALITY AND PSYCHIATRY SPECIAL INTEREST GROUP 

Newsletter No. 42, December 2016 



- An official publication of the Royal College of Psychiatrists -

Dear Member, 

Welcome to this edition of the Spirituality and Psychiatry Newsletter, No. 42, December 2016. 

In this issue, you will find texts from the most recent SPSIG conference on Friday, 25th 
November at the Royal College of Psychiatrists, ‘Hallucinations and Spiritual Experience: 
Voices, Visions and Revelation’. Our warm thanks to the speakers for their contributions. The 
event was ably administered by CALC, the College’s Centre for Advanced Learning and 
Conferences, and was at the maximum capacity of 201 delegates. We are sorry to have 
disappointed those on the waiting list, but we hope that the texts provided by speakers for 
this Newsletter will be of interest. 

The next conference of the SPSIG is an open one at the College on 21st April 2017, entitled 
‘Silent Prejudice: Stigma, Spirituality and Mental Health.’ The programme organisers write: 

Sacred scripts of all faiths are peppered with talk of sinners, heretics, infidels, apostates, 
witches, the unclean, lepers, and 'fallen women'. In modern times the Jungian Shadow has 
manifested in the form of mental health stigma, anti-Semitism, 'Islamophobia', homophobia, 
and many other examples of judgmentalism, intolerance, and institutionally-promoted 
division.  

In our psychiatric clinics the fallout from this is present, real, and palpable. Vulnerable 
minorities suffer poor mental health, with their issues being both cause and effect. A vicious 
cycle can perpetuate their suffering, as judgment of difference progresses into the stigma 
associated with the psychiatric symptoms to which such judgment can give rise.  How do you 
hold on to your faith, preserve your dignity, and truly believe in the unconditional love of a 
compassionate God when your own religious institution is directly implicated in causing your 
original trauma? Conversely, frustration with the human frailty of religious institutions can 
result in outright rejection of all that they stand for, with damaging consequences. The Church, 
for example, continues to face a barrage of criticism for its treatment of minorities, despite 
strides having been made to heal the past and heartfelt regret expressed for 'the sins of the 
fathers'. 

This one-day conference will explore these difficult issues and will bring together doctors, 
psychiatrists, service users and faith leaders, to explore how best to promote healing and 
provide spiritual support to those who suffer mental distress due to prejudice masquerading 
as faith. 
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This important conference addresses a painful and powerful theme. Full details will shortly 
be publicised by CALC and also on the SPSIG homepage. Do apply early to ensure your place. 

In this Newsletter you will find our Chair’s Annual Report for the College for 2016. You’ll see 
that the Group continues to thrive, and that after 17 years, our energies remain undimmed! 

As always, please let me have any articles you have written in Word, and send 
to Emma.Jacobson@rcpsych.ac.uk  headed ‘for the attention of Dr Andrew Powell’. 

With best wishes for Christmas and the New Year, 

Andrew Powell (Editor) 

mailto:Emma.Jacobson@rcpsych.ac.uk


From the Chair 

From Jaspers onwards, psychiatry has been strongly influenced by phenomenology. We 
recognise clusters of certain phenomena, make a diagnosis and use it to guide treatment. 
We ask patients if they are hearing voices, paying attention especially to form - for 
example, second or third person, running commentary or thoughts spoken out loud. We 
may be less likely to explore the precise content, except insofar as it indicates symptom 
type.  

The recent conference held by the Spirituality SIG1 on hallucinations gave us a chance to 
re-look at this whole area. We know that hallucinations are not necessarily pathological, 
for example hypnagogic ones or those occurring following bereavement. With our clinical 
bias, we are perhaps not aware just how common hallucinations are in the general 
population. Hallucinations among healthy individuals can be phenomenologically 
indistinguishable from hallucinations in people with schizophrenia. In many spiritual 
traditions, hallucinations have been described with significance for the one experiencing 
them. They include Margery Kempe, who wrote the first autobiography in the English 
language and who appears to have had frequent hallucinatory religious experiences, as 
well as Mother Theresa and Florence Nightingale, for whom mystical experiences appear 
to have been momentous, changing the direction of their life's work. 

Perhaps one of the main messages is that there can be a danger in jumping too quickly to 
any assumption about experiences like hallucinations. On the one hand there is the 
reductionist position of assuming pathology and on the other, an insistence that it is all 
spiritual. Hopefully few psychiatrists today would hold such one-sided views. The 
conference reminded us, nevertheless, that discernment between pathology and spiritual 
significance can sometimes be difficult, especially since both can co-exist in the same 
individual. Phenomenology is useful, but as well as noting the form of experiences such 
as hallucinations, it can also be helpful to maintain an openness to content, for we seek 
not just to treat the symptom but to promote recovery and to foster personal 
development of the patients we serve. 

Dr Paramabandhu Groves 

1 Hallucinations and Spiritual Experience: Voices, Visions and Revelation, 25 November 2016, 
held at the Royal College of Psychiatrists 

3



4 

Hallucinations and Spiritual Experience: 
Voices, Visions and Revelation 

Professor Christopher C.H. Cook 

Hallucinations are experiences of perceptual force that are had in the absence of any actual 
external stimulus. They are generally resistant to voluntary control. Whilst traditionally 
associated with mental disorder they are now known to be common in the general population. 
They not infrequently have spiritual/religious content. 

Spiritual experiences, including religious and mystical experiences, include a wide range of 
experiences, amongst which are perceptual phenomena such as hallucinations, which are of 
spiritual/religious significance. We might define spiritual experiences as in some way involving a 
relationship with the transcendent. Such experiences are necessarily subjective. We cannot know 
about them unless the person having them is willing and able to attempt to describe them. Both 
the experiences themselves, and any written or verbal account of them necessarily involve 
interpretation. Experience is not separable from interpretation. From the very time of having the 
experience onwards, prior assumptions about the world, including spiritual/religious 
assumptions, both shape the experience and become incorporated in accounts of it. 

Voices and visions, as a part of spiritual experience, are encountered in the sacred texts, 
hagiographies, biographies, autobiographies and other texts associated with most, if not all, of 
the world’s major faith traditions. Such experiences are of variable perceptual force and, at least 
in some cases, are not strictly hallucinatory. Even if they are, this does not necessarily invalidate 
the value and significance of the experience. Voices and visions are thus often understood as 
being, in some sense, ‘revelatory’. 

The concept of revelation generally includes some idea of communication with the Divine – 
whether directly or via some intermediary such as a saint, angel, or other spiritual being. To 
qualify as revelatory, there is usually the imparting of propositional information. Revelation may 
be public, and thus shared with a community of faith, or else private and of significance only to 
the individual concerned. When it occurs by way of voices and visions, revelatory experience has 
usually, historically, been considered in some way or another as ‘supernatural’ or miraculous. In 
the contemporary context, various other possible explanations for such experiences may be 
adduced, which do not require attribution to such mysterious forces. However, this does not 
necessarily negate their spiritual/religious significance. 
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By way of example, Surah 4:163-164 in the Quran refers both to the communication of God with 
the prophets and patriarchs and also, explicitly, to the way in which God spoke to Moses: 

We have sent thee 
Inspiration, as We sent it 
To Noah and the Messengers 
After him: We sent 
Inspiration to Abraham, 
Ishmael, Isaac, Jacob 
And the Tribes, to Jesus, 
Job, Jonah, Aaron, and Solomon, 
And to David We gave 
The Psalms. 

Of some Messengers We have 
Already told thee the story; 
Of others we have not – 
And to Moses Allah spoke direct – 

A similar account of God’s relationship with Moses is to be found in Hebrew scripture (Exodus 
33:11; Numbers 12:8), and it is not difficult to find scriptural accounts of God speaking in all three 
of the Abrahamic traditions. Such texts are generally obscure in terms of historical origins. We 
cannot know, scientifically speaking, exactly what the experience of Moses was (assuming that 
he is understood to be an historical character). However, the textual tradition is significant in its 
own right, and is held to be authoritative. Whatever the actual experience of any historical 
Moses, the Abrahamic faiths have a sacred tradition of the communication of God with human 
kind. In some sense or another, God is said to ‘speak’ to his people, and they are said to hear his 
voice. 

This scriptural precedent for the expectation that God speaks to his people – at least sometimes 
– paves the way for believers to have similar experiences. I will only take one such example here
– from the Christian tradition – but there are countless others, some of which will be discussed
in other papers contributed to this conference.

Joan of Arc was born circa 1412, and was burned at the stake in 1431, in fulfilment of the sentence 
passed by an ecclesiastical court convened by the English authorities in France. Her story is well 
known, and there are good biographical accounts of her life, mostly based upon the evidence 
given at the trials which led to her eventual death. Clearly such accounts are not impartial – but 
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they are also extensive and detailed. Joan’s voices were interpreted at the time either as demonic 
or divine, according to the view that one chose to take. These views seem largely to have been 
politically determined. Much more recently, Joan has been canonised by the Roman Catholic 
Church, and at the same time has been diagnosed by various commentators as suffering from a 
psychiatric disorder. Her voices are thus ambiguous, although – whatever one makes of them – 
one can hardly fail to admire her courage of conviction in holding so faithfully to the truth of her 
experience despite such appalling consequences. 

Recent research, such as that conducted by Tanya Luhrmann (Luhrmann, 2012), Simon Dein (Dein 
and Littlewood, 2007, Dein and Cook, 2015), and others, has shown that in at least some 
churches, ordinary Christians today report hearing the voice of God out loud, in response to their 
prayers. Such experiences seem to be not uncommon, albeit they are often infrequent in the lives 
of those who have them. They do not often seem to be like the experiences of Joan, and they do 
not always have perceptual force. However, they are significant for those who have them.   

What are we to make of such experiences? 

A reductionist scientific approach asserts that such experiences are invariably to be explained on 
natural grounds and that they are often (if not always) a manifestation of psychiatric disorder. 
Such explanations have been offered in respect of a wide range of biblical figures and saints, 
including the prophet Ezekiel, Paul of Tarsus, Joan of Arc, Teresa of Avila, and even Jesus (just to 
take some examples from the Christian tradition – see Cook (2012)). Everything is thus reduced 
to the domain of psychiatry, or at least neuroscience. At the other extreme, voices may be 
attributed to purely spiritual phenomena of a more or less miraculous kind. Generally, such 
attributions have been offered selectively, and there is a certain logic to the idea that one ought 
to be able to tell the difference between truly spiritual voices and those that arise from mental 
disorder. However, this view – which in the crudest cases amounts to a differential diagnosis 
between spiritual experience and mental disorder – is problematic. It involves making value 
judgements about other people’s spiritual experiences, and it is not always completely clear what 
the basis for these judgements should be.  

In many cases, it seems to be assumed that in the absence of diagnosable mental disorder the 
experience must have been a spiritual one. But why should this be the case? Can someone not 
be spiritually mistaken, or even downright wrong? Perhaps most importantly, however, the 
assumption seems to be that people suffering from mental disorder cannot have a spiritual 
experience. This prejudice against mental illness seems both naïve and stigmatising. If we just 
focus for a moment on auditory verbal experiences, why should God only speak to people who 
are not mentally ill? Why should it not be the case that God is more concerned about those who 
are mentally ill, and thus more likely to speak to them? Perhaps mental illness confers a greater 
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sensitivity to, and concern with, spiritual matters, so that one might be listening more 
attentively? 

Of course, it will sometimes be quite clear that someone is ill, and that their supposedly spiritual 
experiences are a product of their illness. At other times, it might be equally clear that someone 
is not ill and has had a positive and enriching spiritual experience. But in many other cases things 
are unclear and complicated. Wisdom is needed to discern what is going on. It may eventually be 
decided that a person is ill and that they have had an important spiritual experience. Or they may 
be diagnosed as ill and it may be unclear whether or not their spiritual experience is a positive 
one or not. It may take time to tell – and in some cases spiritual struggles, which might be viewed 
as a good thing from one perspective, might still be viewed from another as having had a negative 
impact upon mental health and wellbeing. 

The relationships between hallucinations, spiritual experiences, voices, visions and revelations, 
are therefore not straightforward. Voices and visions may be of variable perceptual force and 
may or may not be strictly hallucinatory. Even if they are, this does not negate their spiritual 
significance and checklists of criteria for making a differential diagnosis between spiritual 
experience and mental illness are often both stigmatising and naïve. Reality is untidy, and often 
ambiguous, not least in matters of mental health and spirituality. Discernment is needed. Let 
wisdom guide! 

References 

Cook, C. C. H. (2012) Psychiatry in Scripture: Sacred Texts and Psychopathology. The 
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Dein, S. & Cook, C. C. H. (2015) God Put a Thought into My Mind: The Charismatic Christian 
Experience of Receiving Communications from God. Mental Health, Religion & Culture, 1-17. 
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The Healing Potential of Anomalous Perceptual Experiences 

Dr Andrew Powell1 

If the Doors of Perception were cleansed, everything would appear to Man as it is, 
infinite. For Man has closed himself up, till he sees all things thro’ narrow chinks 
of his cavern. 

William Blake, The Marriage of Heaven and Hell (1790) 

Introduction 

In this short paper, I want to outline the nature of anomalous perceptions, challenge some 
assumptions about what we mean by reality and briefly illustrate how we may work with 
them. 

Anomalous perceptions undoubtedly can happen due to neuropathology — for example, 
Delirium Tremens, Parkinson’s disease, dementia, temporal lobe epilepsy and so on, can give 
rise to them. However, psychiatry has shown a disturbing tendency to pathologize all such 
experiences. We see this at its most pervasive in the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5; American Psychiatric Association, 2013) and the International 
Statistical Classification of Diseases and Related Health Problems (ICD-10; World Health 
Organisation, 1992) is close behind. We live in a diagnostic climate predisposed to classify any 
anomalous experience as indicative of illness. 

It is only too easy to start thinking of antipsychotics as treatment for a specific disease 
process; likewise antidepressants. At a public event, I heard a young woman begin with the 
words, ‘I have had depression for ten years!’ — I was tempted privately to say to her, ‘That’s 
a long time not to allow yourself to feel angry’. 

Yet psychodynamic approaches also share the tendency to over-pathologize. Just about 
everything can be explained with reference to repression, projection, denial and so on, and 
many psychoanalysts have their fingers crossed that neuroscience will validate Sigmund 
Freud’s dream of a scientific psychology (cf. Freud, 1895). 

An understanding of psychopathology is necessary to the work we do, especially in severe 
mental illness. The problem arises when, thanks to the ego, we over-identify with our 
favoured point of view. Then we mistake the part for the whole and so we close the door on 
other perspectives, not least the transpersonal. 

What is reality? 

I’ll hope to keep the door open with this quotation from Kahlil Gibran (1920, p. 45). 

1 An earlier version of this paper was presented at the conference ‘Hallucinations and Spiritual Experience: Voices, 
Visions and Revelations’, held by the Spirituality and Psychiatry Special Interest Group, Royal College of 
Psychiatrists, 25th November 2016 
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A fish said to another fish, ‘Above this sea of ours there is another sea, with creatures 
swimming in it — and they live there, even as we live here.’ The fish replied, ‘Pure 
fancy! When you know that everything that leaves our sea by even an inch, and stays 
out of it, dies. What proof have you of other lives in other seas?’ 

When we wear glasses, especially when they afford a clear focus, we soon forget we are 
wearing them. So it is with the consensus view of reality. We see with the eyes of a science 
that began with Newton and Descartes over 300 years ago, one that tells me that I, the 
subject, am separate from the object of my study. This science treats the material world as 
‘reality’, while regarding consciousness as epiphenomenal — something produced by the 
brain. Being entirely subjective, consciousness is beyond the scope of empirical science and 
so, like the proverbial elephant in the room, it gets ignored. At best, it is conceded to be useful 
for studying ‘real’ things. 

Also beyond the reach of science are values. Some scientists will say there is a value, namely 
truth. Such truth is limited, since the discoveries of science all derive from measuring 
instruments made out of matter. What follows, naturally, is the science of material realism, 
founded on the material world of the five senses. 

The epistemology of science has no place for qualia such as beauty, love, sorrow, joy, 
compassion, forgiveness and wholeness of being, yet all these are just as ‘real’ as anything 
out there in the sensorial world. Nevertheless, in this age of scientism,2 a person’s sorrow is 
turned into an object-like ‘thing’ called ‘depression’, fear of life becomes a condition called 
‘generalised anxiety disorder’, hearing voices becomes a symptom of an illness called 
‘psychosis’, and the sighting of a recently departed loved one is classed as pseudo- 
hallucination. 

Largely ignored by received wisdom — and by psychiatry too — are the mysterious discoveries 
of quantum mechanics, entirely at odds with material realism. The very concept of objectivity 
is challenged, for quantum entanglement means that everything is relational. Far from being 
a personal possession, consciousness is envisaged as a non-local unified field in which we are 
all immersed. Mind and matter are conceived of as a tangled hierarchy, two sides of one coin. 
The physicist David Bohm (1980, p.174) put it like this: 

Ultimately, the entire universe (with all its particles, including those constituting 
human beings, their laboratories, observing instruments, etc.) has to be understood 
as a single undivided whole, in which analysis into separately and independently 
existent parts has no fundamental status. 

Aside from any religious belief a person may hold, the transpersonal perspective3 situates our 
lives here within a far greater whole. As Hamlet famously said, ‘There are more things in 
heaven and earth, Horatio, than are dreamt of in your philosophy’. 

2 The view that empirical science constitutes the most authoritative worldview to the extent that other perspectives 
are devalued or altogether excluded. 
3 The transpersonal has been defined as ‘experiences in which the sense of identity or self extends beyond (trans) 
the individual or personal to encompass wider aspects of humankind, life, psyche or cosmos’ — see Walsh and 
Vaughan (1993: 203). 
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Anomalous perceptions 

The only true voyage … would be not to visit strange lands but to possess other 
eyes 

(Marcel Proust, 1923, p. 657) 

Anomalous perceptions that meet the ICD-10 criteria for hallucination4 have traditionally 
been counted among Schneider’s first rank symptoms (auditory hallucinations, thought 
broadcast, thought insertion, thought withdrawal, and delusional perception: symptoms 
suggestive of, but not indicative of, schizophrenia). Nevertheless, they do not in themselves 
signify mental illness, as Gordon Claridge’s work on schizotypy has clearly shown (see, e.g., 
Claridge, 1997). Given that ten per cent of the general population will have such a perception 
during their lifetime, the experience is clearly too common to be indicative of pathology. 

Anomalous perceptions can be linked to stress, fatigue, sensory deprivation, intoxication and 
drugs but also arise in good health. They occur in out-of-body states, lucid dreaming, 
mediumship, prayer and meditation and in bereavement (14 per cent, see Rees, 1971). They 
can be frightening, as sometimes during a spiritual crisis, or blissful, as with an epiphany. They 
may involve any of the senses (namely: auditory, sense of presence, olfactory, tactile, 
gustatory and somatic) but the two I will single out here are apparitional, and what is known 
as ‘presence’, which William James (1890, pp. 322-3) described as follows: 

‘It would appear to be an extremely definite and positive state of mind, coupled with 
a belief in the reality of its object quite as strong as any direct sensation ever gives. 
And yet no sensation seems to be connected with it at all’. 

Four clinical examples of anomalous perception 

An after-death apparition 

Gareth was referred to me by his general practitioner for depression. He had cared for his 
mother during her illness with cancer, and after she died he was burdened with the memory 
of her suffering. When Gareth came for the second session, he said something had happened 
that had been a shock. One night, soon after lying down, he had clearly seen his mother 
standing at the end of the bed. When he rubbed his eyes and looked again, she had gone. He 
thought he must be going out of his mind. 

Rather than just reassuring Gareth, I asked him to recall how his mother had looked. He said 
it was strange but she was smiling. Had she spoken? Gareth replied that nothing was said but 
he felt she was somehow telling him she was well and he shouldn’t worry. I put to Gareth that 
this visit by his mother was not only nothing to be afraid of but also that it could be of great 
value and a comfort to him. Gareth said he was so relieved to think his mother, wherever she 
was, could feel well and happy again and his mood began to lift the same day. 

4 Any percept-like experience which (a) occurs in the absence of an appropriate stimulus, (b) has the full force or 
impact of the corresponding actual (real) perception, and (c) is not amenable to direct and voluntary control by 
the experiencer. 
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Soul reunion 

Joan came to see me a year after the death of her husband Ted. They had been together forty 
years and her loss left her grief stricken. She continually felt Ted's presence around the house 
and yet the awareness brought only pain. 

I asked Joan if she thought there could be an afterlife. Yes, she thought there might be, but 
how could that help her now? Would she like to try to make contact with Ted in a way that 
might bring her peace of mind? At my suggestion, Joan shut her eyes, relaxed, and was 
encouraged to see if she could ‘find’ Ted wherever he might be. After a couple of minutes, a 
faint smile played on her lips. I asked her what she saw. She replied that she could see Ted in 
his cricket whites playing cricket looking fit and well. I said that it seemed Ted was enjoying a 
game of heavenly cricket! Joan's smile widened and she added that cricket had been Ted's 
great passion. Then a look of sadness passed over her face. I asked if she would like to speak 
with Ted and she nodded, so l suggested she walk up to him and see what might happen. 
After a pause, Joan said that she was now next to Ted and that he had put his arm around 
her. What was he saying? He was saying, ‘Don't worry; everything is going to be all right’. I 
asked Joan to look around her. Was anyone else there? Then she saw her deceased sister and 
parents, smiling and waving to her. 

Being able to see death not as an ending but as a transition helped Joan resume life with hope 
and expectation. 

Is suicide the end? 

Heather came to see me complaining of feeling depressed and ‘not herself’. Taking an 
antidepressant had helped but she was still ‘not herself’. I was struck by her use of the phrase. 

Going into Heather’s background, I learned that shortly before her symptoms started, a close 
friend had taken her life in Heather’s home, having been staying there while my patient was 
away on holiday. 

Remembering how she had twice said she was ‘not herself’, I asked Heather if she had the 
feeling of ‘someone else’ when she came back home. She replied that she hadn’t wanted to 
say that in case I thought she was mad, but every time she went into the house, she had the 
physical sensation of her friend being right there in the room with her. 

Taking this at face value, I asked Heather if she would like me to invite the spirit of her 
deceased friend to the consultation to see if we could find out more about what was going 
on. Heather was willing, so I asked her to close her eyes, tune in to her friend and try letting 
her friend speak through her. 

Her friend ‘came through’ and went on to express deep regret at having taken her life. Suicide 
had solved nothing. She remained unhappy, lonely, and seeking comfort. I explained that 
staying on was having a bad effect on my patient, and was not helping herself either. She 
apologised. ‘If only I had known’, she said, ‘what I know now. I was facing the biggest 
challenge of my life and I went and messed it up. I feel even worse than I did before’. I said I 
was sure other opportunities would be given her. She was very relieved to hear this and we 
talked more about her hopes for another chance at life. When she agreed that she was ready 
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to move on, I asked her to look for ‘the light’. She exclaimed, ‘Yes, I can see it!’, and left at 
once. Immediately, Heather felt the burden of oppression lift from her and it did not return. 

A soul narrative 

Helen came to see me troubled by the sensed presence of a woman calling out to her in 
distress. Through deep relaxation, I was able to make contact with the woman, who gave her 
name as Marianne and this is the story she told. 

Marianne had lived several centuries ago. Her mother had died in childbirth and the baby was 
left on the doorstep of a local convent. She was taken in, the convent became her home and 
Marianne grew to love the Mother Superior. 

One day some drunken militia broke into the convent. Marianne was told to go and hide. The 
nuns were all raped and killed. Afterwards, Marianne ran weeping into the nearby woods. 
Overwhelmed with guilt at not saving her beloved Mother Superior, she hanged herself. At 
once she found herself back at the scene of the massacre. From that time on, she wandered 
alone in a state of despair until she found herself attracted to my patient Helen, and ‘moved 
in’. 

The immediate task was to release Marianne into the light. As soon as she crossed over, the 
first person to greet her was Mother Superior. Marianne wept and asked for forgiveness. 
Mother Superior embraced her, saying, ‘You have nothing to blame yourself for’. Marianne 
answered, ‘But how can I repay all you did for me?’ Mother Superior replied, ‘You are repaying 
me now by letting me be the first to greet you’. Then they left together. 

Marianne never troubled Helen again. The therapeutic effect on my patient was profound, 
for it also addressed a lifelong concern of hers — fearing to love for fear of loss. In a letter 
some months later, Helen wrote that both she and Marianne had been released from what 
she called ‘the trap of abandonment’. 

In conclusion 

These case studies illustrate the therapeutic benefit of accepting and working with the 
existential reality of our patients’ experiences and beliefs rather than assuming that such 
anomalous perceptions denote pathology. My personal preference is to see our lives as part 
of a greater, spiritual whole that encompasses and transcends material reality. There are 
provisos to working in this way. First, there must be diagnostic acumen when deciding on a 
transpersonal approach. Second, there are ethical considerations here, and it is important to 
be in tune with the patient’s preferences and beliefs. Third, no interpretation should be 
imposed — let water find its own level. Last and not least, the spiritual must always be 
grounded in the psychological. 

We need to recognise when chaplaincy is best placed to help the troubled soul. Yet 
psychiatrists who are open to the spiritual dimension — whether or not working 
transpersonally — will have the reward of touching the souls of their patients, just as their 
patients will likewise touch them, and both will feel the better for it. 
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The Significance of Hallucinations in Dissociative Identity Disorder 

Dr Alan Sanderson 

I’ve chosen an unusual topic but an important one. The significance of hallucinations in 
Dissociative Identity Disorder (DID) is important because DID includes a feature which I suggest 
will one day play a big role in our clinical work. I’ll expand on this later, but first some definitions, 
followed by clinical examples. 

Hallucinations are usually defined as the apparent perception of a non-existent external object. 
That’s a slanted definition, for the wording is essentially negative, implying that hallucinations 
are unreal. This is, of course, strongly against the views of the experiencers, for whom 
hallucinations are meaningful events. Here are some famous historical figures who experienced 
hallucinations: Socrates, Jesus, Mohammed, Joan of Arc, Saint Teresa of Avila, Robert Schumann, 
Mahatma Gandhi and Carl Jung. This is just a tiny sample of the total. These individuals all heard 
voices or saw visions from which they received life-changing inspiration. They found nothing 
unreal about their experiences. Just the reverse. 

We need a better definition of hallucination, one that can fit those inspiring experiences. Here’s 
one candidate: ‘A clear sensory experience of things inaccessible to others.’ Some of us might 
feel inclined to make exceptions of spiritual leaders and give them a special category, but with 
positively-felt hallucinations present in many of our patients, (more on this later) it’s hard to 
justify. 

Multiple personality, DID as it became in DSM-4 (1994), has seen periods of great activity and 
great neglect. We are now in a period of neglect, in line with the current symptom suppression 
phase of contemporary psychiatry. 

William James saw things very differently. He regarded double personality, as it was called in his 
day, as the way to a deeper understanding of consciousness. James used to say that in the study 
of human behaviour, extreme cases have special value because they best demonstrate the 
underlying mechanism. DID is an extreme behaviour, in which patients switch from one identity 
or personality to another without realising it, sometimes with chaotic results. We now know a 
great deal more about DID, especially its connection to extreme childhood abuse, but it still holds 
many secrets. The most curious of these and perhaps the least well understood is the Inner Self-
Helper, a spiritual entity as distinct from an alternative personality (or alter, as they are usually 
called). I’ll expand on this later.   

Diagnosis in DID has two essential features: firstly, two or more distinct personality states which 
alternately take control of executive function and secondly, amnesia (usually reported as ‘missing 

time’) occurring for significant events in the subject’s life. Voices are heard in around 50 per 
cent 
14 



15 

of cases. Characteristically, they are the alters speaking to each other. Conversations may be 
friendly or argumentative. Sometimes an unknown alter is discovered because of a reported 
voice. In a patient of mine, a distressed 7-year-old was identified because of constant inner 
crying. In DID, voices may be part of a flashback, which will often include a visual component. But 
they are real, and whether positive or negative, these hallucinations are often meaningful.  

My patient, Rose would have threatening visions of her abusive father and brother. Sometimes 
she saw devils coming up through the floor. She didn’t say so, but if I saw her gaze fixed on what 
to me was an invisible object, I would ask.  

Hearing voices can be an intensely distressing experience. Here’s a quote from a sufferer: ‘No 
sleep. The voices own you. They take you with them.’ 

Rose suffered greatly. I remember one session in which the satanic chanting seemed 
interminable. ‘Praise to the Mighty One! Praise to the Mighty One! Praise to the Mighty One! 
Praise to the Mighty One!’ This had continued at high volume night and day. No wonder Rose 
couldn’t sleep. In desperation, I summoned angels. The bombardment stopped. What a relief! 
How should one explain it? Who was the Mighty One? Were angels operative in the healing? 
With today’s knowledge (should I say ignorance?) the answer is closed to us and will remain 
closed until we start to study these phenomena.  

Not all voices in psychiatric patients are distressing. Some may be helpful. In the 1970s, Wilson 
Van Dusen made a fascinating study of voices in chronic psychiatric patients. He would ask the 
voices questions and have the patient repeat the inner answer. Van Dusen described two distinct 
groups, lower order voices which seemed to want only to annoy the patient with obscene threats 
and trivialities and higher order voices which respected the patient and often produced 
knowledge far beyond the patient’s understanding. Interestingly, he found no voices on the 
patient’s own level. The ratio of lower to higher was 4 to 1. Do the higher order voices come from 
a ‘higher region’? Is their function to counteract the lower order voices? More unspoken 
questions. We need to ask. 

It’s time now to return to the Inner Self-Helper that I mentioned earlier. Ralph Allison, an early 
pioneer of Multiple Personality, described this entity in the 1970s. Although its nature and origin 
are still debated by therapists in this area, the Inner Self-Helper is now widely accepted as a 
benevolent, spiritual presence. The Inner Self-Helper can be contacted in most DID cases. It is 
typically unemotional, compassionate and disinterested. It has access to the history of all the 
alters, with whom it may or may not speak as a voice. Many therapists regard it as the knowing 
one, from whom dependable assistance can be expected.  

In my work with Rose, I had essential help from such an entity who, when asked, would advise 
on therapeutic activity. How did I find it? Simply by asking for the help of a Higher Being, with my 
patient in an altered state of consciousness. Rose had two Inner Self-Helpers with quite distinct 
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functions. Real, who answered my call, was very much a co-therapist. She seemed to know 
everything that was going on within my patient’s inner world. Real never took executive control 
and she never spontaneously offered detailed information, but she would sometimes draw my 
attention to something (perhaps a distressed alter or demonic activity) which needed my 
intervention. The other Inner Self-Helper had the job of keeping my patient alive. I called her 
Rescuer. Since Rose had to travel a long way to reach me, there was always a danger that one of 
the other alters might highjack her on the way home. After a session but before Rose left, I would 
ask for Rescuer, so that the journey might go smoothly. Rescuer could only take charge if there 
was danger. She saw the journey home as a dangerous enterprise. This succeeded if all went as 
planned. I remember one occasion where Rose unexpectedly met a colleague at a London train 
station. Since there was no obvious danger, Rescuer withdrew. When the colleague departed, 
Rose was highjacked, got off at the wrong station and spent exhausting hours in a blank.  

My thumbnail sketch has ended. I hope that it will encourage others to enter this utterly 
fascinating and important area of clinical activity, which I suggest may have implications far 
beyond the treatment of DID. 

I’ll close with this quote from William James: ‘Our normal waking consciousness, rational 
consciousness as we call it, is but one special type of consciousness, whilst all about it, parted 
from it by the flimsiest of screens, there lie potential forms of consciousness entirely different.’  

Theoretical physics has entered this frontier of consciousness. They’re saying now that 
consciousness, not matter, is the ground of all reality. For psychiatrists and psychologists, 
phenomena like hallucinations, dissociated personalities and visions bring us to this same 
frontier. 

We’re at the end. Or could it be just the beginning?  
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Perceptions of Beyond the Near Death Experience 
 and at the End of Life 

Dr Peter Fenwick 

In 1987, I was involved in making one of the first television programmes about the near-death 
experience. Afterwards I received about 2000 letters; from these we devised a questionnaire 
so as to standardise the data and sent this out to 500 of the people who had written to us. 
412 questionnaires were returned, which enabled us to draw conclusions about the 
circumstances, causes and characteristics of these experiences. We found that these 
experiences were not psychotic, not drug induced and there seemed to be no unitary brain 
pathology. Neither did they necessarily occur when the subject was, in actual fact, close to 
death. Extreme fear could induce them, while some occurred during relaxation and some 
were clearly mystical experiences. Most occurred during illness (23%) or  an operation (21%), 
and 15% during childbirth  But from the point of view of scientific research, the most 
interesting were the 9%  that occurred when the patient was being resuscitated after a heart 
attack, at a time when the patient was unconscious and should therefore have been quite 
unaware of their surroundings. And yet in a few cases the patient reported having ’seen’ what 
was happening to them and was able to recount verifiable facts about their situation. 

Of the phenomena reported by our sample, the most frequently experienced were a sense of 
peace and calm (82%), light (72%) and the vision of a pastoral landscape (76%). 66% had an 
out of body experience, 49% went through a tunnel, and 33% encountered a Being of Light. 
24% and making a decision to return, and 72% said they felt themselves to be transformed by 
the experience. Hellish experiences were very rarely reported (4%). Why so few hellish 
experiences? Probably because they are much less common than the positive experiences 
and because this was a letter study and very few people would want to write in to say they 
had just visited hell! 

End of Life Experiences (ELEs) 

There are so many common features between near-death experiences and end-of-life 
experiences that one can only conclude that the former are giving us a glimpse of another, 
different reality, one which we can hope to experience when we do actually die. For example 
the dying often talk about a strong spiritual light which draws them towards it, very similar to 
the light at the end of the tunnel seen in an   NDE.   

The feeling of peace, including awareness of the presence of dead friends, relatives or 
spiritual beings, also seem to be common features in both experiences. In the NDE, visions of 
a paradise-like place, a beautiful pastoral landscape are common, and evoke the same feelings 
reported by the dying who seem, in their final hours or days, to go in and out of ‘another 
reality’ – one that is full of light, love and compassion, and which is so beautiful and so 
peaceful that they are drawn towards it.   
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The following excerpt, sent to me by an Italian woman who was caring for her father in his 
final days, demonstrates these similarities very clearly. 

 The gauze over his face moved. I ran to him. ‘Adriana my dear, your mother (who had 
died 3 years before) is helping me to break out of this disgusting body. There is so much 
light here, so much peace’. 

The ELE which the dying most often describe in the days or hours before death are the visitors 
who often come into their room and will stand around or sit on the deathbed in the room. 
Occasionally unknown people wait at a distance and come closer as death approaches. These 
deathbed visitors appear to be in real space as even if the dying person cannot speak, they 
can often indicate their presence by becoming more animated, or directing attention to a 
particular part of the room. Usually the visitors make it quite clear that they have come to 
take the dying person away, and they may be quite specific about the departure date (‘I’ll be 
back on Tuesday...’) but they can be negotiated with and the time of death delayed for a short 
while for a good reason – if a dearly loved friend or relative is on their way to say goodbye for 
example. Usually the visions are seen only by the dying person, but occasionally others in the 
room, especially children, may do so, and very rarely, hospice or hospital staff may see them 
too.  

The impact of these visions, which are extremely common and reportedly experienced by 90% 
of those who die consciously,  is always the same – that they are deeply comforting and 
reassuring. They dying person seems to feel as though they are setting off on a journey, but a 
journey on which they will be accompanied and taken care of. They may start to use 
‘journeying language’ such as ‘when I go, when he comes back for me’.    

Cultural differences 

It is interesting that although both NDEs and ELEs are universal human experiences, they show 
some cultural differences in the imagery they evoke. In all cultures, for example, in the near-
death experience there is a symbolic divide, a border to be crossed which forms a point of no 
return. However, in Chinese experiences it may take the form of a river while in the West it is 
more likely to be a door or gateway. Encounters with dead relatives or friends and sometimes 
with spiritual beings are common to both the NDE and the ELE. Our own studies of end-of-life 
experiences in the UK suggest that dead relatives, most often parents or spouses, are the 
most usual deathbed visitors (70%) while angels (3%) are rarely seen, whereas angels often 
appear beside the deathbed in the more evangelical America’s Deep South. Osis and 
Haraldsson, comparing the deathbed visitors reported in American and Indian experiences, 
found that although the Americans had the same proportion of dead relatives visiting the 
deathbed as the UK (70%), they had more religious figures (13%). In the Indian population 
they found a much higher proportion of religious figures (50%) and fewer dead relatives 
(29%), which reflects the strong cultural belief in collection by the Messenger of Death.   

I’d like to end by telling you about the experience of an old friend of mine, the violinist Paul 
Robertson, who was leader of the Medici Quartet. About six years ago Paul had an aortic 
aneurysm. During a half-hour operation to repair a tear in his aorta, Paul was under general 
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anaesthetic and unconscious. His heart was stopped and his head cooled to prepare his brain 
for a period of brain oxygen starvation. In his subsequent book, ‘Soundscapes, A Musician’s 
Journey through Life and Death,’ Paul describes very clearly what he experienced while in this 
deeply unconscious state, between life and death.   

He writes that he was fully aware that he was dying, moving from this state to experience of 
the potential unification of his consciousness with that of the universe. ‘As I lay there waiting, 
I felt myself die – beautifully, ecstatically, transcendentally. I saw Eternity and shed the whole 
of myself joyfully in order to become unified with it.’ 

Why in these circumstances did Paul come back? Because the family pulled him back, sitting 
by his bedside, telling him how much they loved him, reassuring him that he was going to be 
OK. 

Paul recovered, and despite all medical predictions that he would be badly damaged and 
would certainly never play the violin again, he did eventually manage this too. He lived 
another five years and during this time we talked a great deal about death and dying. His 
description of what it felt like to die was, I thought, beautiful and void of fear. When he did 
actually die, in 2016, his wife and family were with him and his wife told me what happened 
shortly before he died. ‘Paul woke up (slightly) from a deep ‘sleep’ and told me I must let 
Peter Fenwick know that ‘there is nothing new - we've all been there before!’’  

So what is my final conclusion? Are these experiences, so widely reported and with so many 
features in common, hallucinations? They are so widespread and similar that we need to go 
beyond our reductionist materialistic science to find an explanation. What can we say about 
the consciousness that seems to transcend and go beyond human life? Only that it appears 
to be   a multi-dimensional space, full of energy, positive emotion and information.  

 ∞    The End (or possibly not!) ∞ 
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Schizotypy and the experience of transliminal phenomena.  

Isabel Clarke 

I am conscious that the words ‘transliminal’ and ‘schizotypy’ are not ones that trip lightly off 
the tongue, and also that while one indigestible word in a title is bad enough, two is going a 
bit far. I need these words because they refer to experience. The transliminal is a facet of 
human experiencing for which I have not found another suitable descriptor. The 
questionnaires that determine an individual’s position on the Schizotypy continuum tend to 
ask about beliefs (Claridge, 1997), but the sort of beliefs that will be grounded in the extent 
of someone’s acquaintance with, and attitude towards, anomalous experiences. These terms 
are necessary as I am going to take experience seriously as a way of knowing. 

So, why appeal to subjective, unverifiable experience? Why not rely on scientifically 
established, objective facts? Or turn to learned authorities? What has the (possibly somewhat 
batty) individual to say that should be taken seriously in the face of all this learning? At the 
heart of my argument is the contention that we have been missing half the data by not 
attending to it, and an important half at that.  

Two ways of knowing 

I came to the study of psychology in mid-life, with a host of questions I wanted answering. I 
wanted to understand why human beings were so fragile, so prone to breakdown. I wanted 
to understand religion and spirituality, which had always been central for me despite this 
being a deeply unfashionable position for an intellectual in the 1960s of my youth. The mass 
of experimental findings of cognitive science into the modular nature of memory, different 
neural codings, bottlenecks in information processing and the like were clearly relevant, but 
I could not see the wood for the trees until I chanced upon the Interacting Cognitive 
Subsystems (ICS) model of cognitive architecture (Teasdale & Barnard, 1993) and all was 
revealed.   

According to ICS (which has been largely ignored by everyone else, but that is another story), 
there are two overarching, meaning-making systems organizing the complexity, developed 
according to evolutionary need. One, called ‘The Implicational Subsystem’ in ICS, receives 
information from all the sensory subsystems and connects with the body’s arousal system, 
and so has the ability to respond rapidly to threat and opportunity. The other, ‘The 
Propositional’, is the seat of the unique, human, evolutionarily-advanced verbal systems, with 
their attendant faculty of precise thought and prediction. The crucial point is that neither is 
in overall control and during ordinary functioning, they pass dominance back and forth 
between them. As Teasdale says: ‘there is no boss’. 

The relevance of this to human experience is that it means we have two, distinct, ways of 
knowing. When the two systems are in close communication, we have full access to that 
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precise - but essentially filtered and so incomplete - way of knowing, that tends to be accepted 
as the norm. In this state, we are grounded in our individual self-consciousness; we pretty 
much know who we are and where we are going. This tends to mask the importance of the 
experiential knowing ingredient in the process. That is governed by the other default system 
and reaches beyond the limiting filter - beyond individuality towards the whole. We are most 
familiar with this way of knowing through appreciation of art, music, the glorious sunset etc. 
When the balance of control shifts towards this ‘implicational’ subsystem, we can access the 
human faculty of stepping beyond our individuality; encountering the whole in a mystical 
experience; encountering terrifying forces beyond or within (which are now the same, as we 
have stepped beyond a place of distinctions) psychosis. (For a fuller exposition of this, see 
Clarke 2008, 2010a). It is this faculty of human experiencing for which I adopt Thalbourne’s 
term ‘transliminal’ (Thalbourne, 1991) as used by Gordon Claridge in the schizotypy literature 
(Claridge, 1997, 2010), meaning (from the Latin)  ‘beyond the threshold’. 

A dimensional view of openness to anomalous experiencing. 

This might sound like quibbling about semantics, but I would argue that the perspective 
revealed by using this term has far-reaching implications, not least for those whose 
experiences have resulted in the diagnosis of psychosis. Instead of talking about illness and 
pathology, we are looking at a universally accessible facet of human experiencing, one that, 
given the right circumstances, is open to anyone. Of course, those distressed by terrifying and 
disorienting experiences and whose functioning is adversely impacted as a result, need help 
and support. But the way in which this is offered, the frame of reference presented, has 
important implications for the individual in terms of self-image and hope for the future. This 
is where schizotypy comes in. 

In the group programme I developed for people in this category while working for eight years 
as the clinical psychologist attached to an inpatient unit, the concept of schizotypy was 
introduced in the first session. The group was called the ‘What is Real’ group (Clarke, 2013, 
2010b), and started by taking a broad overview of anomalous experiencing, with reference to 
selected research. Not surprisingly, people for whom this was a part of their life were 
interested in it. We referred to Romme & Escher’s 1989 hearing voices work, and the study 
of Haddock et al. (1998) comparing focusing (for focusing read mindfulness) and distraction 
coping strategies, as well as Claridge’s schizotypy research. In the hospital, I used the terms 
‘shared’ and ‘unshared’ reality instead of transliminal – not perfect, but reasonably easy to 
negotiate agreement around. This is an essentially collaborative approach.  

In order to help people sort out which reality, shared or unshared, they were experiencing, 
we looked at the characteristics of unshared reality: dissolution of boundaries between 
people and coincidences; a powerful sense of meaning – or meaninglessness; the self either 
supremely important or lost in the whole; emotions swinging between extremes or entirely 
absent. This is a place of paradox and paradox is a constant in spiritual/religious traditions. 
Underlying this paradox is the significant distinction that while shared reality is governed by 
a logic of ‘either/or’, unshared reality/the transliminal works on a logic of ‘both/and’ 
(Bomford, 1999). 
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Having established what we were talking about and having discussed the pros and cons of the 
different states (e.g. unshared reality can result in involuntary detention under the mental 
health act: shared reality is boring), it was time to introduce schizotypy, or the dimension of 
openness to anomalous experiencing across all people. This has been extensively studied by 
Gordon Claridge and his collaborators in Oxford (Claridge, 1997) who established the 
differences between high and low schizotypes. The conclusion is not that high schizotypes will 
inevitably find themselves with a diagnosed ‘illness’, though they will have a greater 
vulnerability to this type of breakdown compared with the low schizotype. It does find 
association between high schizotypy and valued characteristics such as creativity, sensitivity 
and spirituality. This is a welcome corrective to the depressing messages that group members 
had been receiving up until now about their situation. 

Managing the threshold. 

Giving this corrective message is not just a matter of being nice to people; it has real clinical 
implications. The aim of the group was to encourage the participants to work towards 
managing their unshared reality, and therefore the risk that had brought them into hospital. 
This meant forming a collaborative alliance to use coping skills such as mindfulness. There is 
a growing evidence base for the application of mindfulness to psychosis (Chadwick, Newman-
Taylor & Abba, 2005, Dannahy et al., 2011). Mindfulness of unshared experiences can require 
considerable courage and determination where, for instance, someone is experiencing 
terrifying voices, or where their unshared reality gives them a powerful identity, when shared 
reality offers only a seriously devalued one (Harder, 2006). Motivation is a key factor when 
asking people to engage in something this challenging. A basic tenet of motivational 
interviewing is the need to build self-esteem at every opportunity, as only when someone has 
achieved a reasonable level of self-efficacy will they be prepared to consider taking on the 
challenge. The stigmatized identity offered to those diagnosed with psychosis is a barrier 
here. Conveying the normalizing message of the schizotypy continuum is a first step to 
softening this barrier.  

Next, the group considers the different circumstances that lead to the crossing of the 
threshold: times of transition; trauma which loosens the boundary and makes crossing the 
threshold easier; illness and loss; physical privation – lack of food, sleep, isolation, and of 
course, mind-altering substances. All apply equally to ascetic spiritual practices and 
vulnerability to psychosis. Even mind-altering substances have a place in some religious 
practice, from ayahuasca ceremonies to communion wine. My earlier career in medieval 
history meant acquaintance with the spiritual literature and the knowledge that the saints 
and mystics often first encountered the transliminal at times of illness and transition, and that 
their experiences of it could be terrifying as well as ecstatic. Monasteries and groups of 
acolytes could be convenient for cushioning cases of temporary adverse impact on day to day 
functioning of transliminal journeying. Our society is less accommodating. 

The group participants invariably came up with all these circumstances that had resulted in 
finding themselves on the other side of the threshold or that drove them deeper into 
unshared reality. Given a commitment to keeping themselves safe and on the right side of the 
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mental health establishment, this gave plenty of openings for work on for future management 
of the threshold, and management of their vulnerability to finding themselves across it. 
Understanding more deeply what was going on in terms of the brain, conveyed by the handy 
‘States of Mind’ diagram from Dialectical Behaviour Therapy (Linehan, 1993, p .109) was 
helpful here.  

This diagram, which shows the Reasonable Mind (the propositional) and Emotional Mind (the 
implicational) overlapping at Wise Mind (the two working together to produce operating in 
shared reality) introduced a more fine grained range of coping strategies. Mindfulness, firmly 
based on grounding and with plenty of prompts (Chadwick, Newman-Taylor & Abba, 2005, 
Dannahy et al., 2011), is an obvious means of gaining an objective, observer stance, in respect 
of disturbing experiences. The fact that the level of arousal governs whether the implicational 
and propositional are synchronised or not leads immediately to straightforward management 
tools. The desynchrony (see Barnard, 2003) that ushers in transliminal experience occurs at 
high (stress) and low (sleep, drifting) arousal. Simple arousal control measures such as 
relaxation breathing and stress reducing life style changes, as well as concentrated activity in 
the present, become key strategies for maintaining shared reality. Those who value their 
unshared reality (more common than generally credited) can see that if they do gain sufficient 
control to manage risk and be allowed to manage their own lives, they will still be able to 
access it in a more measured fashion. 

In summary, the basic therapeutic approach suggested by this model is: 

• Validate the experience as their experience
• Validate the emotion (as opposed to ‘the story’)
• Sit lightly with explanations – all explanations, including medical and CBT ones
• Model sitting with uncertainty, recognizing mystery
• Introduce ‘shared’ and ‘unshared’ reality as a way of talking about this
• Helping the person to take control of their ‘unshared reality’ is key – how to close

off openness to invasion – from within or without. Offering a non-stigmatized
identity as a high schizotype is a good start here.
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Potential for Transformation 

In the final meeting of the group, we offered a glimpse into a wider dimension, one which is 
embraced by the Spiritual Crisis Network (SCN). This involves the positive and transformative 
potential of transliminal journeying (Brett, 2010). Traditions such as Psychosynthesis and 
Spiritual Emergence/Emergency recognize the transformational potential of the transliminal. 
Stanislav and Christina Grof are important pioneers here (Grof 1988, Grof & Grof, 1991). Carl 
Jung’s work covers meeting and integrating the Shadow as a route to individuation. The hero’s 
journey provides a framework where the descent into the underworld and attendant trials is 
followed by the return, bringing a gift to the shared world. (Campbell, 1993, Hartley, 2010).  

These traditions tend to distinguish between ‘psychosis’ and transformational crises. More 
and more this is seen as a false dichotomy and this is the line taken by the Spiritual Crisis 
Network (UK). Mike Jackson (2010) whose research is cited below, argues that a trip into the 
transliminal is a natural response to impasse. It can result in new direction, new creativity, or 
the individual can find themselves trapped by a vicious circle of isolation to manage their 
sensitivity, driving them deeper into unshared reality. The assault on the self, represented by 
the stigma of diagnosis, will only intensify this process (Read, Mosher & Bentall, 2004).  

Research 

This research by Jackson (1997, 2010), along with Peters, (Peters et al., 1999, Peters, 2010) 
opened up the field. Jackson studied the phenomenology both in a large sample and in a more 
in-depth qualitative study, and Peters initiated a body of research looking at the significance 
of context for the impact of unusual beliefs and experiences. More recently, in the work of 
Brett et al., (2009), Brett (2010) and Heriot-Maitland, Knight & Peters (2011), comparable 
experiences for people in different contexts (clinical or non-clinical) have been shown to 
result in significantly different life adaptation. Caroline Brett’s AANEX questionnaire (Brett et 
al., 2007) makes it possible to measure anomalous experiences phenomenologically and so 
get away from symptom language. Both Brett and Heriot-Maitland’s research demonstrate 
that having a benign social or spiritual context for anomalous experiences has significant 
influence on whether they result in diagnosable mental health difficulties, and whether the 
anomalies/symptoms are short lived or persist.   

Conclusion 

Taken together with robust epidemiological findings (Warner,1985, 2007), this data points to 
the conclusion that non-pathologizing ways of conceptualising such experiences, of which use 
of the concepts of schizotypy and the transliminal and the ‘What is Real’ programme are 
examples, are the best way to achieve good health outcomes. It is for this reason that in 
addition to my work in the NHS, I am secretary of the Spiritual Crisis Network 
(www.spiritualcrisisnetwork.uk). The SCN promotes awareness of this alternative 
conceptualisation and of the positive potential of adequately supported transliminal 
journeying.  
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Hearing Voices in the Christian Mystical Tradition 

Professor Chris Cook 

According to Bernard McGinn (1991): 

‘The mystical element in Christianity is that part of its belief and practices that concerns 
the preparation for, the consciousness of, and the reaction to what can be described as 
the immediate or direct presence of God’. 

Mystical experiences frequently include visions, voices and ecstatic states, but are not defined by 
them. They are (at least in theory) distinguishable from other kinds of religious experience on the 
one hand and psychopathology on the other. There is a complex relationship between mystical 
experiences and the mystical texts to which they give rise. In the case of ancient texts, it is often 
impossible to know exactly what that relationship is, or even whether the experience is in any 
sense intended to be veridical rather than simply an heuristic device of the author concerned.  

Augustine of Hippo (354-430 CE) developed a taxonomy of visionary experiences which became 
very influential upon the Christian tradition. According to Augustine, visions can be corporeal, 
spiritual, or intellectual. The taxonomy can be applied to auditory experiences (locutions) as well 
as to visions. Corporeal locutions are essentially the equivalent of auditory verbal hallucinations, 
being heard ‘out loud’ with the bodily ears. Spiritual locutions are of a more mental nature – 
rather like inner thoughts. Intellectual locutions are neither bodily nor imaginary, and represent 
(in Augustine’s understanding) the most reliable and significant kind. Conversely, corporeal 
locutions are the least reliable. 

Many examples of voice hearing may be identified within the Christian mystical tradition, and 
examples of all three kinds of experience, as classified by Augustine, can be found. Amongst 
others, the following are of note: 

Francis of Assisi (1181-1226) 

Margery Kempe (c1373-c1440) 

Teresa of Avila (1515-1582) 

Maria Maddalena de’ Pazzi (1566-1607) 

Maria Faustina Kowalska (1905-1938) 

Teresa of Calcutta (1910-1997) 
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Some of these individuals, such as Francis of Assisi, appear to have heard voices on only a limited 
number of occasions during their lifetime, whereas others, such as Margery Kempe, reported 
hearing them on an almost daily basis. Generally speaking, the experiences were positive and 
represent a form of communication with the Divine, but some had negative experiences. Both 
Margery Kempe and Maria Maddalena de’ Pazzi heard demonic/blasphemous voices at least on 
some occasions. All of these individuals except perhaps Teresa of Calcutta appear to have had 
visionary as well as locutionary experiences. 

Margery Kempe is unique in this group for being both a lay woman and married, although she 
eventually negotiated a celibate relationship with her reluctant husband, and she clearly 
modelled her expectations and ideals on the lives of devout religious women (nuns) known to 
her. Francis of Assisi and Teresa of Calcutta both led active lives in the world, whereas the two 
Marias were largely confined to their respective convents. Mystical voice hearing is thus not only 
the preserve of the cloistered monk or nun. It has a very practical expression in active lives of 
service and reform. 

Voice hearing as an aspect of Christian mystical experience thus seems to be a very varied 
phenomenon. Its significance has also been widely questioned and qualified. For example, St 
John of the Cross expressed concern that if given too much weight, visions and voices could 
diminish faith, impede the spirit, cause possessiveness, result in loss of spiritual benefit and loss 
of God’s favour, and lay the recipient open to deception by the Devil. The cautions expressed by 
Augustine of Hippo and John of the Cross, which have been widely affirmed and accepted by 
other commentators, together give rise to the paradox that the more tangible the experience, 
the less spiritually beneficial it is perceived to be. Divinely inspired inner thoughts may be more 
significant than external voices and visions, even if the latter have, in some sense, also been 
inspired by God. 

Of the individuals listed above, both Margery Kempe and Teresa of Avila have been the subjects 
of psychiatric interest. Margery has been variously diagnosed. Teresa has been thought most 
likely to have suffered from temporal lobe epilepsy. In both cases, such diagnoses appear to have 
been a way of explaining away their experiences and denying their spiritual significance. 

© Christopher C. H. Cook 2016 



Spirituality and Psychiatry Special Interest Group (SPSIG) 

Annual Report to Council 2016 

Activities 
During 2016 the SPSIG has held the following meetings/events: 

Date Venue/Location Subject/purpose of meeting/nos. of 
attendees 

18.3.16 RCP, London Interfaith & Interface / conference / 100 
attendees  

25.11.16 RCP, London Hallucinations and Spiritual Experience / 
conference / 201 attendees 

Background 
We have over 3000 members and have been running for 17 years. The 
SPSIG was set up to provide a forum for psychiatrists to explore the 
influence of the major religions that shape the cultural values and 
aspirations of psychiatrist and patient alike. The spiritual aspirations of 
persons not identifying with any one particular faith are held to be of no 
less importance, as well as the viewpoint of those who hold that 
spirituality is independent of religion. 

The SPSIG aims to contribute a framework of ideas of general interest to 
the College, stimulating discussion and promoting an integrative approach 
to mental health care. 

Executive Committee 
The SPSIG Executive Committee comprises: 

Name Role 
Paramabandhu Groves Chair 
Chris Findlay Financial Officer 
Ali Gray Secretary 
Jo Barber Service user rep 
Andrew Clark 
Chris Cook 
Simon Dein 
Sarah Eagger 
Sophie Thomson 
Chetna Kang 
Andrew Powell 
Russell Razzaque 
Stephen Turner 
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Rob Waller 
Lucy Grimwade Trainee rep 
Nick Hallett Trainee rep 

Commentary 
Over the last year we aimed to run two meetings. The first meeting, 
Interfaith and Interface: The Contributions of Faith Groups to Mental 
Health was an opportunity to hear about how various faith groups 
respond to the challenge of mental health. We heard about initiatives 
from a wide variety of faith groups, often starting as a way to meet the 
particular needs of their local population.  

The second meeting, Hallucinations and Spiritual Experience: Voices, 
Visions and Revelation, was especially well-attended (it was sold out). 
This conference explored the overlap and differences between non-
ordinary perceptions, particularly hallucinations, and spiritual and 
religious experience. 

The SPSIG was delighted to see the publication by the College of a second 
book on the subject of spirituality. Spirituality and Narrative in Clinical 
Psychiatry: Stories of Mind and Soul, edited by Chris Cook, Andrew Powell 
and Andrew Sims (all formerly chairs of the SPSIG), came out in February 
this year, and has been selling well.  

A new venture for the SPSIG was creating a video about the SIG. The 
video was launched in March and includes details about the SIG, issues to 
do with spirituality and mental health, and also interviews with our 
service user rep and with a trainee rep. We produced two newsletters 
(published on the College website), and more details of the events over 
the last year together with book reviews can be found there. We were 
pleased to award the SPSIG essay prize to Gunjan Sharma for her essay, 
Losing the Soul. Happily, the College’s CPD module, Exploring spirituality 
with people who use mental health services (written by Sarah Eagger and 
Sumudu Ferdinando on behalf of the SPSIG executive), has now become 
available for free. 

In 2017 we plan to run two meetings: one entitled Silent Prejudice: 
Stigma, Spirituality and Mental Health; and the other on compassion.  

Paramabandhu Groves, SPSIG Chair 

08 December 2016 
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Report on the "2nd Global Meeting in Spirituality and Mental Health" 
at the Cape Town 2016 WPA International Congress 

The 2nd Global Meeting in Spirituality and Mental Health, organized by the WPA Section on 
Religion, Spirituality and Psychiatry, took place as a track at the Cape Town 2016 WPA 
International Congress (18-22 Nov). The 2nd Global Meeting was composed of 26 different 
activities that raised a lot of interest and exciting debates (full program available here). The 
quality and diversity of topics and perspectives were guaranteed by the qualified speakers from 
many countries around the globe (including Brazil, Canada, Egypt, France, India, Netherlands, 
Norway, Pakistan, South Africa, Sweden, UK, and USA). 

Some highlights: 

- Two Invited Lectures:
Spirituality in Integrative Culturally Appropriate Clinical Psychiatric Care - Prof. John Peteet (USA)
Research initiatives and progress in the area of religion, spirituality and mental health - Prof.
Alexander Moreira-Almeida (Brazil)

- 15 Symposia, two especially devoted to the recently released "WPA Position Statement on
Spirituality and Religion in Psychiatry" (available here), emphasizing its history, content and
practical implications around the globe. There were also symposia on the relationship between
religion/spirituality and many other topics such as clinical implications, measurement, current
research findings, atheism, psychiatry training, psychotherapy, and person centered medicine.

- The course "Psychiatry, religion and spirituality: improving skills" organized by Peter Verhagen
(Netherlands) and Nahla Nagy (Egypt).

- Two activities on interfaith collaboration for mental health organized by Avdesh Sharma
(India).

This 2nd edition expands the success of the 1st Global Meeting in Spirituality and Mental Health, 
that was held during the 2015 Brazilian Congress of Psychiatry in Florianópolis (program here, 
short video here). 

The WPA Section on Religion, Spirituality and Psychiatry is currently working hard to prepare an 
exciting program for the Berlin 2017 World Congress of Psychiatry (8-12 Oct). To know more 
about the activities and educational material produced by the Section, please, access our 
website: http://religionandpsychiatry.org 

Professor Alexander Moreira-Almeida (Brazil) 
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http://religionandpsychiatry.org/main/wp-content/uploads/2016/11/Cape-Town-Program_WPA-Section-Religion-Spirituality-Psychiatry.pdf
http://onlinelibrary.wiley.com/enhanced/doi/10.1002/wps.20304/
http://religionandpsychiatry.org/main/33rd-bcp-brazilian-congress-of-psychiatry/
https://www.youtube.com/watch?v=eATDAgrri5o
http://religionandpsychiatry.org/
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