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SPIRITUALITY AND PSYCHIATRY SPECIAL INTEREST GROUP 

Newsletter No. 44, February 2018 

 

- An official publication of the Royal College of Psychiatrists – 

Dear Member, 

Welcome to this final issue of the Spirituality and Psychiatry Newsletter, No. 44, 
February 2018. 

Included are two papers: the first is contributed by Dr Suzanne Owen on ‘Native 
American Recovery Programmes’, given on behalf of the SPSIG at the 2017 College 
International Congress on ‘Psychiatry without Borders’; the second is by Julia Head on 
‘The Spirituality of Compassion’, from the SPSIG conference in December 2017 entitled 
'Bringing Compassion into Mental Healthcare'. Our warm thanks to both contributors 
for making their texts available to us. The December meeting, administered by CALC, 
the College’s Centre for Advanced Learning and Conferences was well attended, with 
over 100 delegates. 

This issue of the Newsletter is to be the last of its kind, as future communications with 
the membership will be acquiring a contemporary e-news format. The design of the 
College website is being reviewed by its website and IT teams, and the webpages of 
the SPSIG will be changing likewise.  

When I began the Newsletter nearly 20 years ago, the digital age had not yet made its 
mark. People were still learning how to use email (psychiatrists too), and smart phones 
and social media did not, of course, exist. Now, the style of presentation and means of 
outreach have been transformed with Facebook, blogging, tweeting and more.  

This has given me pause to reflect on the development of the SPSIG since its inaugural 
meeting in 1999.1 With the passage of time, the way our meetings have been 
organised has significantly changed. In the early days, most meetings were for College 
members only, as my first aim was to create a forum - a safe haven - in which 
psychiatrists could feel free to express privately, and without reservation, their 
personal views on the nature of spirituality and its relevance to mental healthcare. 
There had been no such opportunity previously, and in those days spirituality in 
healthcare was still widely regarded as being either irrelevant or as a sign of 
eccentricity in otherwise passably normal healthcare professionals! 

Times have changed and the relevance of spirituality has emerged as a subject for 
study and discussion across the whole field of physical and mental healthcare. For 

1 An account of the origin and history of the SPSIG is given in The Ways of the Soul. A Psychiatrist Reflects: 
Essays on Life, Death and Beyond by Andrew Powell (Muswell Hill Press, 2017). 
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those that are interested, the second (themed) section of our publications archive 
reflects the history of our meetings, first held in the cramped but welcoming council 
room at the former home of the College, 17 Belgrave Square, and then, as our number 
rose, next door in the auditorium of the Society of Chemical Industry. Later, with the 
College’s move to 21 Prescot Street and its spacious conference facilities, our 
meetings, managed by CALC, opened to a wider, multidisciplinary audience. With the 
rise in membership of the SPSIG to over 3000 psychiatrists, we could feel almost (if not 
quite) mainstream. Spirituality was by now, for many, much less of a contentious issue, 
and seen as a natural aspect of whole-person healthcare. 

However, there continues to be an important discussion within the profession about 
whether matters of a spiritual nature should be encouraged (or even permitted) in the 
context of the clinical consultation. There is acknowledgement of the importance of 
the spiritual dimension for some patients (see the College’s position statement 
Recommendations for Psychiatrists on Spirituality and Religion) but ongoing concern 
with boundary issues has been expressed by a number of colleagues. 

Over recent years, the SPSIG has continued to hold smaller, occasional members-only 
meetings and the next, on Friday 16 March at the Royal College of Psychiatrists, is one 
such event. The topic is Recommendations for Psychiatrists on Spirituality and 
Religion – Challenges, Difficulties and Dilemmas in addressing Spirituality and 
Religion in Clinical Practice and will include a debate on the motion ‘Psychiatrists who 
explore potential pathways to spiritual growth with patients are not proselytising’. The 
motion will be proposed by Dr Lucy Grimwade and Dr Andrew Clark, members of the 
Spirituality SIG Executive Committee and opposed by Professor Rob Poole and Dr 
Robert Higgo who have both published on their concerns regarding potential boundary 
breaches when spirituality and religion are addressed in clinical practice. 

Numbers at our ‘in-house’ meetings are limited to 50 for administrative reasons, so 
please do book early and join us for what promises to be an intensely argued 
discussion – but, we trust, with goodwill and in the spirit of professional kinship. 

Returning to the future changes to our website, as I step down as its editor, I am 
especially pleased that the College has undertaken to preserve the Publications 
Archive in its entirely, as this provides a rich and unique contribution to the field of 
spirituality in mental healthcare for psychiatry, both for the UK and overseas where 
the work of the SPSIG has influenced developments in a number of countries. 

We are fortunate to have two new members on our Executive who have both the skills 
and enthusiasm required to manage the forthcoming website and outreach changes, 
Dr Hashim Reza and Dr Omur Miles. As I conclude this last, old-style newsletter, I 
warmly welcome them into their posts as our new communications secretary and 
communications technical support advisor respectively. 

With very best wishes, 

Andrew Powell (Editor) 

http://rcpsych.ac.uk/pdf/Recommendations%20for%20Psychiatrists%20on%20Spirituality%20and%20Religion%20Revised.x.pdf
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/spsigconferencemarch2018.aspx?dm_i=3S85,BPQX,2H8KMU,17QU7,1
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/spsigconferencemarch2018.aspx?dm_i=3S85,BPQX,2H8KMU,17QU7,1
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/spsigconferencemarch2018.aspx?dm_i=3S85,BPQX,2H8KMU,17QU7,1
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From the Chair 

Welcome to the last SPSIG newsletter in this current format. The Spirituality in 
Psychiatry SIG began almost 20 years ago ‘as a forum for psychiatrists to explore the 
spiritual challenges presented by psychiatric illness, and how best to respond to 
patients’ spiritual concerns’, to quote our webpages.  The Executive Committee (Exec) 
is made up of a wide variety of psychiatrists from different spiritual and religious 
backgrounds who share the belief that a reductionist, mechanical, soulless psychiatry 
is not good for mental health professionals, not for service users and not for wider 
society.   

Next month we go back to our roots with our spring day conference: 
‘Recommendations for psychiatrists on spirituality and religion – Challenges, 
difficulties and dilemmas in addressing spirituality and religion in clinical practice’. This 
is on Friday 16 March at the Royal College of Psychiatrists. The Exec agreed that this 
conference should be small, focused and to enable deep, honest sharing. Restricted 
to SIG members, it is very easy for college members and fellows to join 1  

Looking further ahead please keep the dates of 9th Nov 2018 and 5th April 2019 free 
for our next conferences, further details to follow.  

24th September 2019 will be the SIG’s 20th anniversary and we welcome ideas about 
how we should celebrate this momentous occasion! 

The exec is very pleased to welcome some new members; Dr Hashim Reza a general 
adult psychiatrist in South East London and Dr Omur Miles, a CAMHS psychiatrist from 
Bristol have joined the exec, and kindly agreed jointly to take over the webpages from 
Dr Andrew Powell. Our thanks go to Andrew for his role in initiating the SPSIG, editing 
the newsletter since its inception, and developing its webpages. It is a sign of Andrew’s 
hard work and dedication that it takes two people to even attempt to replace him as 
Newsletter editor. We are glad he is able to continue as a member of the Exec 
Committee.  

We also welcome Dr Glòria Durà-Vilà a CAMHS consultant, UCL visiting lecturer and 
author. This newsletter includes a review of her excellent recent book ‘Sadness, 
Depression and the Dark Night of the Soul; Transcending the Medicalization of 
Sadness.’ 

We are sorry to say goodbye to Dr Sebastian Turner, stepping down from the Exec to 
concentrate on research work. We thank him for his hard work and wish him all the 
best for the future.  

1 If any college member wants to join the SIG, go to ‘My RCPsych’ on the college website 
https://members.rcpsych.ac.uk/Members then ‘Special Interest Groups’. A tick in the box 
and you are a member of the SIG.   

https://members.rcpsych.ac.uk/Members
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Looking more widely, we continue to celebrate the publication of the World 
Psychiatric Association Position Statement on Spirituality and Religion in Psychiatry: 
http://www.wpanet.org/detail.php?section_id=8&content_id=1821  
It is no small achievement to get agreement on such a statement by a body as large 
and disparate as the WPA; kudos to our own Prof Chris Cook for his key role in this. 

We are now accepting research papers for consideration for the 2018 Spirituality and 
Psychiatry Prize, open to college members, affiliates and medical students. 
http://www.rcpsych.ac.uk/workinpsychiatry/specialinterestgroups/spirituality/about
us/spsigprize.aspx 

If you are looking for an easy route in to the latest scientific research on religion, 
spirituality and health one place to start is videos of the research seminars held by 
Durham University project for spirituality theology and health 
http://community.dur.ac.uk/spirituality.health/ 

Another is “Crossroads” the regular research review newsletter from Duke University, 
USA https://spiritualityandhealth.duke.edu/index.php/publications/crossroads 

The Spirit SIG Exec would love to support you in organizing an event on spirituality and 
psychiatry local to you. Please do get in touch via the College. We can make program 
suggestions and help you identify potential speakers. Thoughts and suggestions on 
how we should celebrate the SIG’s 20th anniversary in September 2018 will be 
gratefully received.  

Dr Alison Gray 

http://www.wpanet.org/detail.php?section_id=8&content_id=1821
http://www.rcpsych.ac.uk/workinpsychiatry/specialinterestgroups/spirituality/aboutus/spsigprize.aspx
http://www.rcpsych.ac.uk/workinpsychiatry/specialinterestgroups/spirituality/aboutus/spsigprize.aspx
http://community.dur.ac.uk/spirituality.health/
https://spiritualityandhealth.duke.edu/index.php/publications/crossroads
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Spirituality and Psychiatry Special Interest Group 
(SPSIG) 

Annual Report to Council 2017 

Activities 
During 2017 the SPSIG has held the following meetings/events: 

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

8/12/17 RCPsych London Day conference. Bringing Compassion 
into mental health care. 121 attendees 

28/6/17 RCPsych 
international 
congress session 

The intersection of spirituality and mental 
health among diverse and disadvantaged 
populations. 

21/4/17 RCPsych London Day conference. Silent Prejudice: Stigma, 
spirituality and mental health. 100 
attendees. 

Background 
We have 3431 members and have been running for 18 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 SIG is a disparate group. Whilst can all 
agree that there is more to life than just what we can taste, touch and 
measure, and that spiritual practices are important in our own lives, our 
worldviews differ; the executive committee (exec) has members of all the 
major religions and of none. Hence the SIG rarely takes a position on 
specific issues, we agree to disagree and use our conferences to explore 
our different approaches and our common ground, stimulating discussion 
and promoting an integrative approach to mental health care. Now more 
than ever people need to rediscover the resources that the great spiritual 
traditions offer to sustain and nurture the spirit of the caregiver under the 
tremendous pressure of the modern NHS.  



6 

Executive Committee 
The SPSIG Executive Committee comprises: 

Name Role 
Alison Gray Chair 
Chris Findlay Financial Officer 
Lucy Grimwade Secretary 
Jo Barber Service user rep 
Andrew Clark 
Chris Cook 
Simon Dein 
Sarah Eagger 
Paramabandhu Groves 
Sophie Thomson 
Chetna Kang 
Andrew Powell 
Russell Razzaque 
Nick Hallett Trainee rep 
Hashim Reza 
Glória Durá Vilá 

Commentary 
Our objectives for 2017 were to run two day conferences. This we 
achieved with more than 100 attending each day, and positive feedback 
from both events.  The SIG helped develop a session for the international 
congress, which was well attended. 

The 2017 essay prize was won by Calum Miller for his essay “A case for 
informing patients of the mental health benefits of religion.” 

Sebastian Turner has sadly left the SPSIG executive committee to focus 
on research work. We have welcomed Hashim Reza and Glória Durá Vilá 
to the exec. 

Exec member and past SIG chair Chris Cook played a significant role in 
developing the World Psychiatric Association Position statement on 
Spirituality and Religion in Psychiatry. 
http://www.wpanet.org/detail.php?section_id=8&content_id=1821 

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. 
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Objectives for 2018. 

We plan to organise two day conferences in 2018. In March we shall 
discuss spiritual assessments and boundary issues (this will deliberately 
be a small, practical conference, capped at 50 college members/fellows, 
to enable deeper sharing). In November we shall consider the 
medicalization of unhappiness. 

We acknowledge that our conferences are London centred; we are trying 
to identify local groups around the country to work with to develop 
regional day-programs that the SIG exec can endorse and support, in 
order to widen access to our discussions and teaching.  

Alison Gray, FRCPsych 

Spirituality and Psychiatry SIG Chair 

Date 14/12/17 
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Native American Recovery Programmes1 

Suzanne Owen 

The majority of Native American-led addiction recovery programmes incorporate pan-Native 
American rituals into the Twelve Step programme of Alcoholics Anonymous. However, this 
is not without some controversy. Nevertheless, within this context, a distinctly Native concept 
of wellbeing also emerges, that of living in ‘balance’.  

Source of pan-Native American practices 

I had previously researched the sharing of pan-Native American rituals among First Nations 
in Eastern Canada. It is of little surprise that the practices employed in alcohol recovery 
programmes tend to be pan-Native American as well, namely talking circles, medicine wheels 
and sweat lodges (more on these later). As a consequence, treatment programmes may be 
fuelling their popular use more widely.  

A prevalent argument found in much of the literature on addiction recovery is that 
alcoholism among Native Americans is due to the impact and legacy of colonialism, with 
the article ‘The Red Road to Wellness’ by clinical psychologist Joseph Gone being a good 
example of this (2011, p. 189). The choice to employ traditional ceremonies and frameworks 
may then be part of a wider decolonizing effort to both overcome cultural traumas and reclaim 
Native American traditions and identities. 

The most commonly practised rituals derive from the Plains Indians. Black Elk Speaks, 
the story of a Lakota holy man, originally published in 1932, was reissued in 1972 (with further 
editions) and became a ‘bible’ for Native Americans wanting to reconnect with their ‘roots’ 
(Deloria 1979, p. xv), even if they were not Lakota. Also in 1972, leaders of the American 
Indian Movement turned to the Lakota for spiritual guidance. Thus, Lakota cultural practices 
were shared and popularised among many tribal nations (and beyond) and provided a model 
for pan-Native American ritual practices employed in recovery programmes. This was before 
the 1978 American Indian Religious Freedom Act. As Laurence French noted: ‘The Sioux 
traditions of the sacred pipe, purification sweat, vision quest, and the Sun Dance, all once 
outlawed and their practitioners severely punished, have emerged as treatment and training 
processes for native healers among both the Plains Indians and pan-Indians’ (2000, p. 92).  

Pan-Native American practices 

In a talking circle, a person can speak when he or she is holding a designated object (often an 
eagle feather, or a carved stick, usually called a ‘talking stick’) that is passed around the circle. 
The others in the circle listen without interrupting. Usually there is no requirement to speak 
and one can pass the object to the next person. Typically, the object is passed around four times. 

1 This paper is based on a published article: Owen, S. (2014). “Walking in Balance: Native American 
Recovery Programmes,” Religions 5/4: 1037-49. http://www.mdpi.com/2077-1444/5/4/1037  

http://www.mdpi.com/2077-1444/5/4/1037
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It is a method that is quite wide-spread, also within non-Native groups, and may simply be 
referred to as a ‘sharing circle’. 

The ‘medicine wheel’ represents the four directions. In contemporary usage, the four 
quadrants symbolise different areas of life, such as infancy, youth, maturity and old age. It can 
take any number of concepts, as long as they come in groups of four, which makes it eminently 
adaptable across different cultures each with their own language and symbols. One 
administrator at a Canadian treatment centre told Joseph Gone: ‘The medicine wheel takes in 
everything that we know, have known, and can accommodate what is to be known.’ (2011, p. 
194). In the treatment centre the medicine wheel’s four quadrants were linked to four aspects 
of human experience, the physical, mental, emotional, and spiritual. The therapeutic project, 
according to Joseph Gone, ‘was to promote client awareness of all four aspects of the self and 
to facilitate the pursuit of balance among these facets of experience through healthier lifestyle 
choices’ (2011, p. 194). However, it incorporates a Western notion of the ‘self’ as a project to 
be developed in the four areas of life represented by the four quadrants of the medicine wheel. 
This works against traditional, communal ideas of self. 

The sweat lodge ceremony, as it is known, involves bringing in heated stones and 
pouring water on them to create steam. There are usually four ‘rounds’, which, like the medicine 
wheel, represent four ages and areas of life, providing the focus of prayers, but otherwise is 
mainly a purification ceremony that can occur at the start of other ceremonies. Many centres 
include the sweat lodge ceremony as a part of the treatment programme. 

There is room for more tribal-specific content and Christopher Ringwald gives an 
example of an Alcoholics Anonymous group in Minnesota where residents ‘learned to drum 
and chanted Ojibwe songs from a tribal elder’ (2002, p. 84). ‘Rather than being strictly tribal 
or sectarian, the rites and rituals are portable and adaptable, say practitioners.’ One said, ‘‘When 
I go to a Sioux sweat lodge, they ask me to call to my own Ojibwe ancestors’’ (in Ringwald 
2002, p. 89). 

Community 

Referring to a treatment centre, one client told Joseph Gone: ‘This is where I started my healing 
journey. And this is where I practiced my Native culture… It’s a good feeling when you’re 
starting to find your identity. To have that sense of belonging…’ (2011, p. 192). Gone noted 
that lecture topics included both Aboriginal cultural orientation (e.g., a medicine wheel, 
community values, residential schools) and mainstream ‘life skills’ instruction (e.g., alcohol and 
drugs, self-esteem, communication skills)’ (2011, p. 191). Additionally, there was an effort to 
serve the local community: ‘program counsellors were involved in sponsoring cultural activities 
for the community’ (2011, p. 193).  

Several places employed full-time traditional leaders who facilitated additional cultural 
activities. As a result, client encounters with Native culture and tradition were routine—even 
though full participation was strictly optional. Some clients had never participated in these 
activities prior to their time in the program (Gone 2011, p. 193). Another significant 
dimension of Native-led recovery programmes are the roles played by Elders from the local 
community.  
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The importance of community cannot be overstated as personal healing is always in 
relation to others. This is illustrated by the sweat lodge ceremony. When Lakota and many 
others enter the lodge, they say ‘all my relations’, acknowledging that healing requires co-
operation from others (not all of whom are human). Native-led programmes often make 
‘community’ central to their philosophy, such as ones run by White Bison, a successful Native 
American charitable organisation founded in 1988 based in Colorado Springs. In their 
statement, they say they believe that ‘change comes from within the individual, the family and 
the community.’ The ‘solution resides within each community.’ ‘Interconnectedness—it takes 
everyone to heal the community’. At a Canadian First Nations treatment centre, Joseph Gone 
was told that ‘program staff also hosted cultural activities for the community, including 
powwow dances, pipe ceremonies, and an annual fasting camp. Although clients were always 
encouraged to participate, staff strove to engage community members at large in these activities 
as part of a collective healing process’, adding that confidentiality about being on the 
programme was not an issue for clients as it was not easy to keep it a secret anyway in such a 
close-knit community (Gone 2011, p. 192). 

Adaptations to Twelve Step 

Looking at Native American adaptations of the Twelve Step programme in more detail, it is 
usual to find an alteration to both the format and wording. Regarding the format, Laurence 
French states that ‘sessions are usually circular and incorporate elements of the medicine wheel, 
purification sweat, and sacred pipe as healing devices’ (2000, p. 89). French describes the 
standard version of Alcoholics Anonymous as ‘rooted in the protestant ethic’, while the ‘values 
of harmony ethos’, emphasising group cooperation and respect for nature, are attributed to 
Native American cultures (2000, p. 4, 89).  

As an example, French contrasts so-called Western attitudes with Native American 
ones, such as ‘Competition’ with ‘Cooperation’; ‘Ownership’ with ‘Sharing’; ‘Honor self’ with 
‘Honor elders’; ‘Verbalism’ with ‘Silence’ and ‘Individualism’ with ‘Tribal values’ (2000, p. 89). 
The wording of the Steps has been changed to reflect these values. Where Step 11 in the 
standard AA version states: ‘Seek through prayer and meditation to improve our conscious 
contact with God, as we understand him, praying only for knowledge of His will for us and the 
power to carry that out’; in the Native American version, according to French, it states (my 
emphasis, to show alteration): ‘Seek through prayer and meditation to improve our conscious 
contact with the Equality and Brotherhood of all Mother Earth’s children and the Great 
Balancing Harmony of the Total Universe.’ (p. 90). The concept of ‘balance’ is central. 

Controversies 

Integrations of Twelve Step and similar models into Native American cultures have led to some 
concerns by scholars and members of Native communities. Not only are these Native-derived 
practices absorbing the language and values of ‘therapy culture’, treatment centres are effectively 
institutionalizing them (Gone 2011, p. 193).  
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Joseph Gone also points out that part of the treatment is to ‘verbalise’ one’s pain. ‘More 
specifically, cathartic self-expression was expected to inaugurate a process of searching 
reflexivity and self-examination that could sustain positive and ongoing transformations of the 
self.’ (2011, p. 195). Since the ‘self’ becomes a ‘therapeutic project’, ‘‘working on’ oneself, one’s 
‘issues’, or one’s life was emblematic of the healing journey that signified a lifelong process of 
introspection, transformation, and fulfilment’ (Gone 2011, p. 196). Referring to the view that 
Native Americans value silence over verbalism, Gone heard that it was often challenging to get 
clients to talk, and ‘the difficulties associated with eliciting therapeutic talk from clients was 
attributed in part to enduring community norms that devalued or proscribed such verbal self-
expression’ (2011, p. 196). Thus, ‘healing discourse among staff and clients was… seen to 
depend heavily (but implicitly) on more familiar aspects of mainstream ‘therapy culture’’ (Gone 
2011, p. 197). In other words, Native American practices have been subverted to suit the 
mainstream therapy agenda. Treatment programmes, in effect, are engaged in a universalising 
appropriation of Native American cultural practices. 

Another tension Christopher Ringwald highlights is that ‘Some Native Americans 
worry that their spiritual practices will be distorted even among their own people due to 
ignorance’ because many clients are unfamiliar with their culture’s traditions (2002, p. 101). 
They would not easily recognise how a cultural practice has been modified; however, all such 
practices have undergone continuous change and are adapted to each circumstance. ‘Will 
practicing ceremonies outside their original context or locale lead to misuse or even mutation?’ 
asks Ringwald (2002, p. 102). In answer, I would say there are no ‘pure’ practices. However, 
the debate over perceived misuse is more complex and connected to wider issues of 
appropriation. 

Balance and Wellbeing 

One concept articulated frequently among Native American and First Nations healing 
discourse is that of ‘balance’. This is apparent in many Ojibwe accounts. Herb Nabigon’s, The 
Hollow Tree, an autobiographical account of his road to recovery, from a First Nations 
perspective, which is peppered with conceptions of balance. In his introduction, he says: ‘Our 
society can balance itself if more emphasis is placed upon spirituality in our everyday lives, for 
without spirituality we will perish. We will perish if we continue to over-emphasize the rational 
and logical sides of life, forgetting the need for balance’ (Nabigon 2006, p. xvii). The tool he 
uses ‘on a daily basis’ is a Cree version of the medicine wheel ‘to maintain balance in my life,’ 
he says (2006, p. 43).  

An aspect of the Plains Indian medicine wheel teaching picked up by those in recovery 
is the ‘red road’. The wheel has within it a cross representing the two axes, the black and the 
red. The black ‘road’ is thought to represent difficulties and imbalance, at least in therapy 
discourse (it is also associated with power), while the red represents growth and balance. As 
Nabigon learned: ‘The people who walk the red road attempt to balance their lives between 
goodness and fear’ (2006, p. 47).  

The idea of balance is often linked to conceptions of wellbeing, stemming from different 
linguistic terms to mean the ‘good life’ or similar. According to Manitowabi and Shawande, 



12 

‘the Anishinabek of Manitoulin Island have no single concept of ‘health’ or ‘wellbeing’. The 
closest term is mnaamodzawin, meaning a ‘good, holistic way of life’’ (Manitowabi and 
Shawande 2011, p. 443; see also Hallowell 2002, p. 44). In Hallowell’s highly regarded study 
of Ojibwe (or Anishinaabe) ontology, originally published in 1960, he relates the conception 
of ‘wellbeing’ to having ‘balance’ involving reciprocal relationships with others, including non-
human persons (animals, stones, etc.). ‘One of the prime values of Ojibwe culture is exemplified 
by the great stress laid upon sharing what one has with others. A balance, a sense of proportion 
must be maintained in all interpersonal relations and activities’ (Hallowell 2002, pp. 45–46). 

Manitowabi and Shawande also noted that ‘balance’ was a recurring word expressed by 
participants in their study at an Ojibwe health centre (2011, p. 452): ‘Interviewees spoke about 
balance as key to wellbeing and healing, and the need to nurture one’s body spirit… Clients 
stated that healing is tied to balance which suggests that imbalance is linked to a state of 
unhealthiness’ (2011, pp. 453–54). In summary, they state that: ‘In essence, wellbeing means a 
balanced way of life. If an imbalance occurs one must return to a state of equilibrium leading 
to a long healthy life’ (2011, p. 454). 

Many of these statements explicitly include the need for harmonious relations with 
non-human persons, including ‘nature’ and animals. This proposes a view that wellbeing is not 
personal, but collective, because what one does individually affects the wellbeing of others. 
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The Spirituality of Compassion 

Julia Head 

I was on the bus a little while ago, and sitting opposite me were a mother and her 
young daughter. I was unaware of what preceded the comment made by the 
daughter to her mother: ‘If you’ve got nothing nice to say, don’t say it.’ I smiled at 
them both, and the little girl said: ‘I’ve been told that a lot of times mum, haven’t 
I?’   

I thought about this passing encounter for most of my bus journey, not least what 
important advice to instil in a child as she is growing up and interacting with the 
world around her. And it came back into my mind a few days later, when I 
formulated some of the thoughts below. 

I reflected on my own and others’ ways of relating to one another. In society today, 
maybe it is an offshoot of the apparent democracy we live in that it is a seemingly 
done thing to feel that you can (for example) berate someone in another car to the 
point of road rage, and sometimes death, at the hands of a more aggressive 
individual. But this overt aggression and questionable behaviour can be 
experienced in other public places too, such that any one of us probably has a few 
stories to tell about the way we have been treated by a previously unknown 
individual (Leith, 2007).   

In interpersonal and family relationships, compassion from one individual to 
another is a variable feast, where both loving and less loving attitudes can be 
evidenced daily in relationships that would be described as ‘intimate’. Families are 
places where either kindness can be imparted or heartless suffering imposed in 
many ways. And places of work, where competition and envy thrive, can also 
become places where others can experience the worst that potentially lurks in all 
of us.  

But what has any of this to do with compassion? I suppose most of us would like to 
think we are compassionate people who are basically good, gentle, and 
understanding’ (Nouwen et al. 2008: 3). But, one could say that the routinizing of 
questionable and sometimes inhumane attitudes to one another is the issue that 
might shoot straight at the heart of a spirituality of compassion. Further, it 
evidences the need for healing in many different ways - not just on local/immediate 
levels but more globally as well.   
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Nouwen goes on to articulate well the ambiguity at the heart of compassion, 
questioning: 

But, if being human and being compassionate are the same, then why is 
humanity torn by conflict, war, hatred, and oppression? Why, then, are 
there so many people in our midst who suffer from hunger, cold, and lack 
of shelter? Why, then, are millions of human beings suffering from 
alienation, separation, or loneliness? Why, then, do we hurt, torture, and 
kill each other? Why, then, is our world in such chaos? (Nouwen et al. 2008: 
3). 

These authors suggest that we need to take a critical look at our understanding of 
compassion. The central question is this. Will the cultivation of compassion in our 
lives and our local and global communities enable us to delimit distressing 
situations and initiate the healing so needed today? (Armstrong, 2011: 5). Will the 
nurturing of compassionate behaviour ‘begin to relate us to the world as an arena 
of serious concern’ (Fox, 2010).  

So, let us take a brief look at ‘compassion.’ The concept is multi-faceted and 
evocative of qualities such as: love, kindness, perseverance, fairness, justice, grace, 
tenderness, mercy, charity, humaneness, fellow feeling, and so on - and a striving 
in all these things (concepts familiar also to the spiritual life and its strivings). 
Although the concept presupposes ‘sympathy’ and ’empathy,’ it is important to 
distinguish it from these notions too. To be sympathetic with another means we 
can be affected by, and resonate with, their feelings. Empathy involves ‘a more 
complex understanding which embraces another’s situation, feelings and motives’ 
(Fox, 2010). 

Compassion can be defined as a feeling of deep sympathy and sorrow for another 
who is stricken by misfortune, accompanied by a strong desire to alleviate the 
suffering. Thus, emotionally and attitudinally, compassion presupposes 
sympathy/empathy/understanding/pity. Yet, as seen from the example above, it 
goes beyond these feeling states to imply some kind of action on an 
individual’s/community’s part consequent on experiencing distress in another.   

Compassion is not just a feeling sorry for another, or an ability to step into 
another’s shoes. It presupposes a movement away from a focus on one’s own self 
and self-interests in order to go out of one’s way and help others who are in need. 
This is the rational and altruistic component in compassion. Basically, we are called 
to enter into the pain/suffering of other(s), but not to be destroyed by it. It 
comprises rather ‘a resoluteness and an active will to change things, to make a 
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difference’ (Fox, 2010). So, at the heart of the thinking regarding ‘compassion’ 
there is a strong ethical/ moral/ social imperative - one human being to another - 
individually and collectively.  

The concept of compassion is linked to living fully human and humane lives. A 
compassionate attitude means we will not just choose ourselves, but we will 
choose others in their humanity. We will not close our hearts to others, but we will 
open them up to others - and in doing so we will open ourselves up to the gift of 
enhanced relationship and belonging. We will not just choose to live our lives to 
the fullest potential at any given time - however circumscribed and limited life 
might be - but we will also choose that same reality for others. The basis for doing 
so is a shared humanity, such that that we are able to ‘regard the good of others 
as of the same value and importance as [our] own’ (Fox, 2010).  

As alluded to earlier, it is important to recognise the micro and macro implications 
of the necessity for compassion today. The Dalai Lama has been quoted as saying 
that love and compassion are necessities, not luxuries and that without them, 
humanity cannot survive (HH Dalai Lama & Cutler 1998). John O’Donohue, Irish 
poet, philosopher and theological scholar, expresses this reality too when he says: 

We have a duty to speak out for those who have no voice or are not being 
listened to. We should at least begin to have some conversations with these 
members of our human family. It would open our eyes. When our 
compassion awakens, our responsibility becomes active and creative. When 
we succumb to indifference, we blaspheme against the gifts that we could 
never earn, that have been so generously given to us. The duty of privilege 
is absolute integrity (O’Donohue, 2011: 375). 

The strong ethical and moral implications at the heart of compassion embrace the 
philosophical principles of non-maleficence - do no harm - and 
benevolence/beneficence – do good whenever it is possible (Fox, 2010). Many 
writers also focus on compassion in the light of the maxim of The Golden Rule, 
articulated over centuries by all the major faith and philosophical traditions, 
namely, to treat others as you would wish to be treated yourself.   

Karen Armstrong (2011: 1-6), a former religious sister and one of the world’s 
leading commentators on religious affairs tells us: 

All faiths insist that compassion is the test of true spirituality…. [and] that 
you cannot confine your benevolence to your own group: you must have 
concern for everybody - even your enemies…the Golden Rule…asks us to 
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look into our own hearts, discover what gives us pain, and then refuse, 
under any circumstance whatsoever, to inflict that pain on anybody else. 
Compassion can be defined, therefore, as an attitude of principled, 
consistent altruism. 

Armstrong further suggests that compassion will also bring us back into the 
presence of ‘the divine.’ And why? Because when we feel with another, we remove 
ourselves from the centre of our world. When we get rid of the ‘me-first’ 
mechanism - when we put our ego aside, then we are ready to see the divine - 
however we may articulate that reality (Armstrong, 2011: 17). 

In healthcare, compassion is now the order of the day. Cultivating and evidencing 
the delivery of compassion - in practitioners, health systems and organisations - 
has become a renewed focus ever since the publication of the Francis Report 
(Francis 2013), which ‘identified lack of compassion as a major factor’ contributing 
to failures in care in a Mid-Staffs hospital (Gray & Cox, 2015; Sawbridge & Hewison, 
2015: 42).   

Just do a search on ‘compassion in healthcare’ and see the vast proliferation of 
writings occasioned by the unsettling findings of the Report. But I really do wonder 
whether compassion is what any activity related to illness/sickness and restoration 
to health and well-being should be about at heart. Or have I, and perhaps many 
others been missing something? It is less like one of those ‘aha’ moments and more 
like the double-bind one so commonly experiences especially in the healthcare 
setting, where you say to yourself, ‘well, didn’t people know this was important all 
along?’ 

The main question is how can ‘compassionate individuals’ (who after all are at the 
heart of systems and organisations as well) be ‘produced’ so as to assist and 
increase the development of more humane care (Fox, 2010)? As Fox notes: 

Perhaps ‘produce’ is not the right word, for the idea of compassion as a 
source of morality is predicated on the assumption that everyone has the 
capacity to show compassion and, given the right circumstances, to lead a 
compassionate existence. So what we’d really need to produce are the 
conditions that maximise this potential, especially in children (Fox, 2010). 

In our deliberations, I do hope that we will indeed begin to understand how the 
seeds of compassion live in every individual first before they live in larger systems.  
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Amongst various disciplines, it is perhaps psychology that can help us to 
understand the compassionate instinct a little further. Encouraging neurological 
research suggests that there is a biological basis to compassion, and that human 
beings are (effectively) hard-wired to be compassionate - to respond to others’ 
suffering and to feel good when we can alleviate that suffering (Keltner, 2004). 
These scientific findings are expressed quite simply by Daniel Goleman (2007) who 
describes:  

A new field in brain science…studies the circuitry in two people’s brains that 
activate while they interact… and the new thinking of compassion from this 
field is that our default wiring is to help…that is, if we attend to the other 
person we automatically empathise. These newly identified mirror 
neurons…act like a neuro Wi-Fi - activating in our brains exactly the areas 
activated in theirs. We feel ‘with’ automatically, and if that person is in 
need, we’re automatically prepared to help. 

But, as Goleman himself queries, if it is the case that we are hard-wired to be 
compassionate, why does this sometimes go awry? From my reading, many 
different people, from different walks of life, offer a variety of perspectives. I 
mention a few below. 

In the healthcare setting, it is widely recognised that many enter the profession 
with ‘high ideals, abundant stores of compassion and a strong motivation to treat 
patients as they themselves would want to be treated’ (Cornwell and Goodrich, 
2009). What happens in terms of moving away from this position can be down to 
a variety of factors, including: 

• ‘The natural human defences we develop in reaction to trauma…[and]
continuous exposure to human beings in varying states of pain and distress’
(Cornwell and Goodrich, 2009) - that is, compassion fatigue. One article
examining community mental health nurses, reported that participants
developed feelings of being unskilled and became less compassionate with
those patients evidencing complex and multiple needs (Barron et al. 2017: 216).

• Authors also mention the difficulty amongst practitioners of defining
compassion, even whilst recognising it now as a ‘driving force underpinning
provision of care’ (Barron et al. 2017: 211-212). Further, compassion is difficult
to mandate, as it is impossible to dictate what practitioners will and can feel
towards their patients. What can be expected is courtesy, respect and
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consideration, and using best knowledge, skills and experience in the patient’s 
interests (Chadwick, 2015). 

• Authors widely recognise how an over-emphasis on the production of efficiency
in health services can ‘undermine compassionate care and foster cynicism in
healthcare workers’ (Barron et al. 2017: 212), and thus how important it is that
organisations take their own responsibility for creating compassionate cultures
and for supporting and valuing practitioners’ work (Sawbridge & Hewson,
2015). 

In terms of moving away from a compassionate position, others in different ways 
highlight a very human conflict - basically put as the conflict between paying 
attention to one’s own self-interests, or those of others: 

• Goleman (2007) refers to a spectrum ranging from ‘complete self-absorption to
noticing, to empathy and compassion’. Self-preoccupation means that we are
not fully cognisant of the other. But he urges us all to try and notice this
distinction between paying attention to ourselves or to others, as it is ‘our
empathy - our tuning in - that separates us from sociopaths.’

• Paul Gilbert (2010a: 3) rightly notes that ‘In the Buddhist model true
compassion arises from insight into the illusory nature of a separate self and the
grasping to maintain its boundaries - from what is called an enlightened or
awake mind’.

• Armstrong (2011: 9-10) contends that compassion is actually ‘alien to our
modern way of life,’ and that the ‘intensely competitive and individualistic’
nature of the capitalist economy encourages us to place ourselves above others.

• Nouwen et al. (2008: 6) suggest (similarly) that competition gets in the way of
compassion: ‘Compassion is neither our central concern nor our primary stance
in life. What we really desire is to make it in life, to get ahead, to be first, to be
different….We do not  aspire to suffer with others…The less we are
confronted with it, the better…To be  compassionate then means to be kind
and gentle to those who get hurt by competition’.

The ambiguity lying at the heart of much thinking regarding compassion is perhaps 
realised quintessentially in the words of St. Paul (Romans 7.15), when he says:  ‘I 
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cannot understand my own behaviour. I fail to carry out the things I want to do and 
I find myself doing the very things I hate’. 

These issues and more, make it difficult to envisage rolling out compassion in a 
significant way, but the benefits of nurturing a more compassionate approach, 
both with ourselves and others, might assist us in this task. I offer a few points for 
reflection below: 

The importance of showing compassion to one’s self 

Self-compassion is the mirror of our lives lived in authentic relationship. 
O’Donohue puts this beautifully when he says: ‘Self-compassion is paramount. 
When you are compassionate with yourself, you trust in your soul, which you let 
guide your life. Your soul knows the geography of your destiny better than you do’ 
(O’Donohue, 2017). 

In developing the art and skills of compassion, any route leading to increased self-
understanding is a vital precursor to being able to enter into another’s world with 
understanding and compassion. Perhaps it is a matter of realising, when we give 
ourselves opportunities for self-discovery, that ‘all the forces for good and for harm 
playing out in the world are also right here in our own minds. Self-understanding is 
a vital precursor to understanding others’ (Goldstein, 2004).  

It is well-known that many of us who work in caring professions do so (albeit 
unconsciously) in order to care for ourselves, or because our (very often) early life 
histories have taught us how to be carers and rescuers. This point is to be 
understood sensitively, rather than criticised. Examining the nature of our own 
commitment to caring, and integrating what are the more difficult aspects of our 
personality/psychology in order to be present to our clients in as authentic and 
altruistic a way as is possible is always work in progress.  

Self-compassion means we will be less hard on ourselves when we do not always 
quite make those arbitrary targets we set for ourselves, and when we have to deal 
with internal conflicts regarding whether to be compassionate or not. What we can 
hope for is to find ways to develop further our compassionate instinct, through 
ways that will enable us to embrace and develop inner calm and peace, 
connectedness with self and others.   

It is important to note the numerous - both sacred and secular - paths for 
‘nourishing the shoots of compassion’ (Armstrong, 2011: 17). For example, through 
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meditation, contemplation, mindfulness, spiritual exercises, retreats, and not least 
through the arts. Gilbert (2010b: xiii) notes how the Eastern traditions have exerted 
a major influence regarding the training of the mind in compassion, via exercises 
and other mental practices.   

However, as De Botton (2012: 145) writes: ‘understand[ing] the value of training 
our minds with a rigour that we are accustomed to applying only to the training of 
our bodies’, has been the stock-in-trade for many of the major faith traditions and 
philosophical schools for centuries.   

The benefits to mind, body and spirit of cultivating compassion 

With many of the findings evidenced through research, the list includes: 

• Enhanced well-being (Gilbert, 2010a: 3).

• Enhanced psychological/mental and emotional health, as well as enhanced
physical health (HH Dalai Lama & Cutler, 1998: 102-103).

• Enhanced state of being overall. Armstrong (2011: 18) suggests that:

[T]hose who have persistently trained themselves in the art of compassion 
manifest new capacities in the human heart and mind; they discover that 
when they reach out consistently towards others, they are able to live with 
the suffering that inevitably comes their way with serenity, kindness and 
creativity. They find that they have a new clarity, and experience a richly 
intensified state of being.  

The benefit to others 

Here, we can think of those times when we have been in the presence of a 
compassionate individual, or the relief that we can experience when we have 
received compassionate care and understanding.   

Research has shown that: 

• Compassion can aid treatment effectiveness. Patients at the receiving end of
more compassionate responses from caregivers might be encouraged to share
information more freely regarding what ails them and other concerns. This in
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turn can be a major aid to diagnosis, treatment and outcome (Cornwell & 
Goodrich, 2009).   

• Compassion can reduce patient anxiety, and ‘can have positive effects on
patients’ rate of recovery and ability to heal’ (ibid.).

• Compassion in caregiving can aid the identification of needs unique to the
individual, and thus encourage person-centred and recovery-oriented care
(Barron et al. 2017: 212)

Choosing a compassionate path is not always comfortable 

This is a central tenet of what many religions and seekers of spiritual paths know - 
that the path is not easy or comfortable - and that it requires commitment over 
time. Nouwen et al. (2008: 61-62) discuss the concept of ‘displacement’ in their 
text and how this is central to compassion: 

We want to be ordinary and proper people who live ordinary and proper 
lives…The call to community…is the call to move away from the ordinary 
and proper places…Through voluntary displacement, we counteract the 
tendency to become settled in a false comfort and to forget the 
fundamentally unsettled position that we share with all people. Voluntary 
displacement leads us to the existential recognition of our inner brokenness 
and thus brings us to a deeper solidarity with the brokenness of our fellow 
human beings.   

Compassion requires us to accept the reality of our own and other’s propensity 
to experience pain and to suffer 

Many authors talk about the anaesthetising of pain and suffering in which many of 
us engage. Pain and suffering are unattractive - they leave us helpless and, very 
often, without hope, and can sometimes evoke feelings of being repelled by the 
other. As mentioned previously, we do not aspire to suffer with others, but instead 
we find ways and techniques that enable us to remove ourselves from the reality 
of pain, and often place at a distance those who unsettle our equanimity (Nouwen 
et al. 2008:6). Yet if we can embrace the reality of the existence of pain and 
suffering as part of what it means to be human, it can also help us to understand 
others in pain, and become a foundation stone for compassion. 
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We can seek ways to embrace the transpersonal/ spiritual gifts that potentially 
lie in life’s more difficult experiences.   

One such gift is Beauty. O’Donohue (2003: 189-191) writes about the notion of 
beauty being created out of woundedness. He suggests that things in life that 
almost destroy us can also be the ‘very things that want to talk to us’ - even years 
down the line. He acknowledges both dark and bright sides to beauty, and that we 
can often (although not always) ‘find slow, dark beauty’ in those times when we 
are most in pain and despair. And he makes the link with compassion: 

Where woundedness can be refined into beauty a wonderful 
transfiguration takes  place...compassion is one of the most beautiful 
presences a person can bring to the world and most compassion is born 
from one’s own woundedness…The greatest evil and destruction arises 
when people are unable to feel compassion. The beauty of compassion 
continues to shelter and save our world (O’ Donohue, 2003, 191). 

Finally, we can think of wisdom as another transpersonal gift. There is something 
here about the wisdom that comes from an examined life, from increased self-
awareness and insight, and what we can learn from our own life experiences. In 
the words of the Venerable Khandro Rinpoche (2000): 

The human heart is basically very compassionate, but without wisdom, 
compassion will not work. Wisdom is the openness that lets us see what is 
essential and most effective. 

Wisdom and compassion are bed-fellows - ‘intimately linked’ and feeding one 
another (Gilbert, 2010a: 133). Wisdom, borne from experience, is the ability to 
recognise past mistakes, as well as those things that worked out well, and to stand 
back objectively from certain situations where it would be foolish to rush in. It is 
the ability ‘to reflect on the human condition and human nature’ and to work with 
the complexities of life and the paradoxes it brings (Gilbert, 2010a: 133-4).   

Concluding Reflections 

In focusing on the qualities of compassion, perhaps we can understand how we are 
dealing also with essential elements of the life of the spirit. Further, we can see 
how important it is for us to nurture what appears to be our innate capacity to be 
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compassionate. Spirituality is always a matter for searching, as is the reality of 
discovering ways of developing our compassion, and working on those elements 
keeping us from being compassionate on occasion, that all of us are heir to. 

We have touched on the notion of compassion as the ‘true test of spirituality.’ 
Spirituality needs to be thought of as not just being individual, but also the fruits 
of a life lived well in the spirit - one that works itself out in seeking the best for 
human community as a whole. It is no less the case with compassion. There is 
always a referent beyond the self and self-interests, linked to a conscious desire 
and a will to make the world a more humane place. 
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Book Review by Dr Paramabandhu Groves 

‘Mystical Theology and Contemporary Spiritual Practice: 

Renewing the Contemplative Tradition’ 

Edited by Christopher C.H. Cook, Julienne McLean and Peter Tyler (2017, Routledge) 

What is the relevance of mystical theology to today’s spiritual practitioners? Is mysticism within the 
Christian tradition like a rarefied, exotic creature to be glimpsed only by a select few, perhaps the 
hermit who spends many hours in pious prayer and silence? These are the sort of questions aired at a 
conference in Durham in 2014, which led to the papers in this slim but rich volume. 

The first two chapters consider the nature of mystical theology, drawing on the writings of Baron 
Friedrich von Hügel (1852-1925) and Vladimir Lossky (1903-1958). Von Hügel distinguishes the 
mystical element of religion from the historical, which consists of what is told by others, and the 
rational, which includes testing what is heard in thought. By contrast, the mystical is felt rather than 
reasoned; loved and lived rather than analysed. He considers one’s potential to have direct 
communion with God and this to be our ‘deepest requirement and characteristic’. Thus, mystical 
experience is seen as the ‘innermost normal consciousness of mankind’ rather than something 
strange. In a similar vein, Lossky regards mysticism not chiefly as the paranormal, but rather as 
experienced religion not separate from the sacramental life of the Church. Nevertheless, he sees this 
lived experience as detached from dogma, not individualistic, and with an attitude of mind that refuses 
to produce concepts about God. 

Having explored some theoretical underpinnings of mystical theology, chapter 3 describes the life and 
work of the extraordinary medieval mystic Margery Kempe. This gives us a vivid account of mystical 
theology in an individual’s spiritual life. Her spiritual practices included visualisation and meditation, 
pilgrimage, participation in the Eucharist and ascetic discipline. She experienced visions and voices, as 
well as marked shedding of tears. If this seems dramatic, and might suggest that mystical theology is 
only for the unusual or gifted, chapter 4 brings mystical theology into a more contemporary and 
accessible form through pilgrimage to Durham cathedral. The great cathedral, with its shrines to the 
much-loved St Cuthbert and the Venerable Bede, receives many visitors. It gives people a sense of the 
numinous and may help them to move forward in their spiritual journey. Steeped in nine centuries of 
prayer, the cathedral may be thought of as a portal to mystical theology, a liminal place where it is 
safe to ask questions and listen to unexpected answers. 

Another sphere in which mystical theology is finding expression is in the new monasticism. Chapter 5 
describes three types, based on their source of inspiration. Conceptual new monasticism has 
developed rules for contemplative living under the influence of seminal thinkers such as Dietrich 
Bonhoeffer (1906-1945) and Thomas Merton (1915-1968), who appear to have anticipated the 
development of new monasticism. Classical new monasticism has taken the rules of groups such as 
the Benedictine and the Cistercian and translated them into new life circumstances. Contextual new 
monasticism brings Gospel-based values into dialogue, with the hopes and fears of people in 
contemporary life. This broad and varied movement shows it is possible to embrace classical monastic 
ideas and practices, such as prayer, communal living, fasting and silence, while recasting them to make 
them applicable for today’s spiritual aspirants. 
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Delving deeper into spiritual practice may lead to questions about the Cartesian subject-object 
dichotomy. Chapter 6 explores this through the writings of the philosopher Ludwig Wittgenstein 
(1889-1951) and the Trappist monk Thomas Merton. Wittgenstein, especially in his later writings, tries 
to coax us out of our fixed mindset through puzzles and aphorisms, producing a change of attitude or 
‘astonishment’. Merton through his contact with Buddhism, especially Zen, came to see that the self 
was not a thing, not an object that could be held or studied. He regarded the inner self as a secret like 
God, similarly evading concepts that try to possess. This led him to consider that too much forcing 
one’s thoughts in prayer or other rigidly held to prescribed spiritual practice would lead away from 
the goal. He went on to say that spiritual life is going well when you realise what a mess you are in. 
This may be the state in which a break though could occur, in which you recognise a deeper truth 
within you, which does not belong to you, but instead belongs to God. 

Chapter 7 brings together the threads of the preceding chapters. There is emphasis on two main 
modes of knowing, distinguishing between the lower mind that is rational and conceptual, and the 
higher mind that contemplates God - knowing directly, unmediated by concepts. This chapter draws 
out some of the paradoxes. For example, daily spiritual practice such as prayer may make prayer a 
more pervasive part of one’s life, but it may also lead to over-familiarity or taking it for granted. 
Practices including prayer and silence may be useful since God can only be found within, yet ultimately 
one cannot ‘do’ anything to bring one closer to God; rather one is dependent on grace. 

Where does this leave us at the end of the book? The well written chapters bring clarity to what 
mystical theology is and, without being a practice manual, outline some of the ways it is practised in 
contemporary life. The book steers us away from thinking of mystical theology as primarily to do with 
the paranormal such as visions or voices, while indicating that it is different from everyday 
consciousness dominated by rational thought. It also draws attention to pitfalls of attachment to 
particular states of mind or experiences, that is, the danger of spiritual materialism with its 
concomitant individualism. Unfortunately, this hardback comes with a sizeable price tag (at about 
£77). That notwithstanding, it provides a stimulating read and an important source of inspiration for 
anyone with grappling with the contemplative dimension of Christian spiritual practice. 
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Book Review by Dr Andrew Clark 

'Sadness, Depression and the Dark Night of the Soul: 

Transcending the Medicalisation of Sadness' 

Dr Gloria Dura-Vila 

Jessica Kingsley Publishers 2017 

This book is a detailed personal account of the author’s remarkable social anthropological study 
of a group of lay theological students, priests, and contemplative monks and nuns in Spain. All 
57 participants were practising Catholics living out their vocations in an increasingly secular 
Spanish culture. 

The study had five stated aims: 

1) To provide rich anthropological data on the participants and their contexts.
2) To understand how these participants differentiated between normal but profound

sadness and pathological sadness, i.e. depression.
3) To investigate the coping strategies used by participants when experiencing either

normal profound sadness or depression.
4) To explore how the participants supported other people suffering sadness or depression, 

what training they had in this area and how they collaborated with mental health
professionals.

5) To propose a framework for distinguishing pathological from normal deep sadness.

In pursuing these aims, the author gives a personal and personable account of her research. In 
her preface, she writes, ‘I would like you to think of it [the book] as a sort of diary of my travels, 
a witness to my experiences and to the lessons I learned along the way.’ This is indeed how I 
experienced reading the book – I had a sense of journeying alongside the author in her study. 

The book is divided into three sections. Each section and, within each section, each of the 
chapters, is clearly introduced so that the reader has a good sense of what each part of the 
unfolding narrative will cover.  

Section 1 sets out the literary and historical context to the study, including an overview of the 
author’s previous population studies in Spain. Chapter 1 provides a helpful review of the 
literature on the medicalisation of sadness and help-seeking behaviour in people experiencing 
profound sadness or depression, as well as the literature comparing the clinical concept of 
depression with the process of spiritual transformation captured in the phrase ‘Dark Night of the 
Soul’.  Chapter 2 offers a comprehensive review of the literature concerning the role of clergy in 
mental health care, including a thoughtful discussion of the similarities and differences between 
spiritual direction, confession and psychotherapy. Chapter 3 provides an interesting overview of 
the state of the Catholic Church and clergy in Spain in the early 21st century, as well as the place 
of women in the Catholic Church.  To help the reader understand the context of the participating 
contemplative nuns from the Order of Saint Augustine and the Cistercian monks, the chapter 
concludes with an informative introduction to the Augustinian and Cistercian monastic 
traditions. 
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Section 2 is, by some distance, the longest section of the book, comprising 185 pages. These 
pages give a detailed account of the themes that emerged from the semi-structured interviews, 
which the author conducted with each participant. The four chapters cover, in turn, the first four 
study aims. Chapter 4 provides a detailed description of the participants, which allows the reader 
to get a sense of the lives they lead. Chapter 5 sets out the responses of the participants to 
questions about how they conceptualised sadness and depression. A key theme here is the 
notion that normal profound sadness was seen as an understandable response to the adversities 
of life, whereas pathological depression somehow made no sense, echoing the distinction, 
popular in psychiatry 30 years ago, between reactive and endogenous depression. The dark night 
of the soul was understood by participants as an invitation from God to mature in one’s spiritual 
life, and was seen as clearly distinct from pathological depression. A key distinguishing feature 
was that in general, people undergoing the dark night of the soul maintained a sense of hope 
and were not troubled by self-destructive thoughts, in contrast to those suffering from 
pathological depression. Chapter 6 described the participants’ ways of coping and help-seeking 
when enduring deep sadness or depression, with much emphasis placed on the role of prayer. 
Chapter 7 sets out the participants’ views on helping others with sadness or depression. A lack 
of training in mental health as well as time constraints were notable barriers to this.  Participants 
were generally wary of psychiatrists, who they perceived as anti-religious and liable to devalue 
the role of religious resources and practices in a person’s care. To many participants, the idea of 
a psychiatrist that was sympathetic to people’s spirituality seemed an anathema. 

Section 3 is the shortest section and probably the most valuable for the jobbing psychiatrist. 
Chapter 8 revisits the medicalisation of sadness and the problem of decontextualising depressive 
symptoms. Drawing lessons from the findings of her study, the author makes the important point 
that enabling a person who is experiencing profound sadness or depression to find some 
meaning in their suffering helps to reduce the associated stigma.  Chapter 9 reflects on the sense 
of purpose, trust, belonging and self-worth derived from the faith and religious practices of the 
participants, which led to resilience in the face of adversity. This is seen to be consistent with 
previous literature on the relationship between religious practices and mental health. Chapter 
10 explores the relationship between clergy and psychiatrists and the question of what makes a 
good priest and a good psychiatrist. The need for more training for clergy in mental health is 
highlighted. The final chapter offers a practical framework for distinguishing deep sadness from 
clinical depression. The author advocates a focus on three particular areas in the clinical 
encounter to help with this distinction: context, functioning and risk. If the person’s sadness 
makes sense within the context of their life, if their functioning is minimally impaired and their 
risk low, then the clinical picture is more likely to be one of deep sadness. In such circumstances, 
the emphasis should be on psychosocial support, including where appropriate spiritual support, 
rather than medication. 

The book is a relatively long read. It is scholarly and well referenced. Many psychiatrists who 
appreciate the importance of contextualising mental health symptoms will be interested in 
sections 1 and 3.  Spiritual directors, clergy with an interest in mental health and 
psychotherapists with an interest in spirituality will also find much of value in these sections. The 
detailed account of the research findings described in section 2 will be of more interest to the 
specialist researcher or to those who would like to get a personal feel of the process of social 
anthropological research in mental health. In his foreword, Professor Roland Littlewood says that 
this book is ‘not, of course, a plea for ‘more religion’ but it is a plea for more context, more 
understanding and more empathy.’ The book makes this plea with clarity and with heart.  
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Book Review by Dr Andrew Clark 

Ways of the Soul. A Psychiatrist Reflects: Essays on Life, Death and Beyond 

Dr Andrew Powell 

Published by Muswell Hill Press, London, 2017 

This book is a collection of 15 papers written by Andrew Powell either for journals or 
conference presentations between 1997 and 2005. A further volume of papers is due to 
be published later this year. Andrew is Founding Chair of the Spirituality and Psychiatry 
Special interest Group of the Royal College of Psychiatrists, and in the preface, he writes 
about the evolution of this group, which will celebrate the 20th anniversary of its 
founding next year. Over those years it has provided a deeply valued forum for those 
psychiatrists with an interest in spirituality. 

All the papers draw on Andrew’s experience of working clinically as a psychiatrist and 
psychotherapist, his understanding of psychoanalytic and Jungian psychology, as well as 
quantum physics and comparative religion. These influences are all brought together 
with Andrew’s characteristic clarity of thought and personal warmth.  

Each paper stands alone and has been thoughtfully tailored to the specific audience 
being addressed. The writing is refreshingly jargon-free and accessible to non-clinical and 
clinical audiences alike. Rather than summarise each chapter, which Andrew does in his 
preface, I will highlight the main themes which thread through the pages. 

The first theme is the centrality of Love, both in the world of the human psyche and in 
the world of the cosmos. This is what all human beings long for, either consciously or 
unconsciously and, whether we know it or not, this is what we are all born to embody. 
The struggle to experience love, both within ourselves and in relation to others, is a major 
source of mental suffering as well as a potential spur for growth. Andrew helpfully 
explores the varieties of love, including the distinction between love that is ego-driven, 
which can be manipulative, and love that emanates from the soul which is only capable 
of good. Drawing on his long psychotherapeutic experience, he also describes the many 
different ways in which the ego creates obstacles to love through protective 
psychological defence mechanisms. This allows him to take a compassionate look at the 
human struggle with hatred and with evil. His key clinical point is that regardless of any 
other therapeutic intervention, people suffering with mental health problems, and 
indeed all of us, are in need of love.  

The second theme is the search for wholeness. More than once we are reminded that 
our words ‘wholeness’ and ‘healing’ share the same etymological root. True healing 
usually involves a journey to a greater sense of wholeness. In this regard, healing 
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(wholeness) - is helpfully distinguished from the notion of ‘cure’ (absence of disease) 
which continues to have such a powerful hold over medical professionals and patients 
alike. Several of the papers refer to Carl Jung’s concept of ‘individuation’ in which the 
human journey is viewed as one towards ever greater integration of the different aspects 
of our selves. Andrew emphasises the relational aspect of this search for wholeness. As 
social beings, human beings are born to connect and the yearning ‘to belong to more 
than ourselves’ is given as a succinct description of the spiritual impulse in us all. In the 
face of the ever increasing destructive potential of human beings, the reader is reminded 
of the importance of this process of integration for the future well-being of the human 
race and of the world we inhabit. 

The third theme is the need to question the assumptions we hold about the nature of 
reality. We all see the world through our own particular lens which is shaped by powerful 
personal and cultural influences. Andrew makes frequent reference to the hold that the 
mechanistic view of the natural world has had over Western Science in particular and 
hence over Western culture. Andrew has had a longstanding interest in quantum physics 
and gently introduces us to some of the headline findings and implications, in particular 
for how we view consciousness and the mind. A recurring theme is the non-locality of 
consciousness in which, rather than being seen as secondary to the activity of the brain, 
consciousness is viewed as primary so that the brain ‘picks up’ consciousness rather like 
a radio might pick up a particular frequency. This allows a whole new perspective on 
phenomena familiar to many clinicians such as thought possession, projective 
identification, and group processes, as well as other phenomena such as telepathy, 
clairvoyance, mediumship, near-death experiences and reincarnation. 

In the final, and most personal, paper entitled ‘Spirituality and Later life - a Personal 
Perspective’, Andrew writes about the profound existential challenge of facing our own 
death and reflecting on the life one has led, sometimes with painful clarity. He is 
sustained by a view of the universe that ‘extends beyond time and space, where all flows 
together in a vast ocean of consciousness and [from which] our souls venture forth…so 
that we can learn and grow through experience.’ Andrew ends with an 
acknowledgement of his indebtedness to his patients. ‘Our patients hold up a mirror to 
us and if we choose to look into it, we are aware that we are far more alike than different. 
In my efforts to try to help them, it turns out my patients have been helping me!’ 

I found these papers a joy to read. They are accessible and well referenced. They offer a 
fresh perspective on some familiar and some less familiar territory. Despite the breadth 
of the metaphorical canvas on which Andrew paints, the clinical consulting room is never 
far away and he offers some wise thoughts on clinical practice. I have no hesitation in 
strongly recommending this book to any mental health professional with an interest in 
spirituality, whether or not this is linked to a religious faith. 
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