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SPIRITUALITY AND PSYCHIATRY SPECIAL INTEREST GROUP 

Newsletter No. 41, June 2016 



- An official publication of the Royal College of Psychiatrists -

Dear Member, 

Welcome to this edition of the Spirituality and Psychiatry Newsletter, No. 41, June 2016. 

In this issue, you will find a report on the most recent SPSIG meeting on Friday, 18th March at 
the Royal College of Psychiatrists, on ‘Interfaith and Interface: the Contribution of Faith 
Groups to Mental Health’. Our warm thanks to Drs Rob Waller, Sarah Eagger and Chetna Kang 
for organising this event, administered by CALC, the College’s Centre for Advanced Learning 
and Conferences, and attended by over 100 delegates. Please see this latest Newsletter for 
texts by the speakers, to whom we send our thanks and appreciation. 

Two other items of interest should be highlighted here. First is the recent publication by the 
College of Spirituality and Narrative in Psychiatric Practice: stories of Mind and Soul. We 
hope you will find this second volume informative, relevant to your clinical work and a good 
read too! 

You also may have noticed of late the presence of a video on the SPSIG home page about the 
work of the group. The driving force behind the production of this video has been Dr Rob 
Waller and we are indebted to him for his energy and interest. There have been close on 1000 
views in the first two months, which we are told is pretty good for a college-based video and 
we hope that it will further spread the word about the endeavours of the SPSIG. If you like it, 
please don’t forget to click the ‘thumbs up’ icon! 

The next meeting of the SPSIG will be a further conference administered by CALC at the 
College on 25th November 2016. The programme is entitled Hallucinations and Spiritual 
Experience: Voices, Visions and Revelation and full details are available by clicking on the 
above link or going to the SPSIG homepage. 

The field of anomalous perception is of crucial interest to psychiatry, with far reaching 
implications for the future welfare of the experiencer, and for your interest the introductory 
programme note is therefore included as follows: 

Unusual perceptual phenomena, including visual and auditory hallucinations, have been 
associated with spiritual and religious experiences since ancient times. Since hallucinations 
associated with major psychiatric disorders not infrequently include spiritual and/or religious 
content, this has led psychiatrists to take a reductionist approach that treats all such 
anomalous experiences as pathology and likely to be indicative of mental illness. However, 
research shows that many people who experience anomalous perception should not be 

http://www.rcpsych.ac.uk/usefulresources/publications/books/rcpp/9781909726451.aspx
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/hallucinationsconference.aspx
http://www.rcpsych.ac.uk/traininpsychiatry/conferencestraining/conferences/hallucinationsconference.aspx
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diagnosed as mentally ill and are not in need of mental health services. For some, such 
experiences serve to enrich and enhance their sense of life purpose. This day conference will 
bring together recent scientific research on hallucinations with spiritual and religious 
perspectives. Mental health professionals need to be aware of alternative frameworks for 
making sense of anomalous perceptual experiences, with important implications for both 
clinical practice and the spiritual life. 

In this issue, you will find two further articles of note. One is by Dr Nick Hallett, a psychiatric 
trainee, on ‘Why Spirituality matters in Psychiatry’. Nick is a member of the SPSIG Executive 
and brings a refreshing hands-on approach to spirituality in the consulting room, speaking 
very much from a down-to-earth clinical standpoint. 

In contrast, the contribution by Neville Hodgkinson, formerly medical correspondent for the 
Sunday Times, addresses the fundamental theme of the nature of consciousness. Does the 
brain generate consciousness, or is consciousness itself ‘non-local’ and ‘primary’, but 
mediated by neural mechanisms? The former (epiphenomenal) view, born out of classical 
physics, is the bedrock of scientific materialism. However, it is now being challenged by 
quantum field theory and, as the paper describes, by developments within cognitive 
neuroscience. The very different worldview that follows is one that open-minded psychiatrists 
will surely find worthy of serious consideration! 

Last, and by no means least, you will find in this Newsletter the winning submission for the 
2015 SPSIG Prize Essay, which we are delighted to have awarded to Gunjan Sharma for her 
paper Losing the Soul. Gunjan Sharma is a medical student at Cardiff University and her paper 
is impressive for its range and depth of research, making the case very articulately for 
spirituality to be a mainstream concern of psychiatrists. Congratulations Gunjan!  

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

With best wishes, 

Andrew Powell (Editor) 

mailto:pbarton-hanson@rcpsych.ac.uk
mailto:pbarton-hanson@rcpsych.ac.uk


From the Chair 

Spirituality is an intensely personal and individual matter. The set of beliefs or experiences 
that contribute to a sense of meaning or transcendence are individually felt and acted upon. 
Nevertheless, fortunately we often discover others with a coincidence of views, whether that 
is through organised religion or a looser association of like-minded spiritual practitioners. 
Finding connection with others in a spiritual community can provide a great source of 
strength, inspiration and support. The Russian language has the beautiful term sobornost, 
which the Merriam-Webster dictionary defines as spiritual harmony based on freedom and 
unity in love. Used originally in the Eastern Orthodox Church, it is said to have been coined to 
underline the need for co-operation between people, at the expense of individualism. The 
need for co-operation and to eschew individualism is surely as relevant, if not more so, in the 
21st century with the rampant forces of consumerism.  

As we learned in the recent SIG meeting on 18th March, Interfaith and Interface: the 
Contribution of Faith Groups to Mental Health, people with similar beliefs co-operating 
together can be a great force for good and a real help to many of the patients we see. The 
meeting illustrated a variety of projects from different traditions, for example, the recovery-
focused day centres set up by the Jewish Association for Mental Illness (JAMI); the Sikh 
healthcare centre run by Nishkam (which means selfless service for wellbeing of others); and 
the St Dymphna Befriending Association that provides support to help people with mental 
health challenges. These organizations are largely run by volunteers, who find an outlet for 
acting on their spiritual beliefs, as well as providing benefits to the people they serve. 

We hope that the SPSIG provides for its members something of a community for like-minded 
psychiatrists – while recognizing and respecting that within this community is held a diverse 
range of beliefs and views. The latest fruit of co-operation is the new book, Spirituality and 
Narrative in Psychiatric Practice: Stories of Mind and Soul. This College publication came out 
earlier this year and is skilfully edited by Chris Cook, Andrew Powell and Andrew Sims. With 
wide ranging contributors, it is a feast, exploring spirituality through the lens of narrative. Do 
read it! 

Finally, if you haven’t looked at the College’s excellent CPD module, Exploring spirituality with 
people who use mental health services, by Sarah Eagger and Sumudu Ferdinando, now is a 
good time to do so, since it is free to all College members.   

Dr Paramabandhu Groves 

June 2016 
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SPSIG Conference Interfaith and Interface: 
the Contribution of Faith Groups to Mental Health 

Report by Dr Rob Waller 

We held a successful conference at the Royal College on Friday 18th March, with over 
100 delegates. By partnering with the College’s ‘CALC’ (Centre for Advanced Learning 
and Conferences), we were able to have electronic booking and a webpage we could 
open up to the general public. The registration fee was kept to the minimum by the 
savings made using the College premises at Prescot Street (at Belgrave Square an 
adjacent hall had to be hired for larger meetings) and from being able to attract higher 
numbers. 

This opportunity to invite and welcome the wider public, rather than just psychiatrists 
and their guests, was important for the theme of the day. We wanted to hear what 
contributions the various faith groups in the UK were making towards mental health. 
For the most part, the speakers were not psychiatrists, but coming from faith 
communities or charities. These groups contribute an estimated £3bn to the UK 
economy in general health care, of which much is mental health related. 

The first keynote was given by ‘FaithAction’ (www.faithaction.net), a key lobbying 
group for health and faith groups in the UK. The National Executive Director of 
FaithAction, Daniel Singleton, outlined the favourable policy context, with reducing 
central funding meaning that councils and NHS services are seeking help from the third 
and voluntary sector. There is clearly a tension between welcoming what faith groups 
offer and wanting to see quality offerings, and Rodie Garland presented work they 
have done on a charter to make churches more mental health friendly.  

Before and after lunch, five short talks were given about specific projects, often within 
a single faith or geographic area. These have the strength of networking, acceptability 
and continuity of resource.  

• Katharine Welby-Roberts from ‘Livability’ and myself from ‘Mind and Soul’
presented a joint project - the Mental Health Access Pack
(www.mentalhealthaccesspack.org), which contains a manageable suite of
simple guides and discussion questions to help churches start out exploring
mental health.

• Prof Martin Aaron and Philippa Carr from JAMI, the Jewish Association for
Mental Illness (www.jamiuk.org), outlined their services for the Jewish
community, especially in London, and how they had managed to get funding,
property for a day centre and to build links with local NHS and Mind services.

• Becky Cuthbert and Dr Paul Turner from the Karis Neighbourhood Scheme’s
Listening and Guidance Service (www.karisneighbourscheme.org) described

http://www.faithaction.net/
http://www.mentalhealthaccesspack.org/
http://www.jamiuk.org/
http://www.karisneighbourscheme.org/
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how core staff were able to support a large number of volunteer listeners and 
chaplains to ‘fill in the gaps’ between primary care and other commissioned 
services.  

• Wilma Bol and Dr Louise Vaughan presented an extension of Dr Mike Sheldon’s
Whole Person Health Model (www.drmikesheldon.com) to community
networking and social prescribing. They saw greater wellbeing from an
integrated physical, mental, social and spiritual model, as well as a reduction
in GP attendances.

• Dr Manvir Hayer gave an overview of the Nishkam Healthcare Trust in
Birmingham (www.nishkamhealthcaretrust.com) on the campus of a large Sikh
Temple. She paralleled Sikh values of self-help and selfless service with current
NHS priorities, and showed how a person involved in this service could grow in
both faith and hope.

To conclude the day, the Rt. Revd. Richard Moth, lead Catholic Bishop for mental 
health, outlined a Catholic vision for mental health, drawing on his Benedictine 
practice – and highlighted some of the ways Catholics have served in this area. There 
is a long tradition of providing housing and support and, most recently, the UK has led 
the way in providing specific Catholic mental health resources 
(www.mentalhealthproject.co.uk). Joanne Bird outlined a local befriending protect at 
St Dymphna’s.  

The event also saw the launch of the College’s new book, ‘Spirituality and Narrative in 
Psychiatric Practice, with book signing by Prof Chris Cook and Dr Andrew Powell (co-
editor Prof Andrew Sims was unable to be present). The SPSIG essay prize for 2015 
was also awarded to Gunjan Sharma, a medical student at Cardiff University. 

http://www.drmikesheldon.com/
http://www.nishkamhealthcaretrust.com/
http://www.mentalhealthproject.co.uk/
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Faith and Health in the Public Square. The Last Taboo? 

Daniel Singleton and Rodie Garland1 

The quality of the research studies that receive media attention and that are able to influence 
public debate is often surprisingly poor. Relatively small studies can sometimes make a big 
‘splash’. Yet small samples can lead to skewed conclusions, with errors that have significant 
consequences, as recently illustrated by the failed predictions of the opinion polls prior to the 
2015 general election, when the Conservative party won a majority that was a surprise to 
everyone including, apparently, the Conservatives themselves.  

We know that faith-based activity in the UK is huge in terms of the numbers involved and the 
time devoted to it. However, unlike those small but media-friendly research studies, this work 
is often undocumented, unmeasured and unevaluated. At FaithAction, we think that the size 
of this contribution means that faith is too significant to ignore. This was recognised by Jon 
Rouse, the Director General for Social Care, Local Government and Care Partnerships at the 
Department for Health in a recent conversation. He said, ‘We’ve learned that faith 
communities are huge resource bases that have an ability to get to people that statutory 
services may not be fully meeting the needs of’.  

It has often been said that at dinner parties one should never discuss politics, money or 
religion, because it is these issues that can cause disagreement, and on which people will 
express strong and opposing opinions. The general desire not to cause upset can extend to 
public officials when it comes to matters of faith. We have come across instances in which 
people concerned about causing offence, or afraid of not being able to treat all faiths equally, 
have decided that it is better to avoid the subject of faith altogether. There is a certain 
‘squeamishness’ about faith in public life, not least because faith often deals in moral 
absolutes. This can be inconvenient for individuals who are used to being the sole determiner 
of their actions and direction in life.  

However, there is a need to challenge this unofficial boycott of faith as an issue, and equalities 
legislation does this to some extent, Avoiding speaking about faith not only disables an 
element that is a core part of life for many individuals in the UK, but also hobbles the potential 
of faith communities in acting to improve society. 

FaithAction is secretariat to the All-Party Parliamentary Group (APPG) on Faith and Society, 
which was formed to support faith-based activity in the public square, and to highlight faith-
based solutions to social needs. In conversations conducted by the APPG around the country, 
it quickly became apparent that there was a need for some kind of two-way agreement 
between faith-based organisations (FBOs) on the one hand, and local authorities and other 
commissioners on the other. David Lammy, MP, originally set out the idea for a ‘charter’ that 

1 Daniel Singleton, National Executive Director, FaithAction, and Rodie Garland, Policy & Programme Officer, 
FaithAction 
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would identify key principles for open and transparent joint working and aim to remove some 
of the mistrust that exists. This eventually developed into what is now called the Faith 
Covenant,2 first signed in Birmingham – Europe’s largest local authority – in December 2014. 
To date, six areas have adopted the Covenant, covering over 3.25 million people.  

It is interesting to note that the lead Councillor who ensured that the Covenant was signed in 
Birmingham makes no secret of his own atheism. When asked why he was involving himself 
in a Faith Covenant, his honest answer was that he had £300 million worth of cuts to find and 
would happily work with anyone who wanted to work with him. There is a recognition, albeit 
a pragmatic one, among some people that faith has much to offer a society with great levels 
of need.  

However, faith’s positive contribution, and its potential, often goes unrecognised even by 
faith communities themselves. This may in part be due to the pervading belief that secularism 
is somehow ‘neutral’ as an outlook or worldview, while faith positions are biased (and 
therefore somehow inferior). We would argue that there is no worldview that is objective or 
unbiased, and that society should be on its guard against this myth of secular neutrality and 
any associated campaign against faith.  

In dealing with officials and public services, we at FaithAction often find ourselves 
pigeonholed alongside other ‘equality’ groups who, often with good reason, are focused on 
fighting for rights regardless of age, race, gender, sexuality or disability. When we try to 
connect with officials, it is often the diversity officer with whom we are put in touch. People 
working in such a role might be used to viewing faith as disadvantage to be overcome. Yet if 
we are to be placed in a ‘box’, we would rather it be a box for solution-bringers and providers 
of assets and services. Certainly, we do not see faith as a problem to be solved or as cause for 
a damage limitation exercise - as some of the media like to portray. 

In the story of ‘the man in the iron mask’, the problem was that not only were the people 
unaware that the masked man was their rightful king; he himself did not know. At times, it 
seems, faith is incarcerated both by outward restrictions and in the minds of people of faith 
themselves. Yet in the individualistic, often atomised society of the UK, it is precisely faith and 
faith communities that are needed. They offer opportunities to connect with and give to 
others, often alongside other assets and activities that bring benefits for physical and mental 
health. Faith should not remain as an untapped resource. 

Of course, it is not to be denied that faith involves risk as well as protective factors when it 
comes to health outcomes. Yet the good that can be – and is already – done, is significant. In 
terms of reach, faith-based organisations have significant footfall, including from groups that 
typically suffer from health inequalities, such as some Black, Asian and minority ethnic (BAME) 
communities, recent arrivals in the UK and others considered to be at risk for one reason or 
another. Around 68% of the UK population reports having a religion,3 with higher proportions 

2 www.faithaction.net/work/faith-covenant  
3 Office for National Statistics, based on 2011 Census data. See 
www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/religioninenglandandwale
s2011/2012-12-11 (accessed 25.04.2016) 

http://www.faithaction.net/work/faith-covenant
http://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/religioninenglandandwales2011/2012-12-11
http://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/religion/articles/religioninenglandandwales2011/2012-12-11
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among BME groups, and up to 85% of the population are thought to attend a place of worship 
at some point in the course of a year.4 The Cinnamon Network estimates that there are 
125,000 paid staff working for FBOs in the UK, alongside 1.9 million volunteers, together 
offering £3billion worth of support (in terms of staff time).5 

Aside from the sheer numbers involved when considering faith as a ‘gathering point’, many 
faith-based organisations are actively involved in interventions that improve physical and 
mental health. FaithAction has been exploring the qualities that make such work distinctive, 
and there seem to be a number of characteristics that – while not unique to faith-based 
organisations – are common to them, particularly in combination. Our recent guide, Making 
the Case: how faith-based organisations can evaluate their work,6 sums up these 
characteristics in an ‘ABC’: 

Availability: of people (staff and volunteers), who offer care and support, including 
outside of normal working hours, and who often have considerable knowledge and 
expertise built up over long involvement in their communities; and of places - 
accessible buildings and facilities.  

Belonging: FBOs offer a point of connection within communities. They are places 
where people can find a supportive group, make new friends and overcome social 
isolation. They build social capital, can facilitate integration within the community, and 
offer opportunities not just for receiving support, but also for giving it to others.  

Caring: The ethos of FBOs is often one of care for the whole person (and sometimes 
their family), rather than focus on a single presenting problem. FBOs often look at the 
root causes of issues, staying with people for the long term. In addition, they care 
about spiritual wellbeing as well as offering physical, practical and emotional support. 

Two examples of the role that faith communities play in promoting health and wellbeing were 
highlighted by speakers at a recent FaithAction conference on faith and health. The Rt. Hon. 
Stephen Timms, MP, said, ‘Who’d have thought [back] in 2010 that if there were families 
unable to feed themselves… that it would be the churches who have responded through 
foodbanks?’, while the Rt. Hon. Alistair Burt, MP, Minister of State for Community and Social 
Care, in considering the need for better support for carers, said ‘The most important form of 
support for carers will often be simply someone who listens to them and provides emotional 
support – the kind of help that for many people comes from their faith community.’ 

To try to describe more accurately the benefits for health and wellbeing that are associated 
with faith communities, FaithAction commissioned a review of research and policy.7 This 

4 Differing results are reported by different surveys, but see for example Christian Research, www.christian-
research.org/religious-trends/anglican-uk/church-of-england-key-statistics/ (accessed 25.04.2016) 
5 Cinnamon Network (2015). Cinnamon Faith Action Audit National Report. London: Cinnamon Network. 
Available www.cinnamonnetwork.co.uk/wp-content/uploads/2015/05/Final-National-Report.pdf (accessed 
25.04.2016). 
6 See www.faithaction.net/evaluation  
7 November, L. (2014). The Impact of Faith-Based Organisations on Public Health and Social Capital. London: 
FaithAction. Available www.faithaction.net/report (accessed 25.04.2016). 

http://www.christian-research.org/religious-trends/anglican-uk/church-of-england-key-statistics/
http://www.christian-research.org/religious-trends/anglican-uk/church-of-england-key-statistics/
http://www.cinnamonnetwork.co.uk/wp-content/uploads/2015/05/Final-National-Report.pdf
http://www.faithaction.net/evaluation
http://www.faithaction.net/report
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considered research from the UK and elsewhere, and identified two main strands of 
evidence8. 

1. Evidence on health promotion activities for diseases related to lifestyle. There is a large body 
of literature from the US that deals mostly with interventions in African American churches,
whose members tend to suffer from health inequalities when compared with the general
population. These are primarily aimed at behaviour change for prevention and management
of behaviour-modifiable diseases, such as diabetes and cardiovascular diseases, and uptake
of screening programmes. They show outcomes including reduced cholesterol, blood
pressure, BMI and weight; and increased consumption of fruit and vegetables, uptake of
health screening, physical activity and smoking cessation. With regard to evidence from the
UK, there are currently relatively few studies. Most of those concerned health promotion
interventions among minority ethnic groups focus on South Asians – again, a group
experiencing health inequalities – and show promising results.

2. Evidence for health benefits arising from the social capital gained by belonging to a faith
community. The literature shows that regular engagement in religious activities is positively
related to various aspects of wellbeing (including happiness and life satisfaction, better
recovery from physical illness and lower rates of mortality), and negatively associated with
depressive symptoms. There are also many examples of FBOs seeking to address
socioeconomic factors such as poverty or relationship breakdown, which have been shown to
be closely linked with health and wellbeing outcomes. Finally, there is evidence to show that
volunteering can positively affect the health and wellbeing of volunteers, and that faith
communities represent a large proportion of national volunteering. It should be
acknowledged that there are also examples of negative effects of the social capital conferred
by faith groups, such as exclusivity or fundamentalism.

The review concluded that FBOs have a number of assets that contribute to promoting health 
and wellbeing, such as: buildings and facilities in accessible locations; a culture of 
volunteering, with ‘can-do’, motivated individuals involved; a ‘substantial and distinctive’9 
contribution to social capital; skills and expertise developed over time; longevity within 
communities; and a culture and ethos of care, particularly towards those who are 
marginalised. Furthermore, FBOs exist as ‘mortar’ around the vital ‘bricks’ of statutory 
services, providing intangible benefits that professionals often cannot – such as friendship, 
hope, a sense of belonging, a community or ‘extended family’, practical support, new 
opportunities, and the kind of ‘linking’ social capital10 that can help people access support 
from institutions.  

Many of these benefits are likely also to have a relationship with mental health. FaithAction’s 
‘Friendly Places’ is a practical initiative that attempts to pick up on the contribution to mental 

8 See November (2014) (ibid.) for references for the evidence described. 
9 Furbey et al. (2006), in November (2014).  
10 See the Office for National Statistics ‘Guide to Social Capital’ for an explanation: 
webarchive.nationalarchives.gov.uk/20160105160709/http://www.ons.gov.uk/ons/guide-method/user-
guidance/social-capital-guide/the-social-capital-project/guide-to-social-capital.html (Archived page; accessed 
25.04.2016). 

http://webarchive.nationalarchives.gov.uk/20160105160709/http:/www.ons.gov.uk/ons/guide-method/user-guidance/social-capital-guide/the-social-capital-project/guide-to-social-capital.html
http://webarchive.nationalarchives.gov.uk/20160105160709/http:/www.ons.gov.uk/ons/guide-method/user-guidance/social-capital-guide/the-social-capital-project/guide-to-social-capital.html
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health that FBOs can make. It is based on the idea that faith groups are places of connection, 
belonging, meaning, community and provision for need, and came about as a result of three 
factors.  

Firstly, there seemed to be an increase in need following the economic crisis of 2008, made 
apparent through incidences of people of faith known to us who were suffering with 
depression and anxiety. Secondly, we recognised that faith communities have a positive offer 
when it comes to mental health. That is not to imply that people of faith are immune to 
mental health difficulties, or that faith communities can replace mental health professionals; 
rather, that the everyday life of faith communities, which often includes opportunities for 
social connection and interaction, and the availability of people with time to listen, can make 
a significant difference. Thirdly, FaithAction was commissioned to produce a guide for faith 
leaders on the Improving Access to Psychological Therapies programme, which further 
underlined the significant offer that faith groups can make both to their own members and 
to the wider community. 

‘Friendly Places’ was therefore developed as an awareness raising campaign with two faces. 
On one hand, it encourages faith communities to recognise the good work that they are 
already doing and how this can help individuals with their mental health and wellbeing – as 
well as giving them ideas on what they can do better. On the other hand, it speaks to the 
health system with the aim of increasing recognition of the support that is available to people 
in communities through faith groups, and increasing connections between health 
professionals and faith groups where this is appropriate.  

The campaign is centred on a simple pledge: 

‘I believe that there is a significant and positive role for faith communities to play in 
the support of mental health. I pledge to support faith groups in my community to 
become Friendly Places which welcome and support those struggling with their mental 
health.’ 

The pledge is deliberately simple in order that as many people as possible will feel able to 
agree to it. Through promotion of the pledge we hope to: recognise that people who are 
suffering should not be placed on the margins of faith communities; highlight the things faith 
groups are already doing to provide welcome and support; and recognise the small, 
intentional actions that can make a big difference in supporting people experiencing mental 
health difficulties, encouraging faith communities to take further steps to become more 
welcoming. While faith groups are urged to make themselves aware of the specialist services 
to which they can direct people in need, the bulk of the initiative is focused on supporting 
faith communities in the hospitality that is often an existing feature of their life.  

FaithAction offers training for faith groups on some of the small steps they can take to become 
more ‘mental health friendly’ – equivalent perhaps to adding a ramp to their building for 
those with physical mobility difficulties. This might include, for example, having people 
available to offer a friendly greeting to those walking through the door and to take a genuine 
interest in how they are. Where appropriate, it can mean reserving some seats or spaces near 
the door to the room so that people can slip in and out of a meeting, ceremony or service if 
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they need to, without drawing undue attention to themselves. Groups can ensure that they 
have ways of offering contact and support outside of religious meetings – both for those who 
are struggling and for their families or carers. Further, faith groups can take steps to raise 
awareness about mental health within their communities, finding ways to talk about it 
publically as a way of reducing stigma. Tips such as these, together with a number of 
resources, some tailored to specific faiths, are available on the FaithAction website.11  

The training session has been run in a variety of locations around the country, with groups 
including churches, a gurudwara or place of worship, a meeting for BAME communities, and 
multi-faith groups, one of which was organised by an NHS Mental Health Trust. Through these 
sessions, we have encountered some unexpected issues, which are often due to the ways in 
which many faith groups operate. For example, despite the simplicity of pledge and our hope 
that everyone attending a training session would be happy to sign it, delegates have rarely 
felt able to sign then and there unless they themselves are the faith leader. Rather, they 
express the desire to bring the pledge to a council or board at their institution. While this can 
be frustrating to those who see little to disagree with in the pledge, it is perhaps also a sign 
of delegates’ desire to take the commitment seriously. And of course the issue is not 
insurmountable: it simply means that more time must be spent following up with delegates 
than we at first anticipated, encouraging them to sign the pledge and emphasising that they 
do not need to put all of the suggestions that come with it into action before they express 
their commitment. 

Nonetheless, we continue to be pleasantly surprised by the generally positive and 
enthusiastic reception to the training. We ask delegates to commit to take some kind of action 
as a result of the session and responses range from the personal (for example, committing to 
listening to others rather than trying to ‘fix’ them, or to spend time with someone who is 
unwell) to the organisational (for instance, passing on learning from the session to faith 
leaders, putting out leaflets or holding a meeting about mental health). We also follow up 
with delegates some weeks later to find out whether they have taken any action. Examples 
that have been mentioned so far include: 

‘I organised a seminar… on the theme 'Getting the balance right' so I incorporated mental 
health by emphasizing Mind Body & Spirit’ (Faith group member) 

‘Reviewed the various surroundings of Trust’s sites’ (Mental health trust worker) 

‘[I gave a public] testimony about my experiences with mental health’ (Faith group 
member) 

FaithAction is also collecting case studies that illustrate the impact of Friendly Places on those 
who have signed the pledge or taken part in the training, and how faith communities can 
contribute to improved mental health. The following is an example. 

11 www.faithaction.net/friendlyplaces 

http://www.faithaction.net/friendlyplaces
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Case study: Northwood & Pinner Liberal Synagogue (NPLS) 

NPLS has recently developed a focus on mental health and wellbeing, sparked by a 
recognition that great difficulties are prevalent in society and that members of its own 
community were facing mental health issues. Friendly Places has helped NPLS to 
recognise that as a place of faith, the synagogue has a significant part to play in 
meeting the needs of its community in the area of mental health, providing resources, 
safe spaces and activities that can help bring a sense of meaning in people’s lives.  

One of the rabbis states that this process has led him to be personally much more 
aware of mental health and wellbeing issues in the community. For example, he sees 
his role not just as to lead prayers but also to look around the room and see how 
people are doing, and to notice whether anyone is absent who he would expect to be 
there, and to follow up with them later.  

Since signing the Friendly Places pledge, NPLS has begun a number of activities, 
including setting up a monthly ‘Singing for the Soul’ group. The idea is to use singing 
to boost members’ own wellbeing, and to empower them with confidence to help 
others in the same way; the group has visited a care home to sing with the residents. 
The community also offers one-to-one sessions with a Care Coordinator, and has 
trained one of its members as a hospital visitor for people with mental health issues.  

NPLS is also recognising the importance of working in partnership with other 
organisations, and has established a fortnightly drop-in session at a day care centre 
run by Jewish Care. This provides a hot meal and activities for people who are lonely 
or have memory difficulties. The synagogue is also planning to establish a befriending 
service and support for carers. By working strategically in partnership, NPLS is learning 
that although it might not have expertise in a specific area, it can work with others 
who do. The synagogue has its own contribution to bring, and by complementing each 
other, the organisations can achieve something together that they would not be able 
to do separately. 

As the example of Friendly Places shows, FBOs often play an active role in promoting health 
and wellbeing in their communities, although they may need some assistance to recognise 
and articulate this in a way that is meaningful to those responsible for running public services. 
We would argue that the more that FBOs are able to speak clearly about, evidence and 
celebrate their work to serve society, the less of a taboo faith’s significant contribution to 
public life will become. Faith is a living and vibrant part of civil society, and society is better 
served when this is recognised. 

© Daniel Singleton and Rodie Garland 2016 



The Mental Health Access Pack: equipping churches 

Dr Rob Waller 

Katharine Welby-Roberts and Dr Rob Waller presented the Mental Health Access Pack, which 
can be viewed at www.mentalhealthaccesspack.org 

This is a ‘microsite’ – a website of just 20 pages, giving succinct information on common 
mental health problems, treatments and theological conundrums aimed at carers and leaders 
in the average local church. It draws on information already held on other websites [Livability 
and Mind & Soul] but condenses it into specially rewritten articles that are suitable for the lay 
reader. The articles can also be printed off as nice-looking A4 handouts suitable for displaying 
at the back of a church. All the material is open-access copyright, enabling it to be reproduced 
in a church magazine or similar. 

Katharine spoke of her own experiences of sharing her depression in church, at times being 
told to ‘have more faith’ or ‘get over it’; but also of having found helpful communities where 
she could be herself, including holding positions of responsibility. 

The idea behind this pack is to produce a bite-sized introduction to mental health that your 
average church leader is going to be able to access quickly, and also some more detail and 
links for those in the congregation who want to take this further, such as a pastoral worker or 
counsellor. Because the kind of difficulties Katharine experienced are by no means 
uncommon, we have included some articles on ‘theological issues’ such as getting the balance 
right between medicine and healing. 

Rob shared how the pack was launched initially online, and then at a conference attended by 
over 600 people. Providing information in a ‘Christianised’ format was important for it to be 
trusted, and also for it to be endorsed by key church leaders; however the information the 
pack contains is mainstream, as might be found on other similar sites that do not share the 
Christian faith perspective. Initial data suggest that the pack has been well accessed by a wide 
range of denominations and there have been a number of subsequent social media 
campaigns. In the future, we plan to send a sample article by post to every church in the UK 
using established denominational mailings. Whilst an online resource is a scalable and 
environmentally friendly location, many churches are still quite paper-based. There is also 
wider work by Livability, Mind & Soul and other organizations in providing input to clergy CPD 
sessions and ministerial training programmes. 
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JAMI: the Jewish Association for Mental Illness 

Professor Martin Aaron, Hon. President 

Mental Health in the Jewish Community 

As with most charities, Jami was created out of a desperate need in the Jewish community for 
a totally dedicated mental health service. The lack of provision was causing so much 
intolerable suffering, not only to the person suffering from the illness, but also to their family. 
Suicides were just as common in our community as across the rest of the UK. Something had 
to be done to alleviate the suffering. The blatant insufficiency of Department of Health 
support had to be redressed and some 27 years later still needs much greater attention. 

The reason for Jami’s dedicated mental health service was to provide members of our 
Community with the option of such a service within a culturally sensitive Jewish environment. 

The Community has always responded to society’s challenges from within a rich Jewish 
ecology, in which we celebrate a vibrant Jewish life. In our Jewish culture, we turn to our 
traditional social marketplace for inspiration and community support to meet the challenges 
of everyday life.   

We have an awareness of the underlying unity that makes each individual Jewish person a 
part of each Jewish Community and our people as a whole. Within our Community, from both 
secular and religious standpoints, spirituality is the essential life force that underpins, 
motivates and vitalizes us, creating the warm relationship we have with one another. 

Unfortunately, 27 years ago this community warmth did not always extend to the most 
vulnerable within the Community. We needed a community service that was to be inclusive; 
no one suffering from a mental disability who identified themselves as being Jewish, whether 
religious or not, should be denied advice and support. We were careful not to replicate any 
suitable mental health service already being provided elsewhere. In this respect, we were to 
provide an exclusive service not being provided by any other organisation. 

Challenges along the way 

From the outset, we soon found that the stigma and discrimination was just as prevalent in 
the Jewish Community as elsewhere, and this we set out to combat. 

Meetings were held with parents and carers to discuss their needs and the difficulties they 
had come up against in seeking support for their family member. Articles were written in the 
Jewish press and the local newspapers in order to gain publicity for our fledgling organisation. 
Where prejudice existed, we confronted it, and those who denied equal support for those in 
need, in order to overcome such prejudice. 

When we appealed to the community for funds for a purpose-built residential home for 
fifteen residents, we found the fundraising very difficult. However, with an initial bank loan 
and certain charitable individuals' support, we eventually reached our target. Yet, with 
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detailed plans of the proposed home submitted to the local authority, another obstacle 
confronted us at the  authority’s planning committee; a petition was produced from local 
residents vehemently  objecting to our new  home in their residential area. Needless to state 
we won our case, and the home was built. 

What is Jami? 

Jami is an association that was founded at an inaugural meeting of parent carers on the 24th 
August 1989, and thereafter registered as a charity. Today we have a Board of Trustees, a 
Clinical Governance Board, and a staff of some 60 personnel headed by our Chief Executive.  

Early days... 

During Jami’s first two years, we were keen to establish how many members of our 
community actually suffered from a mental illness. Therefore, a survey was carried out across 
all NHS psychiatric units and hospitals in an attempt to establish, if at all possible, the number 
of patients who identified as Jewish. No names were required, and at that time, the hospitals 
were co-operative. From the information gathered from the NHS, and from the Community, 
we were better able to quantify the approximate need, and continued to develop of our 
community based services. 

Obtaining co-operation within the Community was not easy, so as Founder Chairman I 
planned a programme of talks at some 37 synagogues and their communities in London and 
South East England. This I personally carried out over the following two-year period. This 
proved very successful. It led to one synagogue providing their premises at no cost for Jami’s 
first London day centre. We continued to solicit support.  

Looking at the whole person - an holistic approach 

Although not initially recognised as important by colleagues, as founder and Jami’s first 
chairman, an holistic view of mental health service provision has always been my intention, 
and with spirituality an essential part of our caring and support services - looking at the whole 
person, understanding them, and their hopes and aspirations. Learning from our past 
experience and the past experience of colleagues has helped to build our quality services.  

Inspirational people and inspiring services 

Areas of encouragement - encouraging and inspiring Jami staff. It has been our policy from 
the outset that those engaged in providing our mental health services should have an 
empathetic approach to their work. This is an essential part of Jami's service. Service users 
are encouraged to play their part in our daily programmes, and do so.     
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Recovery values 

After almost 25 years of development of its community based services, in 2013 Jami became 
responsible for the running of the Community’s non-residential mental health provision, 
creating a single mental health service for the Jewish Community in London and South East 
England. 

Working alongside statutory services, Jami is committed to supporting people to fulfil their 
potential, maximize their self-esteem and progress along their own unique pathway towards 
recovery. Our work is guided by Recovery values and principles: 

Control: Helping people take back control and facilitating personal adaptation. 

Opportunity: Helping people to access the roles, relationships and activities that are 
important to them. 

Hope: Fostering hope and hope inspiring relationships. 

Through this holistic lens, we support people to lead their lives as independently and 
meaningfully as possible. We support a spectrum of people from those experiencing a first 
episode of depression to people who have been living with mental illness for many years. 

The Clinical Team 

We offer a social model of support. Our clinical team is led by our Head of Service who comes 
from a Senior Occupational Therapy background in the NHS. She is supported by a clinical 
governance board. Our team features Occupational Therapists, Social Workers and Peer 
Support Workers. This team works  alongside the Head Room Team, a group of mental health 
educators/facilitators and peer  trainers leading a recovery and community education 
programme, to appeal to the diversity of London and the South East’s Jewish communities. 

Jami runs four locality services, which include day programmes in centres at Edgware, North 
Finchley, Gants Hill and Stamford Hill. 

Internal and external services 

• Successful Carers’ service providing support to those involved in the care of
someone with a mental illness or distress.

• Employment and Education service enabling people back into work both paid and
voluntary and education.

• Jami Enterprise – our project based in a modern warehouse enabling people to
have access to the world of work including our thriving online enterprises.

Head Room Education Programme 

• Recovery education courses



• Information seminars

• Mind and Body Spa

 Our aim is to raise our profile as Jewish community educators with the rest of the Jewish 
voluntary sector, and the wider community. 

We market Head Room to the Jewish communities (both to those affiliated through their 
synagogue community, and those who are secular in their identity) as providing something 
for everyone. We are working to create an inclusive learning community where people with 
lived experience can gain more tools for their recovery through our recovery education 
courses on  areas  such as The Challenge of Change; Finding Your Voice and Having Your Say; 
Creative Routes Out of Depression and Anxiety. 

We provide one-day information seminars covering a breadth of subjects linked to mental 
health, such as Borderline Personality Disorder and Depression, and allied areas such as Lost 
for Words: A Seminar for Carers and Living in the Jewish Community with Mental Illness 

A new area for Jami is the Mind and Body Spa where we run courses for the community in 
wellbeing such as Introduction to Mindfulness or Stress, Bad Hair Days and Finding my Mojo. 

Jewish Social Capital 

We have great social capital in the Jewish community, which can help protect mental 
wellbeing. Like all communities we need to reflect upon how we can continue to build bridges 
for the more vulnerable and harder-to-reach parts of the community, to enable them to be 
able to tap into that social wealth. Jami works to reach out and facilitate access to that social 
wealth, both by our Head Room education programmes and through our outreach work to 
local communities. 

Jami used the Jewish press and social media platforms to launch our Think Ahead campaign 
in 2015. These images appeared in the Jewish press. Our referrals doubled. Interestingly, 
many people living with Personality Disorders were for the first time aware of our service and 
asked for our support. 

Part of our Head Room, education and awareness raising takes us into Jewish schools. We 
provide interactive workshops on mental health awareness, stress management and 
university transition, for secondary school children from Year 8 to the sixth Form. 

We have grown from a small charity set up by concerned families into a professional and peer-
led staff team. We support people living with mental illness and reach out across the Jewish 
communities to enable everyone to be in touch with their own mental health, increase 
understanding and challenge stigma. 

Further information: Philippa Carr, Recovery Education Manager 
Email: Mentalitygb@aol.com  or call 020 8458 2223  
Website http://www.jamiuk.org/  

© Martin Aaron 2016 
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Whole-Person Health 

Louise Vaughan and Wilma Bol 

Whole person means to us that all health issues are connected, that you can't separate one 
issue in isolation from the rest. It is why one patient with a 12-year history of anxiety and four 
months of severe low back pain wasn't improving, despite physio, psychology and medication. 
Then she was asked how she was doing spiritually and it all came out. Without being able to 
adopt the proscribed Islamic prayer positions, she had stopped praying. She knew it was 
permissible to pray in any position if she had a medical reason to do so, but she just couldn't 
connect with God properly that way, and so she had drifted away and felt unable to express 
her spiritual self. What she needed was support to find non-physical ways of spiritual 
expression until she felt more mobile; indeed she might not become more mobile until she 
did so. We couldn't provide that for her, but there was someone outside the surgery who 
could, if we could find them... 

We have come to believe that there is more to our vocation and purpose as community 
generalists than just fixing the problems people present to us. We also need to consider the 
context of the person who brings them, the family and social circumstances they live in, the 
community around them, their society and culture, and their beliefs to name just a few. In 
fact, we have concluded that we cannot fix these problems, nor is it our business even to 
pretend to try. What we want to achieve this afternoon is an injection of hope in a complex 
and potentially frightening political climate in healthcare. We would like to encourage 
everyone to lift our eyes from the conveyer belt of work that is put in front of us, not because 
there are easy answers, but because we should be asking more questions and making fewer 
assumptions 

The Mission Practice is 115 years old, initially set up by Annie McPherson as a medical mission 
for the residents of Bethnal Green, whose health was determined by the material poverty in 
which they lived. We hold many values which determine the ways in which we work, but they 
could all be condensed down to a desire to facilitate wholeness and well-being in our patients; 
that being health not just physical, but emotional, social and spiritual. This can be seen in our 
Mission statement, written a few years ago: 

At the Mission Practice, we are committed to providing an excellent medical service 
for all our patients; walking alongside our community, patients, staff and colleagues 
in Bethnal Green. 
We recognise that we are all on a journey in life growing and developing all the time, 
and we understand that health is not just about lack of illness, but being well in body, 
mind and spirit. 
We seek to empower people to live life in all its fullness and we are committed to caring 
for the whole person; encouraging faith instead of fear and working together instead 
of alone. 
We believe that we are called by God to serve and care for our patients, and we 
recognise that this needs prayer and God’s strength and guidance. 



Although our landscape and context has shifted enormously in the last century, we had come 
to realise that an intentional change in the model of care we offered was needed in order to 
provide this; but also that this had the potential to address some of the huge capacity issues 
which had started to swamp primary care. Therefore, we designed a piece of work that flowed 
out of the following three values: 

1. Care that was ‘whole person’ in order to integrate physical, emotional/mental, social and
spiritual health (spiritual being what gives meaning and purpose, and connects patients
to the ‘bigger’ - or transcendent.

2. The relationship and the patient's story being paramount
3. Striving for community-based solutions to enable sustainable transformation.

It was important to remind ourselves what we meant by ‘health’, so we could articulate what 
changes we were wanting to facilitate within our patient population. We were all able to buy 
into this definition written by Dr Mike Sheldon. 

Health is a dynamic in which we grow and mature throughout our lives, and is the 
strength we have to enable us to live life to the full and complete the tasks which are 
important to us for our self-fulfilment. It involves creating an equilibrium between 
ourselves, the world around us and our lifestyles which is based on right relationships 
and values, such as respect and loving-kindness. Health is therefore a journey through 
life and into death where we always seek to adapt to disability and cope with pain and 
difficulties in a way which matures us as whole people.’  

At this point, it might be helpful to put this thinking into the context of the landscape and 
politics around us in 2013.  

Firstly, we were aware of the mismatch between the vast provision of, often undersubscribed, 
voluntary sector services locally and the overwhelming demand of (often inappropriately 
medicalised) patients on GP services. 

Secondly, that as Primary care staff, we could never keep up with the full extent and turnover 
of voluntary services and of how to access them, and that even a database could not keep 
pace. We realised that we actually needed a human being to network and build relationships 
with those services and to help people access them, since even signposting wouldn't be 
adequate. 

Thirdly, that this was more than just a capacity issue. Our desire was to empower patients 
within the context of a sustainable and supportive community, from which they could draw 
support going forwards and hence reduce dependency on us as professionals, because this 
was ultimately of greater value. 

What we had unwittingly stumbled upon was a concept called social prescribing, now gaining 
ground in the mainstream. We realised that we needed to address the wider determinants of 
health, and at a community level too. On the whole, disease was not an individual issue but a 
societal one. This meant that we needed to address those social issues, and to harness the 
power of community. This was also the way to facilitate good spiritual health. It was in the 
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community, not in the GP surgery, where people could discover that which gave their life 
purpose and meaning, to express it alongside others and thus connect to something bigger 
and more permanent than themselves. 

A mechanistic approach to healthcare had probably worked reasonably in the early days of 
the NHS when the main reasons for admission were acute infections, accidents and the need 
for surgery. Now we see vast numbers of complex problems. For example, multi-morbidity, 
with chronic disease generated or exacerbated by underlying issues such as obesity, 
depression, anxiety, smoking, and alcohol and drug dependency amongst other things. 

Complex problems need to be viewed in their entirety. They cannot be fixed or controlled but 
worked with. In her book, Humanising Healthcare, Public Health Consultant Dr Margaret 
Hannah says, ‘Medical technology cannot provide an effective answer to what are existential 
problems, related to who we are and how we live our lives, rather than how our bodies work 
(2015)’. 

So what we did we do? We worked alongside the ‘Shoreditch Group’, a network of churches 
and voluntary sector organisations in Bethnal Green, to apply for grant funding. This enabled 
us to have one year of 16 hrs a week funding for a ‘Networker for Wellbeing’. Subsequently 
we were awarded another 12 months funding to extend her work to a full time role, including 
a three-month period in two other practices. Patients seeing any members of the practice 
team were referred to her if it was felt that they had needs unmet by our current provision - 
those whose health could be improved by community service involvement. 

Specifically, our networker did three things: 

1. Case working using health coaching model, to co-design goals according to patients’
expressed concerns and referrers’ identification of unmet needs. This could include taking
them to a service if appropriate.

2. Networking with local services and develop a database for practice staff to use. This has
extended to the formation of the E2 Breakfast, a monthly networking event for
community organisations, which has enabled improved cooperation amongst them and is
now being replicated in E1 and E3.

3. Educating the practice team on what is available locally and how to access it. Encouraging
a new way of thinking about patients and how to empower them, and facilitating change
through accessing community services.

Our networker is fully embedded in our practice team, participating in clinical meetings and 
contributing to the multi-disciplinary team to find solutions for complex patients. She also 
proactively engages specific groups of patients felt to be in need of extra support, such as 
frequent attenders, poorly controlled diabetics, mental health patients amongst others. 

Our data confirmed what had and continues to be known about the impact of the use of the 
community in healthcare. We saw: 

1. Of those who had seen the networker, a reduction in attendance rates for three months
afterwards when compared to the previous 12 months.



2. Change in attendance pattern from fewer face-to-face meetings and visits, to more
telephone appointments, suggesting increased confidence and reduced dependency.

3. A and E attendees dropped by 20% amongst those who had seen the networker.
4. Frequent attender pattern practice-wide showed a drop, contrasting with increasing

attendance figures nationally. We attribute this to a change in practice ideology around
the use of the community sector and increased signposting by all practice staff.

5. Qualitative data confirmed that 75% patients felt the networker had improved their
health and wellbeing. Negative perceptions around health dropped from 53% to 13%
following engagement with the networker.

In addition, we have seen the germinal development of patient champions, who have made 
changes in their own health and who want to work with others in a peer setting to enable the 
same for them. This started with a menopause support group which now includes patients 
from several other neighbouring surgeries and which is funded by public health. 

Why is this significant and what lies in the future? 

We want to recommend the use of social prescribing of a networker role between Primary 
Care and their communities, embedded in practices and encouraging a whole person 
approach to patient care. However, there is a deep ideological significance in this model, 
which could be missed if this service becomes replicated elsewhere. 

It is in enabling our patients and staff to look out to the community as a source of strength 
and support that enables the sustained and transformative change for those who are stuck in 
their own situations. It is not about improving the service we offer, but of enabling the use of 
the services that are already out there already as places where better health can be sought. 

These communities provide the sustainable, ‘real’ relationships, which are going to carry 
patients and their families through the ups and downs of life. They are the spiritual source 
that provides meaning and purpose, connecting people to something bigger and more 
permanent than themselves and so providing transcendence. They are the powerhouses for 
individual and corporate transformation. We, as powerful health professionals, need to 
engage with and facilitate their work, in order for our patients to become more empowered, 
engaged and proactive citizens within such functioning communities. 

We are only just starting to see the value of community in whole-person health and wellbeing, 
and in connecting traditional healthcare provision to the messy, fluid but very real expression 
of life that is ‘out there’. There is much talk of parity of esteem between physical and mental 
health. Having seen the success of development of networking relationships within 
community organisations in the E2 breakfast, we are thinking about a parallel forum for those 
who are at the health/faith interface in our local area. We want to see such parity amongst 
all of us who provide support in the journey of health. We are already seeing patient 
champions who are developing skills to share with others, enabling their own growth and 
facilitating that of others. As health professionals, we need to shine a light on the assets that 
already exist around us, as a source of hope in difficult times. 

© Louise Vaughan and Wilma Bols 2016 
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Why spirituality matters in psychiatry 

Dr Nick Hallett 

As a core psychiatric trainee working in South London, I have been astounded by the number 
of clinical situations in which spiritual and religious issues are a central feature of the 
presentation. It has become almost the norm for me to see patients both in and out of hours 
who are presenting with overtly religious or spiritual difficulties.   

One of the fascinating things about psychiatry is that it draws on a number of different 
disciplines in the care and treatment of mental disorder. I have always enjoyed the ways in 
which psychology, sociology, politics, history, the arts, literature and philosophy - to name a 
few - in addition to neurobiology and other medical specialities, inform psychiatric practice. 
One of the privileges of practising psychiatry is that a more varied and richer understanding 
of human nature is positively encouraged.  

I therefore find it strange that perspectives from spiritual and religious disciplines are often 
neglected and are not considered as valuable in understanding the human condition as in 
other disciplines. Over the past three years I have come to see that to ignore the complexities 
surrounding spiritual issues and mental disorder is not only illogical but leads to an inability 
to practice holistic medicine, and to take seriously what patients care about.  

The relationship between spiritual issues and mental disorder is complex but fascinating, and 
nearly every kind of dynamic can be seen. Spiritual concerns such as religious guilt can 
develop into mental disorder such as obsessive-compulsive disorder, yet spiritual issues can 
also be protective in stopping someone who is depressed commit suicide for religious 
reasons1. Mental disorders such as psychosis can also lead to new religious or spiritual 
experiences, which can be felt by patients either positively or negatively2. Similarly, the 
experience of dealing with mental health difficulties can be woven into the narrative of one’s 
spiritual journey as a way of discovering more about oneself3.   

When seeing patients out of hours and needing to make management decisions relatively 
quickly, the way that one formulates a patient’s difficulties, particularly if they contain 
explicitly spiritual or religious content, is significantly affected by the assessing clinician’s own 
understanding of the issues. Since psychiatrists are generally less religious than their patients, 
this may result in failing to make a full and accurate assessment4.  

The example of religious delusions is particularly important here, because as Simms5 has 
demonstrated, the nature and quality of religious beliefs and delusional beliefs are very 
different. Two people can have a belief with exactly the same content yet hold the belief in 
very different ways, with different convictions and a different relationship to the belief itself. 
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For example, when recently on call in an emergency department, I saw a woman who had 
become very distressed, was self-neglecting, thought-disordered and was acting in a bizarre 
and chaotic way. On further questioning, she believed that Jesus Christ would come back 
imminently; as a result, she was regularly leaving the house during the night, having packed 
all her bags, and wandering off in search of the place where Jesus would be returning. This 
was completely out of character for her. She was unable to explain on what basis she knew 
Jesus would return that night, while denying any possibility that she could be wrong or 
mistaken. In the context of there being a significant deterioration in her mental state, I felt 
that this patient’s beliefs were held with delusional conviction.  

Interesting, her family, who were very concerned, also believed that Jesus Christ would 
return, but at some unknown point in the future consistent with their Christian beliefs. They 
were able to appreciate that others did not share their beliefs and held their beliefs with an 
appropriate degree of doubt. These non-delusional features were, in my opinion, consistent 
with ‘normal’ religious belief.  

This case shows the clear contrast between normal religious beliefs and religious delusions. 
However, without careful exploration, not merely of the content but also of the form of a 
belief - essential in the diagnosis of delusions6 - the specific psychopathology and 
phenomenology cannot be uncovered.  

This is not an isolated example. I have also seen many instances of non-religious patients 
presenting with very distressing spiritual beliefs leading to them seeking psychiatric help. It is 
clear to me that best practice requires us to have a better understanding of normal spiritual 
and religious beliefs, experiences and practices, in order to distinguish the pathological from 
the non-pathological. Without this, we are at serious risk of pathologizing normal human 
experience7. Furthermore, even if a patient is experiencing spiritual or religious symptoms as 
part of a mental disorder, exploring what this means to them and how it fits into their 
worldview can be of significant therapeutic benefit.  

Besides the clinical presentation of overt religious or spiritual issues, every person with 
mental health problems – in common with every human being – at some time has to face 
deep questions of identity, meaning and purpose. This includes how to make sense of their 
difficulties and develop resilience in the face of a broken and painful world. In this context, 
spiritual issues should not be seen as something that interests a select few but rather as 
something that concerns all, patients and professionals alike.   

We are increasingly appreciating the impact of psychological and social factors on mental 
disorder in addition to more traditional neurobiological concepts. Extending this to a bio-
psycho-social-spiritual8 perspective provides a much more comprehensive formulation of a 
patient’s problems, informing diagnosis and management as well as strengthening the 
therapeutic relationship9.   



In conclusion, the idea that spiritual issues are unimportant or irrelevant to good psychiatric 
practice is, in my view, short sighted. It is at odds with a substantial research base10 and with 
clinical experience, both of which indicate that spiritual concerns have a profound effect on 
mental health. Practising psychiatry without understanding or addressing spiritual issues 
cannot be good psychiatry from the perspective of either clinician or patient. As mental health 
becomes increasingly acknowledged in the media and society, the need for understanding 
and addressing our patients’ spiritual issues is too important to ignore.  
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Listen carefully and attend with the ear of your heart 

Rt. Revd. Richard Moth 
Lead Catholic Bishop for Mental Health 

For some years, the Bishops’ Conference of England & Wales has been running a major 
initiative in support of Marriage & Family Life. This began with a project entitled ‘Home is a 
Holy Place’. One of the fruits of that project was the recognition that the Church needed to 
address issues of mental health and that the experience of parish and family life would, in 
fact, enable the Church to respond to the needs of those facing mental health difficulties - 
something that will affect one in three of us at some point in our lives. 

So, in 2009, the Bishops' Conference employed Gail Sainsbury - here with us today - to guide 
a small grants project. The sum of £70,000 was set aside from the annual Day for Life 
collection and parishes, deaneries, chaplaincies and schools were invited to seek funding for 
the projects. In the event, 11 projects were funded. These were wide ranging; research into 
the mental health needs of Irish travellers in prison; relief of stress for examination candidates 
in schools; a choir for dementia sufferers; resources for prayer for those with mental health 
difficulties; mental health needs of youth; support groups in parishes for those with mental 
health difficulties; a national project on the theme of dementia, to name some. The projects 
ran for one year, closing with a conference in February 2012. One of these projects was 
established by Jo Bird, whom I am delighted to introduce here today. 

The results of this conference were very well received by the Bishops of England & Wales and 
the project has, in fact, continued longer than originally intended, funding being provided to 
enable the work to continue and with the Reference Group ensuring that the needs of those 
with mental health difficulties continue to be brought to the attention of our Bishops. In 
addition, a retreat for those caring for those with mental health difficulties is being offered 
each year and an annual symposium now takes place at St. Mary’s University, Twickenham, 
with this year’s subject being’ Mental Health & Young People’. 

Before introducing Jo, I would like to offer some of my own reflections on Mental Health that 
have arisen out of two places. I will begin with the Rule of St. Benedict, for I believe the Rule 
has something to say that is helpful for all engaged in Mental Health provision.   

At the beginning of his Rule for Monks, Saint Benedict writes: 

‘Listen carefully, my Son, to the master’s instructions, and attend to 
them with the ear of your heart.’1 

He speaks here for those who have answered the call from God to live the monastic life. His 
words are appropriate for every Christian. You may have heard about the Holy Door in St. 

1 ‘Obsculta, O fili, praecepta magistri, et inclina aurem cordis tui.’ FRY.T, et al, RB 1980: The Rule of St. Benedict 
in Latin and English, Collegeville, The Liturgical Press, 1981. Prologue, 1. 
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Peter’s, opening for the Jubilee of Mercy that is currently underway. The image of the open 
door is a good one for us too, for it speaks of an open ear and an open heart. Both are, I 
believe, necessary if we are to respond appropriately to those living with mental health 
difficulties.   

Is the ear of my heart inclined towards the one on my care? How do I enable the patient, the 
friend, the family member, to have a mind and heart that is open and, thereby, able to move 
away from the life of fear and loneliness that often goes along with mental health difficulties? 

When I was Bishop of the Armed Forces, I was privileged – on two occasions – to be invited 
to the Tri-Service Mental Health Conference. At one of these conferences, a paper was given 
on Post Traumatic Growth. This rang bells for me in many ways. The paper spoke of a journey. 
There were resonances for me with the journey described by St. John of the Cross, where the 
experience of the ‘Dark Night of the Soul’ is a necessary part of the Christian journey. Lived 
through, ideally with the accompaniment of a guide, this ‘Dark Night’ leads to a new 
experience of God. It is a journey that is lifelong. 

This paper on Post Traumatic Growth raised, I think, some difficulties for the Military listener, 
who needed troops in theatre and a clear indication as to when a serviceman or woman would 
be ‘well.’ Once you introduce the theme of growth, one is never sure when it ends – at least 
in this life. For St. Benedict, this is no problem. The life is a pilgrimage of listening and there is 
no rush.   

A little while ago, I added my signature to an open letter in the press, calling for equal funding 
for mental health services. One of the things we now know is that, more often than not, the 
journey through mental health difficulties to a new experience of wholeness of life is a long 
one. Yet, we are in a world that likes quick solutions. What is needed here is an approach that 
allows for time, for the open ear and heart. We are very good at ‘doing stuff’. It is easy, if we 
encounter someone on the street, to stick a pound coin in their cup, or buy them a burger. It 
is far more difficult to sit on the pavement and listen. In the contexts from which we have 
come to this gathering, that business of being with others is key. There is always the 
temptation to rush in, do something that makes us seem active and busy, and move on – 
perhaps with too much haste. The modern world encourages this and is something of which 
I know I am all too guilty. We are brilliant at being busy – but the path to mental health 
demands more. I need an open ear and listening heart. I must give time.   

One of the ways in which time can be given is being modelled by Jo Bird in her project in the 
Catholic Parish in Nuneaton. As I mentioned earlier on, this project was funded by the Bishops’ 
Conference of England & Wales for one year. It continues and, last year, Jo was able to make 
a film about the project. This film has gone to every Bishop of England & Wales as a model for 
them in the pastoral care offered in our Dioceses. 

© Richard Moth 2016 
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Good News: You Are Not Your Brain! 

Neville Hodgkinson 

The above title appeared as an eye-catching headline in March 2012 over an article in the 
Huffington Post, the online newspaper. It was co-authored by Deepak Chopra, M.D., and Dr 
Rudolph Tanzi, Professor of Neurology at Harvard Medical School. Acknowledging that we live 
in a golden age of brain research that is brilliantly mapping and decoding neural circuitry, they 
nevertheless questioned the ‘overreach’ which, they say, has led 99 per cent of 
neuroscientists to assume that we are our brains. ‘In this scheme, the brain is in charge, 
having evolved to control certain fixed behaviours… We are flooded with articles and books 
reinforcing the same assumption: the brain is using you, not the other way around.’ 

Both authors are renowned for their championing of an opposing view: that the mind itself 
shapes material reality, including the brain, and that we do not have to submit to the neural 
patterns linked with conditions such as depression, addictions, and phobias. ‘It’s very good 
news that you are not your brain’, Chopra and Tanzi write, ‘because when your mind finds its 
true power, the result is healing, inspiration, insight, self-awareness, discovery, curiosity, and 
quantum leaps in personal growth… The real glory of human existence is the mind, not the 
brain that serves it.’ 

More than three decades ago, in the middle of a journalistic career writing mainly about 
science and medicine, I was introduced to reflective practices by doctors who had seen the 
benefits these brought both in the clinical setting and in their own wellbeing. The essence, as 
I learned it, was to make positive choices in thought and feeling, enabling one to bypass and 
gradually displace unhelpful mental habits. Meditation on these lines worked for me: from 
being an ego-driven candidate for an early coronary (ironic in a medical correspondent), I 
quite quickly found myself to be much less needy. The greater inner security that I enjoyed 
translated into a much more sustainable style of working, as well as generally improved 
relationships. 

Science has, of course, been telling us for years about the profound effects of our thoughts, 
feelings and attitudes on the body, including the brain and the immune system. The special 
implications of the discoveries surrounding brain plasticity were explored in detail by 
Canadian psychiatrist Norman Doidge in his 2007 best-seller, The Brain that Changes Itself.1  
A New York Times reviewer commented: ‘The power of positive thinking finally gains scientific 
credibility. Mind-bending, miracle-making, reality-busting stuff…with implications for all 
human beings, not to mention human culture, human learning and human history.’ 

Experience has also taught me, however, that although the practice of positive mental states 
can bring quick and useful gains, sustaining those benefits over time is often not so easy. A 
mismatch may develop between a positive self-image, for example, held in conscious 
awareness, and self-doubt arising from actual everyday life experiences. Over time, if 
disillusionment sets in, there can be a ‘rebound’ into even more profound negativity. 
‘Happiness’, I once heard an old Anglican lay preacher declare, ‘is no laughing matter.’  
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Which is why I have come to the view that an incipient revolution in our ways of 
understanding ourselves and the world that is both cognitive and experiential in nature may 
be of great importance to our futures. It draws on studies from several different fields 
supporting the understanding that there is a mind-like quality to existence that is more 
fundamental than the physical realm and that is also essentially unifying in character – it frees 
us from the sense of separation we usually experience in the physical world. If this is right, 
our failure to acknowledge it is a distortion in the lens with which we see life, likely to produce 
suffering no matter how hard we may try to think and feel otherwise. 

Some proponents of the new paradigm have named it post-materialist science, and set out 
their case in a manifesto drawn up at an international meeting held in Tucson, Arizona, on 
February 7-9, 2014.2 The scholars and researchers involved pay tribute to the success of 
scientific methods based on materialistic philosophy, in increasing our understanding of 
nature and in bringing greater control through advances in technology. They maintain 
however that the nearly absolute dominance of materialism – the idea that matter is the only 
reality, and the mind nothing but the physical activity of the brain – has seriously constricted 
the sciences, especially hampering the study of mind, consciousness and spirituality. The 
materialistic focus, they say, cannot account for an ever-increasing body of empirical findings 
in the field.  

These include ‘psi phenomena’ – studies indicating that we can sometimes receive 
meaningful information without the use of ordinary senses, and in ways that transcend the 
usual constraints of space and time. In addition, a considerable body of literature has 
developed describing heightened mental functions, often profoundly spiritual, both in coma 
and in the so-called ‘Near-Death Experience’ (NDE) following cardiac arrest. Such phenomena 
are far from new, but have tended to be regarded as anecdotal oddities because the 
materialistic tide has been so strong. 

In the late nineteenth and early twentieth centuries, a number of eminent individuals argued 
for the existence of a realm of consciousness beyond the brain. A notable example was Sir 
Arthur Conan Doyle, co-founder in the 1880s of the College of Psychic Studies, whose beliefs 
were reflected in an assertion by Dr Watson that ‘Holmes knows the value of throwing his 
brain out of action.’ However, several mediums he championed were later unmasked as 
frauds. In the same era, the philosopher and psychologist William James, a founding member 
of the American Society for Psychical research, argued that each of us is a soul existing in a 
spiritual realm, and that it is the soul that determines our behaviours in the physical world.  

However, the post-war decades saw an ever-increasing dominance of materialistic 
assumptions in popular as well as professional opinion and beliefs, even though Einstein and 
several of his contemporaries had demonstrated that time, space and the material world 
were not the clockwork machinery described by classical physics. It is possible that the 
disasters brought about by Nazi and Stalinist ideologies contributed to the trend towards 
embracing secularism and consumerism. These seemed to offer more secure standpoints 
than any kind of group ideals. To the extent that religion kept some of its authority, it was 
more as a source of individual and social support than as a coherent philosophy. Materialism 
ruled. 
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The theory of ‘conscious realism’ 

Now, however, as Chopra and Tanzi have argued, the tide may be turning. They draw special 
encouragement from a ‘flawless’ 2008 article3 in which Donald D. Hoffman, professor of 
cognitive sciences at the University of California, Irvine, proposes a radical solution to a 
question which he says has troubled philosophers at least since the time of Plato, and now 
troubles scientists: what is the relationship between consciousness and biology? 

Despite substantial efforts by many researchers, Hoffman says, ‘we still have no scientific 
theory of how brain activity can create, or be, conscious experience. This is troubling, since 
we have a large body of correlations between brain activity and consciousness, correlations 
normally assumed to entail that brain activity creates conscious experience.’ His paper 
explores a solution that starts with the converse assumption, that ‘these correlations arise 
because consciousness creates brain activity, and indeed creates all objects and properties of 
the physical world.’ 

One aspect of Hoffman’s theory likens the mechanisms of consciousness to the complex array 
of voltages and magnetic fields, which carry, encode and delete information at the heart of a 
computer. The ordinary user does not need to know anything about this complexity and in 
most circumstances would be thoroughly confused if they were made apparent. Instead, to 
delete a file, for example, we just need to know how to drag an icon into the recycle bin. 
‘Hiding causal complexity helps the user to quickly and easily delete a file, create a new one, 
modify an illustration, or format a disk, without distraction by a myriad of causal details.’ 

There is no resemblance between properties of the icon – a pattern of pixels on the display – 
and the actual properties of the file. Nor does moving the file icon as such cause deletion of 
the file. Icons have no causal power within the computer. They are nonetheless useful 
because they provide us with simple signals as to how to trigger appropriate, but hidden, 
causal chains inside the computer.  

In the same way, according to Hoffman’s proposal, we construct everyday objects such as 
tables, chairs – and even the moon – as ‘icons’ in our perception each time we look, as 
conscious observers. This does not mean there is no real world independent of the observer. 
‘There is a reality independent of my perceptions,’ he writes, ‘and my perceptions must be a 
useful guide to that reality.’ 

However, contrary to the ‘physicalist’ understanding of the world that dominates our 
thinking, this independent reality ‘consists of dynamical systems of conscious agents, not 
dynamical systems of unconscious matter… Consciousness is fundamental. It is not a 
latecomer in the evolutionary history of the universe, arising from complex interactions of 
unconscious matter and fields. Consciousness is first; matter and fields depend on it for their 
very existence.’ 

In this broader aspect of the theory, which he calls ‘conscious realism’, all objects are mind-
dependent. Perception is not objective reporting, but active construction. The physical world 
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of space-time, objects, matter and so on is a friendly ‘user interface’ between any particular 
observer and the deeper reality. 

The theory offers a possible solution to why the mind-body problem has been such a 
persistent puzzle. We may have confused cause – our consciousness– with effect – our 
relationship with the material ‘icons’ surrounding us, including the body. It is as though we 
have been playing a giant game of virtual tennis, for example, and forgot that neither the 
players nor the ball are literal representations of reality, but an interface with the computer 
that holds the rules of the game. 

Similarly, ‘brains do not cause consciousness; consciousness creates brains as dramatically 
simplified icons for a realm far more complex, a realm of interacting conscious agents.’ 
This is a very counter-intuitive idea, given that human brains are considered to be the most 
complex objects in the universe, but information technology has been showing us how to 
store more and more information on less and less in material terms. Perhaps it is not 
unimaginable that in the complete absence of matter, in a realm of Mind alone (or of a 
substrate much more subtle than the material realm), vastly more information might be 
available.  

Hoffman’s theory still requires us to take seriously the material representations of 
consciousness. ‘The point of the icons is to inform your behaviour in your niche. Creatures 
that do not take their well-adapted icons seriously have a pathetic habit of going extinct.’ The 
icon of a train thundering down a track, for example, ‘usefully informs your behaviours, 
including such laudable behaviours as staying off train-track icons’. 

But the theory holds that treating objects as if they are permanent - a convenient skill that 
only develops in children at about nine months of age - is illusory. ‘Something continues to 
exist when the child stops observing, but that something is not the physical object that the 
child sees when it observes. That something is, instead, a complex dynamical system of 
conscious agents that triggers the child to create a physical-object icon when the child 
interacts with that system.’   

The theory does not claim that everything we see is unreal, but says instead that all sensory 
perceptions are real in the sense that headaches are real: they exist, and are observer-
dependent. They exist so long as they are experienced. 

Hoffman anticipates the growth of a science of conscious realism, with mathematically 
defined laws describing the dynamics of conscious agents. He hopes this will provide a richer 
and more comprehensive framework within which to accommodate and build on currently 
established ‘physicalist’ scientific models and laws, though some might be superseded. 

Consciousness as ultimate reality 

My brief summary here of Hoffman’s 34-page paper will probably raise numerous questions, 
if not immediate objections, in the reader’s mind. He anticipates many of these, however, 
and although I found his reasoning hard to take in at first, successive readings have led me to 



31 

believe the theory may be a significant step towards establishing a new, ultimately more 
explanatory, science-based paradigm of mind and matter. 

As Chopra and Tanzi point out, it has proved impossible to construct a theory of the mind 
based on material objects that somehow became conscious. Brain activity is not remotely the 
same as thinking, feeling or seeing.  

In The Brain That Changes Itself, Norman Doidge writes, ‘While we have yet to understand 
how thoughts change brain structure, it is now clear that they do.’ By putting consciousness 
first, Hoffman’s theory removes that mystery. The brain does not change itself; it is a ‘user 
interface’, put in place by consciousness, and constantly changed by consciousness. 

Hoffman points out that the theory is consistent with some interpretations of quantum 
physics, which claim that definite physical properties of a system do not exist prior to being 
observed. 

It also offers a context in which to place the NDE and related phenomena. Advances in 
resuscitation techniques have brought thousands of such cases into the literature, but the 
materialist scientific worldview cannot accommodate these accounts. They remain 
controversial, despite painstaking studies such as that headed by the Dutch cardiologist Pim 
Van Lommel, reported in The Lancet in 20014 and subsequently the subject of an award-
winning book.5  

If consciousness is fundamental, and the material world, including the brain, is a construction 
of consciousness, it ceases to be surprising that consciousness continues when it separates 
from the brain. A feature of many NDEs, in fact, is that the experiencer reports a huge 
expansion of consciousness. Van Lommel describes it as having access to ‘a deep knowledge 
and wisdom, with indescribable clarity and insight.’ 

‘It seemed as if time and distance didn’t exist. I was everywhere at once, and sometimes my 
attention was focused on something and I was there too,’ one subject in his study said.   

A blissful component is also commonly, although not always, described, linked to a sense of 
connectedness and complete freedom from fear. ‘Enveloped by light, people experience total 
acceptance and unconditional love’, says Van Lommel. One NDE-experiencer reported, ‘I 
think death is a really nasty, bad lie.’ Another commented that after returning to everyday 
consciousness within the body, ‘a single loving thought would let me be part of the whole 
again.’ 

Van Lommel’s study involved 344 heart patients who had clinically died some for five minutes 
or longer before being resuscitated. Around a fifth reported some ongoing experience after 
the medical monitors had pronounced them to be dead, and half of those reported an 
awareness that they were ‘dead’. 

This means that four out of five patients in the series reported no such experience. Why would 
that be, if consciousness is indeed continuous? A possible explanation is that altered states, 
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whether experienced in deep sleep, under anaesthesia, or in death, do not always become 
imprinted on the memory for later recall.  

Hoffman’s proposal that the brain is a kind of filter, a construct of consciousness enabling us 
to manage ourselves in the game of life, is supported by some dramatic personal accounts 
from scientists who have undergone loss of brain function themselves. 

In his best-selling book Proof of Heaven,6 Dr Eben Alexander, an eminent neurosurgeon, 
describes his recollections of a week-long coma caused by a rare form of bacterial meningitis. 
‘I was encountering the reality of a world of consciousness that existed completely free of the 
limitations of my physical brain’, he says. ‘My experience showed me that the death of the 
body and the brain are not the end of consciousness.’ 

He felt desperate to communicate what he had learned as soon he recovered his everyday 
faculties. Love and compassion, he writes, ‘are far more than the abstractions many of us 
believe them to be. They are real. They are concrete. And they make up the very fabric of the 
spiritual realm.  

Love is, without a doubt, the basis of everything… the reality of realities, the incomprehensibly 
glorious truth of truths that lives and breathes at the core of everything that exists or that 
ever will exist, and no remotely accurate understanding of who and what we are can be 
achieved by anyone who does not know it, and embody it in all their actions.   

We have the ability to recover our connection with that idyllic realm. We just forget that we 
do, because during the brain-based, physical portion of our existence, our brain blocks out, 
or veils, that larger cosmic background, just as the sun’s light blocks the stars from view each 
morning… We can only see what our brain’s filter allows through.’ 

Dr Jill Bolte Taylor, a brain scientist who suffered a haemorrhage in her left hemisphere, also, 
on recovery, felt a passion to communicate the expanded consciousness and connectedness 
she felt as she lost her normal faculties. She describes the experience in her 2008 book My 
Stroke of Insight7 and in a dramatic TED talk in which she recalls feeling: ‘I am the life-force 
power of the universe. I am the life-force power of the 50 trillion beautiful molecular geniuses 
that make up my form, at one with all that is.’8 

In similar vein, Anita Moorjani has related in Dying To Be Me9, and also in a TED talk,10 how 
she went into a state of super-awareness during a coma brought on by end-stage lymphoma. 
‘It felt as though I had 360 degree peripheral vision… It was as if I had expanded beyond my 
body,’ she says. ‘I was aware of my physical body – I could see it lying there on the hospital 
bed – but I was no longer attached to that body. It felt as though I could be everywhere at the 
same time. Wherever I put my awareness, there I was.’   

She felt as though connected to everybody, including the doctors and nurses as well as 
relatives. ‘When we’re not expressing in our physical bodies, you and I and all of us are 
expressions of the same consciousness. That’s what it felt like.’ On regaining consciousness, 
she improved so rapidly that she left hospital within weeks, with the cancer completely 
disappeared.  
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As with so many others who have gone beyond the brain in this way, her life was never to be 
the same again. Moorjani puts it like this: 

Imagine that we are in a totally darkened warehouse, that’s pitch-black. You can’t see 
anything. But in your hand, you hold a little flashlight, with which you navigate your way 
through the dark. Everything you see in the warehouse is only what you see with the 
beam of the flashlight. 

Imagine one day, big floodlights go on, so the whole warehouse is illuminated, and you 
realise it’s huge, and lined with shelves and shelves and shelves of all kinds of different 
things. Imagine the lights go off again. Although all you can see is from the beam of the 
one flashlight, at least you now know there is so much more that exists simultaneously 
and alongside the things that you can see. The beam of the flashlight is your awareness. 
It becomes your reality, what you experience. We would have a very different world if 
we changed our awareness.  

Moorjani said the experience taught her that the most important thing to focus our 
awareness on is love. ‘One of the reasons I got cancer is that I didn’t love myself. When we 
love ourselves, we value ourselves. When we value ourselves, we teach people how to treat 
us. When you love yourself, you find no need to control or bully other people, nor do you 
allow other people to control or bully you… and the more you love yourself, the more love 
you have to give other people.’ 

US academics who have used psychedelic drugs to explore the deep psyche have reached 
conclusions consistent with the consciousness-based paradigm. In a major review of this 
field,11 Christopher M. Bache, Professor of Religious Studies at Youngstown State University, 
Ohio, writes of a session in which he came to the following  realisation: ‘Matter is nothing 
more than the canvas that mind paints upon. It has no capacity to act apart from the 
animating presence of consciousness and is completely passive to the direction of 
consciousness. Therefore, whatever our experience is in spacetime reality, we must have the 
courage to sit still and face the fact that we are experiencing nothing but the manifestation 
of our own consciousness.’ 

The meditation practice and lifestyle I have followed over the past 33 years entails a ‘dying 
alive’ to the limited identities embraced by the ego, and this does take courage. Through the 
time-honoured spiritual journey of reducing and gradually letting go of worldly desires, one 
is able to experience the joy of self-transcendence, and an increasing sense of alignment with 
a higher power.   

I am grateful to the scientists who are pushing forward the frontiers of understanding as 
described in this article. The emerging paradigm gives a rationale to my experience that was 
denied to me by my previous materialistic outlook.   

This paper had its origins in the 2015 annual lecture of the Janki Foundation for Spirituality in 
Health Care, of which Neville Hodgkinson is the Chair. 
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Losing the Soul   

Gunjan Sharma 

 

Introduction 

In a world that continues to unlock the genetics behind every disease, creating new drugs and 
designing new technologies, the influence of spirituality seems to be diminishing with every 
step that science makes. As man continues to gain control over his environment, digging up 
the earths’ resources and meddling in the very chemistry of its being, we must ask how much 
has man conquered of himself? How aware is he of his own emotions? How often does he sit 
down and think about the purpose of his own life, the threads that bind him to the planet, 
and the values that go beyond material goods? As we continue to build the walls around our 
artificial prisons, it is within our minds that we can find escape.  

Science and spirituality have been connected for centuries, with priests having the privileges 
in society that have now been taken over by doctors. Until a few hundred years ago, disease 
was viewed through the lens of spirituality and religion. The first major hospital in the West 
was built in response to St. Basil, the bishop of Caesarea, in order to clothe the poor and heal 
the sick. Yet gradually, the separation of medicine and religion began with the rise of science 
and the desires of men to take control of their own bodies1.  

Once again, we are going through a transformation. Increased globalisation has created a 
melting pot of beliefs and values2. This is a time of increasingly plural beliefs; with the 
popularity of institutionalised beliefs diminishing, people create their own meanings. 
Spirituality is once again making its way back into the forefront of healthcare as we begin to 
understand that to fragment a person’s needs is to fragment their identity. Nowhere is this 
realisation more pronounced than in the speciality in which we deal with humanity in its most 
raw and purest form- psychiatry.  

 

What is Spirituality? 

The Latin word spiritus translates to breath of life3. To breathe means to be alive and to have 
spirit means to be a part of this world. Spirituality is the expression of one’s sense of 
humanity; it is the vehicle through which meaning is sought4. In a world that is becoming more 
secular and pushing religion to the side5, what is it that separates spirituality from religion? 
Both spirituality and religion are about beliefs, values and experiences1. The root word spirit 
comes from the Hebrew word ruah meaning breath and is associated with nephesh, which 
means life or soul3. In contrast, religion in Latin means ‘to bind fast’ and refers to an institution 
of people gathered together to worship and share a belief system. Spirituality tends to be 
defined in more individualistic terms, while religion tends to be defined in more communal 
terms6. Indeed, given its individualistic outlook, spirituality has been described as the religion 
of high modernity. Some have suggested that the uncertain social conditions in which we 
reside and the reductionist empiricism that we have inherited from the Enlightenment has 
led to a rise in spirituality as people try to look for something with which to grasp hold. Eastern 
spiritualties, once rejected as being heretical by the West, are now becoming more widely 
accepted7. To have value and purpose in one’s life is something that we all aspire towards, 
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and nowhere is this more apparent than in healthcare - at that boundary where existential 
questions are raised and a person’s need for intrinsic meaning is brought into the light. 

Do we need Spirituality in Healthcare? 

‘The provision of spiritual care by NHS staff is not yet another demand on their hard-
pressed time. It is the very essence of their work and it enables and promotes healing 
in the fullest sense to all parties, both giver and receiver, of such care.’ National Health 
Service Education for Scotland, 20098. 

As we continue to rely upon science to be the bearer of all knowledge, we are noticing a very 
different shift within healthcare in the UK9. No longer is the patient viewed as a set of body 
parts, a list of symptoms to alleviate or a set of diseases to diagnose. To suffer ill health is to 
suffer in one’s entirety. The World Health Organisation has stated that the reductionist and 
mechanistic view of patients is no longer satisfactory in the present age, and that a greater 
focus is now needed upon compassion, faith and hope10. 

As Matkevich11 describes in the above diagram, different domains must be taken into account 
for holistic care to be provided. To ignore holistic care is to ignore the person as a whole. If 
we focus too much on any one domain, then the care we offer to our patient is fragmented. 
Spirituality is described as a way of holding up a mirror to healthcare and reflecting its 
deficiencies. It goes beyond the search for the origins of pathology, and seeks to find the 
meaning of a person’s life12. The focus on spirituality is an attempt to bring the focus back 
onto the person8. In response to suggestions that healthcare is becoming less personal13, 
perhaps spirituality is required to help humanise the medical world.  
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While spirituality is important in all aspects of healthcare, it may be particularly relevant in 
mental health where patients may pose questions about existential and spiritual areas14. 
Mental illness can bring about questions such as ‘Who am I? What am I doing here?’15 
Psychiatrists walk along the boundary between existential beliefs and its effects on reality, 
and must attempt to integrate the biomedical research with human experience.   

Yet psychiatry and religion have had a difficult past; in 1907, Sigmund Freud referred to 
religion as a ‘universal obsessive neurosis’16 while Albert Ellis viewed religion as irrational 
thinking and an emotional disturbance17. However, studies generally tend to show the 
opposite. A review in 201218 concluded that the majority of studies indicate a positive 
relationship between spirituality, religion and mental health indicators such as decreased 
anxiety and depression. Studies also report that up to 80% of patients with mental health 
problems rely upon their spirituality and religion to cope with their symptoms19. Recovery in 
mental health is focused on empowering the individual20 and this is where spirituality can 
step in to ask the vital questions, ‘What does recovery mean to you? What gives your life 
meaning?’ Indeed, if there is no meaning, there is no hope21. It has been suggested that our 
civilisation’s ‘loss of soul’ may cause psychiatric symptoms such as obsessions, addictions and 
violence. It may be the responsibility of the mental health profession to put this soul back into 
medical ethics, emphasising the fact that spirituality is vital in the mental health of the 
population. When we take a psychiatric history, we may ask about the denomination the 
patient belongs to, but we do not always enquire into the patients’ experiences of their 
spirituality or religion. The Royal College of Psychiatrists (RCP) has pointed out this irony of 
recording a patients’ religion yet not seeking the understanding behind it17. What does 
spirituality mean to patients? Does it play a role in how they cope with life stresses? These 
types of discussions can help to strengthen the therapeutic relationship, and open the 
gateway to allow patients to discuss issues that may be most important to them22.  

Spiritual Assessments 

Mental illness can often reflect a spiritual void in a person’s life, and a spiritual crisis can 
overlap with a mental illness23. One way of implementing spirituality into mental health care 
is through taking a spiritual history24. The RCP recommends exploring patients’ spirituality as 
part of routine clinical assessment6 and offers a number of sample questions to ask24. By 
incorporating a spiritual assessment into every patient, these issues are brought to the 
forefront and a light is shone onto a patients’ inner life6. The assessment in itself can also be 
therapeutic for the patient, showing that the healthcare professional cares about the person 
as a whole. Indeed, some studies show that assessing a person’s spirituality is associated with 
increased patient perception of healthcare quality. 

The spiritual history needs to be taken in a sensitive manner24. In some ways, the spiritual 
assessment should be treated just as sensitively as when one gathers a sexual history25. It is 
at the psychiatrist’s discretion to take the initial step in broaching the subject. Studies indicate 
that both professionals and service users agree that a relationship must first be developed 
before delving into such personal aspects of a persons’ life26. Consultants have also 
highlighted that one should be cautious when discussing spirituality with people who are 
experiencing extreme emotional states at the time, such as intense psychotic symptoms27. 
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The patients’ readiness to discuss spiritual issues depends on their current emotional state, 
as well as past experiences with spirituality and religious groups and the cultural context20.  

The National Institute for Clinical Excellence (NICE) states that a spiritual assessment must 
explore how people make sense to what happens to them, and the sources of strength they 
feel they can draw upon8. Assessments need to be flexible; rather than focusing on specific 
practices or institutions, they should explore rich emotional experiences, using terms such as 
hope and purpose. Service users within focus groups have commented that being asked 
questions on spirituality have encouraged them to reflect upon their experiences and what is 
most important in their life. They emphasise the importance of having a natural dialogue 
flowing between patient and doctor rather than a list of questions to go through. If such an 
artificial dialogue is set up, the patient may find it difficult to open up about such personal 
experiences. For example, when patients speak about things they do in their day-to-day lives 
such as walking in nature, psychiatrists can help patients to recognise these connections to 
their spirituality, e.g. ‘That really gives you a reason to get out of bed in the morning, doesn’t 
it?’ 20. In the same manner, speaking about a topic that carries a lot of meaning in a patient’s 
life can often evoke strong emotions and it is important that psychiatrists are able to pick up 
on these cues when discussing topics that may touch a patient deeply. For example, a hint of 
emotion in a patient who is otherwise depressed may indicate that a spiritual topic has been 
touched upon. An understanding of what evokes such powerful emotions in the patient can 
help give an insight into a patients’ worldview, and what gives meaning in their lives. It may 
be appropriate to explore these issues actively once they have been brought up by the patient 
themselves, yet even if the patient does not wish to discuss such ideas at present, the 
practitioner must always be open to receive such ideas, at a later date when the patient may 
feel more comfortable. In this way, the psychiatrists ‘spiritual radar’ must be attuned at all 
times26.  

Once patients feel comfortable in discussing their spirituality, psychiatrists must be careful to 
use language that resonates with a person’s experiences. Spirituality encompasses a wide 
range of areas, and some patients may prefer religious language referring to rituals and 
symbols, while others may prefer more secular words. In a similar way, certain words may 
evoke strong negative reactions from past experiences and psychiatrists must be aware of the 
sensitivity of such topics before undertaking any assessment. It has been recommended that 
the best way forward is to start off with a very generic enquiry, putting the patient in the 
drivers’ seat and allowing them to lead the conversation. Culliford and Johnson suggest that 
one way to broach the subject is by asking, ‘what sustains and keeps you going in difficult 
times?’ 28  

If the psychiatrist feels that more depth is needed (and the patient feels comfortable to go 
further), then further questions can be asked whilst always ensuring that a non-coercive and 
trusting environment is maintained. 

‘To invalidate a person’s spirituality, no matter how distorted that is, is to invalidate 
that real core sense of self and I think once you do that you risk doing untold damage 
to somebody’.29 

One obstacle that psychiatrists have highlighted is the overlap of spirituality with symptoms24. 
Equally, it is clear that psychiatric patients are aware of the danger of their spirituality being 
pathologised, and are therefore hesitant to enter into this area. It is thus the duty of the 
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doctor, or any mental health professional, to overcome this barrier and allow an open and 
forward conversation about such matters in such a way that the conversation is led by the 
patient30. Distinguishing between psychopathology and spirituality can be difficult. 
Appreciating a person’s beliefs, yet viewing them through the biomedical lens may lead to 
conflict. Indeed, separating a spiritual crisis from a psychotic episode may be impossible 
according to some researchers31. As DSM-IV (Diagnostic and Statistical Manual IV) states, an 
indicator of pathology within a secular culture can be a strength within a spiritual one32. In 
particular, it seems unhelpful to tell patients that the spiritual experiences they are going 
through are symptoms of mental illness but preferably to help them develop an 
understanding of these experiences as a part of human experience. It is also important for 
staff to take a patient’s beliefs seriously, even if considered psychotic31. Instead of trying to 
explain spiritual experiences, perhaps we should try to understand them. Spirituality being 
something people define for themselves, while psychiatrists are not able to determine the 
‘truth’ of their patients’ experiences, they may be well placed to help patients find meaning 
in such experiences33.  

However, the role of the psychiatrist is not to offer spiritual interventions. Rather, they need 
to be able to assess patients’ spiritual needs, help emphasise positive beliefs and practices 
and refer patients to resources where needed3. ‘Professional role entrapment’ is the 
tendency to position oneself as an expert in a healing relationship. This can lead the patient 
to feeling dependent, and when discussing spirituality, it must be avoided35. A multi-
professional approach with help from clergy or other spiritual community leaders may often 
be required. Psychiatrists must be careful not to go beyond their competency and should 
always feel prepared to refer patients for pastoral care when needed. 

Taking a spiritual assessment means crossing over into the patients’ experience21. By giving 
patients the time and space to vocalise their spiritual views, an opportunity is created for a 
person’s spirituality to be brought into their management plan without becoming intrusive or 
threatening16. Not only does this ensure that the patients’ needs are met, but also it 
empowers the patient by exploring recovery through their own eyes and placing emphasis on 
what is important within their lives. Taking a spiritual assessment is about tipping the scales 
so often held by the psychiatrist within the relationship, and asking the patient ‘what is 
important to you?’ 

Spiritual Care: Practical Examples 

You don’t have to believe what I believe to give me spiritual care, but you have to have 
empathy and the understanding that this person requires this... it’s part of her. [Carers 
need to be able to say] ‘I may not believe it but because she needs it then we’ll try and 
provide that for her.’21 

The RCP says that spiritual care involves helping patients making sense of their life and being 
given time to express their feelings. Spirituality can lead to faster and easier recovery through 
recognition of one’s strengths and a new sense of meaning and peace of mind, allowing one 
to accept one’s problems and therefore live with them23. One study found that patients felt 
understanding was at the heart of spiritual care. The important thing was not a person’s 
spiritual knowledge but the empathy to allow one’s experiences to be understood. A clear 
outcome from such studies is that patients want their spirituality to be seen as real and 
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significant, not just a variety of religious labels but what it means to them as a person and 
how it affects their day-to-day life21. Given the increasingly diverse culture within which we 
reside, it is ever more important that our care is in line with our patients’ beliefs and values. 
If we cannot understand the way our patients perceive the reality around them, we cannot 
offer them treatment that fits into their way of understanding6. 

Spiritual care has been defined as either descriptive or prescriptive. Descriptive involves what 
staff do in response to a patient’s spiritual needs, such as listening and supporting the 
patient’s wishes, while prescriptive involves trying to modify the spirituality of the patient. 
Given the power they hold, staff should not ‘prescribe’ spiritual activities for their patients 
but rather take an open-minded and non-judgemental role while their patients try to make 
sense of what is happening to them3. Rather than focusing on specific interventions, 
psychiatrists need to focus on empowering their patients to express their own beliefs and 
values. 

Below are two examples of spiritual care being integrated into the NHS - spiritual care that 
goes beyond theory and that can only be truly seen in practice. 

1. Odyssey Groups are jointly funded by the NHS and Social Services36 and which consist
of a group of people who meet regularly to discuss spiritual questions of meaning and
purpose. They began in Cambridgeshire, in the Peterborough Mental Health
Partnership NHS Trust, and arose from the need of people with mental health
problems to be able to discuss the spiritual context of their mental health in a safe
place. If staff think that person could benefit, patients are invited to join a group, that
runs weekly for an hour and a half, generally for nine months, by which time the
participants feel they have begun to understand their own spirituality. The groups
have a facilitator who ensures that ground rules are followed so that people do not
veer too much off topic. Self-exploration can lead to personal insights in a safe and
trustful environment. The aim is to empower people to use their own judgement, not
simply letting others tell them what to believe, and helping to raise self-esteem and
to address feelings of guilt4. The Odyssey Groups allow people to question their old
assumptions and beliefs, leading to fresh insights and a new way to reconnect with
the world that had been lost to them.

If we are given the opportunity to examine the whole story of meaning, purpose and
even searching itself, that activity is capable of stimulating not only creative thought,
ideas and clarity of vision, but also supportive and encouraging insights.’ - Odyssey
Group Facilitator4.

2. The Doncaster and South Humber NHS Mental Health Trust approached the Pakistan
Muslim Centre (PMC) with a pilot project to address the high number of Pakistanis in
Britain having mental health problems and with minimal engagement of the mental
health services, in order to establish a model of best practice in meeting the health
and social needs of Pakistani service users in Sheffield. The Mental Health Trust
recognised that service users, particularly those from ethnic minorities, required
greater recognition of their spiritual needs. This involved building on the experience
of the community. The Mental Health Trust responded to the high prevalence of
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Pakistani service users by increasing awareness of staff in acute services about cultural 
and spiritual needs, and by involving a local imam in assessing hospitalised Pakistani 
service users’ needs. One of the outcomes from this collaboration was an increased 
focus on placing Pakistani service users into home treatment groups so they would be 
treated within their own or a relative’s home. It was argued that this would lead to 
faster mental health improvements due to an appreciation of the Pakistani culture, 
which places emphasis on family duty for caring for members4. This is perhaps one of 
the best illustrations of how mental health services are unique in terms of the 
communities they treat. Instead of providing a one-size-fits-all structure for providing 
spiritual care, each service needs to listen to the voice of its patients and build services 
that are required by patients rather than staff. 

Criticisms 

While highlighting the positive links between spirituality and good health, there can also be 
negative aspects that cannot be overlooked. Increased mental health problems have been 
found amongst people who have had a strict religious upbringing4, while for psychotic 
patients, incorporating religious or spiritual themes into their delusions can lead to greater 
severity of symptoms and lower levels of functioning. Doubts about religious teaching can 
lead to emotional distress and in the extreme case, it may play a role in suicide - with some 
patients hoping to get closer to God, or to experience another life after death16. Psychiatrists 
need to take these experiences into account when inquiring into a patient’s beliefs and values. 
They must be aware that such probing questions may not be suitable for everyone, and 
instead may lead to negative reactions. 

The main critique is the definition of spirituality itself. What is Spirituality? An evaluation of 
twenty articles on spirituality revealed inconsistency in definitions across all of them36. 
Inconsistent definitions make it difficult to measure outcomes, and without a good definition, 
how reliant can we be on any research that has been conducted in this area? Yet others argue 
that by defining spirituality, we may end up marginalising certain groups. For example, some 
cultures may see spirituality not as individual, but as a part of kinship. Spirituality is difficult 
to translate into Farsi, Taiwanese and Punjabi, and by using certain definitions, we may be 
discriminating against non-western cultures38. We must be careful not to use such narrow 
definitions that we end up creating artificial constructs. Yet in the same manner, by using a 
definition that is too wide, we may just end up encompassing all of human experience39.  

Defining such a broad concept can be difficult. Staff and patients may also have different 
definitions. Focus groups have found that staff expressed spiritual needs in terms of self-
fulfilment, while users and carers associated spirituality with ‘inner peace’ and ‘hope’40. 
Before any interventions are implemented within healthcare, we must ask what we mean by 
the term spirituality, and how may it help our patients? 

Suggestions 

‘I know my mental illness came about through inner pain, loss, shame, despair and lack 
of spirit, but I also know that the psychiatric system does not take these into 
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consideration... I often wonder why there is such fear about looking at these areas in 
psychiatry.’ Sue Holt15 

Despite such difficulties, there are a number of things we can do to ensure that spirituality 
receives the voice it deserves, while still appreciating the evidence-based system on which 
our healthcare system depends. 

1. Medical Education. Good psychiatric practice states that a psychiatrist must respect
religious and spiritual beliefs. The General Medical Council’s Personal Beliefs and
Medical Practice states that when assessing a person, one must take into account any
spiritual and religious factors41. Spiritual care is more than just an added task; it is a
way of thinking and being sensitive to the other person’s experiences, and underlies
the approach to mental health care. If spiritual care is a language, it needs to be taught
early in the curriculum and can only be learnt through practical application21.
Examples of integrating spirituality into the curriculum include case studies, working
with chaplains, having role models in the clinical environment and being encouraged
to ask spiritual questions as part of their history taking in order to facilitate greater
ease with such vocabulary42. Ultimately, students learn by observing and then
applying these observations to their own practice. It is therefore up to current
psychiatrists to act as role models by being conversant with the literature, discussing
implementations with other staff members and finally applying these principles in
practice through patient-centred care.

‘Mature and skilled health care professionals have the potential to empower their 
clients to access their own spirituality by acknowledging the rightful place spirituality 
occupies in their life process.’ Friedmann et al.8

2. Staff Self-Awareness. Studies suggest that there is a close link between the
spirituality of staff and the spiritual care that they subsequently offer. It is only by
being comfortable with one’s own beliefs that one can then explore someone else’s.
With increasing globalisation and sensitivity towards differing beliefs, many
members of staff are worried they may ‘get it wrong’43. It has been said that doctors
walk a fine line between responding to patients’ spiritual needs and professional
coercion44. To overcome this, psychiatrists need to seek training opportunities to
both gain a deeper understanding of other worldviews, and a greater awareness of
their own19. Psychiatrists also need to be careful of countertransference when
discussing spirituality, as clinicians may have their own spiritual (or anti-spiritual)
values which may influence their practice24. The World Psychiatric Association states
that the dialogue between psychiatrists from different beliefs may be just as
sensitive as the dialogue between patient and psychiatrist of differing beliefs. It has
been suggested that attempting treatment without understanding a patient’s
spiritual framework can lead to reduced compliance, and ultimately to damaging the
therapeutic relationship33. Providing spiritual care requires a non-judgemental and
open attitude, for which a level of self-awareness is required. There are a number of
ways that psychiatrists can approach this, for example through self-reflection, and
open discussions with other staff members. Balint Groups may also provide insight
into one’s own prejudices that may not be reached through self-reflection, as well as
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offering a safe environment to work through these belief systems in a way that 
ensures that the best care is being provided to the patient. 

‘The essence of providing spiritual care is the therapeutic use of the self.’ Reig et al.45 

3. Research. Once we are able to define spirituality, we need to research it. We hold a
tight grasp on the term evidence, which needs to be loosened in order to encompass
patient experiences. At present, there is too much quantitative research that focuses
on one aspect of spiritual activity, such as church attendance, looking for a linear
relationship46. By using this approach, we lean towards instrumentalism and forget
the variety of human experience. Yet how do you measure spirituality? Culliford
suggests a new paradigm of research, which goes beyond positivism and towards
phenomenology, observation and unstructured in-depth interviews34. It is this type of
research that is required if we wish to gain an understanding of the rich experience
that humanity has to offer. Such an approach places emphasis on questions such as:
What gives this person’s life meaning? What is it that keeps a person going in times of
difficulty? Where is this person’s primary source of value?21

Another problem is the lack of application of such research into mental health care4.
Although three systematic reviews of the academic literature have identified more
than three thousand empirical studies on spirituality and health, putting these findings
into practice is much more difficult, given the discrepancy in health care professionals’
opinions of spirituality in clinical care24. Studies revolving around spirituality in
particular cannot be generalised, given the personal nature of such a topic. However,
the integration of the NHS Mental Health Trust and the local PMC community is an
example of how guidelines can be created through links with local communities. Other
research can help us gain knowledge about different spiritual experiences of patients
and what they want from their providers. Yet we must not use this as a one-size-fits-
all. Future research conducted must incorporate service users views into the design,
to allow more fruitful outcomes rather than focusing on abstract concepts8.

Conclusion 

‘We must practice and preach the fact that psychiatrists are physicians of the soul as 
well as of the body.’ Andreasen34. 

Although there is a wealth of information that attempts to portray a new image of psychiatry, 
with its emphasis on neurophysiology and psychopharmacology throughout the pages of 
scientific journals, we must think back to why we went into medicine in the first place: to help 
people. Alongside a vital scientific way of thinking, we must also remember compassion and 
sensitivity. What this essay suggests is more than memorising a list of questions. It asks for a 
different way of looking at human experience; a paradigm shift. Doctors are more than 
scientists. They do not simply observe from the corners of their microscopes. To be a 
psychiatrist is to enter into your patient’s life. It is only through this journey that true 
understanding can be reached and patient suffering can be alleviated, even if slightly. 
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Suffering mental health problems can lead to a feeling of disconnection, and many look to 
spirituality to help them reconnect, both with themselves and with others28.  

The word psyche translates into soul and spirit; spirituality therefore touches at the heart of 
psychiatry. It is the language of spirituality that comes closest to articulating subjective human 
experience. Spirituality is not just something to be added, for it is interwoven within the very 
strands and fibres of healthcare. It is up to us to acknowledge it47.  
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