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ABSTRACT

A qualitative study was conducted amongst 57 m#gi Catholics in Spain:
students, priests, and contemplative monks and.nlim®ugh semi-structured
interviews, participant observation and ethnograjpfeyr understanding of severe
sadness and the difference with pathological sajn@sping mechanisms and
help-seeking behaviour were explored. The partitgpeclearly differentiated
between sadness in response to a cause, sadnesmdlda sense”, and cases
where sadness was not explained by the contexhesadthat “did not make
sense”. The former was seen as a normal reacti@ual\versity which should be
resolved by the individuals’ social, cultural argligious resources, while the
latter was likely to be conceptualised as pathalagi along the lines of

depression, warranting psychiatric consultation.

It was also found that religion played a crucialerin the way sadness was
understood and resolved: symptoms that otherwigihtmave been described as
evidence of a depressive episode were often umdersh those more religiously
committed within the framework of the “Dark Night the Soul” narrative, an
active transformation of emotional distress intop@cess of self-reflection,
attribution of religious meaning and spiritual gtbwA complex portrayal of the

role of the spiritual director and the parish grigs helping those undergoing



sadness and depression emerged, containing posgpects and criticisms of
some priests’ lack of commitment and mental heafdining. This study

emphasises the importance of taking into accouat dbntext of depressive
symptoms, as the absence of an appropriate corges¢emingly what made
participants conceptualise them as abnormal. b alarns about the risks of
medicalising normal episodes of sadness and raigestions about the lack of
face validity of the current diagnostic classifioatfor depressive disorder, which
exclusively uses descriptive criteria. The thestmotudes by making some
suggestions regarding differentiating normal froathplogical sadness and how

to incorporate existential issues into clinicalgbice.
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SECTION 1

INTRODUCTION

1.1. CONTEXT OF THE WORK

According to the World Health Organization, depr@sswill be the second
biggest disease burden by 2020 (Murray & Lopezg)lI¥owever, some of this
increase may be due to misdiagnosis. A declindnénassessment of patients’
personal experiences and their cultural and samaltexts (e.g. Andreasen,
2007; Dalal & Sivakumar, 2009; Jadhav & Littlewooti994) is likely to
produce diagnoses overly based on symptoms witlsubsequent labelling of
normal human experience as disorder. In the custemdy, my aim is to build on
the critique of the failure of the current psych@diagnostic classification to
distinguish depressive disorder from a normal dgstrreaction in the face of loss
(e.g. relationship, financial or health losses).algue that the current
decontextualised diagnostic criteria for diagnosiegressive disorder (since the
DSM-III, in 1980) do not differentiate between abmal sadness (sadness
without an identifiable cause) and normal sadneadness with a clear cause)

(Horwitz & Wakefield, 2007).

15
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The growing medicalisation of normal human sadriéssvell with our current
social and medical landscape: society’s increasorgeptualisation of physical
and psychological suffering as a medical problemthwa clinical or
pharmaceutical solution; modern medicine’s tendemncymedicalise life’s
emotional difficulties; the pharmaceutical indu&ryconomic interests; and
finally, doctors succumbing to the pressures ofrstvetched health services that
tend to favour the use of antidepressants rathan thmore costly
psychotherapeutic treatments (Donohue, Berndt, iRbak Epstein & Frank
2004; Zuvekas, 2005), pressures that augment tkeofismedication as a

response to emotional difficulties (Conrad, 2005).

1.2. RATIONALE OF THE STUDY

Normal and pathological sadness

Since 2006, | have been interested in the studadhess, its conceptualisation,
help-seeking behaviours, and the factors undenmpgnwhether it was considered
within the normality or whether it was thought te Ipathological. Of the

research projects | have carried out in this aheae were two - undertaken with
highly religious samples - that compelled me tosperthe present broader
research; they were also decisive as regards tohthiee of participants. In this

section, | will draw on other relevant studies bis topic, to which the design of

my study is indebted, as well as on my two previstuslies. | will explain how

16
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the current project has been built on these studies attempt to botbHeepen
our existing knowledge, and to tackle some of tlhestjons that they left

unanswered.

My first study was an ethnographic study based iBpanish monastery of
contemplative nuns (Dura-Vila, Dein, Littlewood &éavey, 2010). This study
indicated that symptoms that otherwise might hawsenb described as
pathological and likely to meet diagnostic criteiva a depressive disorder were
considered by the nuns to be normal and valuedrexpes, understood within
the framework of the so-called “Dark Night of theu8 narrative: an active
transformation of emotional distress into a proagsself-reflection, attribution
of religious meaning, and spiritual growth. Thigraive of severe emotional
distress was seen as a normal response to lospesegiced by these deeply
religious women (e.g. loss of personal religioukdf® loss of certainty in their
religious vocations, and the shrinking monastic ©amity owing to
secularisation in modern Spanish society). In tleégious context of a
monastery, the failure of the diagnostic classifarato differentiate between the
normal reaction to loss of faith and depressiveordisr becomes apparent.
Conceptualising their episodes of deep sadnessyahiptric disorders would
not have made sense for them: their Dark Nightshef Soul needed to be

explained (and resolved) in terms of their religi@xistential frameworks.

! The origin of this expression comes from the titfel6"-century Spanish literary work, “La
Noche Oscura del Alma” (Dark Night of the Soul)paem and its theological commentary,
written by the Carmelite priest Saint John of th@<s. In this book, he described the arduous
path which the soul travels to reach mystical loVke participants’ conceptualisation of the
Dark Night is explained in detail in the “Findingsection 4.2.2.).

17
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| also undertook a population survey in Spain (BNVila, Littlewood & Leavey,
2011) that was based on the critiques of the wglidf the DSM diagnostic
criteria for depressive disorder. Specifically, tteenpted to empirically test
Horwitz's and Wakefield’s (2007) argument that #nekagnostic criteria failed
to differentiate between abnormal sadness or deipregsadness without an
identifiable cause) and normal sadness (sadnebsavakear cause). The sample,
made up of 344 participants, was a highly religione, as they were recruited
from adult education centres associated with thi#nd@lia Church. Participants
were given a questionnaire containing questionargigg two hypothetical case
vignettes portraying individuals experiencing desgdness. Both vignettes
fulfilled criteria for major depressive disorder§®I-1V), one with a clear cause,
the other withoutan identifiable cause. In summary, the study fouhait
participants statistically significantly differeated between the sadness-with-
cause vignette, seen more frequently as a norrapbnse to the vicissitudes of
life, and the one portraying sadness with@utcause, which was seen as
pathological (and in particular, as a form of méiltaess, along the lines of a
depressive episode). The help-seeking behavioonmendations followethis
distinction: a medical option was statisticallyrgfgcantly more common when
there was no obvious cause for sadness. This stutphasises, as did the
previous one, though using a very different methagly the importance of
taking into account the context in which depressiymptoms occur, as it seems
that the existence of an appropriate context tkptaghs the symptoms makes

people conceptualise them as normal. It also ragsestions about the lack of

18
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face validity of the current diagnostic classifioat for depressive disorder,

which exclusively uses descriptive criteria.

Therefore, | set up the present study to furthgrae the conceptualization of
deep sadness and help-seeking behaviours withirgtdyhreligious Spanish
sample in an attempt to test and deepen my previadsgs. | decided to
investigate people’s experiences of sadness with without cause with a
gualitative research approach and to consideratusease the diversity of the
religious sample by includingeople in other monastic and religious settings,
such as monks, nuns, priests and lay religious Iped&s ethnographic studies
on nuns and monks are scarce (Hillery, 1992; Raidh#&998, 2002), | decided
to obtain detailed anthropological data portrayihgir way of life, as well as
biographical information from all the participant8n additional benefit of
collecting and presenting this data here has begmavide a richer description
of the participants, so as to contextualise thdifigs and conclusions of the

study.

In contrast with the decontextualised diagnostiteca generally used in
psychiatric clinical practice, | decided to stadrh the micro-level of fieldwork
and interviews, aiming to understand in depth titevidual and the small group
processes involved in normal and abnormal sad@¢dbe same time, however,
the diversity of the sample was chosen in an attémpeach conclusions that
could be useful for the macro-level. | wanted tket#he journey from the emic

perspective - the “insider” perspective, takingoirdccount the individual
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sufferer’s view - to the etic perspective - the toder” universalist position,
focusing on medical categories - using a methodotbgt would be clinically
relevant and contribute to building a person-cehpgychiatric practice. My aim
is to advance a conceptual framework - with testapld applicable notions - to
distinguish pathological from normal deep sadn&ssiscending this religious
Catholic sample. Without assuming uncritically thaiversality of the
framework and without dismissing beforehand theucal relativist worries, this
framework should permit investigation through supsnt studies with non-

religious participants

Clergy asaresourcefor mental health

In my earlier study, which used a vignette-basedctiired questionnaire (Dura-
Vila et al., 2011), most participants viewed thparish priests as legitimate
providers of help for normal and pathological sadn@ut more so when it was
considered normal). It was also quite striking tHat the sadness-with-cause
scenario, seeking help from relatives and friendsiewved virtually the same
percentage (almost 70%) as seeking the support iest. Conceptualising
sadness as due to a misfortune was also a preébectadvising the support of a
priest: interestingly, the priest was seen pardidylas having a role in helping
people come to terms with life’s tragedies and lengles, and as a central figure
in their social support network. Most participamdicated that the alleviation of

sadness was an integral part of their priest’s daiitpastoral care and would

20
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recommend relying on his help even in the seculperence of sadness (no
information was given regarding the charactersgrelis background and there

was no religious content in their symptomatology).

The above findings regarding the clergy influenogddecision to include a sub-
sample of priests in the present study in ordeaddress issues related to the
boundaries of their pastoral care, their explalyataodels for mental iliness,
their training, and their ability to recognize s&1s mental illnesses and to liaise
with psychiatric services. Most of the literaturgoporting the clergy’s role in
assisting the mentally ill comes from the Unitedt& where community based
clergy there have significant contact with peopleoveuffer from mental health
problems, many of whom prefer the help of the clerather than psychiatric
professionals (Larson, Hohmann & Kessler, 1988; |l & Streets, 1986;
Weaver, Flannelly, Flannelly & Oppenheimer, 2003)e National Comorbidity
Survey determined that almost a fourth of the peaeking care for mental
health problems obtained services exclusively frdergy, and almost 40%
sought help for mental health problems from bo#hrg} and a doctor or mental
health professional (Wang et al., 2005). Along ¢hiises, my two population
surveys in Spain showed that devoted Catholic kegpfe would recommend
both medical and religious help in times of seyasgchological and emotional
distress: the counsel given by the doctor and tlestowere not seen so much as
mutually exclusive, but rather as complementaryr@&Nila et al., 2011; Dura-

Vila & Hodes, 2012).
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Few studies have investigated, from a qualitatieesjpective, the point of view
of the clergy and their parishioners in this regéndhe UK, Leavey carried out
interviews with clergymen investigating their r@le a resource for mental health
care in the community, their beliefs regarding rakifitness, and the type of
help offered to those affected (Leavey, 2008; Lga2610; Leavey, Loewenthal
& King, 2007). However, to my knowledge, there are studies in Spain that
have examined the views of the clergymen themseadvésose of monks, nuns
and lay religious people. Gathering the opinionsl axperiences of the
participants who were not members of the clergyicte enlightening as they
were the ones most likely to have sought the hélhe clergy and would thus

be in a position to offer first-hand accounts dittexperiences.

The existing qualitative literature on the clergydanental health influenced the
design of the study. Firstly, most studies examitiedlclergy’s attitudes about
mental illness as a whole. | felt this concept ¢otho broad and opted to focus
solely on depression, hoping to obtain clearer mmmde meaningful findings.
Another potential benefit of studying depressionswhat, as it is the most
common mental illness, the priests would have bewme likely to have
experience in dealing with it. Moreover, in Leawdyal.’s study (2007) clergy
distinguished between psychosis and depressioh,that latter being perceived
as less threatening, more amenable to change, Hadng them a better
possibility to play a role. Secondly, as there seetm be considerable
heterogeneity in clergy’s views within the Abrahamneligions - even within

different branches of Christianity -, | thought tthey concentrating on a more
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homogenous sample in terms of ethnicity and ratigiall being Spanish and
Catholic) | could make more sense of the partidgamnderstanding of mental
health matters in pastoral care. Thirdly, | inclddmarticipants from inner-city
areas as well as from rural areas, as their coaamiay differ (most previous

research had recruited priests from urban settings)

1.3. AIMSOF THE STUDY

Firstly, | wanted to provide rich anthropologicatd on the participants and
their contexts so as to portray their ways of difel contextualise the findings of
the study; secondly, to explore how religious peomlonceptualise and
differentiate pathological sadness from normalgrofound sadness, lookirigr
what signs, symptoms, experiences and behavioess ¢bnsider evidence of
pathology; thirdly, to investigate the participdnteping strategies and help-
seekingbehaviours used for both normal and abnormal sagrearthly, to
study the clergy’s understanding of the above cptscehe care they offer to
those experiencing sadness or depression, thengaimey may or may not have
received, and their views regarding psychiatricecand collaboration with
mental health professionals (the views on the tiodé the priests play in helping
those suffering from sadness would also be soughh fthe non-clerical
participants); and finally, to propose a framewfwkdistinguishing pathological

from normal deep sadness, or at least to open wphoeizons in pre-existing
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theories in an attempt to suggest universal cosceptlisordered sadness that

can transcend this particular context.

The main research questions that | wanted the stufigd answers for could be
summarised in three main ones: how my religioustigpants distinguish
normal deep sadness from dysfunctional sadnessthiewlistinction influences
the way they cope and resolve their sadness; arad mgke the clergy play in
helping those undergoing both non-disordered andoraal sadness. The
research questions, including additional subquesti@re presented in more
detail in the “Method”, section 3.1The “Findings”, section 4, is divided
according to the aims, with each subsection beeyptdd to answering the first
four aims in the same order as they have beenmesb@bove. The final aim,
which consists of proposing a framework for distiistning pathological from
normal deep sadness, will be presented in the tB®on”, section 5.6., due to

its clinical implications.

1.4. CLARIFICATION OF TERMS

Contemplative and active-lifereligiousorders

Contemplative nuns and monks are cloistered, |gadilfe devoted to prayer,

and are secluded within the walls of a monastery aonvent. Conversely,

active-life monks and nuns work outside their comities in the service of
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others, for example, as nurses in hospitals, teacheschools or as missionaries
abroad. The nuns and monks where | conducted faklwbelong to
contemplative religious orders. Five of the priemtsociated with Sant Josep’s
Catholic theological college that | interviewed doejed to active-life religious
orders. A detailed description of the participarstsncluded in the Findings

(“Participants and their contexts”, section 4.1.).

Diocesan priestsand religious priests

Priests in the Catholic Church are categorizeditherediocesan or religious.
Although both types of priests have the same pyiéstulties, acquired through
ordination by a bishop, there are important diffees between them. Religious
priests belong to a religious order, such as fangde the Cistercian Order,
which is the one the participating monks belonged Tthey undertake three
public vows, committing themselves to live in pdyechastity and obedience to
their Abbot, and they live in community sharing eré&l goods. Moreover, the
money they earn through their work is given to teenmunity and what they
individually need is provided by their order’s stupes. In contrast, the diocesan
priests take oaths of celibacy and obedience tdisieop of their diocese, but
not of poverty. They receive a salary from the bpit as payment for the
service offered to a parish. They often live onirtleevn in the parish house.
They can also live with a relative (e.g. a singées or their mother) or share a

flat with other priests (Sada, 2008).
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In the thesis, unless | specify otherwise, whemmpley the term “priests” or
“clergy” (as well as “members of the clergy” andeéigymen”), | am referring to
diocesan priests. The study’s sample includes twené priests: nine of them
were religious priests and twelve were diocesaasgsi Of the nine religious
priests, four were contemplative monks belonginghe Monastery of Sant
Oriol and the remaining five belonged to active-ldrders. Therefore, unless
specified otherwise, for purposes of clarity, whegierring to the study’'s
participants, the term “priest” will exclude theuforeligious priests from the
Monastery of Sant Oriol, who lead a life of contéatipn secluded in a
monastery. Similarly, when | use the word “monk’arh talking about all the
contemplative cloistered monks of the Monastery Saint Oriol, where |

conducted fieldwork, whether they were ordainegréssts or not.

Monastery and convent

Although in English, the words “convent” (or “nung® and “monastery”
imply a difference in genders (the former beingdusethe case of nuns and the
latter in the case of monks), the participants gfstudy used these terms in a
different way: “monasterio” was used when it wasaled outside of a city, town
or village and “convento” when it was in an urbagtting. Some, although
located inside towns, were still called monasterecause although they were

originally built in the countryside, the town hadbgn to engulf them. | have
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employed these words as the participants did tedmsistent with their use.
Moreover, the Dictionary of the Royal Academy ot tlspanish Language
(2001) seems to be in agreement with the particgadefinition of
“monasterio” (from the Latin “monast@m”) as a house where nuns or monks
live in community, generally outside a town. Thetiggating nuns and monks
used the word “monasterio” to refer to their honieghe case of the Monastery
of Sant Oriol, where the fieldwork with the monk®k place, the definition

clearly applies, as it stood alone surrounded byntans.

Mental health professionals

When | asked participants about their views on addmtalth professionals, they
spontaneously referred to psychiatrists more oftean to psychologists or
psychotherapists. While some seemed to use themse teterchangeably, others
clearly differentiated between roles, with a feveafpcally referring to different
modalities of psychotherapy (e.g. psychoanaly¥i#)en reporting the findings |

will use the terms used by the participants thevesel
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SECTION 2

LITERATURE REVIEW

2.1. DEPRESSION AND THE MEDICALISATION OF SADNESS:

CONCEPTUALISATION AND HELP-SEEKING

2.1.1. Conceptualisation of sadness and depression

Medicalisation of sadness and suffering

Modern society does not seem to accept that theahurondition has always
been intrinsically linked to a certain degree offening. Nowadays, there is a
preference to define any type of severe distresa dssease (Paris, 2010b).
Andrew Solomon (2002), the author of “The Noondagniaon, an Anatomy of
Depression”, argues that humans are now treatinpasses certain aspects of
themselveghat were previously understood along the linegrofibled mood
states or personality faults, due to the emergehceew ways of ameliorating
them. Conrad (2007) calls this process “medicatisdt pointing out several
practical reasons for converting psychological exirfiig into a medical concern;

for example, this medicalisation legitimizes ungkaat states of mind with the
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consequence that government or private insurancganies might be required

to pay for their treatment.

The validity of the current diagnostic classificati for depressive disorder,
which uses descriptive criteria exclusively, hasrbeeriously questioned. It has
been argued that the decontextualised DSM defmitb depression wrongly
encompasseboth a natural reaction to life events and adwersihd serious
mental disorder, thus blurring the distinction be#w normal sadness and the
kind of depression that can lead to severe dysfumcand require medical
involvement (Horwitz & Wakefield, 2007; Parker, 200Solomon, 2002;
Summerfield, 2006). Moreover, economic inequalgyan underacknowledged
source of mental iliness and distress: there issbbvidence that greater income
inequality in rich societies is associated with reager prevalence of mental
illness and drug misuge.g. Pickett & Wilkinson, 2010). Summerfield (2006
guestions the existence of depression as a unilexsdid pathological entity
warranting medical intervention. He argues thi®eoa serious distortion which
distracts attention from the lack of human rightsl ahe miserable conditions
that so many are living in, and he denounces tlanpaceutical industry as the
main beneficiary in the biologisation of the humaredicament. There is a
pressing need to resituate individual and sociffiesng in their cultural and
historical contexts and to examine the causes antexts of depression more
critically, as depressive symptoms are likely toabeeflection of wider social
problems attached to certain aspects of modeindtlyrieed to be faced (Gone &

Kirmayer, 2010; Kirmayer & Jarvis, 2005).
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The discourse highlighting the importance of takipgtients’ aetiological

models into account is not a new one (e.g. Kleinm881; Kleinman, Eisenberg
& Good, 1978). Clearly, individuals have a tendemaytry to make sense of
their experiences, particularly when these expedsrhave significance in terms
of their effect on themselves or others. The sigaifce or meaning that
individuals give to their experiences is often enualised by their occurrence
in the midst of antecedent objective events. Thiuss generally considered

acceptable that people who have experienced aedefoss (e.g. bereavement,
relationship breakdown, diagnosis of a serioused#) etc.) may become
withdrawn, silent and tearful. Contrarily, we migiansider it very odd if people
in similar circumstances were to act in a cheerfipheat manner. Experience
and cultural factors provide the benchmark for wistunderstandable or
acceptable behaviour and influence attitudes atidffe@bout illness, which in

turn determine help-seeking behaviours (Kleinm&=a1).

Interestingly, lay people’s causal views on depogssend to differ from the

biomedical model. A British survey examining thétatles of more than 2,000
lay people towards depression and its treatmenivatiadhat depression was
portrayed in terms of emotional problems, was belieto be caused mostly by
social and contextual factors, and did not warnaetical treatment (Priest,
Vize, Roberts, Roberts & Tylee, 1996). In anotheitigh study looking at

explanations of depression among Irish migrants bitlief that their depression
was provoked by clearly demarcated life events sashbereavement or

domestic abuse strongly appeared (Leavey, Rozm&yesn & King, 2007). My
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own population survey in Spain emphasized the itapoe of taking into
account the context in which depressive symptontsip@s it seems that the
absence of an appropriate context explaining thepsyms was what made

people conceptualise them as abnormal (Dura-Vii. e2011).

Conceptualising sadness as a mental illness entadmtive reactions and
consequences beyond the obvious stigmatisationddbr’'s words explaining
that a depression is “chemical” are indeed powedsilthey tend to be followed
by words that diminish the personal responsibilitsit the patient has for the
causation and perdurance of their depressive syngptin Solomon’s words:
“The word ‘chemical’ seems to assuage the feeliofysesponsibility people
have for the stressed-out discontent of not likihgir jobs, worrying about
getting old, failing at love, hating their famillegSolomon, 2002, p. 20).
Moreover, the elimination of normal sadness thropglichopharmacological
agents may also deprive the individual of the opputy for beneficial change.
There is a growing body of literature arguing thalue of sadness for
psychological and emotional maturation as well @s drtistic creation, with
many artists having created their best works outtheir experiences of
emotional darkness (e.g. Moore, 2004/2011; May4208o0ing through periods
of sadness and distress forces people to consitenatives that in happier
times might not have occurred to them; these atarss are part of life’s
natural cycle, providing staging grounds for refl@e and growth; however,

nowadays we no longer think in terms of passagestamsitions, and these
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meaningful moments of sadness are wrongly intezdrets medical problems

(Moore, 2004/2011).

The role of culture

Almost half a century of worldwide research has destrated that cardinal
symptoms of depression can be found in all theucest that have been explored
(Sartorius, Jablensky, Gulbinat, & Ernberg, 1980gi88man et al., 1996).
Nevertheless, people’s culturally shaped notiond #reir core values will
clearly influence the clinical presentation of degwion as well as its course
(Kirmayer, 2002). There is wide variation in depies’s symptomatic
expression, its conceptualisation and the socspaese to it across cultures:
what is labelled as depression in the West is gaveadically different form of
cultural canalization and expression in most ofeets of the world, with people
interpreting symptoms related to depression nopgghiatric problems, but
rather along the lines of social or moral ones, #my are likely to reject
medical or psychological treatment options whicle aooted in culturally

unfamiliar systems (Kirmayer, 1989, 2001; Kleinng&aood, 1985).

Besides the clinical variance amongst cultures,srational comparative
community studies of depression have shown markadation in their
prevalence figures: for example, in Weissman efs attudy (1996),the

prevalence of depression in Lebanon was 19.0%,ewhilTaiwan it was only

32



Section 2 Literatarreview

1.5%. Moreover, the nonexistence of locally devetbgulturally appropriate
measures leaves important questions unanswered asuhether those people
identified in the diagnostic interviews used in tgidemiological studies as
suffering from mild and moderate depressiwould be treated differently and
more effectively tharas if they had been suffering frompsychiatric disorder
(Kirmayer & Minas, 2000). Mainstream psychiatryeasch is not well-equipped
to study the cultural attribution of meaning to s@sks and distress because it
tends to simplify the richness of the narrativesatbox-ticking of symptoms.
There is a need for epidemiological research inéanby ethnography to
identify clinically relevant cultural variation idepression (Kirmayer, 2001). In
contrast with alien medical categories, idioms @trdss offer a culturally
appropriate way of wording and expressing distia@sd suffering that makes
sense in their social and cultural contexts. Tlaeeecultural idioms of distress
that are related to depression and sadness, suttte dsatin American idiom
“soul loss”, which refers to a common experienceseéryday distress that is
thought of in terms of the loss of something esabwhich has been taken out

of the self (Littlewood, 2002).

The social response to being diagnosed with depress also influenced by
cultural factors. Even in the United States andadanit implies some sort of
personal weakness, a lack of fortitude, while samnaymptoms related to
depression are considered more socially acceptéeieg perceived as less
stigmatising. This is particularly relevant in tbase of Japan: the greater social

acceptability of suffering from anxiety than fronemtession may explain the
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low levels of clinical diagnosis of depression atite infrequent use of
antidepressants for patients presenting depressirgptomatology (Kirmayer,

2001). Another interesting example is Kleinman'®88) research in China:
patients fulfilling diagnostic criteria for DSM n@aj depressive disorder were
diagnosed instead with neurasthenia, and their symgpwere chiefly attributed
to the devastating consequences of the CulturablBeon. Similarly, for the

Ashanti and the Yoruba, the constellation of symysooperationalised as
depression in Western society was understood asteetial issues, a natural

product of the vicissitudes of life (Kleinman & Gihdl 985).

Moreover, culture also varies in the value givenstmness and suffering.
Japanese culture has traditionally attached valueelancholy (Watters, 2010).
Cultures that have an appreciation for sadnessttadbenefits that can derive
from undergoing times of emotional darkness areemldeely to see these
periods as non-pathological, while in the Westhwitis culture of happiness and
avoidance of dysphoric moods, these periods, aveheir mildest forms, may
be diagnosed as depression. An example of the focame is that of cultural
groups that give a spiritual dimension to sufferisgch as the Spanish Catholic
nuns of our previous ethnographic study that undedstheir times of intense
sadness as non-pathological, as a normal and Velpalt of spiritual growth,
expressing it through the idiom of distress: Darghtl of the Soul (Dura-Vila et
al., 2010). In Buddhist Sri Lanka, Obeyesekere §)@#Xplained that depressive
symptoms were defined in existential and religitersns and not as an illness.

He argued that the unpleasant affects that accaeghéms existential condition
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were expressed in and perhaps even resolved byietywaf activities and

meanings provided by the Buddhist orientation & thlture (e.g. achieving a
heightened realisation of one’s transitoriness)usThin situations as in the
examples above, it would be meaningless for pstisis to persuade these
people that they are suffering from a mental disprkihown as depression.
When considering the role of culture in psychiatg need to take into account
that psychiatry itself is a cultural institution,itiv psychiatrists’ views about
illness often being different from that of theirtipats or the communities in
which they practice (Kirmayer, 2001). For exampite, campaign created by the
Royal College of Psychiatrists (1992) in the UKiged “Defeat of Depression”,

whose aim was to heighten awareness, raised secmuserns regarding the
absence of anthropological considerations becafisés alominant ethos of

popularising the biomedical concept of depressiadljav & Littlewood, 1994).

The role of religion

Some religious people are reluctant to be labedleduffering from depression,
but prefer to attribute religious meaning to thdistress, seeking inspiration
from the experiences of sadness and desolationysfiecs, many of whom left
carefully written accounts of their sufferings (Ahez, 1997). Due to
psychiatry’s reluctance to incorporate or relatehe religious beliefs of their
religious patients - for whom a search for religioneaning and a transcendental

dimension may be essential parts of their sufferitigere is a danger of ending
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up seeing spiritual quests as pathological, diaggathem inappropriately, and
offering inadequate treatment plans (AbramovitcKi@nayer, 2003). There is a
need for the DSM-V to continue considering religama cultural factor and for
the ICD-11 to develop a similar category to thatDBM-IV, “religious and

spiritual problems” (Abdul-Hamid, 2011; Allmon, 201 Thanks to the latter,
religion has evolved in the DSM from pathology tac@tural consideration
(Allmon, 2011), and there have been included ddlycuseful examples of
distressing experiences involving loss of faithohpems associated with
conversion to a new faith, or questioning of spait beliefs (American

Psychiatric Association, 2005).

Depression and the Dark Night of the Soul

Some religious people refer to periods of interes#ness and distress using the
idiom “Dark Night of the Soul” to describe a spual process of undergoing
deep transformation so as to liberate oneself fedtachments and to deepen
one’s relationship with God. The three most imparteontemporary authors
who have contributed to the study of the Dark Nigkdch having a book
dedicated to this phenomenon, are Font (1999), NEB04), and Moore
(2004/2011). May's book, “The Dark Night of the o Psychiatrist Explores
the Connection between Darkness and Spiritual Grpwiargues that

experiencing a Dark Night is not exclusive to vieojy people or to the mystics,
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and that it can appear not only as a single uneyperience, but in various ways

throughout people’s lives.

Moore emphasises that the Dark Night is a profoledning experience that
invites the individual to surrender control andaimcept uncertainty, to rely on
something beyond human capacity: that is, on fati those resources that are
beyond rational understanding. He proposes thaD#rk Night be considered as
out of the ordinary but not aberrant, arguing agfaiabelling difficult emotions
as pathological. These authors all agree in highihg the positive contributions
of the Dark Night to the individual’s maturation.ayl describes the Dark Night
as an opportunity for one to be transformed fronthiwj and as a valued
experience that brings about positive change, nmeesonal freedom and
spiritual growth. Similarly to my findings with theuns (Dura-Vila et al., 2010),
these authors also described in their works thei@raspect of the Dark Night

as a source of giving meaning to people’s lives.

However, in spite of the beneficial aspects of ek Night, none of these
authors seek to minimise the pain and suffering #companies it. They
certainly do not romanticise this time of despaioy offer an idealised naive
portrait of it. The Dark Night can be profoundlysettling: they unanimously
agree on the resemblance between the Dark Nightaadepressive disorder,
with the attendant risk of confusing the two. M&p@4) attempts to clarify the
distinction between the Dark Night and depressimrmmiodern psychological

terms, arguing that a person’s sense of humourgrgereffectiveness, and

37



Section 2 Literatarreview

compassion for others tend not to be impaired eniark Night as they are in
the case of depression. Moreover, in spite of thfeng, those undergoing the
Dark Night, deep down, would not really trade thexperience for a more
pleasurable one: at some level they feel the raggrof it. In another earlier
book of Moore’s (1940/1994), the bestseller “Cafr¢he Soul”, he argues that
nowadays many Dark Nights are labelled as depnmeskie calls for a different

way of understanding and dealing with this expexgrone that deals with the
very meaning of life, insisting that depressioraitabel and a syndrome, while

the Dark Night is a meaningful event.

Despite the differences between the Dark Night@eptession, all three authors
warn about the risks of the Dark Night. The besafit the Dark Night are only
perceived once the darkness passes: “They [thdit®gremme with the dawn”
(Moore, 2004/2011, p. 3). People may not alwayslyetugh the darkness, and
it thus might not invariably lead to personal disexy and growth. Some people
may succumb to depression or to some other ill(ldsy, 1982, 2004; Moore,
2004/2011). Therefore, during the Dark Night, it essential to have an
accompanying personal relationship with an expeadnspiritual director or
confessor who is skilled in differentiating betwesrepression and a genuine
Dark Night. Besides watching out for the possild@gers linked to this time of
spiritual darkness, the spiritual director can alsffer spiritual guidance,
companionship and be a source of hope (Font, 1988y.abandoned his post as
a psychiatrist to fulfil this role: “This is the e of a health-care system

dedicated to only fixing problems, a system toeatnlined... frustrated, | found
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myself gradually leaving the practice of medicimel @edicating myself more to
the art of spiritual companionship. Here the ptiesi are reversed; we continue
to care about easing suffering, but the meaniwghiat’'s most important” (May,

2004, p. 6).

| would like to end this section by placing my dission of the Dark Night of
the Soul within a more contemporary framework, rigkinto account the
comprehensive analysis undertaken by Zagano ands@ig (2010) of Mother
Teresa’s Dark Night. These authors argued thapite ©f the severity of her
sadness there was no real evidence of her sufféngclinical depression and
that her profound prayer life - no matter how aaitd confusing it became at
times - not only sustained and nourished her mssiozeal but also prevented
her from reaching emotional collapse. Moreoverythtso threw light on her
experiencing spiritual angst, proposing that it Imigave been conditioned by a
childhood event: the assassination of her father, A#banian nationalist,
poisoned by the Yugoslav police. When years latethdr Teresa experienced
God’s absence, the loss of her father might hayehmdogically influenced this
experience. In the Dark Night, the suffering is aeér the loss of God but rather
the loss of prior-held notions of God. Thus, if thaffering of Teresa in her
childhood is somehow reflected in the Dark Nightef adult life, it is that as a
woman she is invited to release the “fatherly” imadpe might have of God in

order for resolution to appear.
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“Cristianisme i Justicia” - a Spanish interdisaipliy research centre devoted to
social and theological reflection - published twomagraphic numbers on this
topic entitled “Believing from the Dark Night” (Giianisme i Justicia, 1994,
1998). They include the testimonies of the DarkhtBgof 19 men and women
from very different social, educational and culturackgrounds. The triggers of
their darkness are very diverse with their sufgrineing caused by being
severely ill, experiencing the death of loved orfesying spiritual crises and
religious doubts, or wundergoing unemployment, docexclusion and
marginalisation amongst others causes. The comrapondinator of all of them
is “their hope in the middle of their hopelessng&¥istianisme i Justicia, 1994,
p. 2). Their narratives richly portrayed a broadga of feelings such as fear,
pain, loneliness and failure, as well as their needeeling understood, loved
and accompanied by God and those close to thenir. WHingness to undergo
their suffering from a faith perspective seemetiefp them not to try to escape

their sadness but to enable them to faaadtachieve some resolution.

Salutary and pathological religious depression: théegacy of Font

| am dedicating a separate section to Jordi Fé&tddon’s seminal contribution
to this topic. My research is indeed indebted tottieoretical framework that he
developed in his book “Religion, Psychopathologyg aftental Health” (1999),

which contains a life’s work in the field of relais psychopathology. His

findings are based on decades of in-depth exptwratif religious people’s
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psychopathology (he led a clinic in Spain whicheoéfd consultations and
treatment to religious people, mostly to monks pndsts). Font (born in 1924)
is a prestigious Spanish psychiatrist and psycHgsinavho held the chair of
psychiatry in Barcelona University's Medical Schoor almost 20 years.
Besides his medical career, he graduated in plglosoand theology in
Frankfurt. He is also a Jesuit and a priest. Fontsk - with his scientific and
humanistic background united to many decades piceli work - offers a unique

insight into the field of religious psychopathology

In his book, Font uses two adjectives, salutary jpauthological, to precede the
term “religious depression” in order to make an ami@nt distinction between
two concepts: salutary religious depression (orsthealled griefs, desolations,
or Dark Nights of the Soul) and pathological redigs depression, which is in the
domain of psychiatry. The detailed descriptionsisfclients’ Dark Nights fitted

well with the narratives of the nuns that | encevatl in my ethnographic
research in the Monastery of Santa Mdnica (th&pseudonym in order to keep

the anonymity of the nuns) (Dura-Vila et al., 2010)

Font explains that the salutary religious depressian present with multiple
symptoms such as: an unbearable vital deep sensmezfse and a healthy

guiltiness - to be differentiated from pathologigailtiness - that causes loving

2| conducted fieldwork from July 2006 to June 200&even visits approximately four months
apart to the Monastery of Santa MdéninaSpain. The visits lasted an average of two dmah.

In addition to these, | attended a ceremony ofgssibn of perpetual vows of one of the Sisters
and held a collective meeting once the analystb@flata was completed to validate the findings
(Dura-Vila et al., 2010).
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feelings to repair the evil caused. Anxiety andfesirig often accompany the
depressive symptoms and in each individual casberethe anxious or the
depressive feelings tend to predominate. Other symg can be loss of interests
and satisfaction, sadness, disappointment, lasldfon, feelings of emptiness,
inhibition and anhedonia; a negative self-evaluateodominant. Although there
is a feeling of uneasiness on the part of thostesn§ these symptoms due to
their awareness of their own personal limitatiahg, key difference with their
pathological counterparts is a clear wish to recaemnpletely, even if they feel
without the strength for it. Along with tearfulnessid crying, the somatic
symptoms of depression are also present: loss et (with possible loss of
weight), tiredness, insomnia, waking up at nighd aspecially early morning
wakening. Other somatic complaints include: hypensia, vertigo, headaches,

migraines, dysmenorrhoea, and dyspepsia, amortyst physical symptoms.

People suffering from salutary depression are ctarged by passivity and
slowness in action and speech. Even the most ayddaly activities may seem
unachievable to them. They may search for solitodéook for frequent and
brief contacts. In contrast to the pathologicalgpessed, those going through
the Dark Night do not avoid social interaction. tBe contrary, community life
is well maintained in spite of the inner sufferiddoreover, as they advance in
this process of spiritual maturation, their integamal relationships and attitude
of service towards others increase and become spargtaneous and sincere. In
the suffering of the Dark Night, the psychologicapressive process has, par

excellence, the qualification of salutary, as frigcess starts with the conscious
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search for the object of love (God), a search thetomes a radical and

progressive sacrifice of all that is narcissistiorder to be united to God.

An essential difference with the pathological neligs depression is that in the
Dark Night of the Soul the individual never ceaseeel hope; nor does it lead
to suicide. In the pathological depression - intcst with the salutary one -
there is a feeling of hopelessness; using Font's avords regarding the
experience of the Dark Night of the Soul: “evenhié little light is so tenuous
that it seems to have gone completely out, in gifiteverything, it can be seen
without being apparent; it is through the abserfderming for anything that one
finds it all” (Font, 1999, p. 105). The depresstome of the Dark Night is a
salutary expression of the pain provoked by thaceddsearch for God. The
experience of God might be felt to be alien or ahsestead of a God of love,
there is darkness, a painful emptiness, the “nb(ee€atalan phrase difficult to
translate: “absolutely nothing” or “the void”). Aptlic activity does not suffer
either from this Dark Night. In some cases, fulihaty - ideological as well as
external action - is preservédievertheless, praying may become difficult and
arid: a struggle to abandon one’s own egocentteré@sts to obtain the love of

God.

® Many theological and psychological studies foumettthose undergoing a Dark Night
presented a significant difference from those sirfefrom depression: their functioning being
maintained. Amongst many testimonies of saints,ticygnd religious figures keeping up their
apostolic activity throughout the Dark Night; a eat example is that of Mother Theresa of
Calcutta. In spite of the aridity of her spirituéi#, she managed to present an apparently joyful
exterior life and led a very active working life sise was totally convinced that her work with
the poor was God'’s work (Kolodiejchuk, 2008; Zagand Gillespie (2010).
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Besides the salutary depression explained aboligiotes experience can also
lead to a pathological religious depression thistthe criteria for a depressive
episode. Font identifies two possible causes fer dievelopment of mental
illness in the context of the religious experieneigher the previous existence of
an underlying psycho-pathologically depressivectne or the intensity of the

conflict and the fragility of the subject.

2.1.2. Help-seeking and coping with sadness and depsion

Antidepressants

The state of affairs

In the treatment of depression, the benefits ohitog therapy, as compared to
those of medications, have been well documente&(bDeis et al., 2005; Hollon
et al., 2005). The National Institute for Clinicakcellence (NICE) does not
recommend the prescription of antidepressants easptimary intervention in
mild and moderate cases, recommending instead phaiapy as the first line
treatment (National Institute for Clinical Excelen 2004). However,
antidepressant medication continues to be the atdndreatment for all
depression, regardless of the degree of its sgwvamd in spite of recent studies
throwing serious doubts on the efficacy of thes@ioaions. In contrast to the
discomforts of the older antidepressants, the resdrof the side-effect profile of

the modern antidepressants, selective serotonptake inhibitors (SSRIs), may
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have played a key role in their widespread useoZ&t is so easily tolerated that
almost anyone can take it, and almost anyone do&sen if you are not
depressed, it might push back the edges of youresadand would that not be
nicer than living with pain?” (Solomon, 2002, p.-2B). Thus, the relative
innocuousness of SSRIs encourages overstretchedrsldo offer these drugs
perhaps too liberally and indiscriminately for lopgriods of time, leading to
overprescription (Dowrick & Frances, 2013; Pari§1@a). More importantly,
there is currently no way of knowing what the cansnces on the brain are of
using them long term (Sodhi & Sanders-Bush, 2004)the United States,
somewhere between 25% and 50% of college studesets im counselling or
health centres are taking antidepressants (Kad&@®). In Spain - where the
study of this thesis took place - 745 milliuros per year are spent on
antidepressants (Magan & Berdullas, 2010). In Emjlan analysis of the data
from the Prescription Cost Analysis from 1998 tal@Cfound a clear trend:
antidepressant prescriptions increased by 10% ear gn average; this was

double the increase seen for antipsychotic meadicdtiyas & Moncrieff, 2012).

Pharmaceutical companies, jointly with other sod@kces, may have led a
movement to broaden the diagnostic criteria forréegion to include everyday
life problems, as they have a vested interest ompting the diagnosis and
pharmacological treatment of depression (Metzl &géln 2004; Summerfield,
2004). Healey (1997) suggests in his influentiadlgoThe Antidepressant Era”,
that without the emergence of antidepressants,edsjgn would not have

become as prevalent as it is today, arguing tlepttarmaceutical industry with
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its marketing of antidepressants has had much twitto the prominence and
establishment of the psychiatric diagnosis of degios. Thus, public views are
likely to have been gradually influenced and shageds to agree with the need
to recognise and diagnose depression, and witafteetiveness and benignancy
of antidepressant medication. A recent nationavesuicarried out in Australia
clearly showed that over the past sixteen yeardigudelief in the likely
helpfulness of both antidepressants and mentalttheatofessionals has
increased; similarly, beliefs regarding the likdlgrmfulness of antidepressants
have decreased (Reavley & Jorm, 2012). A similaliezasurvey undertaken in
the UK of lay people’s attitudes revealed a différgicture: 78% of the
participants perceived antidepressants to be adeliahd as being likely to mask
rather than solve the problem (Priest et al., 19%&wever, whatever the
public’s attitude toward antidepressants might dm)sidering these drugs as
capable of solving on their own something as compkdepressive phenomena
seems rather naive: “We would all like Prozac toiddor us, but in my

experience, Prozac doesn’t do it unless we haforg” (Solomon, 2002, p. 29).

Moreover, research evidence has emerged questiadhageffectiveness of
antidepressants. Recent meta-analysis revealed filatebo was as effective as
antidepressant medication in reducing depressimggymatology except when
the symptoms were very severe, and only in thiefdatase were antidepressants
more effective than a placebo (Fournier et al.,2(han, Leventhal, Khan &
Brown, 2002; Kirsch et al.,, 2008). A review was doated by Pigott and

colleagues (2010) which analysed four meta-analgtefficacy trials submitted
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to America’s Food and Drug Administration (FDA). $#es these FDA trials,
they also analysed the largest antidepressanttigfaess trial ever conducted,
known as the Sequenced Treatment Alternatives tdie\Re Depression
(STAR*D). Regarding the FDA trials, the authors claidled that antidepressants
were only marginally effective when compared tocplaos, and documented
profound publication bias has inflated their appareffectiveness. They also
noted a second form of bias in which researchelsdfao report the negative
results for the pre-specified primary outcome measwbmitted to the FDA,
while presenting in published studies positive itissiiom a secondary or even a
new measure as if it were their primary measureintérest. Pigott and
colleagues’ analysis of STAR*D showed that if itgtteors had taken into
account the progressively increasing drop-out aatess each phase of the trial,
the effectiveness of antidepressant therapies wptdthably have been even
lower than the modest one that was reported (Rigettenthal, Alter & Boren,

2010).

Do antidepressants affect the self?

Despite the remarkably widespread use of the nexgrgéion of antidepressants,
almost everything we know about their effects corfiesn animal studies or
clinical trials in which the sole parameter of m& is depressive
symptomatology. Almost nothing is known about tifeas that antidepressants

have on what we think of as the self, with a numbifeauthors from different
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academic backgrounds, such as from the fields bicst philosophy and
theology, having raised concerns about the likelthof antidepressants having
significant effects on personhood. Gold and OIlir00@ expressed their
astonishment at the fact that the most popular catidn in the United States
and Canada should be one that manipulates braimistng, arguing that 25
years ago the idea of taking a drug daily that Walter global brain chemistry
would have seemed to most people like a scienterimightmare, triggering
concerns as to what this would do to people's mikdsmer (1993/1997), in his
book “Listening to Prozac”, highlights the impakat SSRIs may have on one’s
sense of self through the changes they make tolgiegpersonalities. In this
book he introduced the term “cosmetic psychophaohogy”’, as these drugs,
while ignoring our existential dilemmas, can be appliedraake-up” in order to
achieve psychic enhancement, to make our persiasatitore attractive, and to
make us more socially confident. Kramer providepict®ns of people who
were taking Prozac - although they were not clifhycdepressed - and who
experienced positive changes in their personalitteis interesting to note that
from a Japanese perspective, the widespread UBepéc in the West as a drug
that alters personality is linked to the highly quatitive nature of the United
States and Canadian society (Kirmayer, 2002). Qhffarent note, Svenaeus
(2007), using a phenomenological approach, sugdbatsthe effect of these

drugs on the self needs to be thought of in terhthanges in self-feeling.

Kirmayer (2002) argues that medications changendreative self through the

attributions we make for our actions as we stamtceptualising our behaviour as
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being chemically determined, thus coming to thectusion that we could not
function without the medication. Solomon’s (2002iptg reflecting on his own
experience of taking long-term antidepressantsstifies this point well:
“Taking the pills [antidepressants] is costly - nmtly financially but also
psychically. It is humiliating to be reliant on the. And it is toxic to know that
without these perpetual interventions you are nourself as you have
understood yourself. I'm not sure why | feel thiayw | wear contact lenses and
without them | am virtually blind, and | do not feshamed by my lenses or by
my need for them... The constant presence of the cagdns is for me a

reminder of frailty and imperfection...” (p. 60).

Besides the potential effects on the psychologictdgrity of people, taking
antidepressants may also have an impact on peomkggosity and spiritual
lives. In a paper entitled “The Gospel accordingPtmzac”, Barshinger and
colleagues (1995) argue that antidepressants wayetrdilemmas and tensions
in devout religious people as they are confrontgdgbestions that challenge
their beliefs, such as: what does it signify thetypng and faith do not relieve
depressive symptoms and antidepressants do? Pesliapsmore disturbing,
what does it signify when antidepressant medicaieams to improve their
spiritual life and experience of God? (BarshingesRowe & Tapia, 1995).
Chambers (2004) in his chapter “Prozac and the smk”, illustrates the
troubling nature of this subject, describing howmadical student recently
consulted with him about a female patient who heaenbinvoluntarily admitted

to the psychiatric ward. Her presenting complairswhat she was praying
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unceasingly and there were concerns that she wasbleto take care of herself.
Both Chambers and the medical student were troulbhedthe idea that
medication might cure the woman of her religiogihd might stop her praying.
They thought that in a different interpretative o, her behaviour might have
been considered as valued, as a spiritual experi€bbambers concludes his
chapter saying that his main concern regardingetfext of antidepressants on
religiosity is that pharmacological transformationay limit spiritual and
psychological diversity. Thus, in his view, thewalthat we should be concerned

with is not so much authenticity but rather divrsi

Religious coping and health

Religiosity’s influence on health and depression

Although there are several ways in which religidagdiefs and practices can
have a negative influence on people’s physical raedtal well-being, religion
can also have a positive impact by mediating batwbe social and individual
dimensions of well-beingvan Ness, 1999). There is evidence that some tspec
of religion are positively associated with mentaklh (Dein, 2006; Kang &
Romo, 2010; Koenig, McCullogh & Larson, 2001; Levi@hatter, Ellison &

Taylor, 1996 Religious communities are sources of social suppord

* However, many studies which have examined theioekship between religion and health are
poorly constructed and theorised, and are problerimaterms of the definition and measurement
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companionship, and faith equips the individual wathping strategies to deal
with adversity and suffering (Grosse-Holforth et 4B96; Krause, 1995; Tix &
Frazier, 1998). Along these lines, Koenig (1997kniified three main
mechanisms by which religion might promote mentdlth: firstly, through a
system of beliefs that provide hope, comfort andemtal attitude of obtaining
something good from every situation by trusting Gaecondly, through
increased social and emotional support from othaard;thirdly, by emphasising
a focus on God and on helping those in need astam@t to transcend the self,

forgetting one’s own troubles.

There is research evidence supporting the notianhglople who are religiously
involved have more positive attitudes towards &fed experience greater life
satisfaction (Koenig et al., 1994). A large surugylertaken in Spain found that
over half of those who described themselves asy“happy” had faith in God

(Tristan, 2008). A Canadian study confirmed theoeisdion between attendance
at religious services and lower levels of distréegasured using the General
Health Questionnaire): the “no declared religiondup had the highest level of
distress of all the groups (Jarvis, Kirmayer, Weldf& Lasry, 2005). An

American study using data from the General Soadia/&y showed that people

who declared themselves as religious reported tekess to be happier and to

of religion and spirituality. For instance, attenda at church may not reflect “genuine” religious
faith. The mechanisms that link religion and pesithealth effects are not well understood: they
may be explained by religion forbidding certain &eburs, such as Muslims banning alcohol
consumption and Catholics prohibiting sexual relahips outside marriage, or by the social
support and companionship that religious communji®vide.
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enjoy better health regardless of religious afiitia, religious activities, work

and family, social support, or financial status€@r & Elliot, 2010).

Turning our attention to depression, reviews of literature strongly suggest
that religion may be a protective factor for depies: being religious was
associated with a lower incidence of depressive ppgms and depressive
episodes as well as with a speedier recovery fegnfy from depression (Dein,
2006; Koenig, 2001). Self-esteem arising from felig belief may act as a
protective factor for depression: over half of #tedies examining the relation
between religion and self-esteem reported greaiéesteem among the more
religiously involved (Dein, 2006). For example,tady conducted in Michigan
with older adults found that feelings of self-wotdnded to be lowest for those
with little religious commitment, while those whelied on religion to cope had
very high levels of self-esteem (Krause, 1995).r&hare also some studies
replicating this positive association in the youngge groups, such as the study
by Kang and Romo (2010) among Korean American adelgs that found that
higher levels of church engagement were linkedrtinger personal spirituality,

which in turn predicted fewer depressive symptoms.

Similarly, the positive impact that being religiobas on those suffering from a
physical illness was confirmed by several studtestudy of patients diagnosed
with cancer revealed that those patients who at&ib greater control over the
illness to God were rated by their nurses as halligber self-esteem and as

adjusting better (Jenkins & Pargament, 1995). Kpeamd colleagues (1992)
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showed in a study of hospitalised physically illnrtbat the only characteristic
that predicted lower rates of depression six motdher was not the level of
support from family or friends, physical healthtat&a or income or education
level but rather the extent to which they reliedtbair religious faith to cope.
Another large study by the same author found tleapfe who attended church
frequently had lower rates of depression (Koenigp@e, Meador, Blazer &
Dyck, 1994). This association between attendingathand less likelihood of
suffering from depression was replicated in manoglists in different areas of the

United States and Canada (Koenig, 1997).

Religious interventions in secular medicine

At best, most medical doctors see religion as hessjlbut largely irrelevant to
clinical practice, and religious issues are usuatly addressed during a medical
visit unless they interfere with medical treatméKbenig, 1997). In many

religious groups, psychiatry and psychology aresmared as being dismissive
of dogma and God'’s existence. Therefore, turning doctor may express a lack
of faith in God. There is evidence that religioweople are less satisfied with a
non-religious clinician than with a religious orieatients may perceive doctors
as failing to understand their religious beliefsl aven ridiculing them (Dein,

2004). Thus religious people suffering from meritaalth problems may seek
the advice of the clergy rather than secular psiesls (Wang, Berglund &

Kessler, 2003; Weaver et al., 2003). There is sidenable overlap between the
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roles of spiritual directors and mental health pssfonals with regards to
providing care to those undergoing severe emotiandl psychological distress

(Font, 1999; May, 2004; Moore, 2004/2011).

There has been a recent controversy that appearpdychiatric publications
over the appropriateness of certain religious vaetions, such as doctors
praying with their patients: while some psychiatrisvere in favour of the
benefits of this practice, others strongly voiclediit concerns, arguing that such
interventions breached professional boundaries [agies, 2011; Haley, 2011,
Poole & Cook, 2011; Sarkar, 2011). Although takingp account patients’
spiritual needs in their care plans seems to besa tontentious issue for
psychiatrists, asking clergy’s advice or being ipasition where the patient
might enquire about the psychiatrist's own religiobeliefs are sources of
concerns, as they are perceived to be potentialijnful and in conflict with the

General Medical Council guidance (Poole & Cook,P01

King and Leavey (2010) warned against the effettsuch academic polemics,
as they deflect attention from the importance #patitual and religious factors
play in psychiatric practice, factors which shoulot be ignored. For example,
some of the most powerful evidence for religionssitive effects on mental
health comes from studies that have successfuliy vsligious interventions in
the treatment of emotional disorders (Koenig et #094), such as the one
undertaken in Oregon by Propst and colleagues [1992ich compared the

effectiveness of two types of cognitive-behavioysychotherapy (the standard
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version versus one with an additional Christianigrels content) in the
treatment of clinical depression in religious peodiheir findings indicated that
those receiving the religious version recoverecckpr from their depression
than those in the standard psychotherapy or cogmalps (Propst, Ostrom,
Watkins, Dean & Mashburn, 1992). In Font's (199%}eesive psychiatric
experience of caring for religious patients, simakgious practices such as the
repetition of a few words or verses from the Psalage found to be important
sources of calm and relief that could be of valleemvtrying to sooth religious
patients’ distress. Using religious imagery and sages in cognitive-
behavioural therapy with religious patients maynhere effective than therapy

lacking this imagery (Propst, 1993; Propst etl£192).

2.2. THE ROLE OF THE CLERGY IN THE MANAGEMENT OF
SADNESS AND DEPRESSION, AND THEIR COLLABORATION WIT H

MENTAL HEALTH PROFESSIONALS

In order to provide a context for the findings betinterviews regarding the
Spanish priests’ involvement in the care of thoskesing from deep sadness
and depression, | am presenting the relevant suiiethis section. | have
focused on the literature concerning the Westernis@n context, and

Catholicism in particular. A different picture i®eny likely to have emerged if
the study would have taken place in a more relgjpwriented socities (e.g.

Kuruppuarachchi& Lawrence, 2006; Dura-Vila, Hagger, Dein & Leavey,
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2011). | start by looking at psychiatrists’ attiasdand views regarding clergy’s
involvement in mental health care and the factoas thay underpin them; this is
followed by a depiction of the role that the clengiays in the care of people
suffering from mental health problems (paying matar attention to depressive
disorder) and the dilemmas faced in this enterptisieen offer an overview of

the existing collaboration between mental healtbfgesionals and the clergy,
the obstacles encountered and the conditions pect#d be needed for a fruitful

collaboration to take place. Finally, | will look avhat pastoral care entails,
focusing on two key ministerial activities - spiiall direction and the sacrament
of confession - which are considered in terms ef similarities shared with

psychotherapy.

2.2.1. Psychiatrists’ attitudes regarding clergy’sinvolvement in mental

health care

Although lately there seems to have been a growinterest and
acknowledgement from mental health professionalthefrole that spirituality
and religion play in mental health (e.g. Royal €g# of Psychiatrists, 2004),
members of the clergy are not considered as cobéins by the majority of
mental health professionals, being often regarddéd waution and suspicion
(Koenig, 1988; Larson et al., 1988). For examplehas been argued that the
social help initiatives existing within churche® anotivated by proselytization

rather than genuine altruistic reasons (Leavey,abdila & King, 2011).
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However, the vast but seldom quantified amountaoigistanding social and
health work quietly undertaken by the clergy andhfhased organisations
addressing the unmet needs of those more vulneasbleften ignored, as are
the various social justice campaigns championedlidawide by individual
clergy and their institutions (e.g. liberation thayy, black civil rights issues,
and campaigns against capital punishment and apd)yti{Adriance, 1991,

Leavey et al., 2011).

The negative attitudes towards the clergy are tinikemany factors. Clergy are
felt to be the representatives of religion, andirthheputation has been -
understandably - very much affected by recent deand financial scandals.
Moreover, certain religious beliefs sustained byneanembers of the clergy -
such as belief in demonic possession and exorces® Aot acceptable to secular
values and are clearly a matter of contention ammoagtal health professionals
(Leavey, 2010). If religious patients were suppori®y their clergy in their
beliefs regarding the supernatural origin of a ps&feic illness, this could have
implications for pathways to care and compliancéhwhe secular treatment
proposed by their mental health team (Leavey & KiB@07). A significant
number of mental health experts have even arguadréligious beliefs and
practices have a negative effect on the individuadsychological welfare,
leading to psychiatric disorders and symptomatolo(g.g. fomenting
obssessionality and guilt) (Ellis, 1988; Freud, ;9%/atters, 1992), albeit others
- being less openly critical - have consideredgreh to be irrelevant to health

and clinical management (Koenig, 1997).
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Another potential area of conflict with secular noatiservices is likely to be the
clergy’s use and application of a religious modelunderstand and cope with
human suffering (Mollica & Streets, 1986). Evenhint a religious Christian
context, critical voices have been raised sugggstimat psychologically-
informed pastoral care need not rely solely onitablnarratives and religious
knowledge and have highlighted the clergy’'s lack fofmal training and
supervision in the area of mental health (Gilb@@07; Larson, Greenwold,
Weaver & McCullough, 2000; Weaver, 1995). A studyeastigating clergy’'s
knowledge of psychopathology found that clergyonirseveral denominations -
scored lower than clinical psychologists, psychglogndergraduates, and
graduate students in clinical psychology and colinge(Domino, 1990). The
deficiencies in the psychiatric and psychologicabwledge of priests have also
been frankly acknowledged by the priests themselweany studies have
consistently shown their dissatisfaction with teedl of training they receive, a
training that does not prepare them to assist rgnliaparishioners and their
families (Farell & Goebert, 2008; Kaseman & Anders@977; Leavey et al.,
2007; Louden & Francis, 2003; Lowe, 1986; Virki@B79; Winett, Majors &
Stewsrt, 1979;). For example, this need for reogivnore training was clearly
shown in a survey of 2,000 Protestant clergy fracross the United States:
practically all agreed that they would benefit frammore training in pastoral
counselling (Weaver, Flannelly, Larson, StapletorK&enig, 2002). Another

study amongst Hawaii's Protestant clergy revealat bver 70% admitted to
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feeling inadequately trained to recognise mentakeds (Farrell & Goebert,

2008).

2.2.2. Clergy as a resource for mental health

The clergy has a long history of involvement in Itreacare and has been
favourably compared with psychiatrists as theyragarded as knowledgeable,
caring and willing to help those in need of longtesupport (Cinnirella &
Loewenthal, 1999). Being popularly perceived witthe community as trusted
points of reference to consult in times of distressy give the clergy a pivotal
role to play in initially assessing those sufferpgychological difficulties, since
they are in a position to advocate secular andtsairinterventions (Littlewood
& Dein, 1995). They are sought out not only to heldividuals with socio-
emotional problems (e.g. bereavement, marital prab| etc.) - tasks more
consistent with the training received - but alsoptovide support to those
suffering from serious mental health problems (Shamny, Harley & Brown-
Hughes 2009; Taylor, Ellison, Chatters, Levin & Lincol®Q00; Young, Griffith
& Williams, 2003). Moreover, many faith-based origations are of particular
importance amongst ethnic minority communities (@ella & Loewenthal,

1999; Garro, 2003; McCabe & Priebe, 2004; Leaveal.e2007).

There is considerable Western research evidenceedominantly from the

United States - showing that community-based cldrgye significant contact
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with people with mental health problems, who somes opt to seek the advice
of clergy rather than mental health professionatsqon et al., 1988; Mollica &
Streets, 1986; Weaver et al., 2003)pproximately 40% of Americans with
mental health problems resort to the clergy (Weaud&95), with some
American studies showing that the clergy are mikedyl than psychiatrists and
psychologists combined to be contacted for assistamth these difficulties
(Hohmann & Larson, 1993; Veroff, Kulka & Douvan,819. The latter study
found that clergy’s guidance was even valued antotigsse who were not
highly religious: a sixth of participants who debed themselves as “seldom
attending religious services” and “not religiouslgtive” still reported seeking

assistance from the clergy for personal problems.

Religious-based beliefs about mental iliness &eylito influence help-seeking
behaviour (Chadda, Agarwal, Singh & Raheja, 200bnitella & Loewenthal,
1999; Cole, Leavey, King, Sabine & Hoar, 1995),ed®ining from whom to
seek help. My own studies undertaken in Spain foandtrong association
between the level of religious practice and th@memendation to seek the help
of the clergy when suffering from deep sadness §Bdila et al., 2011) or when
undergoing the distress described by the Hispatiis “nervios”, “ataque de
nervios” and “susto” (Dura-Vila & Hodes, 2012). both studies, amongst a

religious sample, priests were seen as legitimateces of help when facing

® This might be related to economic factors andahk of availability of free health care; thus
the clergy plays a significant welfare role (e.@ri€tian churches with predominantly African-
American congregations in the United States).
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emotional and psychological distress (around 70%Spanish participants
recommended the help of a priest when dealing deétbp sadness, and 30% -
50% of Spanish nationals and Hispano-American migrdid so when suffering

from the above mentioned idioms of distress).

Leavey and colleagues (2007) conducted a quaktastwudy in London
consisting of 32 interviews with male clergy of fdilent denominations
(Christian ministers, rabbis and imams) with then &f exploring the barriers
and dilemmas that they faced in caring for thos#esng from psychiatric

disorders. Although clergy seemed to play an ingmdrtrole, they were not
confident in managing people with mental ilinesd #rat a combination of fear,
anxiety, lack of training and resources, as weltaseotyped attitudesbout the

mentally ill, prevented them from expanding and formalising tHemnction

further. The requests for mental health supporimseeto be met by most
participants with caution, reluctance and at timéh rejection. An additional
concern highlighted in the interviews was the peext danger of moving away
from spiritual guidance into a more secular wayhelping. They feared a
dissolution of their own religious vocations if thevere to formalise further the
task of helping those suffering from mental illnebecoming - as one of the

participants pointed out - “a social worker in ayemllar”.

Another study by Leavey (2010) looking at Christielergy’s beliefs and
attitudes to supernatural explanations in regaodsnéntal illness revealed a

complex and at times contradictory pattern of negion of these beliefs.
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Although liberal and mainstream Christian clergydied to be sceptical about a
supernatural explanation for mental illness, ottmare traditional participants
considered the devil to be the main source of sénand suffering. The
possibility of mental illness being caused by rielig per se, was rejected by all
the participating clergy. Nevertheless, they wenaara of the attraction and
shelter that religion can provide for people witmagional or psychological
problems and seemed able to distingupgtihological religious beliefs from
normal ones. Interestingly, some of the clergy walée to encompass both
medical and spiritual interpretative frameworks athmental illness, considering
them to be not mutually exclusive. Wang and collesy2005) determined from
the National Comorbidity Survey conducted in th@®d® that almost 40% of
people sought help for mental health problems fomth clergy and a doctor or
mental health professional. On these lines, myistud Spain amongst a highly
religious sample showed that devout Catholic layppeewould recommend both
medical and religious help in times of severe dstr medical and pastoral
advice did not seem to be mutually exclusive altewes, but rather

complementary ones (Dura-Vila et al., 2011; Dur&\& Hodes, 2012).

The role of the clergy in the treatment of depresse disorder

A minister participating in Leavey et al.’s studg007) drew an interesting
distinction between psychosis and depression: enldtter, without denying its

severity, the scope for reflection and interventsemed to be perceived as
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greater than in the former. Depression may be sseless threatening (in this
study the perceived risk of violence was greatertfiose with psychosis) and
more amenable to change by the clergy, with raligibeliefs concerning hope
and meaning appearing particularly pertinent to emme who may be suffering
from hopelessness, emptiness and low mood, ambeg depressive symptoms.
Moreover, if depression is conceptualised alonglitiess of a moral disorder by
parishioners, they may expect their clergy to bexanore categorical when
assisting them through their depression (Leaveyidgk2007). The following

three studies presented in this section are coederwith ministers’

understanding of depression and their views abbair tcontribution to its

resolution and management.

Payne (2008) undertook a qualitative analysis omeeas from ten African-
American Pentecostal preachers. Examination ofcdmements that they made
in the pulpit about depression, sadness, and gugfiested that they saw long
term depression as a weaknemdyocating the opinion that “saints don’t cry”.
Another theme emerging from the analysis was thepticism about resorting
to psychiatrists and taking psychotropic medicatidnsurvey of over 200
Protestant pastors conducted in California explegations in their perception
of the aetiology of depression by ethnicity andgreus affiliation (Payne,
2009). The findings indicated that these varialdigmificantly influence how
pastors understand - and manage - depression. \AKhigrican pastors more
often agreed with depression being a biological eandsorder, while African-

American pastors more frequently agreed with dejpwasbeing a moment of
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weakness when facing life’s adversities. Mainstre@mtestants more often
disagreed with a spiritual causation for depressi@n Pentecostals and non-

denominational pastors.

Kramer and colleagues (2007) undertook focus gravigis a dozen White and
African-American clergy of a Southern, Christian daprimarily urban
background (Central Arkansas) to explore their axatory models of
depression, the barriers and facilitators to cane, their views on management.
Ministers often felt themselves to be the fronelmresponders for those suffering
from mental health problems, acting as natural drslpvithin a community as
well as gatekeepers to more formal treatment. Rigggdepression’s aetiology,
they held multiple biological, psychological, spial and cultural/social beliefs
which were not seen as mutually exclusive, sugggsti complex multifaceted
understanding. Although they talked about depressimng the lines of an
illness - allowing for the need of medical intertien in severe cases - they also
mentioned many contributing factors such as thé mgportance society places
on material wealth, the disruption of the familygtn professional and personal
expectations, long working hours, and lack of salfe. Having a relationship
with God and belonging to a spiritual community &eseen as playing
protective roles as well as being sources of halglfose already suffering from

depression.

Although using a very different methodology frome threvious study (Payne,

2009), cultural differences were also found amotigstministers, with African-
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American participants being more likely to attréutepression to social
inequities such as unemployment, lack of accesetaeices, and incarceration.
Interestingly, this study also found that most gfanners themselves asked the
minister for assistance with marital or family clacts, financial problems, or
other life concerns, without specifically acknowdgery that they might be
depressed. Sometimaswas a family member or other parishioner whaulgo
approach the minister with their concerns aboutesmm being depressed; in
some other cases, the minister himself or herselfigvdirectly ask a parishioner
about their well-being. Ministers differentiatedufopotential situations: 1) a
mental health crisis (which might include psych@asymptoms such as suicidal
ideation or psychotic symptoms); 2) a life crisihich in most cases is clearly
preceded by a particular stressor or misfortuneg 8piritual crisis (e.g. loss of
faith); 4) a social crisis (e.g. homelessness, ybeyment). The management
plan proposed tended to incorporate both spiriaral secular interventions:
faith-based interventions such as praying, frequeotship, guided Biblical
readings, and pastoral counselling were recommended were formal
psychiatric treatments, such as medication and hmtlgerapy, and social
interventions such as housing or employment. Theisteérs emphasised their
responsibility to promote adherence to psychiatneatment: encouraging

doctor’s appointments and continuation of medicatio

Finally, the participating clergy members identifiar fewer sources of help for
depression care for their parishioners than obetadlhe conditions contributing

to their better care which appeared most oftemeninterviews were: 1) having
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connections with mental health professionals (dafigcif they were
parishioners); 2) the existence of easily accessbtsite groups; 3) availability
of mental health resources (e.g. self-help bookafldts, videos). Conversely,
the main obstacles encountered by the clergy whintered the care of their
parishioners suffering from depression were: 1ygyls lack of training and
expertise in the mental health arena (only onesteniwas familiar enough with
the diagnostic criteria for major depressive disorh adequately assess it); 2)
their perceived conflict between their pastoral andnselling roles; 3) feeling
overwhelmed by their parishioners’ mental healtlquests; 4) difficulties
encountered in locating, collaborating with andesstng mental health services;
5) their parishioners being afflicted by multiplecgl concerns contributing to
their mental health problems; 6) the stigma ofexufig from depression and the
fear of being labelled as mentally ill; 7) lacktaist among patients, clergy and
mental health professionals, with psychiatric tmeait being perceived to be less

accommodating to faith practices and to the involest of the clergy.

2.2.3. Collaboration between clergy and psychiatris

Factors affecting collaboration between clergy and mental health

professionals

As discussed in section 2.2.1, psychiatrists dogeoerally see clergy members

as collaborators in mental health care nor are likely to refer their religious
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patients to them. Indeed, the relationship betwesschiatry and religion is one
characterised by mutual suspicion (Bhugra, 199fg dlergy are also reluctant
to refer their parishioners who may be sufferingnfr mental illness to
psychiatric services (Farrell & Goebert, 2008; Maokli Runner, Fairchild,
Lefler & Suntay, 2005). Clergy admitted to refegionly a small minority of the
parishioners they counselled to mental health sesv{Lowe, 1986; Mollica &
Streets, 1986). A study, in which clergy membersewgiven two vignettes
depicting individuals suffering from mental healfiroblems, revealed an
interesting - as well as worrying - apparent cafitidon: more than 40% of the
clergy members who admitted #olack of adequate training to assess and treat
mental illnessstated that they would still counsel the persortraged in the

vignettes (Farrell & Goebert, 2008).

Lack of training seems to be one of the best dootegereasons hindering the
development of a more collaborative relationshigwieen psychiatrists and
clergy: psychiatrists’ lack of training in spiritiityg and the religious aspects of
medical and psychiatric training (e.g. Dura-Vila &t, 2011), and clergy
members’ need for education concerning mental healtthe seminar (e.g.
Leavey et al., 2007). A lack of familiarity with yashiatric referral criteria may
make the clergy uncertain about which symptoms amira psychiatric referral:
almost half of the clergy participating in Virklerstudy (1979) stated that they

did not receive any training in referral criteria.
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Besides the obvious deficiency in training, whaheot reasons are behind
clergy’s reluctance to refer to psychiatric spesta? There is some research
evidence showing that clergy place great importaanethe mental health
professional’s religious beliefs, or lack thereffimly preferring to refer their
parishioners afflicted by mental illness to thosefgssionals who are religious
as well. This is interesting, as several studieszhmuggested that psychiatrists
are more likely than the general population to theeiats (Curlin et al., 2007;
Neeleman & King, 1993). A study amongst Protestdertgy in Hawaii showed
that having shared religious beliefs between thelpatrist and the patient was
considered important by over 40% of the clergy, assential by almost a sixth
(Farrell & Goebert, 2008). Another study investiggtfactors affecting clergy-
psychologistreferral patterns similarly found that clergy shoveepreference for
psychologists who identified themselves as Chnstad used scripture and
prayer in their practicéMcMinn et al., 2005). Some clergy even specifigall
mentioned as a facilitator for collaboration that tental health professional be
a parishioner in their community (Kramer et al.02p The strong preference on
the part of the clergy to refer parishioners to taEhealth professionals with the
same faith may be linked to the concerns exprebgesbme clergy members
that psychiatric specialists may look down on tipairishioners’ religious beliefs

(Mannon & Crawford, 1996).

The teachings of the Catholic Church about whagxigsected from a Catholic
doctor also throw light on explaining the importanglaced by the clergy on

there being a common faith with the medical pratesd for a collaboration to
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take place between them. The Church encouragesrdaobt to separate their
faith from their medical role, but to allow theieligious beliefs to illuminate
their medical practice. Pope Benedict XVI (2008ta@iraged doctors in the
opening address of a conference to take into a¢coah just the physical
dimension of the patient but also the spiritual,@mouraging them to see their
medical role as a “gift” to the patient. Monsigridartinelli (2009a) - a member
of the Vatican’s Congregation for the Doctrine of the Rai argued that
Catholic doctors’ spirit of abnegation and greadidation to their patients are a
testimony of Christ’s love for the ill. He exhortéldem to resort to their faith
when confronting death and pain, emphasising thigligation to use not only
medical cures but also spiritual resources to mtevsuffering and to facilitate
the request for the administration of sacramentg. @nfession, communion
and the last rites). Martinelli also reminded Céthaloctors to become
conscientious objectors when asked to contradetdiliine law (e.g. abortion),
to be aware of being an instrument of God’s lovd amercy, and to always

remember that healing ultimately comes from God.

What is the impact that psychiatrists’ religiousliéfs have on their
collaborating with the clergy? In the light of teeidence presented above, it
seemed logical that those psychiatrists who areioels would be more
forthcoming about recommending the help of the gyewhen caring for
religious patients. Along these lines, severalistitiave suggested that religious
beliefs of medical staff influence the likelihootlamllaborating with the clergy

(Neeleman & King, 1993; Curlin et al., 2007). Ndheiess, the association
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between psychiatrists’ beliefs and seeking the loélthe clergy in caring for
patients was not apparent in my qualitative studi & predominantly religious
sample of psychiatrists working in London (Duraavét al., 2011). My findings
add to the complexity of the relationship betweswgcpiatrists and the clergy,
showing that religious psychiatrists seemed togsfielito hold both medical and
religious beliefs in treating their patients. Thegtuctance to bring religion into
their clinical practice was not due to their peaarjection of the supernatural,
but rather to the difficulty in combining these twery different models.
Although religion and spirituality were seen by mad the participants as
important areas in terms of working with patiemisne of them had ever liaised
with clergy or other religious professionals inithgractice in the UK (neither
had they routinely inquired about these areas wdskessing their patients, nor
incorporated them in their management plans). Aisaant difference emerged
in the interviews with the psychiatrists who hadmigrated to the UK
concerning the difference between their practicéheir home countries and in
the UK: in their religiously oriented countries afigin, they incorporated their
patients’ religious beliefs and regularly liaisedhweligious professionals. The
main reasons offered by these psychiatrists toag@xpheir different behaviour in
the UK were their fear of being perceived as “antidern”, “unscientific’ and
“unprofessional” by colleagues and supervisors, et wish to fit in and be

accepted by the British medical community and secsociety.
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Current landscape

Jung (1932/1969) considered the clergy’s interast the psychological
dimension of the person as a totally legitimate, dimenly believing in the
possibility of a fruitful collaboration between hotlisciplines in spite of their
points of conflict; in his own words: “The doctandathe clergyman undoubtedly
clash head-on in analytic psychology. This colhsghould lead to cooperation
and not enmity” (p. 353). However, most of the evide presented goes against
Jung’s wishes: neither has the partnership betwkentwo professions been

fulfilled nor have their differences in standpoibeen brought closer.

The role of the NHS chaplain clearly illustrate® tburrent strains that the
clergy-doctor working relationship is facing. Juliead (2011) is a Specialist
Chaplain in South London and Maudsley NHS Foundafitust and is a fellow

in Pastoral Theology and Mental Health within theusE. She argues that
chaplains and medical professionals are both resiplen for the lack of

cooperation amongst themselves: they hold narromded attitudes about one
another and do not focus on the common goal towatdsh they should be

working together (restoring the patient to heal8he explained how chaplains,
albeit employed by the NHS, struggle to feel acegptithin NHS settings, not
feeling valued or taken into account by doctore §ave many examples of the
lack of cooperation and respect towards chapl&ios.example, she referred to
an occasion when - although she is not a minisgedector told her to go back

to her parish, or the case of another chaplain wih@n visiting a patient with
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whom she had been working for a long time, fourat the patient had been
discharged from the ward (no one had informed theplain of the patient’s
discharge). Moreover, NHS chaplains have recergnldacing much criticism
and controversy in the media about being fundethbyNHS, with some stating
that, in the current climate of cuts on servicetigious groups should be the
ones to pay for their presence in hospitals andtmetNHS (e.g. BBC News,

2009).

Faith-based organisations and clergy members nusethplay a key role in the
lives of many people, and could be used furtheindglth and welfare providers.
Nevertheless, the nature of this relationship iit pborly understood: there is
not a clear path to integrate them within existst@tutory provisions, and there
are obstacles that are often underestimated (Lefav@png, 2007). Although the
effectiveness of this collaboration remains to eens there are some anecdotal
examples of positive collaboration between the ggleand mental health
professionals, such as the involvement of threepleivas in a residential
treatment programme for posttraumatic stress deso(BTSD) at a medical
centre in Ohio (Sigmund, 2003). The clergy membars a clinically-focused
group called the “Spirituality Group” through whidpiritual issues emerged
such as anger at God, letting-go, and forgiverBsis. group was integrated into
the overall treatment package provided by the @linteam with the aim of
providing a more holistic care. Interestingly, @ipeocal learning experience
was achieved: clergy provided training to clinitghm members on spirituality,

and clergy in turn learned about psychiatric disosd Although there is a clear
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need for controlled studies to demonstrate the ulise$s of incorporating
spirituality into the management of PTSD, the authuggested that, based on
the experiences of these clergy members, the eatmar of trauma-related

existential conflicts in patients with PTSD was ékeial.

2.2.4. Pastoral care

A comparison between spiritual direction and psychtherapy

Providing spiritual direction is a key aspect ofepts’ pastoral care. Spiritual
direction differs from other ministerial tasks su@s administering the
sacraments, moral guidance, preaching or pastotatselling (though having
affinities with them) in its very specific aim, wdh is to assist individuals in
developing and deepening their personal relatignstith God. In order to
achieve this goal, the priest - also known in tloie as the spiritual director -
may resort to prayer, religious reading, journalting, worship and other
religious practices (May, 1982). Although the mfdaus of spiritual direction is
on the spiritual aspects of the parishioner’s lifee spiritual director is also
concerned with the whole person, taking a holistew: discussion of other
issues is welcome, as they are seen as havingflaenoe on the individual’s

spiritual development (Merton, 1960).
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Spiritual directors need to have appropriate pesoharacteristics and a broad
range of skills to successfully fulfil this taskych as being compassionate
(Rogers, 2002), being seriously committed not poshelping others on their
path of spiritual maturation but also to working their own spiritual growth
(Benner, 2002), and being a good and caring list@B&ry & Connolly, 1982).

It is important for the spiritual director to belld not only in spiritual matters
but also in the psychological aspects of the €&#hfier, 2002). The call felt by
some clergy to become more psychologically inforraed skilled is likely to
derive from the deep influence that authors suchkraad, Jung, Rogers, Frankl,
May, and Laing, among others, have had on the Christiamstry (Nouwen,

1980; Spiegelman, 1984).

Spiritual direction and psychotherapy share sintiés in spite of their different
methods and goals. Benner (2002) offers a ratieplistic distinction between
both: while spiritual direction is spirit-centeredsychotherapy is problem-
centered (one could argue, what happens when thidepn is of a spiritual
nature?). A particular case that makes the watdrglistinction between
psychotherapy and spiritual direction particulamyrky is that of a Christian
client seeing a Christian psychotherapist. Christisychotherapists and spiritual
directors may see the goals of healing in a diffelight than their non-Christian
counterparts (Moon, 2002). The faith of a Christmychotherapist is likely to
colour how mental health is conceptualised, thélsencing how psychotherapy

is practised (McMinn & McRay, 1997).
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Leaving aside the religious beliefs of the psyckatpists, Julian (1992) studied
the aspects that insight-oriented psychotherapy samportive psychotherapy
had in common with spiritual direction, as well & points of divergence
amongst them. Being warm and empathetic are negesdalls for the
psychotherapist and the spiritual director in order establish a sound
therapeutic relationship. Their ability to managsistance, transference, and
countertransference is also essential in all timedalities. A difference noted
by Julian is that for spiritual direction and sugp@ psychotherapy - in contrast
with insight-oriented psychotherapy - the developtmef transference is not
fostered. Regarding the criteria for selecting ntBe insight-oriented
psychotherapy is closer to spiritual direction: best candidates are those who
are psychologically minded, want a lasting changehiemselves, have good
coping skills, are able to sustain long-term closiationships and are willing
and able to commit to the therapy/direction. Supperpsychotherapy may be
more appropriate for those who are in times ofigri;n need of emotional

support or lacking the previous characteristics.

Barry and Connolly (1982) offered a key distinctiogtween spiritual direction,
psychotherapy and counselling within a Christiantegt, and other forms of
pastoral care such as confession and preachinfudamental goal of spiritual
direction is to assist people in developing andpdaag their personal
relationship with God. Sperry (2001) highlightedeth areas of divergence
between psychotherapy and spiritual direction: itiiervention used, the aims

sought and the clientele. While psychotherapistad te¢o use several
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psychotherapeutic interventions and techniques,sgietual directors tend to
resort to instruction through spiritual practic@fie aims of psychotherapy are
secular ones, such as improving functioning, detngasymptomatology and
modifying some aspects of personality; in contrdbe goals of spiritual
direction are of a spiritual nature, firmly focugion spiritual maturation and
growth. Finally, the clients targeted by both atig are also different: those
seeking psychotherapy are more likely to suffemfrpsychopathology while
spiritual seekers are more likely to be relativiedalthy individuals. Some might
argue that another difference between spirituadatiars and psychotherapists is
that the former are recognised by the religious roamty due to their special
spiritual attributes (Barry & Connolly, 1982), inyptg the achievement of some

level of moral and spiritual superiority.

The sacrament of confession

Parallels have been drawn between this Catholiasant and psychotherapy,
and between the role of the priest acting as cenfeand the psychotherapist.
This section starts by offering an explanation dfatvthis sacrament entails

before focusing on its rich psychological and masects.

The sacrament of confession also receives the navhdbe sacrament of
penance or reconciliation. The Catholic Church ewas that through the

celebration of the sacramental rite of confessiaa @rants the forgiveness of
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sins and that this forgiveness is considered ta testimony of God’s mercy and
love for humankind (Martinelli, 2009b). Confessigrseen as the necessary link
between one’s sins and receiving God’s forgivenkfstorically, Judaism set
aside a day in which the offender made a confessiosomeone who he had
previously offended and from whom forgiveness wasiréd. The practice of
confession came into full bloom in the sixth ceptais the Catholic Church
further elaborated, expanded and clarified thigasaent (White, 1952). The
following requirements are needed for the peniterte absolved of his/her sins:
having feelings of sorrow for the faults committgdontrition”), disclosure of
the sins to the priest (“confession”), and comp@mwith the priest’s request to
perform some task (“penance”) to make amends fercbmmitted sins (e.g.

saying a prayer) (Estepa et al., 1992).

The priest has a key role in this sacrament: hbaanediator between God and
the penitent. Moreover, he acts in a jurisdictionalle imposing a penalty
(“penance”) for the committed sins (White, 1952)hil¥ some authors have
considered this sacrament as having some usefu¢ vaf emotional well-being
(e.g. Jung, 1932/1969), others have emphasisedpipsessive nature (e.g.
Arrufiada, 2009). “La Regenta”’ (Clarin, 1885), cdeséd one of the most
important 1§ century Spanish novels, offers a critical porttayfithe most
abusive and exploitative aspect of confession:cteggy’s control of important
men in society gained through the frequent cond@ssiand manipulation - of
their wives. Arrufiada (2009) argues that confessra complex form of

achieving moral enforcement through the priesingctis an agent between God
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and the faithful. The influence that this one-teonteraction with the confessor
has on the penitent was highlighted in his studyclwvhound that those who
confessed more frequently were observed to commyenmvith the Church’s
moral code. Interestingly, no association was folnetiween the latter and
frequency of attendance at mass. Frequent confessieven of minor sins
known as venial - is strongly recommended and esadbby the Catholic clergy,
as this sacrament is believed to have many sgidtug emotional benefits, such
as increasing grace, strengthening virtue, andrdibe the penitent from
feelings of guilt, thus allowing the penitent tceese “the gift of serenity and

peace” (Martinelli, 2009b).

The consideration of the potential positive andatieg psychological effects of
the sacrament of penance on the penitent is fudbeplicated by the general
disagreement within the Church itself as to thesllesf involvement that the
confessor should have in the personal problemshef ihdividual seeking
confession. Most priests would agree that confessimuld primarily focus on
the redemption of one’s faults and that hearing affieking advice about life’s
trials and personal issues should be consideredndeadly, if at all. More
dogmatic priests may argue that emotional diffiegltshould be dealt with
outside the confessional, while less conservatiesf{s might not separate this
sacrament from pastoral counselling, seeing thetgyis sins as intrinsically

linked with the psychological and emotional aspetthe self (Worthen, 1974).
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A comparison between confession and psychotherapy

Several authors have turned their attention to dimailarities that Catholic

confession and psychotherapy share. The task ofgeReman distress and guilt
often falls upon the shoulders of the clergy angcpstherapists. Both of them
deal with people’s feelings of guilt, assisting theéo overcome unhealthy
tendencies and offering guidance towards whole(\ssthen, 1974). Jung was
amongst the first to critically examine how theerabf the priest hearing

confession differed from the psychotherapist’'s. Husitive aspects of both
disciplines were described in detail in his artigdsychotherapists or the clergy”
(1932/1969). On the one hand, Jung considered ssiofe to be a valuable -
albeit temporary - tool to alleviate stress. Heogtsaised the rich symbolic
component of the ritual of confession, which heuady appealed to the
unconscious mind, making it more accessible. Orother hand, he argued that
psychotherapy did not offer moral judgements nondemnation of any

behaviour, and was more objective and simpler duiégstcomparative lack of

ritualism. Moreover, Jung argued that psychotherepyld appeal to almost
everyone - at one level or another - while confessinly appealed to a limited

number of religious people.

Worthen (1974) believed that the interpersonalti@iahip established between
the individual undergoing psychotherapy/confessimal the psychotherapist/
confessor had a key similarity: the one-to-oneratgon is needed for the

process of positive change to take place. Jungsiarticle “Psychoanalysis and
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the cure of souls” also stressed the healing nattithe colloquy carried out
between the two in an atmosphere of total confidet928/1969). The
psychotherapist and the confessor also have in @mieing strictly bound to
confidentiality. Thus, there is a strong senseanificdence that the content of the
psychotherapy session/confession will not leave thiberapist's
office/confessional. Nevertheless, the level ofreseg demanded from the
confessor is much higher than the therapist'sidtier has exemptions on which
confidentiality can be overruled, such as when eher risk towards the
individual or others. In contrast, the Catholic @ts teachings leave no doubt
regarding the extreme level of the confessor'sesgcas stated in the Code of
Canon Law (Canon 983, 1): “The sacramental semlvislable; therefore it is
absolutely forbidden for a confessor to betrayng way a penitent in words or
in any manner and for any reason” (Vatican, 2013apriest must keep his
penitents’ sins secret “without any exceptions” deden at the cost of losing

his (the confessor’s) own life” (Martinelli, 2009b)

Worthen (1974) pointed out some more differenckese seeking confession
follow an almost universally accepted format, whisychotherapists do not
have a common procedure. They also diverged im #n@is: the ultimate goal of
confession is to obtain forgiveness for one’s masidewith the priest acting as a
judge of subjective moral rightness or wrongnessonversely, the

psychotherapist is not concerned with moral offenaad no judgements are

involved in the psychotherapeutic process.
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Distinction between pastoral care and pastoral cowselling

Pastoral care comprises all the tasks and dutesciated with the ministerial
role, including the two activities considered abdaeministering the sacrament
of confession and offering spiritual direction). @hexamining the literature on
pastoral care, a concept coloured by controversgrges: pastoral counselling.
One the one hand, it is a concept that is not\edsilerentiated from pastoral
care, and on the other hand, while some authorst seepart of pastoral care,

others consider it to be outside this realm.

In spite of the similarities, it seems that mostrgy would differentiate between
pastoral care and pastoral counselling: associgtastpral care with a generalist
approach and pastoral counselling with a specthlegea (Clinebell, 1984). A

recent qualitative study with 18 African-Americdergy was set up precisely to
capture the clergy’s perspectives on pastoral aatepastoral counselling. The
main finding was that although acknowledging théstexice of some overlap
between both concepts, the majority of the clerigyed them as fundamentally
different (Stansbury, Harley, King, Nelson & Speigh010).Pastoral care was
defined by the participants as providing spiritgaidance and nurturance to
their parishioners. While they feel comfortable gmdpared to fulfil this duty,

they stressed the need of undertaking additiorahiiyg in psychological

techniques to engage in pastoral counselling. Mbgtem felt apprehensive and
not prepared to provide the latter, preferring ¢ as gatekeepers to formal

mental health services. Only two of the clergymartipipating in Stansbury et
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al.’s study believed that pastoral care and pasta@unselling were
interchangeable concepts. Their views were morénm with another study
which found that pastoral care and pastoral colingelvere more similar than

different (O’Connor, 2003).
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SECTION 3

METHOD

3.1. RESEARCH DESIGN AND ANALYSIS

As explained in the “Rationale of the study”, sewctll.2., my goal is to build on
the literature in this area as well as on my previcesearch to further explore
the understanding of deep sadness and consequimseaiking behaviour
amongst practising Catholics in Spain using a tptale methodology.
Methodological triangulation was used in the studgngulation is a method to
explain more fully the variation and complexityrafman behaviour by studying
it from more than one standpoint (Cohen & ManiodQ@). | employed several
methods to gather data - semi-structured intervi@agicipant observation and
ethnography - in four groups of people on differesiigious pathways in an
attempt to increase the credibility and validitytbé results and to give a richer
and more balanced portrayal of the phenomenon wstddy. The reticences and
challenges that | encountered in the course ofrdgearch and the ways | used

to deal with them are discussed in the “Reflexlyigection 5.1.
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Sampling and recruitment

In order to considerably expand and diversify thmgles of my initial studies in
this area, different levels of religious commitmant religious pathways in the
context of the Catholic Church in Spain were ineldidlay theological students,
priests, and contemplative cloistered nuns and mwoiolkinghorne (1989)
recommends that phenomenological researchers ietefvom five to twenty-
five people who have experienced the phenomenoerustddy (in the present
case, the experience of deep sadness). Thus, er dod obtain in-depth
information and to be able to include a diversesagrof socio-demographic
characteristics, taking into account time and res®wonstraints, | set out to
recruit twenty priests, twenty lay theological students anchinimum of five
contemplative nuns and five contemplative monks [Hiter lower number was
due to the scarcity of contemplative religious camities, the difficulties in
accessing them and the fact that these commuialteebecoming smaller due to

the lack of new entrants.

Two sites for conducting fieldwork amongst conteatipe nuns and monks
were identified: a retreat house where nuns imimgi of the Order of Saint
Augustine were gathering for an educational coassompanied by some of
their Mother Teachers, and a male monastery ofefgistn monks. The lay
theological students and the priests were recrditad a theological college in
La Ciudad - Sant Josep’s theological college - Whias satellite centres in

surrounding towns (detailed information regardihg tollege and its running is
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provided in “Participants and their contexts”, satt4.1.1.). The participating

students attended either the college in La Ciudaxhe of its rural centres.

The priests that took part in the study were atsmeaiated with the college: most
of them were local facilitators of the college, insevery centre two or three
parish priests acted as links between the college the parishioners who
expressed an interest in attending a course. TiWwbgedid not fall under this
category were either members of the teaching efatfie college or individuals
who were put in contact with me through the collegpersonnel office.
Information sheets were distributed in the theadabicollege in La Ciudad
explaining the project to the students. Those stisdend priests interested in the
study were contacted to allow them to ask questamusto arrange a meeting if
they wished to be interviewed. As there were masig@pants willing to take
part in the study than the needed number, they saexted taking into account
two main objectives: firstly, obtaining as broad socio-demographic
representation as possible (considering gender, #gel of education,
profession and marital status) and secondly, giyirgference to those with a
personal experience of undergoing deep sadnessthose with a professional
experience in assisting those suffering from emmaioand psychological
distress. Although all of those contacted agredadke part in the study - twenty
lay theological students and twenty priests - e¢hpriests were not interviewed
as they had to cancel the scheduled meeting désartily sickness in one case
and professional emergencies in the remaining thugs, in the end, seventeen

priests were interviewed.
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In summary, the study sample was made up of fooupgg, making a total of

fifty-seven participants:

(1) Twenty lay theological students (eleven femalegmrale).

(2) Seventeen priests (living in the community, notionasteries).

(3) Ten contemplative monks belonging to the Cisterdnder (four of
them were ordained priests) and who lived in theesenonastery.

(4) Ten contemplative nuns of the Order of Saint Augesbelonging to
five different monasteries; seven of them - thesnimtraining - were

from Kenya, adding cultural and ethnic variatiorthte sample.

Ethnographic fieldwork

Ethnographic fieldwork was conducted twice in Spairthe summer of 2010:
the first with contemplative nuns, and the secortti wontemplative monks. In
keeping with the ethnographic approach, data dodlecmethods included
participant observation, writing down field notesyd interviews (Gray, 2003;
O'Reilly, 2005). Besides the one-to-one semi-strted interviews carried out
with the nuns and monks, multiple informal convéms® - spontaneoushats

and questions that arose during our exchanges e held with them. These
chats were not only important sources of informatibut also contributed to
building a relationship of confidence and trustjlfeating the interaction and the

openness of the semi-structured interviews.
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| spent two weeks in the Monastery of Sant Oridipge community was made
up of ten Cistercian monks. | was invited to attémeir communal prayers and
daily mass in the church of the monastery. Althougfas given a sitting room
in the monastery where | interviewed the monksviadgially, | did not have free
access to the monks and their guests’ quartersaa @w occasions | was taken
by the monks to other parts of the monastery: 8teywed me a small wooden
chapel which had been hand-made by Brother Xagiequple of sitting rooms
to receive visitors, and the garden. On one oconasity last evening amongst
them, | was shown the graves of Brother Antoni &ndther Andreu, which
were located in a more private area of the monasfes the community does
not allow women to stay in their guesthouse, thenksokindly found me
accommodation in a small guesthousarby whose owners they knew - a short

walk from the monastery - where | had my mealsstagled overnight.

The second site of fieldwork was the retreat hdasated on the outskirts of a
Spanish city where the nuns in training (novices postulants) of the Order of
Saint Augustine, accompanied by some of their Moffeachers, gathered to
attend a five-day training course. Like the nurexrived the day before the start
of the course and left the day after. | had penmisto share all their activities:
communal prayers and the daily mass, lessons, niwalsk-times, walks in the
garden and the party they had on the last everirtgetr stay. | was given an

individual room on the same floor as the nuns.
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| nterviews

| carried out individual semi-structured interviewgh all 57 participants. The
interviews lasted an average of an hour, and wérewlio-recorded and
transcribed verbatim (see appendix 3 for the “in&v Schedule”). Interviews
were conducted without an interpreter in Spanisd an Catalan. All the
interviews with the monks of the Monastery of S@miol were in Catalan. The

interviews were conducted in four stages, from 2040 to September 2011

(1) First stage: interviews with ten contemplative Asigian nuns.
(2) Second stage: interviews with ten Cistercian coptative monks.
(3) Third stage: interviews with twenty lay theologisaiidents.

(4) Fourth stage: interviews with seventeen dioceses{st

O'Rellly (2005) describes three main types of imiew styles: structured
interviews (survey style with no room for extra gtiens), unstructured
interviews (more free-floating conversational styland semi-structured
interview (combining elements of both styles witle researcher being able to
explore ideas with the participants as well asiggtfixed answers for some
criteria). In my one-to-one interviews with the suand monks, although still
covering all the questions of the interview scheduhy style of interviewing
seemed to lean, at times, to the unstructuredvieterstyle. Re-listening to the
audio-recordings of the interviews, it became appiathat the interviews with

the nuns and monks were more conversational, \wghanswers flowing more
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naturally, than with the priests and lay theologgtadents. The reason behind
this difference is simple: in the case of the nand monks, the interviews were
an additional method to complement the particigdogervation and informal
conversations of the ethnographic fieldwork. Thepide covered by the
interview had already been explored in a more midrway with the nuns and
monks in the course of my stay with them, so dutirgginterview we were able
to consider the questions more rapidly, with legsedh for prompting or
redirection. Moreover, the time spent with the nansl monks enabled me to
become familiar with them, whereas the actual wisv was the first time the
lay theological students and priests met me inquerginally, with the latter
there were more constraints and pressoreover all the points during the one-
off interview, while with the nuns and monks théenview could develop at a

more leisurely pace, as there was the option otinge&ater to finalise it.

| opened the interview by asking tparticipants to describe a time when they
were feeling deeply sad as a way to elicit a naegpart of the participant’s life
history), in order to explore their understandinf sadness, their coping
strategies and help-seeking behaviour. After poaingestion aimed at inducing
a narrative, Wengraf (2002) recommends that thesrvettions by the
interviewer be limited to facilitative noises andnaverbal support. | tried to cut
down my verbal interventions and prompting to eadabkir narratives to unfold
as spontaneously as possible. Seidman (1998) deddhree modes of in-depth
phenomenological interviewing. | pursued his thindde, consisting of asking

the interviewee to reflect on the meaning of tlegiperience: in my interviews, |
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strove to make the participant reflect on the pmmkomeaning that the

experience of deep sadness had for them.

The location where the interviews took place vaaetbngst the four groups of
participants. The interviews with the nuns and thenks took place in the
retreat house and in the Monastery of Sant Oredpectively, in sitting rooms
specifically given to me to carry out the interveewMost of the lay theological
students were interviewed in an office at Sant Festeological college in La
Ciudad, and a few of them in the centre that tHege has in their own towns.
The majority of the priests were interviewed in th&cristy of their parish
churches. | let the students and the priests chiheséocation, offering to meet
them in their towns if this option was more conesti(for the exact numbers on

where the interviews took place for these two gspgee Table 1).
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TABLE 1

Locations of theinterviews for thelay theological studentsand the priests

Priests Female lay theological students Male lay theological students
Sant Josep’s | Sacristy of Sant Josep’s College’s centre | Sant Josep’s| College’s centre
college their parish college (participant’s town) college (participant’s town)
(La Ciudad) church (La Ciudad) (La Ciudad)
4 13 7 4 8 1
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Resear ch questions

| set up this research project to answer the fatlgwtwo main questions: how
people differentiate between non-disordered sadaegslysfunctional sadness;
and what role the clergy play in assisting tho$kctgd by normal and abnormal
sadness. There were many additional questiond tiestded to ask to be able to
answer the above two questions; the most impodasestions are presented
below and, for clarity, have been grouped accortiinpe main topics | brought
up with the participants (for a detailed list ofegtions see the “Interview

Schedule”, appendix 3):

(2) Distinction between non-disorder ed sadness and dysfunctional sadness

- Do religious people differently conceptualise rsags without cause and
sadness with cause?

- Is the help-seeking behaviour associated witmassl perceived to be without
cause different from that of sadness with cause?

- Given the option, will people opt to numb the exence of normal sadness by

taking medication? And in the case of abnormal easih

(1.a.) Depressive disorder in religious people
- How is depressive disorder conceptualised andifesin(attributed causality,
narratives, symptomatology)? Do they equate thsorder with abnormal

sadness?

92



Section 3 M ethod

- What are their coping strategies and help-seeB@iwviours - both psychiatric
and non-medical - to deal with depression? Whatlzee views regarding the

effectiveness of antidepressant medication andnasigerapy?

(1.b.) Spiritual distress and the Dark Night of the Soul

- How do religious people conceptualise sadnesk spiritual causation (e.g.
doubting one’s faith or experiencing uncertaintregarding one’s religious

vocation)? Do they use the Dark Night of the Sartative?

- How is the Dark Night conceptualised and manifgstributed causality,

narratives, symptomatology)? Is monastic life a-nequisite for experiencing

the Dark Night?

- What are the shared symptoms and the key difteebetween the Dark Night
and depressive disorder?

- What are their coping strategies and help-seekelgaviours to endure and

resolve the suffering intrinsic to the Dark Night?

(1.c.) Spiritual pathology (as distinct from the valorised path of the Dark
Night)

- Do religious people have notions of spiritual hwgy? How do they
distinguish between spiritual phenomena, such avaéforised Dark Night, and
spiritual pathology?

- How is the spiritual pathology conceptualised aménifest (attributed

causality, narratives, symptomatology)?
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- What are their coping strategies and help-seeketgaviours to endure and

resolve spiritual pathology?

(2) Role of the clergy

- How do the priests conceptualise and recognisescaf depressive disorder,
Dark Night, and spiritual pathology? How do theffetentiate between them?
What help do they offer to those undergoing them?

- What training have they undertaken in mental theal

- Have they liaised with mental health professienalthe case of parishioners
suffering from a psychiatric disorder?

- What are their views regarding psychiatrists stahdard psychiatric treatment

for depressive disorder?

Analysis

| undertook thematic content analysis of the trapss of the semi-structured
interviews and the field notes (Coffey & Atkinsal996). Their semantic and
metaphorical content was examined, while payingcigpeattention to the

emerging narratives. The transcripts of the ineamg and the field notes were
carefully read several times, and statements oagasr signifying relevant
concepts, ideas, behaviours, beliefs and attitwgs® highlighted and coded.
Themes were derived from those statements, whiale Weroughly compared

across transcripts and field notes to identify reng themes that were
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subsequently categorised. These themes represekeyhfindings of the study.
Particular attention was given to undertaking wgeup comparisons, with
differences amongst the nuns, monks, priests agdtHaological students
becoming increasingly more evident as the analpstgyressed; intra-group
variation was also rigorously noted. In order tailfeate immersion into the
participants’ views, the reading of the transcripisl field notes was combined
with listening to the interviews’ audio-recordindsheld regular meetings with
the primary and subsidiary PhD supervisors, in Whipresented and interpreted

the emerging themes and sub-themes.

In the “Findings”, section 4, the themes are accamgd by excerpts from the
transcripts in order to illustrate them and to pdevabundant original evidence
to support the conclusions reached. Each quotéi@snbeen labelled according
to the following characteristics: (1) sub-samplant monk / priest / layman or
laywoman); (2) age; (3) marital status (for the beyson only); (4) ethnicity; (5)

profession (when relevant).

3.2. EPISTEMOLOGICAL POSITION

| used a phenomenological approach to the quaktagsearch undertaken here.
| will start this section by briefly presenting wha understand by this: a
phenomenological study aims to describe the medningeveral people of their

lived experiences of a particular concept or phezraon, focusing on what all
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the informants have in common (Creswell, 2007). Timain aim of

phenomenological research is to encapsulate ingicexperiences of a
phenomenon in a description of universal esser@btain, in van Manen’s
(1990) words “a grasp of the very nature of theghi(p. 177). Data collection
in a phenomenological study often consists of iptdeinterviews from

individuals that have undergone the phenomenons @hata is then analysed
highlighting significant statements which are gredpinto themes (for a
description of how | analysed the data, see th&ique section, “Analysis”).

Finally, a depiction of the essence of the expegefor all the participants is
provided in an attempt to portray what their expeces have in common; in
other words, the underlying structure of their alxgeces (Creswell, 2007).
Besides providing this description, phenomenoldgieaearch also carries out
an interpretative process in which the researchterprets the meaning of the

lived experiences (van Manen, 1990).

Moving on to the present study, | adopted a phemmhogical stand to ascertain
how the participants’ experienced and perceived dedness, attempting to
understand their subjective experience and how thage sense of it, and
paying attention to the shared meaning within thanying religious contexts.

Broadly applying the above words from van Manemiostudy, there were two
“things” whose “very nature” | wanted to grasp: hpabgical sadness and
normal sadness. | adopted a two-fold approachthfirshe in-depth semi-

structured interviews carried out with all the Sttgeipants, and secondly, the

ethnographic fieldwork with the nuns and monks.Botethods enabled me to
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learn about the participants’ lives from their owarspective. Moreover, the
fieldwork allowed me to do so from within the caxtt@f the participants’ own
lived experience, and to pursue some degree oéghatperience with them. |
considered the latter to be a legitimate methodoédgool for exploring their
subjective experience. It soon became clear thairder to understand their
actions and views a balancing act was requiredeflrhad to try to put myself
in their shoes, trying to somehow experience ttl@ughts and emotions while
at the same time maintaining the necessary amduaibjectivity to be able to
critically reflect on the experience (these proesswill be explored in the
“Reflexivity”, section 5.1.). Therefore, the ethmaghic method of participant
observation was very valuable, as living amongsintfand participating in their
daily activities and religious rites allowed medain deeper insights into their
experiences and points of view, which complemeiitedinformation collected

through the interviews.

Kapald6 and Travagnin (2010) warned against the risk classical
phenomenological ethnography of religious groupmddimited to providing
theory that could only be deployable within theldigtself. As explained in
section 1.2. (“Rationale of the study”), | strov@ go beyond this notion of
phenomenological study to identify universal corisey disordered sadness that
could transcend these particular Catholic conteAteng these lines, | also
considered Horwitz and Wakefield's (2007) criticiswf anthropologists
focusing on the presumed cultural relativity of tammresponses, with no

definitions of disordered sadness being possiblsidel the particular culture
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where the study was conducted. However, these muthlso argued that
anthropologists are in a privileged position todgtwhich aspects of human
sadness are culturally influenced and which betongormal human functioning

in the face of adversity and loss. The aspectsadhass that are likely to be
culturally influenced in the highly religious sara@tudied here might be those
related to the religious attribution of meaningthie participants’ suffering and
the religious nature of their coping strategies dradp-seeking behaviours
Moreover, in the case of the contemplative paréiotp, the configuration of the
self might also be culturally influenced (Kirmaye007) being more

sociocentric - contrasting with the egocentric salbre prevalent in modern
Western societies - as the monks and nuns miglmed¢he self by their

belonging to their monasteries and religious comitres

3.3. ETHICAL CONSIDERATIONS

Ethical approval to undertake the study was grarigdUniversity College

London, Research Ethics Committee in July 2010 éxeendix 2). In order to
gain permission to conduct the fieldwork, apprdvaim seven senior members
of the participants’ orders was obtained. Initiallyapproached the Mother
President of the Order of Saint Augustine and ther Bf the Monastery of Sant
Oriol to explain the project and answer their gioest Following their consent,

the Mother President explained that as the nun$sicgeating in the study
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belonged to five different monasteries, | also hadseek approval from the

Mother Superiors of each; thus written informatveas sent to them.

On my arrival at the fieldwork sites, | explaindgk tproject to the nuns and the
monks in a joint meeting, giving them the chanceask questions both
collectively and individually. All of them were spprtive and helpful with my
research, making time to talk to me and to be iddiily interviewed. | made
clear from the start of my fieldwork that althouitieir superiors had granted me
permission to carry out research amongst them, sheyld not feel under any
obligation to agree to an audio-recorded interweith me. Approval was also
sought from the head of Sant Josep’s theologicégm Besides providing
written information, before the start of the intew, the study was explained to
the students and the priests when they were caatabbth over the phone and
face-to-face, giving them the possibility to ask fiarther information regarding

the project.

Informed consent was obtained from each participétite study. They were all
fully aware of the purpose of the project and migrmion to write the findings

as a PhD thesis and to subsequently submit thenpublication in scientific

journals. In order to ensure anonymity, pseudonyrage been used for the
names of the participants, the monasteries, andhé@ogical college and the
city in which it is located (such colleges with tharticular aim of training lay
members of the Church are rare so identifyingtihé city was known would not

be difficult). Moreover, because of the personahdibtained from the nuns and
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monks, and the fact that the increasingly scarceban of contemplative
communities in Spain might facilitate their iderd#tion, the locations of the
monks’ monastery and the retreat house where the’ mourse took place are
withheld. Similarly, no identifying information hdseen provided regarding the

priests’ parish churches.

Attention was given prior to the start of the reshato the potential negative
consequences that it could have for the particgpant consideration was given
to ways to address them if they arose (the potelniaefits of the research are
discussed in the Reflexivity, section 5.1.3., p3-345). | was aware that some
of the questions regarding the participants’ exgeres of deep sadness and
depression could be sensitive. Therefore, grea was taken in formulating
them in a delicate and gentle manner and in cagetding that a particular
guestion caused any distress to the participambuld move to another question
or end the interview if necessary. | also remingadicipants that they could
refuse to answer any questions or withdraw frominlerview at any time and
without giving a reason. As a practising psychstrii have experience in
managing patients suffering from emotional disti@ss mental health problems;
thus if during the course of the study any mattezamcern had arisen regarding
participants’ mental health, | would have encoudatieem to seek advice from

their general practitioner.

Moreover, it was never my intention in the leastgteestion or challenge the

participants’ faith and religious beliefs and | waetermined to take great pains

100



Section 3 M ethod

to avoid any possibility of my research provoking gossible spiritual doubts
in them; however consideration was given to thissgality and was discussed
with my supervisors. As before, to avoid this rigleestions were carefully
formulated and | was alert to detect any such sighdistress from the
participants which would have been managed by ngotonanother question or
finishing the interview, and recommending them ¢msult with their spiritual

directors, parish priests or the Mother SuperidPor of their communities (the

latter in the case of the contemplative participant
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SECTION 4

FINDINGS

This section contains the participants’ answerght® study questions and is
divided into four subsections in line with the aiofshe study: each subsection
is devoted to one of the aims the research wasusdb explore. The first
subsection provides a description of the partidipasf the study and their
different settings, as in phenomenological reseaitclis important that a
description of the context and the participantsribelves be provided because
these will have influenced how the participants ezignced the phenomenon
under study (i.e. sadness) (Creswell, 2007; MoastaR94). The three further
subsections tackle each the following aims, exptpril) how sadness and
depression were conceptualised by the study’s Wig#lgious participants, 2)
what coping strategies and help-seeking behaviowee used to deal with
sadness and depression, 3) what role the clergyeglan the care of those
undergoing sadness and depression, and their oddiiatn with mental health
professionals. In each subsection, the themes amgefrpm the analysis of the
interview transcripts are explained and illustratedth the participants’
narratives and quotations (the findings have besnnsarised at the end of the

section in Table 23). The fifth and final aim ofetlstudy - proposing a
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framework to differentiate normal sadness from dsgion - has been presented

in the “Discussion” (section 5.6.) due to its atal implications.

4.1. PARTICIPANTSAND THEIR CONTEXTS

The description of the participants of the studg &meir different settings has
been divided into four groups: lay theological €ni$, priests, monks and nuns.
The information regarding the lay theological stdeand the priests was
obtained from semi-structured interviews, while tla¢a gathered for the monks
and nuns was collected during fieldwork through tipld informal

conversations, participant-observation, and exvenfieldwork notes, as well as
individual semi-structured interviews. Thus theommhation provided about the

monks and nuns and their ways of life is more tedaand comprehensive.

4.1.1. Lay theological students

Socio-demogr aphic characteristics

Semi-structured interviews were conducted with 29 &dults studying in a
Catholic theological college. All the participantere Spanish and, as expected,
described themselves as practising Catholics witiost all of them going to

mass at least once a week. The age range was738ywars with a mean age of
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almost 50 years. Eleven of them were women andware men. Besides their
current studies in theology, half of them had aversity degree. Two of them
were medical doctors: one was a general practitjahe other a psychiatrist.
The latter was undergoing a course to become asjaytual director and

considered his experience as a psychiatrist a beuzontribution to this new
role. Just over half of them were married and haitbien. Almost half were

unemployed, including pensioners and housewivethofgh four participants
lived with their parents, most of the rest owneeéittown homes. Half of them
lived in rural areas and the other half in urbamfor a breakdown of the

socio-demographic details of each lay participaeg Tables 2 and 3).
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TABLE 2

Socio-demographic characteristics of the male lay theological students

Lay men | Age Education* Employment Civil No. of Living Urban/rural® | Frequency of
status | children arrangements wor ship*
Isidro 38 | Secondary education Secretary Single 0 vingiwith parents| Urban Frequent
Andrés 40 | University (philosophy) Teacher Married 3| Owned/mortgaged | Rural Frequent
Pedro 40 | Secondary education Unemployed Single D vind.with parents | Rural Occasional
Sergio 40 | University (medicine, psychiatry) Psytlisa Married 2 Owned/mortgaged| Urban Frequent
Pascual 46 | University (architecture) Lecturer Medri 2 Owned/mortgaged | Urban Frequent
Martin 55 | University (business studies) Early estient | Married 2 Owned/mortgaged Urban Frequent
Lamberto 57 | University (medicine, neurosurgery, GP GP Married 2 Owned/mortgaged| Urban Frequent
Rafael 67 | Secondary education Retired Married 3 €limortgaged | Urban Frequent
Jaime 71 | University (chemistry) Retired Married 3| wr&d/mortgaged | Rural Frequent

* Not taking into account their current studies iedlogy.
“Whether the participant lived in an urban or rsetting.

* Frequency of worship: frequent (going to massydailweekly), occasional (going to mass at leaseanmonth).
* GP: abbreviation for general practitioner.
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TABLE 3
Socio-demographic characteristics of the female lay theological students

Lay women | Age Education* Employment | Civil status | No. of Living Urban/rural® | Frequency of
children | arrangements wor ship*
Fatima 38 Secretarial course Secretary Married i né&oMmortgaged | Rural Frequent
Rosario 39 University (engineering) Unemployed &ing 0 Living with parents| Rural Frequent
Leonor 41 University (English philology) Teacher p&mted 0 Owned/mortgaged Rural Frequent
Magdalena 45 Secondary education Receptionist &ingl 0 Living with parents| Urban Frequent
Paula 47 University (law) Housewife Separated 2 ewimortgaged | Urban Frequent
Amparo 47 Secretarial course Secretary Single Q gdymortgaged | Rural Frequent
Antonia 50 Secondary education Housewife Married 1 Owned/mortgaged | Rural Frequent
Eulalia 55 University (Spanish philology)Lecturer Married 2 Owned/mortgaged Rural Frequent
Julia 58 Secondary education Housewife Separated 30wned/mortgaged | Urban Frequent
Alejandra 60 Primary education Housewife Married * 2| Owned/mortgaged | Rural Frequent
Maria 62 | University (nursing), Nurse Single 0 Owned/mortgagedUrban Frequent
secretarial course

* Not taking into account their current studies iedlogy.
“Whether the participant lived in an urban or rsetting.
* Frequency of worship: frequent (going to massydailweekly), occasional (going to mass at leaseanmonth).

* One of her children had passed away.

106




Section 4 Findings

Sant Josep’s Catholic theological college

The college was founded in 1988 with the main dbjes of providing
theological training to the lay members of the glarchurches of the diocese of
La Ciudad and equipping them with the necessarisski be able to carry out
their pastoral work in their local churches. Thdlege filled a gap in the
religious education of the lay people who were vatyi involved in their
parishes; for example, as catechists, biblicalruesbrs or liturgical assistants.
Unlike the priests and the members of religiousmdthey had not received any
formal theological training to undertake their taskhe college has an average

of a 1,000 students per year, and a staff of 4€hiag members.

All the students were required to take a “core ni@twa “biblical-theological
section® comprising five subjects, involving 180 hours ¢dsses spread over
three academic years. Depending on the studemtigdiual needs, there was the
possibility to choose several optional courses divimg from five teaching
sessions to one academic year) or to undertake storph speciality. For
example, those who wished to become biblical ilcstms in their parishes had
to take an additional three-year course (for tredamic programme, see Table

4).

®In the original Spanish,“tronco comin” and “séecbiblico-teolégica”.
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TABLE 4

Academic programme of Sa

nt Josep’s Catholic theolagal college

Biblical-theological section

(compulsory)

- Faith and culture

- Sacred texts

- Dogmatic theology

- Moral theology

- History of the Church

Optional courses

- Introduction to ecclesiology (“Lumen Gentium”)
- The Church in the modern world (“Gaudium et Spes
- Introduction to Christology

- Secularity, fundamentalism, multiculturalism, &m,
agnosticism

- Liturgy and Eucharist

Pastoral specialities

- Teaching of the catechism
- Liturgical assistant

- Pastoral of welcoming

- Pastoral of the family

- Pastoral of health

- Pastoral to assist the marginalisé
- Pastoral of the young

- Teaching religion in schools

- Social doctrine of the Church

- Christian spirituality and prayer
- Biblical instructor (additional
three-year course)

- Ecology

- In-depth study of the New Testament

- Second Vatican Council

- Teachings of John Paul Il and Benedict XVI
- Living the Gospel in the family context

- Prayer workshop

- Mary, prophetic woman

»d Sects and new religious movements.

- Songs and music in the liturgy

- Sexuality and Christian morality

- Pastoral of the elderly

- Ecumenicalism and inter-confessional relatiopshi
- Pastoral of missions

- Biblical workshop
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4.1.2. Priests

Socio-demographic characteristics

As with the lay theological students, semi-struetuinterviews were conducted
with 17 priests. They were all Spanish, with a wedg range spanning from 31
to 91 years old and a mean age of almost 60 yadrsf them had university

education, as they had studied theology in the m&mi and over half of them
had an additional university degree. Two of theodd psychology and the
other two were trained as medical doctors (onetvaased as a psychiatrist, the
other one as a general practitioner). Amongst Hrapde, several professions
were represented: parish priest, hospital and pridwaplain, school teacher,
college lecturer, psychiatrist, missionary and aotant of the cathedral. Most
of the priests combined their work in their parshevith additional

responsibilities, often complaining of feeling ssed and lacking time for the
pastoral care of their parishioners and for thewesel Besides their regular
occupations, they frequently had to substitutedibrer priests in neighbouring
towns and villages who had to take planned or umad leave (e.g. sickness,
family deaths, holidays). Many attributed the dediag nature of their roles to

the shortage of priests in Spain, with seminari@tming increasingly scarce.

The five religious priests included here lived lat$ owned by their religious
orders and formed a community with other member¢heforder with whom

they shared accommodation, but - unlike the Cigtermonks and Augustinian
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nuns of the study - they worked outside their relig communities as, for
example, teachers and parish priests. In contrastjiocesan priests did not live
in a religious community: they lived alone in atflar house attached to the
parish they served, and Father Daniel lived with rhiother. Ten of the priests
lived in urban areas, while the remaining seven thad homes in small towns
or villages in rural areas (for details on theicisedemographic details, see
Table 5). | am going to provide below a brief dgdon of seven priests that

stood out due to their professional trajectories.
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TABLE S5

Socio-demographic characteristics of the priests (non-contemplative priests)

Priests Age University career/s Profession/s Y ear s of Diocesan/religious Urban/
priesthood rural®

Tomas 31 | Theology , computer science Parish psebtol teacher 5 Diocesan Rural
Anselmo 39 | Theology Parish priest, prison chaplain 14 Diocesan Rural
Enrique 44 | Theology, classic philology Hospital glaén, church assistant 11 Diocesan Urban
Alberto 46 | Theology, biology Parish priest, schmalcher, lecturer* 22 Diocesan Urban
Daniel 47 | Theology Parish priest 15 Diocesan Rural
Nicolas 51 | Theology, medicine (general practice) righgoriest, lecturer* 7 Diocesan Rural
Eusebio 55 | Theology, philosophy Prior, gives spditetreats 25 Religious (Augustinian) Urban
Miguel 60 | Theology Head pastoral for migrants afic 35 Religious (Comboniano) Rural
Francisco 65| Theology, psychology Prior, givesigpf retreats 41 Religious (Dominican) Rural
David 63 | Theology Parish priest, lecturer* 37 Risan Urban
Pablo 63 | Theology, psychology, philosophy, pedagoddarish priest 39 Diocesan Urban
Gerardo 64 | Theology Parish priest 38 Diocesan Urban
Manuel 66 | Theology, sociology Parish priest, lestti 38 Religious (Jesuit) Urban
Jesus 73| Theology, pedagogy Parish priest 40 Daoces Rural
Guillermo 74 | Theology Cathedral accountant, lectute 52 Diocesan Urban
Victor 83 | Theology Church assistant, head missipo€fice” 60 Diocesan Urban
Esteban 91| Theology, medicine (psychiatry) Retifexdnerly a consultant psychiatrist 60 Religioussiiit) Urban

* Lecturer at the Sant Josep’s Catholic theologicdlege.

*Besides being a lecturer at the Sant Josep’s Gathelological college, he also lectured at theversity in theology.

* Formerly they were missionaries.

? Whether the participant lives in an urban or rgegdting.
* As opposed to the Augustinian nuns of the study whge contemplative, there are no Augustinian malgkoted exclusively to a contemplative life. Fathe
Eusebio, like the rest of the Augustinian monksgrisactive-life monk.
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Priests trained in psychology

Father Francisco and Father Pablo studied psychdoginiversity after they
were ordained as priests. It was precisely the ripee of working as priests
that made them become conscious of the gaps inttlaging and encouraged
them to pursue this subject, both to help theiisp@ners - especially those
undergoing psychological or emotional distressnd altimately, to become
better priests. Their training in psychology cameuseful in several aspects of
their pastoral care: in their provision of spiritgaidance, in the administration
of the sacrament of confession (as it deepened timeierstanding of people’s
cognitions, emotions and behaviours), and in asgigthose who were under
psychological distress or mentally ill (becauseytfedt empowered to directly
approach them). They also stressed how useful §agingood grasp of
psychotherapeutic techniques was in helping thamnspioners in their daily

trials.

Father Pablo explained how he “made up for thecaefcies of the seminary”
by taking degrees in three other subjects: psygylpedagogy and philosophy.
Interestingly, he qualified this by saying that &idied them in “the civil
university” (not in a Catholic university). He vdly recounted how his
parishioners reacted with apprehension to his mecief pursuing further
education: “of course, | sought all this trainilogserve them better, but they said
to me, ‘Father, are you going to leave us?’. lieghblno, | amnot going to leave

you, but | want to be able to serve ybeiter. Thus, | need more training!”
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Besides psychology, the study of pedagogy and gdyloy made him more
resourceful as a priest: the former improving leiaching skills, and the latter

deepening his thinking.

Father Francisco is a religious priest belongingh® Dominican Order, whose
expertise is meditation and eremitic spiritualitg leads spiritual exercises and
retreats in Spain and abroad, and is well-knowrhiwitCatholic circles as a
master of contemplative prayer, with several bgolklished in this field. His
name was spontaneously mentioned by some of thé&smafithe Monastery of
Sant Oriol when talking about their contemplativagtices and the importance
of silence in advancing them on their spiritualhgatAs in Father Pablo’s case,
his additional studies gave him a better understgndf normal psychology as
well as making him more confident and skilled inyg@g®pathology. He
described several cases of people he had assidtedsuffered from severe
mental illness and to whom he was confidently ablprovide help and advice.
He had a holistic approach to his pastoral careprdvide spiritual and
psychological accompaniment, depending on the iddal's needs... mind,

body and spirit are all interrelated”.

He founded a place with several “chapels” (littleoden houses furbished with
great austerity: a bed, a table and an altar) wherkeads groups that wish to
have an eremitic experience. He refers to thisaadésert experience”, and it
consists of spending a minimum of eight days iergie and solitude. External

distractions are minimised: electronic machineshsas mobiles, computers,
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watches and books are not allowed. The participgatiser together only once a
day to celebrate a very simple mass without songsvathout even a sermon.
All their meals are eaten in strict solitude. Heoaieets briefly twice a day with
everyone individually. The object of this experiens to “find oneself in the
deepest part of the self: self-knowledge” as “sdi and silence remove your
securities and make you feel naked”. Father Fran@splained that, in general,
most people go through a “crisis of crying and msgy” on the second, third or
fourth day; he saw this as a normal, necessarye stdgthe transformative
experience of the “desert”. Once more, his psydjiodd background assisted
him in confidently managing these “crises”, whicle largued were often
accompanied by “psychosomatic symptoms”, as thendwaming experience of
solitude and silence was initially manifested inygbal complaints (e.g.

headaches and stomach aches).

Medical priests

Father Esteban and Father Nicolas were both workmgloctors when they
“received God’s call”. The former is a religiousgst, a Jesuit, and the latter is a
diocesan priest. Another difference between themthst Father Esteban
combined his medical career - that of a consulg@sychiatrist - with his

vocation as a priest and a Jesuit, while Fatheol&scpermanently left his job as

a general practitioner when he entered the seminary
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Father Esteban founded a clinic in a Spanish dapayears ago to provide
psychiatric care for priests, seminarians and momks years later, the centre
also accepted referrals for nuns. Besides assessntiieey also provided - when
needed - long-term psychiatric treatment, includipgychotherapy and
medication. This was the first medical centre imi8go specialise in providing
psychiatric and psychological care for these religi groups. Father Esteban
headed a team integrated by another doctor and gaychologists (most of the
members of the staff were members of religious @)délthough they accepted
self-referrals, the vast majority of referrals cafmoen three sources: firstly, from
Abbots and Mother Superiors requesting that a membéeir community be
seen; secondly, from bishops asking for an assegsof@ne of their diocesan
priests; and thirdly, from directors of seminanegarding a seminarian. Father
Esteban worked in this clinic for 43 years, retirgt the age of 80 (at the time of
the interview he was 91). Under his leadership tdean assessed over 8,000
cases: almost 5,000 were priests, seminarians amksnand the remaining
3,000 were nuns. He talked at length about the teédve a genuine vocation,
firmly based on a mature personality, as a basishiir mental well-being. He
stated that having either an immature personatity weak or insincere vocation
(e.g. entering a monastery as an escape from wtfés or to please others)
could be confounded with mental disorders. Thusté&n’'s main task was

“differentiating a vocational problem from a mendedorder”.

Father Esteban was able to combine his psychiakpertise and his religious

vocation in a long and fruitful career. He explairiee gap that his centre filled:
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from his clinic’s first beginnings, they were inwatdd with referrals, and he
argued that this was because the secular psychsdrvices did not have the
religious knowledge or sensitivity needed to fullyderstand this population. He
even received referrals from abroad, making loraysstin several countries,
invited by directors of seminars and bishops todcmh multiple consultations.
Clearly his long career as a psychiatrist conteduio reinforcing his religious
vocation: his perception of having played a keyerwl supporting the mental
health of priests and members of religious ordéksdf him with a sense of

having been extremely useful to the Church.

Before Father Nicolas became a priest at the agklphe had been a general
practitioner for 25 years. When | asked him abbetgarticulars of, in my own
words “his late vocatiorf’ he bluntly - although kindly - replied “Gloriapnit
was not a late vocation, it is God who calls yolemdver he wants”. However,
God had had a central part in his personal asagelh his professional life well
before his ordination. He integrated his faith aslejious beliefs in his medical
practice, resorting to praying with his patientsl dneir relatives and providing

religious meaning and hope when they were facingsk and death.

® One of those moments while conducting interviewsem! wished | could have rephrased a
question better.
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Hospital chaplain

Father Enrique is currently a diocesan priest dreddhaplain of a big urban
hospital, but until two years ago he had spenttémur years as a Carthusian
monk. When he was diagnosed with a rare autoimnaisease that relegated
him at that time to a wheelchair, his Abbot suggeésthat he leave the
monastery, which he did only reluctantly, as he Wasnanly and spiritually
fulfilled” as a monk. He could not receive the apprate treatment in the
remote area where he was living nor could he, lsecad his illness, cope any
longer with the physically demanding way of lifetbeé Carthusian Ordér_ater
on, in section 4.3.1., | will provide a depictiohtbe painful process that Father
Enriqgue underwent when he had to leave the monastérere he had thought
he was going to spend his whole life. The bishopisfdiocese offered him the
post of hospital chaplain once his functioning tetrto improve, thanks to the
intensive pharmacological treatment he was recgivih is interesting how
Father Enrique uses both his experience of haveiggbseverely ill and his
experience of God in his work as a hospital chaphahen visiting patients, he
often shares with them his very personal narratere both aspects - being

seriously ill and being a firm believer - are intatgd.

" The Carthusian Order is an eremitically orientlijious order. In contrast with the Cistercian
monks of Sant Oriol, with their many communal &itiés (see Table 8 for their detailed

timetable), they spend most of their time alone|uskd in their cells. Father Enrique explained
that they can only talk amongst themselves for boer and a half on Sundays after lunch
(which is the only meal that they eat togetherkifTkleep is divided into two periods: they sleep
from 19:30 to 23:00, and from 2:00 to 6:30 (andytpeay in between). They eat two simple
meals a day, at 11:30 and 18:00, alone in theis.cel
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Missionary priests

Father Miguel belonged to the Comboniano missiomader. He had spent 20
years as a missioner in the Peruvian Andes and d® at the time of the
interview in charge of the diocese’s provision @sforal care to migrants.
Father Victor was a diocesan priest who had spest of his life as a missioner
in Africa, the Americas and India. At the time bktinterview he was 83 and
leading the regional office of missions as wellhadping in a parish church.

The years these two priests spent as missionaats Imarked influence on the
ways in which they face their own suffering andforigines as well as how they
helped others. They both described many examptes their missionary days
in which they had witnessed, in Father Miguel’s egr situations impossible to
resolve”. However, when the afflicted person oirthelatives had faith in God,

some sort of resolution was achieved: “when thegnep themselves to God,
you don’t know how, but the person overcomes ie [#aversity]. | am totally

convinced of this possibility, yes, yes, | haveexgnced it!”

8 Father Victor died seven months after | intervigvaém. | still remember, when | walked into
his office, how he was on the phone energeticailing to get funding for a mission. He was
paid tribute in the local press and was rememberedany masses throughout the city for a life
devoted to the missions.
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4.1.3. Cistercian contemplative monks

In this section, | am going to provide backgrountbimation about the monks
and their monastery followed by a depiction of tegel of their religious
education, their daily life in the monastery and kirerarchical organisation. Due
to the unconventionality of Brother Terenci’'s antbtBer Joaquim’s religious
vocations, | will end with some biographical notas these two monks. The
information presented here was obtained in thesmof my fieldwork in the
Monastery of Sant Oriol through participant obsgora and multiple
conversations held with the monks. Some of the nuwtiled and personal

biographical data was gathered in the individutdnviews.

The monks

The Monastery of Sant Oriol belongs to the CisterdDrder and was founded
by four monks 45 years agbhe community is currently made up of ten monks
with four of them having also been ordained asspsieSince the founding of the
monastery, two monks have died: Brother Anton2009, and Brother Andreu,
who was one of the founding monks of the monasterg003. They are both
still vividly part of the community, frequently beg referred to in conversations.
A very strong connection with them has been maiethi after death: at a
physical level, as their two graves are in the gardeparated from the choir

where the monks sit by the wall of the church, aha spiritual level, as the
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monks include them in their prayers, asking thengftodance and advice. Many
monks have even attributed the vocation of Brofherenci to “the work of
Brother Andreu”, as he died not long before Tergatied (the last monk to

enter the monastery before him had done so 23 pealisr)®

The age range of the community is very wide, spapiiiom 35 to 89 years,
with a mean age of just over 64. It is interestioghote that there is a 22 year
gap between the youngest monk, Brother Terencitlamaext youngest monks,
Brother Arnau and Brother Joan. Brother Terenciedoin one of our
conversations, when | asked him about the agerdrift® between him and the
rest of the community, that his own father was yminthan any of the monks
(in section 4.3.4. 1 will elaborate some of thesiens that he suffered due to the
consequences of this age difference). The incrgaage of the community
would seem to foretell a gloomy future for the aouance of the Monastery of

Sant Oriol and it is a real source of worry andartainty for the monks.

The monks’ number of years of religious life ran§resn four years to sixty-six,

with a mean of almost thirty-five. Most of themned the Cistercian Order in
their twenties and thirties, with the exceptionBybther Joaquim and Brother
Gregori who did so later, in their fifties and fes, respectively. Most of them
felt an inclination towards a religious life in thdate adolescence or early

twenties, with two exceptions: Father Pau and Fafkmmau, who reported

° Brother Joaquim entered the Monastery of Santl@fier Brother Terenci. The former joined
four years before and the latter seven.
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having wanted to become priests from a very eagb;, ashen they were around
ten years old, and then communicated this resalutiotheir families. After
making up their minds to become monks, most of thehertook more or less
tortuous searches - lasting from a few months ters¢ years - until finally
entering the Monastery of Sant Oriol. The majoafythe monks who were also
priests started their religious paths in the serginaith the call for priesthood
preceding the call for a contemplative life. It wasnmon for the monks to have
had trial periods in several monasteries of thees@istercian Order as well as
in other religious orders. They used similar tetmgxpress the relief of having
found the monastery where they wanted to spend tiveis: “this is it! I've
found my home”, “I felt like finally coming home"| knew it, | knew it, as soon
as | saw the cross on the front door, | knew iaftinis monastery was the place

for him]".

Regarding their level of education, the priests @nedtwo monks who had joined
the monastery most recently had university degrées:priests had studied
theology, Brother Joaquim had studied journalismg &rother Terenci had
studied music and theology (the latter after he katered the monastery).
Brother Gregori had secondary education and theoféde monks had primary
education only (see Table 6). The difference inrtleeel of education was not
apparent when the monks dealt with one anothen atdividual and communal
level. We need to take into account that studyingdj @eading is an intrinsic part
of their daily routines, with the monks frequensigending time in their well-

stocked library with internet access and with n@els being regularly ordered.
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Moreover, the monks were remarkably well informedowt national and
international news: they received daily newspapetsch they read carefully,
and listened to the radio while doing manual woMhen conversing about
politics with Brother Xavier, | praised their up-tiate knowledge, and he
laughed saying: “Gloriaywe are definitelyin the world!” (he might have been
reacting to the involuntary surprised tone of mgigg). In my fieldwork with
nuns, | often heard the expression - especiallygoesed amongst the older nuns
- “when | was in the world”, referring to the tinmmefore they became nuns,
implying that somehow by entering the monasteryythad left the world
outside its walls. It is interesting that amondst tmonks | did not hear this
expression emphasising their separation from thddwmeing used - not even
once - except for Brother Xavier's above ironicahunent. Also, the Abbot
periodically organised conferences and courseBa@mtonastery for the monks

about a varied number of subjects such as theokutg/or history?

Moreover, they seemed to be good at sharing knaeleadnmongst themselves;
for example, when the monks told me about bookyg tel read and enjoyed,
they often immediately added that a certain brokiael recommended it to them.
Brother Terenci - the youngest monk of Sant Oriolvas currently a PhD
candidate in theology, and so needed to dedicate mmae to studying, at the

expense of manual tasks. Rather than this creatialyy or resentment amongst

° The Prior asked me to give them a lecture on nsearh on religion and psychiatry,
suggesting a presentation on my previous reseaitthtiee nuns. As | did not want to influence
the monks in any way, | declined - as graciously esuld - but agreed to do so at a later stage,
once my research had been concluded.
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the rest of the monks, they seemed to take paatiquide in Brother Terenci’s
achievements, as if they belonged to them all. Tikey to talk to me about the
content and progress of his PhD (more often thaoth@r Terenci did so
himself) in a tone similar to that of a father esamdfather proudly commenting

on the gifts of a dear child or grandchild.

The majority of the monks came from small townsvitlages (only two came

from large cities): their fathers had run small ibasses or farms, and their
mothers were housewives. Most of their parents wieeeased, which is not
surprising due to the monks’ ages. All the monkish whe exception of Brother
Terenci, came from religious families, with theiothmers having played a key
role in the transmission of faith to their song(qraying the rosary as a family
when they were little, encouraging them to sayrtpeyers before bedtime, and
taking them to catechism and to mass on Sundaydy tWwo of the monks

acknowledged having had a relationship with a wolmgfiore becoming monks:
Brother Terenci had a girlfriend and Brother Joagiiad been married (for a
breakdown of the monks’ ages, level of educatiah years of religious life, see

Table 6).
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TABLE 6

Monks’ ages, level of education and years of religus life

Monks Age Level of education Years of
religious life

Terenci 35 University education (music and theojogy 7
Arnau’ 57 University education (theology) 24
Joan 57 Primary education 31
Joaquim 60 University education (journalism) 4
Gregori* 64 Secondary education 23
Jordf 66 University education (theology) 42
Xavier 68 Primary education 48
Robert* 68 Primary education 43
Lluc® 78 University education (theology) 58
Pal 89 University education (theology) 66

* These monks were also priests, and their namedw®iitireceded by the word “Father” (instead
of “Brother” as for the rest of the monks).

4 These monks had decided not to undertake “solerms'vcBrother Robert was an “oblate”
and Brother Gregori had only undertaken “simple sbw

The foundation of the Monastery of Sant Oriol

The Cistercian Monastery of Sant Oriol was founoe#i967 by a group of four
monks: Father Pau, Father Lluc, Brother Xavier Bnother Andreu (the latter
died in 2003). These monks’ monastery of origihe Cistercian Monastery of
Sant Jordi - was one of the largest and most ni@jestnasteries in Spain: itis a

UNESCO world heritage centre containing dh-l:.'éntury church, a fortified
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royal residence, royal pantheons and multiple mpistees. Inspired by the
opening up and change brought about by the Secatidavi Council, Father
Pau - who was then the Abbot of the Monastery oit Sardi -, with the support

of Father Lluc, Brother Xavier and Brother Andrelecided to leave behind the
magnificent Monastery of Sant Jordi to start a $&npgommunity, finding the
place to do so in a mountainous area where a sihatth with a rectory stood
almost in ruins. The monks spent the first yeastoreng the small church
(which dated from the iBcentury) and expanding the rectory to accommodate
the community. The community referred to these fmamks, in a reverential

and admiring tone, as “the foundational monks”.

The principal aim motivating their foundation wasseek a more austere way of
life far from the sumptuousness of the Monasterpaift Jordi, a life in which
the monks could forge closer bonds amongst themsdhlvan were possible in
their previous, much larger, community. They alsshed for their monastery to
become a centre of peace and silence, with a comynawh open and
approachable monks, where visitors and guests &u ¢ spiritual guidance
could feel welcome. When listening to the monks'ratgons of the foundation
of their monastery, especially from one of the ¢hmeonks who took part in it, |
was reminded of my pre-fieldwork readings abouthlstory of their Order and
of those medieval Cistercian monks - such as BdrobClaraval and Robert of
Molesmes - who abandoned their rich monasterieseate new communities in
remote places to resurrect the old monastic idefapeverty and simplicity (for

a description of the history of the Cistercian Qrdeee appendix 1, “Saint
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Benedict and the origins of the order”). | wondeheadv much of a conscious or
unconscious process of identification with thosdyeesenovators of the order

took place amongst the monks.

| was told that the months preceding their deparftom the Monastery of Sant
Jordi, especially when their plans of leaving weigclosed to the community,
were full of tensions and uncertainties, as welhetive opposition from some
senior members of the order. They clearly needgdeat deal of courage and
determination to leave such an important monastexy to start another from
scratch. The many obstacles and difficulties thegoantered were still very
vivid in the minds of these three monks (the fodahndational monk, Brother
Andreu, died in 2003). The similarities between tescriptions given by the
non-foundational monks and those who lived it fiestd were striking: the story
of the foundation seemed to be a favourite onendodiequently referred to

amongst the monks as well as narrated to theirtgwexl visitors, and it was
given in an intrepid and adventurous tone. Thers waparticularly moving

moment in their narrations, which | heard from gsalvenonks repeating exactly
the same words as said by Father Pau - who was Alsbiot and the eldest
among them - to the other three monks when, atemly left their previous

monastery, they stood for the first time, on a caddwy winter morning (they
did not have heating then), in front of the rundoginurch and rectory which

was going to be their home: “my sons, where hdweuight you?”
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Religious vows

The monks understood their three religious vowsthaes expression of the
complete surrender of their whole person to Goe Jdw of chastity consists of
their free choice to give up loving and being loveaysically. The vow of
obedience implies the sacrifice of making their osletisions about life and
being obedient to their Abbot. The vow of povertgans giving up personal
possessions and sharing all goods with the commumliaich monk was
personally responsible for keeping these vows anly, in case of a clear failure
to respect a vow, would the Abbot intervene withiegl. The monks promised
to live a life of chastity, poverty and obediencethe Abbot and to the whole

community in a ceremony known as “the professiothefvows”.

The monks generally undertake the vows in two cerees - “simple” and
“solemn profession” - which take place in the ceurtheir religious formation.
I will now proceed to describe the main charactiessof every stage of
religious training as they were explained to meth®y monks, starting with the
postulancy, which is the lowest level, lasting gmar. This early stage is the
beginning of their religious lives. Its main goal testing the sincerity and
strength of their vocations and their suitabilitgr fa cloistered life of
contemplation. Once they have successfully overcimsefirst level, the monks
enter the novitiate, lasting two more years. Tlaaing during these two stages

is closely supervised by the Prior and the Fatheacher. In the mornings,
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besides receiving lessons from them, they have sicheduled for studying and
reading. They are expected, at the end of theittiate, to have gained a good
knowledge of the Rule and Constitutions of the €@an Order, the history of
their order,the liturgy and the bible, as well as to have blpadad about the

teachings and history of the Church. At the endhefnovitiate, the Abbot and
the solemnly professed members of the communitydde the monk has

acquired the necessary knowledge and, more impgbytah he is spiritually

ready to undertake a deeper commitment and thusedoto take his first vows
- known as “simple vows” -, which bind him to liwe the monastery for three
years. There is also a change in the monk’s eXteq@earance, as he will be
given the habit of the Cistercian Order which isitertlwith a black chasuble

(postulants and novices were normal clothés).

The monk is then known as a “simply professed moakd, during the next
three years, his aim will be to prepare himselfalee the “solemn vows”, which
is the ultimate level of commitment that a monk cadertake, as these vows
are - unlike the “simple vows” - not of a temporature, but rather a promise
to live in the monastery for life. Although acadertearning will continue, there
iIs more emphasis on becoming a more active membeheo community,
working alongside perpetually professed monkshia kast level of formation,
they concentrate on preparing themselves spintuall the total surrender of

their lives to God, confronting any final doubtsreservations that they may still

™ Due to the colour of their habits, Cistercian m®rke popularly known as “White Friars”
(while Dominicans are popularly called “Black Feaand Franciscans, “Gray Friars”).
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have before committing themselves to live in thenownity until death. Again,
the monk who wishes to proceed to take the “soleaws” will do so only with
the consent of the Prior and the “solemnly profdssmembers of the
community. The “solemnly professed” monk is a faémber of the community
with the right to vote on all the important decrsoof the monastery including
the election of the Prior. The ceremony of prof@ssof “solemn vows” is
considered to be the most important moment in theligious lives: it is
regarded as the culmination of all the years oparation for undertaking the
highest degree of commitment to God. The monk'atineds and friends are also
invited to attend the ceremony. It is a very emmiotime, not just for the
professing monk, but also for the whole commuriggother Terenci, who was
the last monk to have undertaken these final vawisl me that once the
ceremony was over, all the monks, one by one, bavwea hug and that most of

them had tears in their eyes when they embraced him

The religious formation of the monks is not a rigiechanical kind of training.

Although the finality is clearly the profession‘eblemn vows”, some degree of
flexibility is allowed. For example, in terms ofetlduration, if a monk does not
feel ready - or is not considered to be ready adwance to the next stage of
formation, the stage that he has been on can Hengex; or contrarily, if a

monk advances more rapidly, the duration can atsshortened accordingly.
Moreover, there is the possibility of opting outtbe standard formation path

presented above and remaining indefinitely in otages if the monk does not
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wish to proceed further (for an outline of the msnlevel of formation see

Table 7).
TABLE 7
Monks’ levels of religious formation
Stage Duration Changes
Postulant 1 year Wears normal clothes
Novice 2 years Wears normal clothes
SI MPLE O W S
Simply professed monk 3 years Wears the Cistercian habit
S OLEMN V O W S
Solemnly professed monk | For life No changes in habit, right to
vote, to break the vows a
dispensation from the Vatican
IS required

130



Section 4 Findings

All the monks of the monastery were “solemnly pssfed” except three: Brother
Joaquim, Brother Robert and Brother Gregori. Brofluaquim had just recently
taken his “simple vows” and was preparing to do“aemn profession” in two
to three years time. But the other two monks watlkeer different cases: Brother
Gregori, who had been in the monastery for 23 yelaasl only undertaken
“simple vows” and Brother Robert, who joined thencounity 43 years ago, was
an “oblate”, meaning that he was not a “professemhkiy not having ever
undergone a ceremony of profession of vows. Howevee latter was
committed to living a contemplative life in the nastery bound by a personal
promise (“private vows”), which he individually rewed with the Prior once a
year. Both monks voluntarily chose not to advangghér along the path
culminating in the profession of “solemn vows”, airgy that they did not feel
“comfortable” and “capable” (these words were ubgdoth of thempf, in the
case of Brother Gregori, committing himself to hgiin the monastery until
death and, for Brother Robert, undertaking thestigdand lessons required in

the formal training of the postulancy and novitiate

Nonetheless, they and the other members of the coitynstated that, in spite
of their different ecclesiastical status, they wielemembers of the community.
The only practical difference between them and ‘tbe@lemnly professed”
brothers was that, as they were not committedifrthey did not have the right
to vote in the decisions affecting the future @& thonastery, such as the election
of a new Prior, but they were allowed to particgpmt other matters that affected

them, such as choosing where to go on holiday. #erctrea of divergence was
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regarding the steps to be taken when a monk waotdéelave the monastery:
Brother Robert and Brother Gregori could breakrtlteimmitment in a much
more straight-forward manner, needing only to getispensation from their
Prior, while for the “solemnly professed” monkssthprocess would be much
more complicated, involving applying for a disper@afrom the Holy Office in

the Vatican.

Daily activities

The monks’ daily duties are linked to the postytheld in the community. Four
of the monks had also been ordained as prieststlaungl have the task of
administering the sacraments to the community. b posts of responsibility
in the community are: the Abbot, the teacher, tbeoantant and the council
(made up of three monks). The posts of Abbot aadhter, and the members of
the council, are democratically elected every fgears by the “solemnly
professed” monks (each monk has one vote). The tAbih@oses the monk to
undertake the accountant’s role. A necessary reauént to be elected into any
of these posts is to be “solemnly professed”. Besitthis condition, the Abbot

also needs to be a priest.

The Abbot is the most important authority figuretie community: he has the
power of making the final decisions on every aspdctheir communal life,

generally in consultation with the council. In conmmities of less than twelve
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monks - as it is the case of the Monastery of &ardl - the Abbot receives the
name of Prior. Sant Oriol's Prior is Father Lludyawas elected when Father
Pau became too old to carry out this task (at itme the was 89 years old).
Father Pau had held this role since the beginrohgfse monastery, and was still
respectfully referred to as “Father Abbot” by thenks (they explained that they
could call him so in spite of the small size ofitr@dmmunity, as he originally
was the Abbot of the larger community of the Moeagbf Sant Jordiand was
thus allowed to retain the titléJ. The monks insisted on the autonomy and
independence of their monastery from other autiesriof the Church in Spain.
Listening to the monks, it became very clear thaytcertainly did not want any
external meddling with their internal affairs fraitme local or national bishops.
When | asked about the specifics of their hieraahsstructure, in case of
internal problems arising, they reiterated thatftrst authority figure was their
Prior, followed in second place by the Abbot of thecal Cistercian
congregation. Third was the General Abbot of thet€cian Order, who lives in
Rome, and finally, in the last instance, the Holf§ic@ in the Vatican. It was
interesting to note that there were three layersughority belonging to their
own religious order before reaching the higheshenity of the Church, thus

completely bypassing the Church hierarchy at al lad national level.

2 This different terminology was indeed conveniemt &voiding confusion between the two
monks: when they referred to the “Father PrioRnéw they meant Father Lluc, the current head
of the community, and when they referred to theliErAbbot”, | knew they were talking about
Father Pau.
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Brother Xavier, Brother Joan and Father Arnau magehe council, to which
the Prior turned for advice in the running of thenastery. Father Jordi was
Sant Oriol's Father Teacher, having been receantlgharge of the training of
Brother Terenci and Brother Joaquim during thestplancy and novitiate, and
he was still supervising, jointly with the Priohet overall formation of Brother
Joaquim until his profession of “solemn vows”. Thecountant post was
nominally held by the Prior, with Brother Gregodtiag as his assistant, but as
was acknowledged by the monks, it was the lattey képt the books, as he was
“good at computers and numbers” (he would have ewddd be “solemnly

professed” to hold this post).

The old Benedictine principles of the Rule (seeemplx 1, section 2.1.) were
very much alive in Sant Oriol, with their daily tme being governed by their
maxim “ora et labora”: as their timetable showshl€a8), the monks’ time was
divided mainly between praying and working. Besittesspecific times that the
monks devoted exclusively to meditation and prayey described the
experience of having a continuing, uninterruptechvessation with God, a
feeling of being accompanied by God, not only duyrtheir prayers, but also
while doing manual work. The Rule’s advice agaidkness was followed, with
a strong emphasis amongst the monks on not watigig time, with every
moment of their day being accounted for. Neverg®l¢here was one notable
exception to their strictly adhering to their timlee: when someone visited

them requesting their advice, they made time tausit listen to the visitor. This

134



Section 4 Findings

service took priority over other tasks that wer@sidered less important: for

example, Brother Terenci illustrated this by sayimaf it was better for windows

to wait to be cleaned than for a distressed petsavait to be comforted. They

also made an exception with me, generously se#isime a considerable amount
of their time to being interviewed, as well as taving more informal

conversations.

As the timetable of the monks’ daily activities al%) the time spent together as
a community was dominant, especially due to thalowing of the “Liturgy of
the Hours” - also known as the “Divine Office” - wh is a compendium of
prayers that they recited communally at fixed hafrghe day. Regarding their
manual tasks, they did all the housework themseta&sng in turns the different
tasks, with the exception of the laundry, whichdu¢e be done by the late
Brother Andreu but was currently taken care of byelable woman from a
neighbouring village. Father Arnau was the coold ams assisted by another
monk (the kitchen assistant role was also donetattion). Brother Joaquim was
in charge of cataloguing the library’s books, caugtat times on the help of

some fellow monks.
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TABLE 8

Timetable of the monks’ daily activities

nt

Time Activity

5.00 | Waking-up, dressing

5.30 | Matins*

6.00 | Personal time, individual meditation

6.45 | Lauds*

7.15 | Chapter: reading of the Rule of Saint BenedicipiRtommunicates news releva
to the community (e.qg. visits, family news suctbaths and deaths, etc.)

7.30 | Personal time: shower, breakfast

8.45 | Terce*

9.00 | Personal time: taking off the habit to prepareviork

9.20 | Work

12.45 | Personal time: washing up and putting on the habit

13.00 | Angelus and Sext*

13.10 | Lunch (the first half is in silence, listening tareonk reading a religious text; in
the second half they are allowed to talk)

14.15 | None*

14.30 | Siesta

15.00 | Work

17.00 | Formative time: studying, reading

18.00 | Eucharist (at 10.00 on Sundays)

18.45 | The monks go outside the church to meet and chihtthe people who have
attended mass

19.10 | Vespers*

19.40 | Personal free time except for those monks whoseitis to lay the table and
serve the dinner

20.00 | Dinner (in silence, listening to a music recordaignostly classical sacred musi

20.45 | Compline* and Angelus

21.00 | Night rest

* Prayers belonging to the “Liturgy of the Hours”.
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The community was self-sufficient, sustaining thelwss through various
activities, the most important of which was thedang and restoration of books
and documents by hand (they had a workshop in theastery). The monks also
received guests - only men, they did not accept eorwho wanted to have a
monastic experience of contemplation and meditatoyna maximum of two
weeks. These guests had access to the monks’ camhmaoms (unlike the
monasteries of the nuns participating in the stuldgy did not have a grilléy.
Moreover, they welcomed their guests to join thmiayers and had all their
meals with them. Lunch time was an opportunitytfer monks and their guests
to socialise and to get acquainted as they weosvall to talk during the second
half of the meal (during the first half they weresilence, listening to a monk
reading a religious text). Furthermore, the monksrenvavailable to meet
individually with their guests, to listen to themadato provide advice; this was
completely optional and it was up to the guestadio for a private talk, as they
had no obligation to do so (I will explain this pasl dimension of the
community in section, 4.3.4.). They did not chatigeir guests a stipulated fee
for their accommodation and meals, but instead edefrom each whatever
they gave voluntarily, according to their meanseylalso had an orchard and

garden that supplied them with fruit and vegetables

3 The grille, in the case of the nuns’ monasteseparated the monastery’s entrance hall from
the cloister, to which only the nuns had acces®yTialked and exchanged objects (e.g. the
meals for the guests) through an aperture in it.
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Silence played an essential role in their livescoftemplation, since they
considered it as an inner attitude of focusingrthends on God. They had two
moments of “recreation” daily, when they could t&kely amongst themselves
and their guests: besides the second half of thach period, after mass the
monks came out of the church to greet the peopleveld attended the mass and
to chat with them. Their recreation times were eaézl on special occasions
such as the celebration of their saints’ days,rthethdays and the silver and
golden anniversaries of their professions of vowre (25" and 58' year
anniversaries, respectively). As a community, tlaso looked forward to
celebrating Christmas and the Day of Saint BeneBiesides having more time
to chat, on these special days they also had “aiapeneal’” for lunch
accompanied by spirits and dessert. The monk wiebeag honoured (whose
name day, birthday or anniversary of vows it wds)se the “special meal’ that
they all had, which was his favourite meal. In theslebrations and on Sundays,
they had a longer after-lunch conversation withalreoffee” (differentiating it
from instant coffee). Curiously, they drank winettwiall their lunches and
dinners but only enjoyed “real coffee” on Sundaiyse monks were not allowed
to smoke; if they were smokers before joining thenastery they had to give it
up (in contrast, many of the priests participatingthe study were heavy

smokers).

They had a one-week holiday each year in the supwiach only half of the
monks took at the same time so the worship couidimee in the monastery.

They normally stayed in a country house in the n@uas or by the sea which
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was offered to them by neighbours or people who lbexeh their guests. From
these homes they organised short excursions arkswHhey also periodically
watched a film together, or a documentary of irgers® the community,

followed by a discussion.

Two unconventional monks

After twenty-five years without having had any neecation, they have had two
in the last seven years: Brother Joaquim and Brolkeenci. Besides bringing
hope for the future of their community, these twenrhave also challenged
preconceptions about what entails a normal path¢contemplative life, as well
as being perceived as evidence that, in their owrdsy “everything is possible

through God".

Brother Joaquim

Brother Joaquim was once married and had been @essfal journalist. He
explained that in his youth he had felt an incimatto leading a contemplative
life, but although his family was religious, because las \w&n only child, his
parents did not want to hear about a possibleioglsgvocation. Although God

continued playing a central role in his life, herned, had a daughter and led a
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busy professional and social life. Those earlyifgesl calling him for a monastic
life that he had put aside for years came aliveragghen he separated from his
wife, but then he had to take care of his adoldsdanghter and later on, his
elderly mother. After his mother passed away artth Wwis daughter married, he
decided to finally fulfil his contemplative vocatioHe met the community of
Sant Oriol through a common friend and, after aflstay with them, he realised
that this monastery was “his place”. He joined mh@nastery four years ago at

the age of fifty-six.

The community of Sant Oriol was very open and attegmf Brother Joaquim’s
special circumstances, especially taking into aotdbat, according to the
Catholic Church, marriage is for life. He was themnsidered as being still
married when he asked to be admitted to the maryasibe monks supported
him in applying to the Vatican for a special permihich was granted, allowing
him to take the vows. His daughter and grandsoenoftisited him in the
monastery and were warmly welcomed by the reshefnbonks, who jokingly
told me on many occasions how very cute the grana&ms, adding that “the

little one is the grandchild of us all!”

Until his entrance into the monastery, Brother dimdhad enjoyed a very active
social life: he went to the cinema and the theawekly with friends, frequently
dining out, travelling and entertaining his exteesgroup of friends at home.
Therefore it seemed likely that he, in comparisati wther monks, would have

been especially vulnerable to bouts of lonelinesd boredom. However, he
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seemed just as well adapted to the monastic rhyahrany of the other monks
who had been there most of their lives. He denigbkimg his life outside the
monastery much, arguing that all of those aspeadsieen filledby a continuing

feeling of God’s presence with him.

Brother Terenci

Brother Terenci joined the community of Sant Ogelen years ago, when he
was twenty-eight years old. Although he had beegstibed at the insistence of
his grandmother, he did not receive any other saends, being brought up
without religious beliefs. He had always been caitiof religion: “I thought that
religion was a big fat lie, | could not understdmulv religious people could be
fooled in such a way”, “I knew for sure | was newgming to be a Christian,
certainly not a Catholic!” He remembered havingroaghed his parents for
consenting to his christening as a baby to pleaseghandmother without
waiting to take into account his views on the matt®hen asked about his life
before becoming a monk, he responded that hegaititeged” and “happy”: he
had studied music at college and had a job he edjag a music teacher in a
school. He was close to his family, had a good grofriends and had had a
stable relationship with a woman. However, he dbsdrhimself as having had
“occasional moments of feeling that something wassimg... life, death,
suffering, happiness... and of wondering about whas tihe meaning of it all?

What was the meaning of life? Whaas | really?”
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One year before joining the monastery, his besnfti- “like a brother to me” -
who was studying history of art and specialisingRiomanesque art, proposed
that Terenci travel with him around Spain and Feangsiting Romanesque
monasteries and churches. His friend’s views abeligion were similar to
Terenci’s, thus the motivation for these trips was a religious one, but purely
motivated by a desire to see art. Their travelsgberenci his “first glimpse of
monastic life”, and he remembered how touched he yathe simplicity and
kindness of the monks he met. He relived a contiers&e had with his friend
while driving back home, asking him: “can you imagif it were true, that God
existed?” Six months after these travels, whilevas at home one night looking
at the stars, Terenci had a sudden and overwheltexmerience of God” that
made him change his life drastically and that ledhts entrance into the
monastery. The following quotations are taken frbims responses to my
guestions, explaining this experience: “it is difit to explain it with words, but
| felt that love was surrounding me and was callimg bymy name making me
feel loved, it was coming not just from the outsile from my inside: someone
was dwelling in me”, “an irruption of God that marka ‘before’ and an ‘after’
in my life”, “that night God certainly opened mydre to allow me to know

him”.

His experience that night “changederything” having the certainty that he had
to “completely give his life to him [God]". Terendiimself pointed out that
somehow his faith started at the same time asdtigiaus vocation. He felt

compelled to spend many hours every day in sileatitation - an activity
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completely new to him - trying to find out whatdo next. He also read books
from different religions feeling “more comfortableiith those texts belonging to
the Christian tradition, such as accounts of thesliof saints and the Gospels;
his preference was possibly influenced, as he aglauged, by the knowledge
he had acquired in his visits to Romanesque momestand churches. Finally,
he felt while meditating one day in the early magthat “God wanted me to be
Christian”, describing that feeling as an “inturtioHe explained that, as he had
known ever since having that “experience of Godit the had wanted to give his
life entirely to God, once he decided that he wantebe a Christian, the call to
a monastic religious life naturally followed. Frahen on, everything happened
very fast: he found a priest “by chance” to whomopened his heart and who
recommended the Monastery of Sant Oriol. He trusitesl priest - “it all felt
right and easy” - and asked the same friend wittorwhhe had explored
Romanesque art to drive him there (needless toT&gnci's plans came as a
shock to his friend). When the monastery was imtsige asked his friend to
leave him there and to drive away, as he wanteatrive alone at the door: “it
was precisely at that moment, before ringing tHg theat | had the certainty that
this place was the place where God wanted me tbdié.not have to search any

further!”

He described his arrival at the monastery as $fariginal” leaving the monks
“a little taken aback”. He decided to tell them abhis intentions straightaway:
“from the very first moment, with total transpargnt told them that | was not

there for any discerning or trial period, that Ismhere to be a monk of Sant
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Oriol”. The monks’ surprise continued to grow whes explained that he had
not taken the holy communion nor been confirmed (keeived those
sacraments in the following months). Father Jondip was the first monk to
greet Terenci, still vividly remembered his inititloughts - shared by the
community - about him: “this boy is mad or this hemmething to do with
Brother Andreu” (who had recently passed awaypunconversations, Brother
Terenci praised the open-minded and non-judgmeatatude the monks
displayed towards him from the beginning. Terenalserful personality
provided a real injection of optimism and energyhte community, coming at a
particularly low moment for them, as they were nmng the first death in the
monastery since their foundatiadoreover, they had not had any new entrants

for over 20 years.

Brother Terenci seemed well integrated in the comtgwand was clearly much
loved by the monks, who were all at least 22 ybasenior (I heard Father Pau,
the old Abbot, call him sometimes “the little oneAJthough he had reached the
final level of commitment with the monastery, hayitaken his “solemn vows”,
the monks still loved telling funny anecdotes frdms early days at the
monastery that they found hilarious, which werggered by his ignorance of
liturgy and religious matters, such as when hethiasked them why they were

kneeling in front of “that box” (referring to thatiernacle}* Understandably,

4 A tabernacle is a box-like vessel, normally lodate the altar, where the consecrated hosts
left from the mass are kept. The Catholic Churdretses in transubstantiation (i.e. that the bread
and wine are transformed into the body and bloodClfist) and thus that Christ’s presence

perdures after the consecration (this is why thaekadneel in front of the tabernacle, as well as
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his family and friends initially reacted with greatrprise and disbelief to
Terenci’s religious vocation. However, he explainga@t he has won their
respect - even if some do not understand it - ag Have seen how happy and

settled he is there (his parents visit him freglygnt

4.1.4. Augustinian contemplative nuns

In this section | am going to provide socio-dem@gia and background
information about the nuns, a description of th@ning course they were
attending, and a brief summary of their lives iaithmonasteries of origin. This
information was obtained during my fieldwork, whidonsisted of multiple
conversations, participant observation and indiaidiemi-structured interviews,

in the house of retreat where the nuns had gatheratiend this course.

The nuns

Ten nuns belonging to the Order of Saint Augustttended the course: one
was a postulant (Sister Teresa), six were noviSesdr Claudia, Sister Raquel,
Sister Elvira, Sister Elena, Sister Sofia and Sisemne) and the three remaining

nuns were Mother Teachers (Sister Carmen, Sistercéddes and Sister

directing their prayers to it). Priests take thetedrom it when visiting those who had not been
able to receive the communion in the mass (e.gsitheand the elderly).
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Carolina). The course was part of the training thens received in their
postulancy and novitiate, and they were accompabyedome of their Mother
Teachers, as these senior nuns were seen as agswenall responsibility for
their training and well-being (jointly with their &her Superiors). They came
from five different Augustinian monasteries thae torder had in Spain. My
previous fieldwork had taken place in one of thesmasteries, the Monastery
of Santa Ménica, though only Sister Carmen had hkere at the tim& The
nuns belonging to the same monastery were as fell@mster Raquel and Sister
Teresa,; Sister Elena, Sister Carmen and Sistee;li®ister Mercedes and Sister
Sofia; Sister Carolina and Sister Elvira (Sisteaudlia was the only one from her

monastery attending the course).

The age range of the nuns was - as had been tedaraie monks - very wide:
the youngest nun was 23 and the oldest one, a Ma#echer, was 73. But in
contrast with the monks of Sant Oriol, their mega was just over 36 years (the
majority of the nuns were in the earliest stageeldious life), while that of the
monks was over 64 years. Regarding their ethnialtythe nuns in training were
Kenyan and the Mother Teachers were Spanish. The fnom Kenya belonged
to four different tribes: Kamba (Sister Raquel,t&isTeresa and Sister Elvira),
Luo (Sister Irene and Sister Elena), Luhya (SiSefia), and Kikuyu (Sister
Claudia); their first languages varied dependingtlom tribe they belonged to:

Kikamba, Dholuo or Luo, Luhya, and Kikuyu respeetiv

15 My fieldwork in the Monastery of Santa Ménica wamnducted from July 2006 to June 2008
in seven visits (see sections 1.2. and 2.1.2 uidhér details).
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As expected, there was a great disparity in thebmurof years of religious life
between the nuns in training and the Mother Teach&e former had joined
their monasteries not more than three years agle wie latter had been nuns an
average of thirty-two years. The majority of bottoups of nundelt drawn
towards a religious life for the first time in thdate adolescence, joining the
order in their twenties. The exception is Sistem@n, who experienced the call
later, entering the monastery in her mid-thirtikes.was the case with the monks,
it was common amongst the nuns not to have follostemightforward paths to
their current monasteries, since they had prewoursdd other religious orders
and monasteries. Moreover, the Kenyan nuns hadvercome additional
obstacles - such as the bureaucracy required &r #pplications to Spanish
monasteries, which often involved long waits andgravork - before setting off

to Spain.

Only two of the nuns had university degrees, arnti beere Spanish and Mother
Teachers: Sister Carmen studied chemistry andr9waecedes was a qualified
teacher. The majority of the remaining nuns hady ocwmpleted primary
education. Most of the Spanish and Kenyan nuns daome small towns or
villages located in rural areas, and were from dév@atholic families. The
economic resources of the Spanish and Kenyan ntfased greatly: the former
came from middle-class familieshereas the latter provided many testimonies
of the precariousness of their lives back home,revlieey often lacked basic
necessities such as food, running water, elegtrasid medicines. Several of the

nuns had gone out with boys or had had boyfriend®rb entering the
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monastery. Two nuns - one Kenyan, the other Spamesiplained that they had
been torn between the love for their boyfriends #redr love for God, finally
deciding to give up human love in order to becon@d’'s brides” (for a
breakdown of the nuns’ ages, level of educatiomnieities and years of

religious life, see Table 9).

TABLE 9

Nuns’ ages, level of education and years of religis life

Nuns Age Level of education Ethnicity * Years of
religious life
Raquel 23 Primary education Kenyan (Kamba) 3
Irene 23 Primary education Kenyan (Luo) 2
Claudia 26 Primary education Kenyan (Kikuyu) 3
Teresa 26 Primary education Kenyan (Kamba) * <1
Elena 29 Primary education Kenyan (Luo
Elvira 31 Primary education Kenyan (Kamba) 3
Sofia 34 Secondary education Kenyan (Luhya) 6
Mercedes 45 University education Spanish 25
(teaching degree)
Carmen 53 University education Spanish 18
(chemistry)
Carolina 73 Primary education Spanish 54

* For the Kenyan nuns théiibes are given in brackets.
* Sister Teresa entered the monastery five months ago
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The course for the nuns in training

This course had been organised specifically forpgbstulants and novices as
part of their formative process. Having one codeseall of them served several
purposes: from a practical perspective, having th# novices from each
monastery attend the same course saved both ticheesources, and it also
provided an opportunity for establishing bonds agsbrthese young women,
who were in the same stage of formation. The colasted five full days, from

Tuesday to Saturday, with the nuns arriving fromirtllifferent monasteries on
the Monday afternoon and going back to their rep@eonasteries on Sunday

morning.

The house of retreat where the course took placelogated on the outskirts of
a Spanish capital and was run by nuns who did alang to the Order of Saint
Augustine, but rather to an active-life order. TAggustinian nuns just rented
the facilities: bedrooms, a lecture room, a smhliirch and dining and sitting
rooms. They also had permission to walk in the gardrhe active-life nuns

welcomed the Augustinian nuns on their arrival,vé&@ them to their rooms and
cooked and served all the meals, but they didaintthem in any of the lectures,
prayers or meals, leaving their Augustinian guesigst of the time to

themselves. The decision to hold the course inuséof retreat and not in one
of their monasteries had a two-fold purpose: ondhe hand, it would have
meant a lot of work for the hosting monastery toovimte meals and

accommodation (this concern was based on previgperiences), and on the
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other, this house was located fairly equidistaairfrall the monasteries, making

the journey convenient for them all.

The programme of the course scheduled daily moraimgj afternoon lessons
and intercalated the “Liturgy of the Hours” and thass. Two lecturers gave the
lessons: an Augustinian priest - Father Pedro - t@laght the first three days,
and a lay female theologian, Paula, who taughfitta two days. Every day had
a general theme, with all the lessons of that dagdlinked to it. The Tuesday
was devoted to “the search for God in their comnyinipaying particular
attention to Saint Augustine’s texts and suggestuags to achieve “one soul
and one heart”. On the Wednesday, Father Pedrcsddcon “the reciprocal
forgiveness of offences”, taking inspiration frohretwords of the prayer “Our
Father”: “forgive our trespasses as we forgive ¢hwho trespass against us”. He
emphasised the importance of this topic in viewth&fir commitment to spend
their lives together. Father Pedro entitled hislfiday of teaching (Thursday)
“‘contemplative life according to the Rule of Safugustine”. Once more he
extensively drew from Saint Augustine’s literargédey to illustrate his points,
encouraging the nuns to “fall in love with its s$fpial beauty” and to carry out
their tasks “with love for God and for their Sistet® Paula took over the
teaching during the remaining two days with thdolwing themes: “towards a
greater understanding of religious life” and “todsra better communal life”.

She talked about the positive aspects of a contdmellife, but also about its

1% For a general depiction of Augustinian spiritugliin line with Father Pedro’s teaching, see
appendix 1.
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challenges and difficulties, giving practical advion, for example, how to deal
with disagreements in a constructive manner and tioogveate space within the

community for establishing productive dialogue.

The pace of life in the house of retreat was muadhmentelaxed than in one of
their monasteries where | conducted my first fieddwv They got up half an hour
later and went to bed at least one hour later thaheir monasteries of origin
(see Table 10 for a general timetable of the nuialy routine in their
monasteries). The two most striking differencest thanoted were their
dispensation from keeping silence for the duratibthe course and the fact that
| had much greater access to them, as there wasgrite separating us.| was
given an individual bedroom in the same corridoth@snuns (I had stayed in the
monastery’s guest house in my previous fieldwoMpreover, there was a
festive feeling throughout the week, chatting dgrimealtimes and in the
corridors, and taking walks in the garden afterndm Their time together
culminated in a party that the nuns in trainingecétl to their Mother Teachers
on the final night. The nuns of the house of retveere also invited to join the
party, and they provided non-alcoholic drinks, hemede cakes and biscuits.
The party took place in the garden where chairewaeranged in a circle, started
right after dinner and ended around midnight. Wearcolourful shawls that
they had brought from Kenya on top of their habitsg nuns in training
performed traditional Kenyan songs and dances,napanied by a drum that

they played in turns. They had rehearsed everyirdyeir spare time, looking

7 See Note 14 for a definition of “grille”.
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forward to this entertainment with much excitemdritere was lots of laughter
and all the nuns seemed to genuinely have a gooe. tin one of their last
numbers, they danced and sang, making a row fohnike \and eventually they
tried to pull in some of the other nuns who wetang around them to join the
dancing row: although some gracefully refused, sdvmiddle-aged Spanish
nuns from the hosting monastery as well as twdeir tMother Teachers, Sister
Mercedes and Sister Carmen, joyfully joined themoimagst laughter and
blushes.

TABLE 10
Timetable of the nuns’ course

Time Activity

7.00 | Waking-up

7.30 | Prayer

8.00 | Eucharist, Lauds*
9.00 | Breakfast

9.45 | Terce*

10.00| Lesson

11.00| Break time

11.30| Lesson

12.30| Break time

13.00| Sext* and readings
13.45| Lunch (permission to talk)
15.30| None*

16.00| Lesson

18.00| Singing practice

19.00| Vespers*, individual prayer

21.00| Dinner

22.30| Compline*

22.45| Night rest (festival on the final day)

* Prayers belonging to the “Liturgy of the Hours”.
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Way of life in their monasteries of origin

As noted above, there were some considerable eliféess between the nuns’
behaviour during the course in the house of retesat during my previous
fieldwork in the contemplative Augustinian Monasteof Santa Monica.
Although 1 did not comment on these difference® tluns knew about my
earlier fieldwork and somehow guessed that | wagimgathis comparison,
commenting on how special and out of the ordinégy ¢urrent circumstances
were as a justification for their different way obnducting themselves. In
particular, Sister Carmen, the Mother Teacher wHamdw from my days at
Santa Ménica, often alluded to the contrast betwsbat | was experiencing
there and the silence and austerity that | had obserwvedher monastery.
Although | provided elsewhera detailed portrayal of the way of life in the
Monastery of Santa Mdnica (Dura-Vila et al., 2010gam going to present in
this section as well some of the core aspectsaf tkligious life, as | had the

chance to contrast them with nuns belonging to ttlier monasteries.

As in the case of the monks, the nuns undertoaipke tcommitment through
their religious vows to live in chastity, povertycaobedience. Another common
aspect was that the nuns followed similar leveldoomation, with their first
vows being temporary - “simple vows” and their fim@es - “solemn vows” -
being for life. The nuns also underwent, as theygprssed on their religious

paths, some external changes in their appeararesing the habit rather than
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normal clothes, changing the colour of the veild agceiving a ring which is
normally made of gold and a gift from their famdljavhich they wear on their
ring fingers (see Table 11 for the nuns’ levelgaligious formation with their

external characteristics).

TABLE 11

Nuns’ levels of religious formation

Stage Duration Changes
Postulant 1 year Wears normal clothes
Novice 2 years | Wears the Augustinian habit and
a white vell
SI MPLE V O W S
Simply professed nun 3 years | No changes in habit, still wears g
white veil
S OLEMN V O W S
Solemnly professed nun For life | Black veil and ring, right to vote
to break the vows a dispensation
from the Vatican is required
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The main posts of responsibility in their monagtenvere: the Mother Superior,
the Mother Teacher, the Mother Accountant and thacil (made up of three or
four nuns). They were all democratically electedthy “solemnly professed”

nuns except for the Mother Accountantho was chosen by the Mother
Superior. Having undertaken the “solemn vows” waseaessary requirement
for being appointed to any of these posts. The Blo8uperior, in consultation

with the council, was in charge of the day-to-dagning of the monastery. As
the monks had stressed before, each monasteryut@sanous, striving to keep

themselves free from the influences of externalr€hauthorities.

The nuns had very similar timetables in all fivermasteries, dividing their time
principally between work, prayer and study, théelabeing especially the case
for the nuns in training (see Table 12 for theingml timetable). Their work
mainly consisted of the cleaning and maintenandbemonastery and the guest
house, as well as attending to their small vegetaht flower gardens. Most of
the monasteries had little guest houses attachdbetn where they provided
meals and accommodation for individuals and groupsth men and women
were accepted - who wanted to retreat there fawadays. As in the monks’
guest house, the guests paid whatever they vollynteanted to give. The care
of the elderly and infirm nuns was a very importesk for the community, and
took priority over other occupations. As every ngteay had at least one or two
nuns in their eighties or nineties, with a fewledérin suffering from Alzheimer’s,
this emotionally and physically demanding task @ied a significant amount of

the younger nuns’ time.
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The nuns were expected to maintailence - including during their meals - and
were only allowed to chat amongst themselves dutwng daily periods of
“recreation”, after lunch and dinner, lasting hali hour each. During these
times, they engaged in diverse activities such hadtiog, watching television
together (the news or a selected programme), maable games or going for a
walk in their garden. As the monks did, they algterded their “recreation” on
special occasions, such as the celebration of tiaire days, birthdays and the
silver and golden anniversaries of their professiohvows. Each monastery had
its own traditions: one shared by all of them waes ¢elebration of the Epiphany
on the &' January, when some of the younger nuns dressed tipe Magi and
delivered one present to each of the nuns. Theyakebrated the Saint Days of
Saint Augustine and Saint Monica (Saint Augustin@agther). The nuns also

made the meals served on those days special, &on@e, baking a cake.
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TABLE 12

Timetable of the nuns’ daily activities

Time Activity

6.30 | Waking-up, shower, dressing

7.00 | Matins*, individual prayer and Lauds*

8.45 | Terce*

9.00 | Breakfast

9.30 | Work

12.00| Angelus

13.00| Sext*

13.30| Lunch (in silence, listening to one of the Siste@ding
a religious book, or to a tape-recorded religieasure)

14.30| Communal recreation time (they were allowed to talk
among themselves)

15.00| Rest and free time

16.00| Personal prayer, None* and praying of the Rosary

17.00| Formative time: studying, reading, teaching of the
postulants and novices by the Mother Teacher

18.00| Vespers*, Eucharist and individual prayer

19.45| Formative time: studying, reading, teaching of the
postulants and novices by the Mother Teacher

20.45| Dinner (in silence, listening to one of the nursdiag a
religious book, or to a tape-recorded religiousues)

21.30| Communal recreation time (they are allowed to &ttong
themselves)

22.00| Compline*, communal prayer

22.15| Night rest

* Prayers belonging to the “Liturgy of the Hours”.
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4.1.5. Differences between the monks and the nuns

As seen above, there were many similarities betvieemuns and the monks,
with contemplation and silence dominating their wafylife and with their

common strong emphasis on a life-long commitmemnihéar monastery and their
community. However, | also observed significant dgndifferences regarding
their backgrounds, organisation and understandingome aspects of their
religious lives, which will be presented here améd summarised in Table 13.
The gender differences between the nuns and thé&snortheir ways of coping
with sadness and depression and their help-seblhgviours will be described

in section 4.3.4.

In spite of both monks and nuns being in similagss of formation and having
a daily routine rooted in the “Liturgy of the HoUrsvith the mass being the
central event of their day, there seemed to be rmcope for flexibility in the
monks’ lives. A look at certain areas of their Bvaiill illustrate this point,
starting with their stages of religious trainingr £xample, the monks - but not
the nuns - made allowances for those who progretsstdr, shortening the
duration of a stage accordingly. Such was the cad&rother Terenci who, in
spite of having to receive two sacraments (holy mamion and confirmation)
and to familiarise himself with basic notions ogtlatholic faith for the first
time, had his postulancy shortened for him as he m@gressing fast at a
theoretical and spiritual level. Moreover, all tmeins were expected to

invariably follow a sort of routine mechanical treag towards the “solemn
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profession” of vows, whereas there were two monke wad completely opted
out of this normal path (Brother Robert was an w@bknd Brother Gregori, a
“simple professed” monk). Another illustration dietmonks’ flexibility was the
case of Brother Joaquim: although he was ecclesadigt married when he
approached the monastery, he was nonetheless adceptthe community. |
heard about a case of a woman separated from Bbahd for many years who
requested to have a trial period in one of the numsnasteries; unlike the
response of the monks of Sant Oriol to Joaquim,vehe firmly rejected (with
some of the senior nuns being taken aback by Hdnéss in aspiring to become
one of them). | wonder if the importance given bg huns to their virginity, so

as to be worthy of being “God’s brides”, could tehind their attitudes.

The monks were allowed out of the monastery orr then for their daily walks

in the mountains surrounding the monastery whike mluns walked in their
monastery’s garden and had to ask for permissimm fihe Mother Superior to
go out and never did so alone, but accompanied tsaat one other nun. The
monks also had more practical views regarding theliit: they wore normal

clothes while working or when going out for a walkey had a more simple
grey habit that they wore on weekdays, and resahedhore delicate Cistercian
white and black habit - jokingly referring to theshses as “dressing up as
penguins” - on Sundays and special occasions (@agfessions of vows).

Conversely, the nuns wore their official habit ewelmen they were doing their
domestic tasks, only taking it off to go to bedh@tdifferences were that the

monks listened to the radio when working, while tlves worked in silence, and
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that the monks drank wine with all their meals kitpfor special celebrations -
while the nuns were not allowed to drink alcohbistbeing very much frowned

upon.

There were significant gender differences regardimgr level of education:
over half of the monks had university education lesmost of the nuns had
primary education only. But even more importantlyye monks had a strong
emphasis on keeping themselves up-to-date regangitignal and international
news and on spending time cultivating themselvésllegctually, setting aside
daily periods for reading. They were able to discasrrent affairs with their
guests and to give an opinion, and even boastedtath® community’s
friendship with certain politicians, with whom thbgd discussed politics (e.g. a
few monks proudly referred to having heard firsthatout a particular change
in the government before it was published in thesg). The nuns concentrated
their study and reading times on their traininggesaand, once their formal
education was completed, they tended to focus eir firayers and domestic
tasks. They did not seem very interested in what appening in the secular
world, being more occupied with issues regardirgjrtbommunity, their order
and the Church. This difference may be explainedhs® monks considering
themselves part of the world - in Brother Xavien®rds, “citizens of the
world” - while the nuns’ conversations often higjfited their separation from

the world.
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The level of contact with the guests was much mesé&ricted for the nuns: they
met and talked with the guests through the grdied the guest houses were
physically separated from their quarters. A diffexe with the monks was that
the nuns provided accommodation in their guest é®usr both men and
women. The monks explained that the reason fornvihais that their guests lived
in their monastery with total access to the molhiesriselves, which was not the
case in the nuns’ monasteries (with their grillepagating them from their
visitors). Moreover, the monks ate with their ggeseadily agreed to have
individual meetings with them and greeted thosenalihg their daily mass in the
little square with benches outside the monasternotiler area of divergence
with the monks was that the nuns were not keen rayaging in any small
enterprises (unlike the monks, who received regatartracts for binding and
restoring books). They feared that it could getafutand, becoming a source of
worry, stress, and ultimately disturbing their peadlthough the nuns’
monasteries had little guest houses, they werefalinfinot accepting too many
or excessively large groups in order not to disthptr life of contemplation. An
example of this was their decision of paying fohause of retreat to have the

course rather than having it in one of their moeress.

Another obvious difference between the male and afemcommunities
concerned their ethnicities: while the monks’ comityi was culturally very
homogenous, with all the monks being not just Sgfarand white, but also
Catalan (they had very strong nationalistic vievZatalan was the main

language used in the monastery with Spanish hadéy being spoken), the
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nuns’ community was made up of Black Kenyan nungraming and White
Spanish senior nuns. They also differed in thdiamee on people from outside
the community for performing their religious praets: the nuns had to rely on a
priest who visited them on a daily basis to celebthe mass and heard their
confessions on a regular basis. The monks were nmolependent of any
external interference, as they had four ordainedkson their community who

performed these tasks.

Probably, the most striking gender difference |nduwas regarding their
conceptualization of the profession of “solemn vovedthough both the monks
and the nuns saw it as their final formative stagé as the achievement of the
strongest level of commitment between themselved &wod, the nuns
experienced it very differently, believing that yhevere becoming “God’s
wives”, and held many romantic notions about it, evdas the monks
experienced it in a much more pragmatic and coaconaty. It was interesting
that the nuns did not consider themselves as simgiaen, but as married ones,
while the monks clearly saw themselves as single. ihi@vas extraordinary how
the nuns used the analogy of the wedding again aain to explain their
religious path, comparing it with a couple who wgmng out together, getting
to know and trust each other, facing and overcorcimglenges, and eventually
deciding to commit to each other forever. Extegna#l married woman and a
“perpetually professed” nun have in common thathbeear a ring on their
fourth finger. The nun would prepare herself fax fpecial day of the profession

of “perpetual vows” with great care and excitemeas the bride would also do
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for her wedding day - and both would become “wivasti would receive a ring
on that day. Equally, just as the bride wears aiapdress for her wedding, the

nun changes her white veil for a black one.
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TABLE 13
Differ ences between monks and nuns: participants and context

Monks

Nuns

Mor e scope for flexibility

- in their stages of religious formation

- walks: allowed out of the monastery

- habit: normal clothes for working

- meals: wine drunk daily, spirits on special occas

Morerigid adhesion to therules

- adherence to the training stages

- walks: in the garden, inside the monastery
- habit: always wore habit during the day

- meals: alcohol was not allowed

More highly educated

- many had university education

- importance on being well informed regarding nadicand international
news, ongoing reading and studying, with confersiti@ng organised for
them

L ess educated, less cultured

- most of them primary education

- more emphasis on manual domestic work

- studying condensed in the training stages

- not so much interest on what happened outside

Feeling part of the world
- stronger emphasis on being “part of the world”

Feeling separated from the world
- stronger emphasis on being “different” and “odesi

Guests had close contact with the monks

- no grille, individual meetings with men and women
- the monks greeted visitors outside the church

- guest house was inside the monastery

Guestshad a morerestricted accessto the nuns
- a grille separated the nuns and their guests
- the nuns did not go outside to greet visitors
- guest house separated from the monastery

Ethnically homogenous community
- all the monks were Catalan

Culturally diver se community
- mixture of Kenyan and Spanish

Community was self-sufficient
- no dependence on external priest as four of tvene ordained priests

External dependenceon a priest
- needed to administer sacraments, visit dailyetdgom the Eucharist

Besidesthe guest house, they had small business
- workshop to bind and restore books

Reluctant to engage in any small business
- concerns about additional stress disturbing theace

Solemn vows: ultimate level of commitment
- they considered themselves single men

Solemn vows: marriage with God
- they considered themselves married women: “Gaives”
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4.2. CONCEPTUALISATION OF SADNESS AND DEPRESSION

4.2.1. Normal sadness and pathological sadness. conceptualisation and

distinction

The personal experience of a time of deep sadnessuniversal to all the
participants. They all provided a detailed desmipdf a time of intense sadness
that they had been through in their lives. Sevefdhem acknowledged to have
suffered from depression, talking at length abduwirt experience in the
interviews. Those who had not undergone depredtiemselves were able to

express their views, as they had had friends ativels affected.

Sadness is understood as a normal reaction to tiogssitudes of life

All participants considered sadness as an unavigiqadit of life. Moreover, it
was considered as a totally normal and expectetfioaato one’s adversities and
misfortunes, needing to be resolved outside thienred medicine. Many of the
participants reclaimed the “right” to feel sad wistraken by life’s obstacles and
were critical of the generalised hedonistic outl@bkmodern society. Being sad
during times of sadness was considered not ontgrins of normality but also,

as will be seen later on, as having an intrinssitpe@ value for personal growth.
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Critical voices were common amongst the participantarning of the risk of

masking genuine normal sadness as abnormal, wiffossible subsequent
medicalisation along the lines of depression inrthést of a society focused on
pleasure and having a good easy time. Certain tspefc antidepressant
medication were seen as problematic, with manyiaggthat they were being
frequently administered in an unnecessary and ratidiscriminate manner
beyond real clinical need. Using a pharmacologsution to deal with the
experience of deep sadness, which was conceptlasdeing “natural” and
“intrinsically human”, was seen as playing a sig@ht part in the

transformation of sadness into something patho#bgic

The testimonies of the two lay doctors participgtin the study, Lamberto and
Sergio, are particularly significant, as they haatl Hirsthand experience of
caring for mentally ill people and of prescribingtidepressants. Both agreed
that “normalising emotions” was an important pdrtheir clinical work, arguing
that “on many occasions, what the patients expee@nwas adaptive
phenomena, emotional reactions to adverse situi&tiofhey stressed the
importance of explaining this view to their pat®ntoften I try to help them to
realise that the emotions they are experiencingnarenal, that they are not
sickly™®; for example, in cases of grief or any other léssk them ‘how do you
expect to feel otherwise when you have lost somgtthat you really valued?’;

doing so may decrease their anguish”.

¥ The Spanish word used was “enfermizas”.
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Showing empathy to these patients, drawing fromirth@vn personal
experiences of distress and sadness, was alsoaseencrucial part of the
doctors’ role. Lamberto, a general practitioneatesd that those cases of deep
sadness responding to life’s adversities neededbetoresolved outside the
medical world: “antidepressants are not the ansthese situations [of sadness]
are part of life that need to be overcome with srmeaturity, with one’s will
power... a life’'s episode is never a pathology”. Mwer, he added that a high
percentage of his patients were not suffering feoracognisable medical illness:
“over 50% of all my consultations don’t pertainreedicine, but to sociology;

they are social problems, family problems, emotignablems...”

Sergio, a psychiatrist, also reflected critically bis own clinical practice. He
even candidly acknowledged that he had had a nedgree of responsibility
for the medicalisation of his patients’ normal eimoe$ when, at times, he had
prescribed antidepressants for them, respondingthter than strictly medical
needs. He justified doing so by blaming the strpre&ssures he was under, such
as his patients’ insistence on obtaining a presoriphis work within the public
health system, and his hectic clinical scheduleyfalwhich rendered alternative
treatments unfeasible:
Of course, you know that you are dealing with sy, with
discomforts... that they are part of normal emotionisut. they [patients]
demand that you give them something to alleviagenthyou know, they
are users, they are clients that demand you to thea something, and
also | work in the public health system... if | wasmy own home [he
means working in the private health sector] | wouldve more

freedom... but, at the end of the day, | am a goveninemployee...
Apart from that, if | am not going to give them hapmacological help,
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then | have to offer them something else, maybesekly appointment,
in which the person can feel listened to and wlyete can contain them
emotionally... but in my case | don’'t have the tinmedo so... so the
situation | am facing is that if they [patients] ntahe drug, and | don’t
give it to them, | don’t have any other alternataxailable to give them.

[Sergio, layman, 40, married, White Spanish, psatcisit]

Besides the above criticisms regarding antidepréssather areas of concern
regarding these medicines also emerged in thevietes. Firstly, many
participants raised the possibility of antidepressabeing over-prescribed,
wondering about the apparent ease with which pesglemed to get a
prescription. Some suspected the pharmacologicahpaaies’ powerful
economic interests as being partly behind theiraegmt indiscriminate use.
Secondly, some viewed with critical eyes the “aniility” of these drugs as a
way to deal with what in many cases was a “natupdlenomenon. Finally,

others warned about antidepressants’ “numbing” ceffen the individual's

ability to confront life’s vicissitudes, describintpis as an “escape”. These

themes were repeatedly expounded throughout theviatvs:

[Taking antidepressants in cases of normal sadress it as a way to
escape, | believe in looking for the root of thelgem... Sometimes |
tell God: “Why are you sending me so many peoplengsme to help
them with their problems [psychological and emagioproblems]?”...

but what can | do? Send them to a psychiatristegokescribed little
pills? 1 could not do it for my own peace of mind.

[Enrique, priest, 44, White Spanish, hospital chapland church
assistant]

Taking tablets [for normal sadness] is somethirgi@al, we must not
resolve our problems with tablets, you need to batithe causes of your
sadness... faith will help you to resolve your prote faith will help me
to overcome my sadness much more than tablets sedaith will help
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me to find myself... tablets are like a way out frgour problems, you
can't resolve your problems running away from theecause they will
come back... tablets will not solve anything. | amaaf you need to
work yourself, there is not another easier way!

[Elvira, nun, 31, Kenyan, novice]

Undergoing episodes of intense sadness in the eaifrene’s life was thought
to be an intrinsic and almost inevitable part oingehuman by virtually all
participants. However, a majority of them strestbed there was also an element
of freedom in the way people dealt with those tirmesuffering and, as will be
elaborated upon later, they make use of them agppartunity for learning and
maturing. Moreover, other participants put forwénd view that accepting and
integrating life’'s painful setbacks as normal aratural phenomena - while
trying to resolve or alleviate their concomitantfeting when possible - was a

sign of “living life to the full”, of embracing lg “with all its joys and sorrows”.

Depression is understood as a mental illness, asaial

In contrast with sadness which was considered asrmal way of reacting
towards life’s vicissitudes and trials, depresswas practically unanimously
categorised as “abnormal”, “pathological” and bejog to the realm of mental
illness. Therefore, for many of the participanessarting to medical treatment
and consulting with mental health professionals vgagn not just as an

acceptable option but also as the most advisahlesemf action.
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However, many participants warned that a significarmber of the instances of
so-called depression nowadays were in fact peyfemirmal occurrences of
normal - non-pathological - intense sadness. A rcldigtinction emerged
throughout the interviews between “true depressi@ahsidered as a serious
mental illness, and “normal deep sadness”, thowdlds a response to life’'s
problems and difficulties, with many participanéssing concerns about today’s
tendency to make of normal sadness a disease calkglession”. Some
attributed this state of affairs to people’s prefere to look for medical
explanations and solutions for sadness and othgleasant emotions (anxiety
and stress were also mentioned). Others blamefilghetic pace of modern life,
arguing that it impaired the possibility of takitige time to slow down and
reflect during life’s normal cycles of distresscBuas in episodes of sadness,

grief or existential crisis.

Some participants felt that “depression” had bezanifashionable” term which
was frequently used inappropriately to express mabreveryday setbacks. In
these instances, the term “depression” loses usraepathological connotation,
not having a clear meaning unless the symptomsirahdidual circumstances
are revealed, since it could be used to refer th llee impairing psychiatric
illness and the distress over some trivial masgech as “one’s football team

losing”.
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Sadness has a cause: “it makes sense”

All the participants were asked to describe a timdheir lives when they
suffered from deep sadness. As | explained in tleéhbt section (pp. 89-90), |
opened the interview by asking the participantsiéscribe a time when they
were feeling deeply sad as a way to elicit a negan order to explore their
understanding of sadness, their coping strategidshalp-seeking behaviour. |
did not provide the participants with any definitiof what | meant by “deep
sadness” and let them freely choose whichever dpisd sadness in their lives
they wanted to share with me. The vast majoritgheim were rather quick in
doing so. As will be presented in this sectiorh@ligh the events responsible for
their sadness and the level of severity of theffesimg varied amongst them,
most of the chosen times of sadness were the mdstse, significant or

meaningful ones they had undergone to date.

All their narratives of sadness included a deprctad the cause or causes to
which they attributed their state of sadness. &stiemgly, a description of the
events explaining their distress came naturallypas of their narratives with
many of them actually starting their recollectiongh an explanation of the
reasons behind their sadness. The suffering emmgndétom their accounts

“made sense” in the face of the adversities abdlations faced.

The events provoking their sadness were varied) same of them having a

clear spiritual nature while others were predomilyasecular. The following
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spiritual causes stood out in the interviews: hgwpiritual doubts about their
faith or concerns about their relationship with Gdsenchantment with some
aspects of the Church and its hierarchy, and aingpalf their desire for a
religious vocation (the latter being the case fome of the clergymen and
contemplative participants). These experiences uffesng with a spiritual
causation were referred to as having undergonerla Neght of the Soul by
several priests, monks and nuns as well as a fgwadicipants (section 4.2.2.
will be devoted to an explanation of this concept)wide-range of secular
causes also emerged in the interviews, with thet fiequent ones being: the
death of a loved one, a severe illness (their owaf someone close to them),
serious financial or professional trouble, the kdeavn of their marriage or
close friendships, or the witnessing of human sufedue to marginalisation,
injustice and poverty. There were no significamdgr differences in the causes
to which they attributed their sadness with oneblat exception: clergymen and
monks highlighted celibacy as a source of sufferimgile for the nuns it was

giving up motherhood that caused them suffering.

Depression may lack a cause or may provoke a rescthat is too intense or

prolonged in duration: “it does not make sense”

When participants talked about their own experieatalepression or about
someone’s close to them, unlike in the case ofesgjrthere was a sense that the

symptoms suffered did “not make sense” to themthnde around them. Some
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were perplexed by the lack of an apparent causdatoe for their suffering; in
other words, there seemed to be a lack of a costgorting those distressing
symptoms, with expressions along the lines of tldowing appearing
frequently in their narratives of depression: ‘id dot make sense, | had a loving
family, a good job, a house... still | did not waatget out of bed, | felt awful all
the time when | really had no reason for feeling thay”. Although this absence
of causality for the sadness was the most commetaeation found amongst
the participants for tilting the balance towardaaptualising it as pathological,
another pattern also emerged in their accountsepfagsion: sadness was also
considered abnormal in spite of being able tolattd it to a clear event, when
the symptoms displayed by the individual were thug be disproportionate in

their severity or duration to their aetiology.

Expressions pointing out that the symptoms weresta@re, exaggerated, long-
lasting or not changing with the passage of timeewalso present in their
testimonies. Some of these cases actually stagechses of normal sadness,
being perfectly understandable reactions to adyessid presenting symptoms
which were proportionate to the severity of thesea(lit made sense” at least
initially). However, these pictures of normal sasteould develop into illness,
along the lines of depression, with the severitg daration of their symptoms
becoming disproportionate (“it did not make sensg anore”) due to the
following reasons: the individual's lack of sociglpport (including here
spiritual support in the shapd a religious community or a spiritual director;

this was highlighted as an important part of thaivildual’'s support network to
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face life's challenges and misfortunes); the ladkpersonal and religious
resources to call upon to cope during difficultésnthe existence of subjacent
personality problems, or the presence of an unishgrimental health problem. It
was striking how the participants engaged in a itpiale judgement of the
symptoms of sadness as part of their narrativeusatsan order to decide if the

symptoms were contained within the limits of nontyabr not.

Sadness has a value: it can help you to grow, matand be more in touch

with those who suffer

Depression was presented by the vast majority ef ghrticipants as being
destructive and damaging to the individual suffgrirom it. The risks attached
to this mental illness, such as suicide, delibersgé-harm, harming one’s
physical health and the consequent alienation latives and friends, were
highlighted in the participants’ narratives. Howew&rmal sadness was seen in
a much more positive light, offering the opportyriior personal and spiritual
growth and beneficial change. Moreover, underggingfound sadness was
thought to promote empathy and heighten one’s sehgifor the suffering of
fellow human beings. It was striking how participarstrongly engaged in a
process of attaching meaning and value to theimabexperience of sadness in
contrast with the lack of meaning and value attdcite depression.
Nevertheless, in spite of sadness being highly rdsgh by many of the

participants, its accompanying suffering was nothimised, trivialised and
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certainly not sought after (“sadness just happenst as part of life, you don't

look for it!”).

The majority of participants insisted that undengpsadness did not necessarily
bring about benefits, insisting that its potentiat maturation lay with the
individual making a conscious decision at some fpduring their period of
sadness, to “use their times of sadness well”epting the suffering caused by
sadness as being part of God’s plan - commonlysglras “God’s will” and the
“divine providence” - rather than trying to escapenumb it was seen as a key
aspect of this process. Moreover, “taking respolitsib for the sadness and
being willing to seriously “reflect” on the expemee were commended, and
preferred to adopting a passive victim-like stakthving a critical outlook
regarding one’s own contribution tme’s state of sadness and a determination to
resolve it through personal change was given mongortance, and participants
warned against the tendency that humans have onhitdaothers for their
personal suffering. Finally, resorting to God’s gheh multiple ways (e.g.
praying, retreating, seeking the help of theirgielis community or spiritual
mentor) was endorsed by most of the participananaasxtremely valuable asset

to successfully learn from their episodes of sasines

In contrast with the overwhelming majority of paipiants who praised the
positive value of normal sadness, a few individualdected on the potential
value of depression, as a result of having suffdrech this mental illness

themselves or having seen a loved one do so. Howélvie more positive
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evaluation of the value of depression was mad@espéctively and in spite of
depression’s far more numerous negative aspecte. ddsitive gains of
depression were linked to the experience of bdimgther than to the symptoms
of sadness per se, benefits such as having feaingstitude for having had the
help of God, a loving spouse, or a supportive i@lig community, relative or
friend; a resulting feeling of strength for havibgen able to recover from it; and
a deeper understanding of and empathy for the adigsolfelt by those suffering

from this mental illness.

Depression carries potential risks for the individl hopelessness, self-harm,

substance abuse, suicide, and severe lack of fuorstig

In contrast with depression, those suffering fradress did not have the risks
attached to the more severe forms of depressiain as self-harm or suicide
attempts. Moreover, in their narratives of sadné®se was an absence of
despair, and their hope was kept alive throughouarbeliefs and strategies for
coping, both of a religious and secular type, sashthe belief that God will
sustain them or the reliance on their familiesphigarticipants’ ways of coping
will be explored in depth in the next section). ings hope was probably
considered as the most alarming and worrying symptwhich tipped the
balance from severe sadness into the realm of détleojogical and markedly
increased the risk for the individual and broughtwt the need for psychiatric

intervention. Sister Carmen, a 53-year-old nun &hather Teacher of her
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monastery, witnessed the experience of hopelessnessmeone close to her
who suffered from a severe depressive episodesawdsuch an episode as “an
inner death”. Martin, a 55-year-old layman, linkeid brother-in-law’s recent
suicide with “totally having lost hope”. Paula, @-¥ear-old laywoman, denied
having ever lost hope during the break-up of heriage, which she regarded as
the saddest time of her life, in the following manr‘l never lost hope; if | had

lost hope, | think I'd have killed myself”.

Finally, the functioning of those undergoing a deysive episode was thought to
be likely to be severely affected. Some examplesdepressed people’s
incapacity to meet common daily tasks were giveth@interviews, such as not
being able to comply with the demands of their jobgo take proper care of
themselves (e.g. having a shower, cooking a meahaving). Conversely, the
functioning of those suffering from normal deep rszgb was not so severely
affected: in spite of their suffering, they contauto carry out, to a greater or
lesser extent, the most important of their dutegards themselves and others.
A detailed account of the symptoms of sadness aagredsion, their

commonalities and differences, can be found in @44l
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TABLE 14

Symptoms that sadness and depression have in common, and symptoms

which are distinctive of depression as described by the participants (they

saw the latter as indicative of abnormality per se, not being present in

normal sadness).

SYMPTOMS THAT SADNESS
AND DEPRESSION HAVE IN COMMON

Confusion
Shame
Vulnerability

Distress

Psychological
Anxiety Poor concentration
Self-doubt Fear
Feeling trapped Guilt

Feeling overwhelmed

Physical
Tearfulness Lack of energy Poor sleep
Poor appetite Tiredness Crying
SYMPTOMSTHAT ARE

DISTINCTIVE OF DEPRESSION

Helplessness

Suicidk ris

Losing touch with reality Seltfarm

Severe lack of functioning

Social isolation

Hopelessness
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Holding of combined spiritual and secular models

In spite of the highly religious backgrounds of fh&rticipants, they were not
immune to the secularisation process: spiritual langiory models were
combined with the medical, psychological and socidheir narratives. The use
of religious and spiritual explanations was not ually exclusive, with many
participants engaging in a process of existent@istruction of meaning to
explain the occurrence of sadness and depressinsistently using both secular

and religious resources.

Many of the clergy and contemplative participaatsq to a lesser extent the lay
theologian students, considered the secularisgtiocess to be responsible for a
high prevalence of depression. The generalised dddkith in today’s modern
society was given as one of the main reasons begbaagple’s “loss of life’s
meaning”. Lamberto, a secular general practitiomeidorsed this view: “the
increase in neuroses is linked with the decreageaple’s religiosity... people
have abandoned religious practice - and the Chirat to accept some
responsibility for it... it has let them do so - peopan become ill due to many
reasons, one is losing their joy of life, | thirtkat the Church has had a very

important role in helping people not to lose it”.

Having faith in God was seen as playing a crucat ; keeping depression at
bay to the extent that, although several partidgpaaid that depression was an

illness that could affect anyone including thoseowlere religious, more
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participants felt that having depression was incatibppe with having real faith

in God. A couple of priests paraphrased Saint Andel argue this latter view:
“if there is an authentic and mature faith, it ewdifficult, if not impossible, to

fall into depression”. The participants opposinig tmore prevalent view tended
to be those who, in spite of being seriously cortedito their various religious
paths, were more critical regarding the clergy #me Church. Father Alberto
was very much against this opinion, qualifying st“@ompletely unacceptable”
and using it as a reason to highlight the presaeged for the clergy to receive
more training in mental health. He explained howcmdismay he felt when he
heard a fellow priest saying to his parishionersairdominical sermon that

“depression was a sin”.

Father Esteban, a retired psychiatrist with ovédfrdaentury of clinical practice,

stated categorically that depression could neverabsin, as the depressed
individual lacked freedom: “if there is no freedothere can not be sin; this
needs to be made completely clear, that in thosescghe was talking about
what he called “endogenous depression”] there isreedom at all!” Maria, a

secular participant with a long nursing backgroum@ds also of the same
opinion: “even if you have faith, you can still fahto a depressive illness and
you shouldn’t reject the help of medicines if yaed them”. She explained that
she had personally known cases of deeply relignmaple, such as priests, who
suffered from this mental illness. Sister Carmeawing from her experience of
having a close friend with bipolar-affective diserdcensured the comments

made by some religious people who argued that gavure faith excluded the
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possibility of suffering from depression; she @étited this opinion - as Father
Alberto did - to their lack of knowledge of menthéalth matters: “I have
sometimes heard [within religious settings] thatafand so is depressed, it must
be because he doesn’t have enough faith... | doimktdo, no, no... it is their
ignorance that makes them talk like that”. A laymistartin, whose brother-in-
law committed suicide less than a year ago, poiotddhat he was a religious
man - “a man of faith, very involved with his pdrishurch” - to illustrate that

depression could affect anyone regardless of bediefs.

In addition to lack of faith, other religious caas®r the occurrence of deep
sadness and depression were neglecting one’suspitite, having significant
religious doubts, loss of religious meaning andugal and abandoning religious
observance and practice. Only one clergyman, Fdimerque, believed that
demonic forces could cause clinical pictures thanim depression and other
mental illnesses. He was training to become anagstoand he insisted on the
need for priests to have enough training in bodasr demonic possession and
mental health, to be able to differentiate betwaetase of possession by the
devil and a genuine mental iliness: “you need t@lble to discern between one
thing and the other”. He illustrated this point dé@sing several cases that he had
cared for. For example, he was asked to see a youwsmg who had been
diagnosed with such severe depression that he ¢esionally been admitted to
a psychiatric ward. However, he was not respondimgany medical or
psychological treatment. He believed the case torteeof demonic possession

and so provided him with the spiritual care he tilduwas warranted: a
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combination of exorcist practices and spiritualdguce. Conversely, he also
mentioned other cases where the opposite occuatidugh he had been asked
to perform exorcisms, he considered them to be clases of mental illness and

consequently advised the patient to consult a paycdt.

Father Eusebio offered an outlook on demonic pessesand the role of
exorcism that was based on his experience of aggishe of the most important
internationally renowned exorcists, a man consii@reauthority in this area (in
order to protect the confidentiality of the pap@nt and the exorcist in question,
no details regarding where his practice was locatesl provided here). He
argued that the overwhelming majority of the cabesught to them were
“psychiatric cases” and not cases of genuine demnpassession, adding that
“‘nowadays the psychiatrist is the one who removes devils that we have
inside”. Maria, a senior lay nurse, spontaneousigught up a television
programme on exorcism, in which an exorcist priests interviewed, to
emphasise the overlap between demonic possesgigpsgohiatric pathology as
well as to point up an example of excellent collalion between the clergy and
psychiatrists: the clergyman stated that he hacemegreed to perform an
exorcism without previously having had the posgibibf mental illness ruled

out by a psychiatrist.

The most frequent secular causal explanation mmeedio amongst the
participants was a biological one consisting of ateration of the brain

chemistry. Several participants mentioned a “disia@gn” in the levels of
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serotonin as playing an important role in the degyp of depression while others
compared this illness with other “physiological iamnces” such as the excess
of glucose (i.e. diabetes), high cholesterol ok latvitamins. Aetiologies of a
social and psychological nature were also put fodwauch as suffering from
high levels of stress, poverty or marginalisatias, well as being selfish or
having an excessive self-centred attitude. Furthetiological factors for
depression appearing in the interviews were “theesx of comfort” in today’s
world, where personal effort and the work ethic evemot inculcated in the
young, and an “excessive reliance on technologyh weople spending more
time with computers and mobiles than with theirddwones”. Not having an
active occupation due to retirement or unemploymesis also seen as
contributing to depression. Concerning the latlarme, a retired lay participant
leading a remarkably busy life, being involved wmlunteer work, had much to
say: “| see amongst many of my retired friends, vad lived for their work,
that they now have an existential void which in sotases is tremendous, and
they often try to fill it in very poor ways... | knovots of friends who spend
their days in front of the telly watching westernsane of the worst things for
people’s mental health is not having anything tptley don’t find meaning in

their lives, a reason to get up in the morninghave”.

Suicide was considered as the most dramatic corsequof severe depression
and was seen by the majority of participants noa am, but as the result of a
fatal combination of mental iliness and social peals. There was a unanimous

view that those who died by their own hand shoubd Ime denied Christian
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burial, participants arguing that this practice wasthing of the past”. For

example, Father Alberto referred to the depresaimh subsequent suicide of a
young man in the village where he worked as a pangst. He pointed out that
the stigma and alienation from the community tlha young man felt because
of his being homosexual was the main cause ofdspetation. Magdalena, who
worked as a receptionist in a tall building wheesesal people had committed
suicide jumping from the roof terrace, conceptw@alist as the result of severe
depression. She described these people as “bergdlv@and sympathised with

them, drawing from her own experience of havingargdne several severe
depressive episodes - as part of her bipolar-affeatisorder - when she also

strongly felt that she wanted to die.

4.2.2. The Dark Night of the Soul: a case of non-pathological religious

sadness

It is a normal, non-pathological phenomenon witmantrinsic value

All participants coincided that the Dark Night wast a mental illness, but a
normal and valuable spiritual experience that effethem the possibility to
mature spiritually. Besides carrying eminent spaitbenefits, there was a sense
that the Dark Night ultimately made people betterspns through perfecting
their personalities. For example, Father Francsdated that “undergoing a Dark

Night is a privilege, as it makes you grow”, andhea Alberto, a biologist as
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well as a theologian, used an animal metaphor pdaex both the tension and
suffering intrinsic to the Dark Nighand its normality: “these spiritual crises are
a way to mature; a crisis implies a rupture, withasis there is no growth... it
is a natural part of your trajectory... as in theecad many snakes and
arthropods, who also need to break their exterasing to grow”. Andrés and
Sergio, two 40-year-old lay participants with exiee experience in spiritual
direction, commented on the need for one’s spiritifa to experience this
darkness: “you need to undergo a crisis of faithyfaur faith to grow” (Andrés),
“the Dark Night is a moment to leap into a matyseitual life... the Night is a

purification of your faith or of your relationshypith God” (Sergio).

This view was linked with the belief, firmly expsed by virtually all
participants, that suffering was an invitation fr@od to mature in their spiritual
lives. They considered it a powerful source to ffyutheir imperfections” and
“let go of baggage”. However, they also readily matkar that accepting their
suffering from a faith perspective did not meart tiney looked purposely for
suffering, arguing that one needs to do as muchassible to overcome it.
Father Pablo provided a good example of this hehalving suffered from a
chronic heart condition for many years, which haarmanted several surgical
interventions and hospital admissions. Althoughdlie“not like suffering” nor
“want to suffer” but “rather live happily and haveffee and beers and catch up
with my friends and parishioners”, he resolutelyed - drawing from his own

experience of illness - that “if God sends it [suffig] to me... | think as a
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believer and as a Christian that suffering brirggemption” explaining that his

illness had been “the best master of my life”

Nevertheless, in spite of the Dark Night being cdei®d a normal experience
with many beneficial aspects, the clergy and coptatives warned about the
possibility that someone undergoing an authentickNight could, at some
point, fall into a depressive episode, as was #se dor normal sadness of a
secular nature. At that point, the individual's exkpnce was no longer
conceptualised as the Dark Night, but as a melmalss, as the Dark Night was
always considered a healthy phenomenon. The masons given for the
transformation of the Dark Night into depressiorrevenainly the following: the
severity of the spiritual conflict being too inten®r the individual's personality
or spiritual life not being strong enough to copéhvthe experience of darkness,
or not having a spiritual mentor skilled enough deal with this complex

spiritual stage.

Both the Dark Night and a depressive episode egptethemselves in severe
sadness and had many similarities in their mamifests. However, the same
symptoms that differentiated between normal andabal sadness described
earlier in this section are applicable here. Theeabe of hopelessness in the
Dark Night was particularly highligthed as an imot difference with

depression. Father Miguel commented on someongeimidst of a Dark Night

to whom he was providing spiritual direction: “dha&s always maintained hope;

in spite of her deep suffering, she has continueyipg, she has continued
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having hope, trying to fulfil God’'s will... she hatways maintained her hope
firmly, she has a very mature faith”. Similarly,r§e, a lay participant training
to become a spiritual director, argued that: “higpeot lost [in the Dark Night],
although | can not deny that there is a lot ofexufig at a psychological level; at
a spiritual level, they [those undergoing the DHlight] have light... and that
light, in their spiritual lives, is perceived stgiy by those around them”. Severe
lack of functioning, persistent insomnia, and bebars posing risks to the
individual, such as not eating, were also indieatdf a turn from the normal
experience of a Dark Night towards pathology (tistoms and concerns of

the Dark Night of the Soul are summarised in Tdlalp
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Symptoms and concerns during the Dark Night of the Soul

Symptoms Concerns
Psychological Physical Social Spiritual
Confusion Fear of not Tearfulness Finding the right spiritual director who  Giving up their religious vocations
overcoming it would be able to understand and support
them
Anxiety Distress Crying Fear of not being understood Doubting their own faith
Poor Disappointment  Poor appetite Fear of not beingelelil that one is Doubting the truthfulness of the Dark Nigh

concentration

Self-doubt

Guilt

Frustration Tiredness

Vulnerability Poor sleep

undergoing a genuine Dark Night
(“nonsense”, “self-importance”)

Need to gain stdpam the community Need to prove the strength of their vocatic

to cope with the darkness
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Great importance was placed on the need of countingn experienced spiritual
director during the Dark Night in order to diffetete, due to the overlap in
their symptomatology, between a genuine Dark Nagid a depressive episode.
This was considered to be one of the importantsrolethe spiritual director.
Moreover, their skills were also required, whileding someone undergoing a
true Dark Night, to avoid the possible deviation tbis normal religious
experience into something pathological. It was adgythat in these instances a

different approach was required, probably warranéirmpsychiatric consultation.

Those who had more experience in providing spiritlii@ction, the priests and
the monks, acknowledged that this distinction wiasnaes not straightforward:
“It is sometimes difficult to figure out whetherraeone is going through a Dark
Night or through something pathological’, “having @&xperienced spiritual
director is key, as the life of the spirit is verymplicated and to have someone
able to discern what you are experiencing is furetgal”. In order for the
spiritual director to be in a position to do scgythnsisted, on the one hand, on
the importance of being knowledgeable about theifestation of mental iliness
and of depressive disorder in particular and, @endther hand, on the need for
carefully assessing each case individually, taldndetailed history and getting
to know the person in great depth at a psycholbgitd spiritual level. Sergio, a
psychiatrist undertaking training in spiritual dite®n, emphasised the important
role that spiritual directors could play in prevagtthe medical profession’s
tendency to conceptualise the Dark Night as pathodb, warning about the

dangers of doing so: “it [the Dark Night] could tk@gnosed as depression, even
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as a severe depression... if we medicalise it someould lose a very important
opportunity to grow. This is why it is so importatot have available, in those
moments, true spiritual mentors, because this maésiation [of the Dark Night]
is still happening, but they [those in a positienprovide spiritual direction,
referring mostly to priests] need to have had ingrthat is as complete as

possible, and that includes a psychological dinzerisi

The following quotations from two religious priestgh extensive experience in
spiritual direction, Father Francisco and FatheguMi, illustrate two other
important tasks of those offering spiritual accomipeent® during the Dark
Night: a supportive role, giving strength and fostg hope, and a formative

role, guiding the individual to maximise the Daright’s learning potential.

When you are going through the Dark Night, you tideél anything,
you don’t see anything, you are surviving only amepfaith... you need
someone to help to sustain you....Going through tbéopnd sadness of
the Dark Night, if you are well accompanied [by killed spiritual
director], can become an authentic lesson.

[Francisco, religious priest, 65, White Spanish,eolbgian and
psychologist, prior of his community, who is fregtlg in demand to
give spiritual retreats]

Having a spiritual director is indispensable, tgtahdispensable for
them [for those undergoing a Dark Night], he is thvee that guides
them... he needs to be someone objective and wigteat deal of
experience to be able to accompany them well.is e one who guides
them, the one who gives them strength, who accompahem, who

% |n Spanish: “acompafiamiento espiritual”. The péptints mainly used two terms to refer to
this process of spiritual guidance: “spiritual acg@niment” and “spiritual direction”. The

implications that using one or the other term hatth wegard to the spiritual director’s level of
authority are discussed in section 5.6.3.
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gives them direction, who can help them to diseenat they are living...
discerning this experience can never be done alone.

[Miguel, religious priest, 60, White Spanish, heddhe office providing
pastoral care for migrants, formerly a missionargouth Americal

The contemplative participants and the clergy adhered to a conceptualisation
of the Dark Night with a strictly spiritual causation while lay participants

attributed it to secular causes

The contemplative participants followed by the glewere those who held a
more classic conceptualisation of the Dark Nightrikauting it to a spiritual
cause such as having doubts about God and th#ir téaidergoing a vocational
crisis, and feeling disenchanted with the Churd$, hierarchy or their own
religious community. They saw the Dark Night astast” sent by God to
strengthen and deepen their faith and spirituel ks a “spiritual purification”
and as a “stage of their spiritual life”. Moreoverany of the participating nuns,
monks and priests brought up the mystic traditidvemvtalking about the Dark
Night, referring to examples of mystics and saifiteam the history of the
Catholic Church, such as Saint John of the CroamtSheresa of Jesus and
Saint Thérése of Lisieux or more recent ones swhMather Theresa of
Calcutta®® ?* They modelled their own experience of the DarkH¥lim them,

turning to their testimonies to find ways to copéwtheir darkness:

% Following publication of the book “Come, Be My Litj, which contained Mother Theresa of
Calcutta’s correspondence with her spiritual dsexin which she described a 40-year period of
struggles with faith, doubts and a sense of abaméoh by God, there was a media reaction
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[During the Dark Night] you feel down, you feel dgpointed, you can’t
see any horizon in your life, you only see darknéss that’s fine, you
just have to look at our mystics, they have cle#olg us: man, in the
Dark Night, do not move at all, stay still, waitda@ise it will pass.

[Guillermo, priest, 74, White Spanish, cathed@auntant and lecturer]

Saint Thérése of Lisieux is very useful [to reacewlundergoing a Dark
Night], she said that she herself sometimes fle#t & little chick in the

midst of a storm unable to do anything. She saatl when you are in the
middle of a storm you can’t do anything... just bedrecause the storm
will pass, you will see that it will pass... | amdila little chick standing
still, still, reminding myself that the sun willse, | know that the sun will
rise... this is what you need to have clear in theesy hard moments,
even if you don't see a way out, you don't lose é&nxapyou don’t

despair

[Mercedes, nun, 45, White Spanish, Mother Teacher]

Several monks, nuns and members of the clergy gulathat there were
certain requirements for someone to experiencerk Baght. They stated that it
could not happen to “just anyone who believed ird'Gaeing reserved to those
who were highly committed to their spiritual lifedawho had reached “a very
advanced state in their spiritual development”. Sehevho had gone or were
going through the Dark Night were seen as spilgusliperior; their comments

clearly implied that it was a religious experiemcelusive to a spiritual elite:

calling Mother Theresa a “fake”, a “pretender” amdliar”. Van Vurst (2007) attributed this
media reaction to a lack of knowledge of the mgstexperiences of the Dark Night of the Soul
and an unfamiliarity with the language of the gpal life.

21| studied the accounts of the Dark Night of theilSsf five important religious figures - Saint
Augustine, Saint Theresa of Jesus, Saint Pauleo€Ctioss, Saint Thérése of Lisieux and Mother
Theresa of Calcutta - through the analysis of nabiexts such as private letters, diaries and
books that they left, as well as biographies (Dvita-& Dein, 2009).

22 Sister Mercedes referred to the autobiographyaiitSrhérése of Lisieux (1897/1926) called
“The Story of a Soul”.
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[In order to experience a genuine Dark Night] theaed to follow a
serious path of prayer, to take their spirituad lifery seriously... it is
impossible for there to be a Dark Night in the cadean ordinary
Christian, do you know what | mean?, a true Dargh¥will only occur
in people who are following a path of perfection.

[Enrique, priest, 44, White Spanish, hospital chapland church
assistant]

The Dark Night of the Soul is something very splecigery

extraordinary, reserved to only a few.

[Miguel, religious priest, 60, White Spanish, heddhe office providing
pastoral care for migrants, formerly a missionargouth Americal

Secular participants were more likely to consider Dark Night as a metaphor
for their experience of sadness in general. Inreghiwith the experience of the
contemplatives and clergymen, their suffering waisnecessarily triggered by a
spiritual or religious causdyut was more often attributed to adversities of a
secular kind, such as an iliness, the death ofvadimne or the breakup of a
relationship. Although the nature of the causegherDark Night was different
for secular people and those more religiously caechi- contemplatives and
clergymen - with the former being more secular dredlater more spiritual, both

embarked in a process of attributing religious nregno their suffering,

interpretating it through the religious frameworifklve Dark Night of the Soul.
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4.2.3. Religion as a cause for pathological sadness

Existence of spiritual pathology

Most participants accepted the possibility of ¢pai beliefs and religious
practices turning into something harmful for theiwdual’s mental health and
well-being. However, they promptly added that thias the case only when
religious beliefs were not well understood or wheligious observance became
excessive. The most frequently mentioned instamméeseligiously motivated
pathology were: obsessive-compulsive symptomatglsgyples and guilt when
enjoying in moderation healthy pleasures of lifeho3e participants who
provided spiritual accompaniment to others - moptigsts and monks - were
confident of being able to elicit these patholobaases. Moreover, they thought
themselves in many cases to be in an excellentipogo prevent them from
occurring, as they knew those under their spiritzakt well and followed their

spiritual development closely.

It was also argued that the church attracts indaisl undergoing mental,
physical and emotional distress, people who are slmmewhat more susceptible
to developing mental health problems. The priestenks and a few nuns
described examples of people in distress who appeshthem not so much
seeking pure spiritual assistance, but rather guieléo solve problems of a clear
secular nature such as marital breakdowns, finkneard professional

difficulties, addictions to illicit drugs and alcolky and communication problems
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with grown-up children or other relatives. A fewigsts said that their parish
churches were also “havens” for people with intgllal disabilities, as they felt
safe and welcome there. For example, Father Albpaaphrased what an
elderly priest - who was his mentor in his earlysias a priest - used to tell him
regarding the latter: “do you know why all the fedf the village [referring to

those with intellectual disabilities] spend so mtiche in the sacristy? Because
it is the only place that they are not chucked ouhey tell them ‘go away’ at

their home, at the bar... they get rid of them bheeahey bother them. So if they
are in the sacristy, | tell myself: ‘it is a googrs’ If these people come to me,

hey! it is a good sign that | am doing ok!”

Father Esteban ran a busy clinic in a Spanish aatbiat provided psychiatric
care to priests, seminarians, monks and nuns. ®tieetfact that he had a long
career, extending over half a century, he was ableffer an interesting

overview of the evolution of psychiatric manifegtas that he encountered
amongst his patients. He differentiated two mapesyof pathological scenarios:
cases of “scruples” dominated the first decadesisfclinical practice. He

explained that they were “obsessive neuroses”, wiiere more prevalent in
nuns and manifested as a severe preoccupationowéls sins, leading to low
self-esteem, dysfunction in their lives and relagiops, and symptoms of
anxiety. Gradually, cases of scruples were sulbstitbby those of depression,
which ended up becoming the most common complanangst his patients. He
referred to this mental illness as “the great epideof the 28 century”, from

which his religiously committed clientele were notmune. Reflecting on the
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clinical manifestation of the latter, he distindwesl between cases of “authentic
depression”, which he thought to be “the worst taxgsillness”, and those of
normal sadness. He argued that the former wasaimaid of psychiatry and was
likely to require pharmacological treatment andreliespitalisation in the most
severe cases. Therefore, he emphasised the ngaassinducting a thorough
assessment to differentiate between the two (ibtehdtion and the implications

for treatment will be further elaborated in thetfimoming section 4.3.2.).

Religiously motivated pathology as a result of poorly understood faith and lack

of religious formation

The potential for religious beliefs and practioe$eiad to spiritual pathology was
acknowledged by the participants. However, thegssid that this was due to
misinterpretating these beliefs, ultimately blamitite widespread lack of
religious education in the cases of many practigegple. Many clergy and
monks were critical of the poor religious knowleddea number of lay religious
people, arguing that many of them still held thenedeliefs that they learned at
their catechism when they were children and hadinamge of a punitive
repressive God that was invariably finding faultwthem. Some even extended
this critique to members of the clergy and religi@auders (particularly to female
cloistered orders, which were more likely to bdased and to have less access
to religious training). Childish beliefs and misceptions of the teachings of the

Church, as well as religious fanaticism and fundatalesm, were seen as
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responsible not just for excessive zeal damagiraple&s well-being, but also
for many people drifting away from the Church. bntrast, it was frequently
reiterated that “balanced” and *“well understood’ligieus beliefs and

observance had a positive effect on the individaalthey were liberating and

conducive to health and happiness.

Several participants were able to reflect criticalh the role that the Church and
the clergy in particular had played in not equigptheir parishioners with a
stronger theological knowledge as well as not engling those who might hold
inaccurate beliefs, such as having a negative ipeniinage of God, excessive
rigidity in their religious convictions, exaggerdtepiety or engaging in
superstitious practices. Even some of the clerggrimewed went so far as to
blame the more conservative sectors of the Chuwchdving inculcated those
beliefs that carried negative consequences fosipaners’ psychological and
emotional health, such as obsessively insistingpeople’s sinful nature, on
“their nothingness”. They warned that such beliesuld have serious
consequences for people's psychological well-beiag, Father Enrique
explained: “I have found people who were crushegtipslogically, who were
bitter, without joy, wallowing in their sins... fagnough, sin does exist, but you
also need to talk to them about God'’s love, thatigdad died for you to liberate
you from sin”, “these people [who worried excesBivabout their sins] are full
of scruples, they have even told me that they betiethat having good self-

esteem was against Christianity!”.
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A “too narrow sexual morality” preached by the Gituwas also highlighted as
responsible of “creating many traumas” and “sexa@uples”. This criticism

was made predominantly by the older male particgganho saw this problem
as belonging to the past, since only the most cuasee priests and religious
movements still currently hold to those negativewss about human sexuality.
Some participants talked about how they persongligstioned and replaced
those views with more open-minded balanced onesugjir seeking religious
training and through their own life experience. Thalowing quotation

exemplifies this:

You are young, but people from my generation hau#fesed the

Church’s narrow morality regarding sexuality... we siiffered from

it... they [the clergy] insisted a lot on the probkerorought about by
sexuality, masturbation and so on... causing a lae$ion and feelings
of excessive culpability in people, provoking cdess scruples. Back
then, the Church even talked about how women shtalkd a shower
without taking their nightgown off... to avoid toudg themselves,
everything was considered an inappropriate touchiagk then all the
religion was based from the waist down... this hassed lots of traumas
in people of my generation... a situation of lackaf, of guilt, that we

all had to somehow find a way to overcome in th&t ey we could... |

am convinced that all these sexual scruples haeplyéelisturbed lots of
people, especially women.

[Jaime, layman, 71, married, White Spanish, retieather]
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4.3. COPING AND HEL P-SEEKING FOR SADNESS AND DEPRESSION

4.3.1. Co-existence of religious and secular coping strategies and help-

seeking behaviours

Multiple coping strategies and help-seeking behawdo deal with sadness and
depression were used by the participants with d@ematemerging in their
narratives in which religious and secular strategvere not mutually exclusive,
but co-existed comfortably and appeared togethehéir accounts. However,
those participants who had a higher level of religicommitment tended to rely
more strongly on religious resources, referringthem more often and with
more intensity. Table 16 summarises the main cogtrgtegies and help-
seeking behaviours found in the interviews whichl we elaborated in this

section.

199



Section 4 Findings

TABLE 16
Coping strategies and help-seeking behaviours to deal with sadness and
depression

Religious

Interpreting their suffering as worthwhile and biesial for the self and others, as it
leads to:

- spiritual maturity and growth

- spiritual purification

- an invitation to reflect on their lives

- being more sensitive to the suffering of others

Learning to experience God’s presence in theirdiofesadness through:
- prayer

- contemplation

- establishing an intimate conversation with God

Seeking the help of a spiritual director, parisiegror religious community to:
- promote hope

- strengthen their faith in God

- get individualised spiritual advice

- receive practical support

Resorting to their faith in God which provided:
- solace

- comfort

- hope

- absence of mortality sorrow

Reminding themselves of those who became clogBotbby enduring their sadness
and through placing their trust in God:

- mystics’ and saints’ narratives

- other monks’ and nuns’ examples

Secular
Practical resolution of the problem Distracting themselves from their feelings
responsible for their sadness (e.g. of sadness (e.g. doing voluntary work or
getting a new job) finding a new hobby)

Seeking the help and support of friendsLooking after their own physical health (e
and family playing sports, healthier diet)

Seeking the help of a mental health  Seeking medical help (psychiatrist or GP)
professional to engage in psychotherapye prescribed antidepressant medication
hospitalisation in the most severe céses

g.

* These help-seeking behaviours appeared when tmesadvas considered pathological along
the lines of depression.
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Religious coping and help-seeking

Attribution of religious meaning to suffering

One of the most common coping strategies found gstaie participants was
their attribution of religious meaning to their sads. Interpreting their sadness
in a spiritual light allowed them to transformnte a meaningful experience as it
was seen as worthwhile and beneficial for the seldl others. They firmly
believed that their experience of sadness could teaspiritual growth and
positive change in their lives as well as makingnthmore in tune with and
sensitive to the suffering of others. Engaging pra@cess of religious search for
meaning helped them to accept their sadness ass@uodtation to pause and
reflect on their lives. Transforming their suffegimto a meaningful experience
filled with religious significance played an impant role in maintaining hope,
as they believed that they were not going to fheesuffering alone, but with
God sustaining and helping them. The religioushattion of meaning to their
sadness allowed for the varied coping strategies i@ligious nature to evolve
during the participants’ times of sorrow (these tiplé religious coping

strategies will be depicted in detail in the presaction).
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Prayer

Praying was one of the most common coping act&itietimes of deep sadness
used by the participants. They learned to expeeigBod’s presence through
frequent prayer, which was often described as lgaaiconversation with God.
Although the vast majority of participants directdekir prayers to God and
Jesus, many also mentioned directing them to theirvViMary and less
frequently to a particular saint that they weretipalarly devoted to. The
participants attributed to praying many positivieets for their well-being. They
explained, drawing on examples from their own ljviesw useful prayer had
been in restoring their emotional, spiritual anggb®logical balance after a
serious adversity left them submerged in a statelistfess. | have grouped
prayer’'s beneficial aspects in five main types g@ummary of these, see Table
17). Firstly, most participants found in prayer estorative, comforting and
calming power:
God healed me through prayer... For me, prayeelg kealing, prayer is
what frees you, what really heals you, cleans gouwpties you.
[Mercedes, nun, 45, White Spanish, Mother Teacher]
Praying gives you so much peace, | have never lgenlights in my
prayers... what | mean is that | have never had g any mystical
experience, in inverted commas... my experience ayipg is the same
as any other Christian... praying has especially deelme when | have
been going through my times of depression becduse/e me peace and
light, a little or a lot of them, sometimes justidear it until the following
day or just to bear the present moment, but nesiedk that peace and

light was enough to keep sustaining me.

[Jordi, monk and priest, 66, White Spanish]
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What helped me the most [during a particularly rdisting time in her
life] was to seek refuge in the Virgin [Mary]... ie¢d, with all my might,
to put in practice what Saint Bernard said, to kevdary when your
little boat is being shaken by the tempest... | watuli of anguish at the
time, but Mary filled my soul totally, Mary fed miyeed for affection
completely, filling my life with her sweetness...dok refuge in her as
much as | could.
[Magdalena, laywoman (she had previously been &steled nun), 45,
White Spanish, receptionist]
Two lay participants, Fatima and Pedro, were ev®#@& @ use the calming effect
of prayer to reduce their anxiety levels, usingstan alternative to taking the
sedative medication - “Valium” - which had beengambed by their doctors.
However, they used different modalities of prayeorder to achieve the same
relaxing effect. Fatima, a 38-year-old married sty, found praying alongside
a record of the rosary, with its repetition of preg; “extremely soothing”,
helping her to reduce the stress caused by havireg thon-operable hernias
located at the base of the brain. Pedro, a 40-gielasingle unemployed man,
found a remedy for his insomnia by “giving venthis worries”: when worrying
prevented him from falling asleep, he told theguirMary about his concerns
instead of “bottling them all up” as he had dontobe Besides prayer’s calming
effect, several participants described episodésrging and praying”. It seems

that cryingand praying together also had a soothing effecioioéng a physical

outlet for venting their distress and offering ddesable physical relief.

Secondly, prayer was also commonly sought as asairstrength and courage
to confront adversity: “what you need more is prdyecause without prayer you

cannot have the courage [needed to cope with tHerisig]”, “I went to pray
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and | felt how praying was filing me up with stggh... how the Lord was
making me stronger”. Eulalia, a 55-year-old lecture Spanish philology,
provided one of the strongest narratives of praystaining her and her husband
through their son’s severe illness. Interestingigr testimony emphasised the
key role that her parish community and religiousrfds played for her through
being a source of prayer and not so much througgdring social support (the
latter, seeking social support as a way of copindj, be developed in the
following section: “Secular coping and help-seeKjngulalia’s son was at the
time in remission from a “malignant lymphoma, But'ki type”, which he had
been diagnosed with three years earlier, at theof@®. Although he was still
subject to regular medical checkups, he had reedveell and was back to the
life he led before the iliness. Eulalia describedetail her son’s illness, the long
road they travelled until the diagnosis was made the taxing treatment he
underwent, being moved to tears at several pouniggl the interview. She often
used the plural form “we” in her narrative, refagito herself and her husband,
who shared her high level of religious belief amdgtice. The doctors broke the
news of the diagnosis to the parents, giving thedraanatic prognosis: “they
told us that they did not have anyone in the haspitecords who had survived
this diagnosis beyond six months... they told ust tiis particular type of
lymphoma is the rarest and the most lethal onelalteuand her husband
resorted to those close to them with a specificiestito pray for them. In her
own words:

We sought help from our parish and all our friendsp we knew were
believers, asking them to pray for us so they tallted to pray. He also
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had masses celebrated for him in several churchegng for him to
have enough strength to bear it, and he had a matse cathedral
specifically praying for him to endure it all: tHmess, the chemotherapy
and being isolated in hospital [to protect him frmfection)].
They seemed to have coped remarkably well withutheertainty of the illness,
the unpleasant treatment and the long stay in tadsgiulalia and her husband
showed great fortitude and self-possession in fobrtheir son “never crying in
front of him”, and with those around them. Peopkrevtaken aback by the fact
that “we kept functioning... | presented myselfussial, | dressed in the same
way, put my make-up on in the morning”. While beugvoted to their son’s
needs, they endeavoured to carry on with their ggbnal routines, only
missing one day of work (the day their son was ateer on), as well as keeping
up with their family traditions (e.g. celebratingetr birthdays, watching a film
together once a week, etc.). Their son was madeealsa his parents of the
seriousness of his condition from the start. Histhap explained with pride,
becoming tearful while doing so, that her son ne@anplained about his illness
or treatment, never questioning or rebelling agai®sd. Moreover, he showed
gratitude to his parents and doctors for caringhfor, even showing concern for
other fellow patients. His doctors, as well as thespital’s chaplain who
regularly visited him, repeatedly congratulated th&ents for their son’s

fortitude.

In addition to their firm belief that God activebssisted them in response to
their friends’ prayers, it seems that the knowletlygt so many friends were

having them present in their daily prayers alsygdiba key role in their coping,
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comforting them immensely and helping them to go Bulalia described how
they made a point to inform him about who was prgyior him daily - lay
friends, priests and a monastery of Carmelite matts whom the family had a

close relationship - as well as the masses that gigen for him:

Yes, yes, we always told him, he knew, he knew thaly were all
praying for him, we told him, we told him: ‘today @00 a mass was
given in a certain church for him’... he knew all adothat the nuns were
praying for him, that a certain priest was prayingven a priest who is
very dear to our family who also had cancer and vhawving
chemotherapy in the same hospital, he is dead wavknow for a fact -
as he himself told us - that he was offering hiesungs for our son’s
recovery.

Eulalia and her husband seemed to be genuinelyisedpat the courage the

three of them had, and felt absolutely certain d@sva direct consequence of

having so many people praying for them, rather tging due to personal merit:
I’'m telling you, our strength was not normal, goteghospital every day,
working, keeping an eye on his wife [his son hast jmarried when he
became ill and his young wife was born abroad asdl o relatives in
Spain], making sure she was not alone at night .u kwow what |
mean? Such strength!... we are completely conviticatilwe were able
to bear it all because there was a community bebgdraying for us,
supporting us... Even at night, thinking of all theople praying for us
kept worry at bay, | knew that he was in God’s l&sd | could stop
worrying and fall asleep easily.

Thirdly, prayer helped them to maintain hope. Therwre many examples of

participants resorting to praying when they felittthere was no solution for

their suffering. They described a sense of feeldwd's presence and being

sustained by him protecting them from hopelessrasd despair. Sister

Mercedes answered my question “did you ever logee®b (referring to a
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particularly distressing time in her life) with thesponse: “no, no, | prayed... |
remember saying to myself: ‘Lord | can’'t see a 8olu but you are here’...

while praying | felt how the Lord was with me”.

Fourthly, prayer provided the necessary space amé to reflect on the

problems responsible for their sadness, enabliegntho decide on the most
convenient way forward to try to resolve them wipessible or at least alleviate
them. This positive effect of prayer was highlyued amongst the participants
especially in times of emotional turmoil: “I prayéd see how to overcome it,
what to do”, “I was so muddled up, | didn't know athto do... | told God

everything, my problems... it helped to see the lighthe darkness and | knew |

had to face it!”, “it [praying] helps clarify younner mess”.

Finally, several participants - especially thosetipipants with experience in
spiritual direction - had much to say about howdfigmal prayer was as an
avenue to externalise problems and negative feelamgl to favour rationality
and objectivity. A few participants confessed ta having opened up to anyone
about their suffering except to God. As the follogviquotations show, praying

gave them the opportunity to share their sadnedsamcerns with God:

| tell God about my sadness, my problems... | et what | feel, like
having a one-on-one dialogue... for example, Ih#t: ‘I am not feeling
too good today, | don’t understand myself’ and daso [talking to God]
| feel very much at peace.

[Elvira, nun, 31, Kenyan, novice]
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Prayer can achieve everything... some days | wakieelpg blue, in a
bad mood, so | sit in front of the tabernacle aell God all that is
happening to me.

[Raquel, 23, nun, Kenyan, novice]
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Beneficial aspects of praying when suffering from elep sadness

Positive effects of praying

1. Restorative, comforting and calming power
“Prayer is very healing, prayer is what frees yahat really heals you, cleans you, empties you”
“Praying gives you so much peace”; “It [praying thiesary] is extremely soothing”

2. A source of strength and courage to confront achrsity
“What you need more is prayer because without prgpe cannot have the courage [needed to cope tvélsuffering]”
“I went to pray and I felt how praying was fillinge up with strength... how the Lord was making noagér”

3. Feeling God’s presence while praying protectedhém from hopelessness and despair
“[Did you ever lose hope?]: no, no, | prayed...dmember saying to myself: ‘Lord | can’t see a sofubut you are here’... while praying | felt hg
the Lord was with me”

wW

4. Giving them the space and time to reflect on thproblems responsible for their sadness, enablindiém to decide on the most convenier
way forward to resolve them

“| prayed to see how to overcome it, what to do”

“I was so muddled up, I didn’t know what to dotolld God everything, my problems... it [praying] geeto clarify your inner mess”

It

5. An avenue to externalise problems and negative fesys and to favour rationality and objectivity
“l tell God about my sadnes, my problems... | keth what | feel, like having a one-to-one dialogumr example, | tell him: ‘I am not feeling tq
good today, | don’t understand myself’ and doindtatking to God] | feel very much at peace”

DO

“Some days | wake up feeling blue, in a bad mood,sit in front of the tabernacle and tell God alhat is happening to me”
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Trusting that God will look after them

Placing one's trust in God’s hands was one of tbst mommon religious coping
strategies found in the interviews. Many particigaexplained that once they
had done as much as they could to tackle the rfoibtear sadness, it was “up to
God to do the rest”, as Raquel, a 23-year-old Kenyavice explained: “God
can achieve it all... when | can do no more, | tmisdll to God, he can do
anything, so | place it all [problems, sadness,rigsr etc.] in God’s hands and
my faith tells me that God can [resolve it], andatdver happens to me, with my
faith, God will help me to overcome it". This way ocoping was especially
important for those participants who could not\ad§l remedy their problem:
transferring the responsibility to God brought thpeace and solace. Jaime and
Antonia are good examples ainconditionally placing their trust in God’'s
providence, as they could not solve the causeef fufferings: the former had
an aortic aneurism which in case of rupture waalyiko cause his death, and the
latter’s only daughter was diagnosed with a moeeirgtellectual disability. The
following testimony of Antonia illustrates this kegligious coping strategy:
There was a time, way back, when | used to ask Inysdat will
happen to her when | am not here [to look afterdaerghter], she has no
siblings, what will happen to her?”... but now thlieesn’t bother me
anymore, | have reached the conclusion that weirarbis [God’s]
hands... yes, yes, | am sure that God will look df&r... | am sure that

he is not going to allow anything bad to happehdn | do know it!

[Antonia, laywoman, 50, married, White Spanish, $ewife]
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Seeking the help of a spiritual director, parish prest and community

Seeking the help of their parish priest or a gpalitdirector was a common
religious help-seeking behaviour amongst the lagppe the clergy and the
contemplative participants. The individualised spal advice and personal care
that parish priests and spiritual directors were &b offer was highly valued by
the participants. Besides promoting hope and stiheming the faith of the
individual in need, they could also offer practisapport at times (e.g. arranging
medical appointments, mediating in marital probleets.). The help provided
by the clergy in supporting those suffering fromvese sadness and depression
will be explored in depth in the following sectiohthe “Findings”, 4.4., which

deals exclusively with this subject.

Several lay participants emphasised the importaatthat the parish community
could play in helping to alleviate one of their nimris suffering. The help
provided by the community could be divided into téypes: one being of a
secular nature, acting as a social network of supytering practical help, and
the other being clearly religious, reinforcing théaith and facilitating a
religious attribution of meaning to their sufferin§ome participants talked
about having a “communitarian faith”, insisting thaaintaining their faith
individually was much harder than doing so as p&d community. However,
there was not a clear consensus regarding the siygpoole that parish
communities did in reality play amongst the lay tiggrants: while some

described their communities along the lines of figea close-knit family”, in
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which everyone cared for and helped each otheecesdfy when a member was
undergoing a difficult time, others regretted thekl of a supportive community
in their churches. Many blamed today’s individualiand the pressure of time
for this lack, arguing that: “the parishioners of shurch are like ‘islands’... we
don’t know each other, we just show up for masSonday and go straight back
home... we do not take the time to talk to peoplegeadto know them... we
should communicate more with one another, to dfédp if we think something

is troubling them”.

Some more critical participants saw the closedneatd certain groups within
their parish churches (e.g. Neocatechumenal Ways@pei, etc3" 2° as an

obstacle to having genuine communities, as thesepgrcared more for their
own members than for the parish community as a eviothers saw the “old-
fashioned”, “non-inclusive” and “judgemental’ natuof certain parishioners as
problematic for the coexistance of the differentrmbers of the community, as

Paula, a 47-year-old separated woman, explainetindl some people [of my

% The Neocatecumenal Way is an itinerary of Cathfaienation approved by the Vatican and
also, a tool of Christian initiation for those agulvho are getting ready to receive baptism. The
aim is to gradually deepen people’s intimacy witdsuk and to transform them into active
members of the church so they will propogate hissage in the world. The training takes place
within their parish church, in small communitiesnqmsed of people of every age and social
status. It was founded by the Spanish painter Kikgiiello after his conversion to Christianity
in a deprived peripheral area of Madrid in the earkties (Vatican, 2002).

% Opus Dei is a personal prelature within the CathGhurch whose whole name is “Prelature
of the Holy Cross and Opus Dei". It was founded1B28 by the Spanish priest Josemaria
Escriva de Balaguer with the aim of providing a viayachieve sanctity through ordinary life in
all sectors of society and particularly in one’snowork (Gran Enciclopedia Larousse, 1990a, p.
8024).
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parish] a little behind the times. I've been muctiased in my parish church,
especially by the older people, because | have wiry way of dressing: | wear

mini-skirts”.

Those participants who met regularly, not counahthe Sunday mass, were the
ones who praised the positive effect that theirshbacommunity had in helping
them to cope with life’'s adversities. They belongeda parish group which
provided a particular service to the parish (e.gtechists) or to a certain
movement within the Catholic Church (e.g. Neocateobnal Way). These
meetings gave them the opportunity to get to kn@eheother at a deeper
personal level, to develop friendships amongst #edwes, and even to meet
outside the church for dinner parties or birthdajebrations. The supportive
role of the religious community for the contemplatiparticipants will be
addressed in section 4.3.4. and the role of thislp@ommunity in supporting
the priest in sections 4.3.5. and 4.4.1. Amongstldly participants, Leonor, a
41-year-old separated teacher, provided one ofsthengest testimonies in
favour of the important role that her communityyeld in her life. She belonged
to a prayer circle which consisted of a group obpgte - mostly laymen and
women - who met once a week to pray together. Sk wery happy with the
two years she had been part of this group. Shedenes the members to be her
“spiritual family” and talked extensively of thelpeshe received from them with
warmth and gratitude. She mentioned three mainfliernbkat belonging to this
group had brought her: she deepened her faith andetationship with God

through the experience of regular communal pragbe received emotional,
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spiritual and practical support from her fellow mmsrs during distressing times,
such as her parents’ severe illnesses or when akdaging serious professional
uncertainties; and she felt that she had grown psrson, since she had been
encouraged to face her limitations and weaknegSi#sough her friends and
relatives initially professed disbelief and wererssed when she joined this
group, as she was not “a very religious person IEf #hey have since
commented on her increased happiness and well-b8img insisted that being
part of the “circle” did not entail distancing helfsfrom those who did not
belong to it. On the contrary, she argued thathgltbemore joy and love to give

to them than before.

Relying on their faith in God

Most participants highlighted the importance of ingvfaith to cope with
suffering. The concept of faith that emerged frdm tnterviews was rich in
meaning and certainly went beyond merely believmghe existance of God.
There were two dimensions of faith that stood @uplaying key roles in coping
with life’s trials: having faith in God entailed,nothe one hand, accepting
adversity and suffering as being God’s will and, the other,having a firm
belief in resurrection. Having faith positively inénced people’s mood and the
way life’s problems were faced. Many stated tha&tytbould not imagine how
they could have endured misfortunes and sadne$®uwtithe solace, comfort

and hope they found in their faith. Several pgraats used Christ’'s own words
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- “Father, if you are willing, remove this cup frome. Nevertheless, not my
will, but yours, be doné® - to capture that continual trust in the providemnd
God, conceptualising their suffering as God’s platerestingly, advocating the
acceptance of one’s suffering as being God’s wdlswot incompatible with
actively asking God to spare them the sufferindesus did. For example, Sister
Carmen, a Mother Teacher, exhorted her novicdsdridllowing manner:
You need to look at Jesus, at his life, | mean teadoes the Father’s
will, he didn’t ask him [God] “why are you allowingy death on the
cross?” instead he does his will and althoughat very difficult moment
for him [Jesus] and he did ask God to remove thsfcom him, he did
say that his will be done. Thus... | need to tell elfythat God is God
and that | am his daughter, his child, therefoteave the liberty to ask
him [to stop my suffering], even to argue with hieren to get cross with
him... however, | must always end up abandoning niyteehis hands

and doing so will bring me peace and light.

[Carmen, nun, 53, White Spanish, Mother Teacher]

Moreover, they firmly believe that if God alloweldeir sadness to go on, it was
for their “own good”, as it ultimately came fromnhi This was the case even if
they could not see the apparent benefit to therasetlue to their “limited
understanding”. With time, some participants webdée ao find the positive
aspect of an event that caused them consideratiégisg, such as in the case of
Antonia, whose daughter had the intellectual diggbMWhen the psychologist
explained the diagnosis to her, she felt overwhdlrbg sadness, anger and
concerns: “l did rebel against it... | did ask Godywthis was happening to

me... how did he allow this to happen to me?” Howewdre gradually

% «rather, if you are willing, remove this cup frame. Nevertheless, not my will, but yours, be
done” (Luke 22:42). “My Father, if it is possiblmay this cup be taken from me. Yet not as |
will, but as you will” (Matthew 26:39).
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rephrased her daughter’'s disability into somettengnently positive that she

cherished and valued in the following terms:
My faith in God helped me to change, to have hapesalue her [her
daughter], to ask myself “why shouldnot have happened to me?”, who
am | to tell him [God] such thing?... if | can dote without her, she is
my everything!, she is the best thing he has giwe® | don’t stop
thanking him for her, she is the greatest gift Véngshe stopped talking
here as she was moved to tears]... yes, yes, | am teocry but she is
indeed the best thing | have been given and | keloeywas given to me
for a reason... and | do feel deeply sorry for havhag those thoughts at
first complaining about why this had happened ta.mshe brings joy
wherever she goes, she was born with a gift... slsensething special,
truly special.

[Antonia, laywoman, 50, married, White Spanish, $ewife]

The clergymen and the contemplative participantsnofeferred to the need to
have had an “unconditional faith in God” to keeprsgeering with their
vocations, especially during the difficult momeatgountered on their religious
paths. Moreover and importantly, faith was seenthas perfect antidote to
hopelessness: “thanks to my faith, | can feel disetted but not desperate; how
can | feel desperate if | believe in God?”, “I dael very low, and | don't like
feeling this way... but | don’t lose hope becauselllmyself that even if | can
not see any solution... there is someone [God] whampeuds me, so | don't
despair!” Many participants, as was elaborateddatisn 4.2.1., thought that
having faith was a protective factor for depressias it prevented falling into
the alarming loss of hope found in severely demaessdividuals. They stated
that “faith and hope do go together for those whkbelbe in God”; thus if one
truly had faith, one would not experience hopelessnThe following quotations

illustrate the importance of having a solid famhcope with life’s trials:
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| didn’t rebel [against God] because | think thaed down there is
someone who surpasses me and that keeps things cmalkeol, that
things are not out of control... This is what faitleans to me: even if |
see everything bad, beyond my judgement, therengebody else whose
judgement is superior... | can not know everythingah not tell God:
“Why do you allow this?” It would be absurd!

[Mercedes, nun, 45, White Spanish, Mother Teacher]

Without faith, it would have been so difficult too gthrough life’s
adversities: without faith there is the void, thecld of meaning, the
absurdity of life.

[Anselmo, priest, 39, White Spanish, parish préast prison chaplain]

Some participants clarified that the usefulnessnaf’s faith to cope with sadness
was dependent on the quality of one’s faith, aseegity really put faith to the
test. Although a strong faith could be “given torsmne”, as a “gift” or a
“grace” in an apparently effortless way, in mosse=it was felt that it was the
result of years of seriously working oneself atpaital level. On these lines,
Father Lluc explained that faith was not just sdimgf one received
spontaneously but that, in most cases, having,fa#pecially in times of
despair, had an important component of persondl amtl choice. For him,
maintaining his faith and looking at adversitiesotigh a faith perspective was a
conscious and active decision rather than a paggitveeceived from God: “to
have faith you also need to have will because despallenges your beliefs, it
pulls you down”. A profound faith achieved througtirospection and strong
will was the one that many participants argued @@de you through any life
crisis. It was described metaphorically as an “antbr a “rock”, or even as “a

little flame, no matter how faint, that never leay®u in total darkness”.
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Conversely, a weak faith based on childish belgfd routine practices could
not be expected to sustain someone when confravitedsevere adversity and
suffering. Two main types of this “shallow faithinerged: having faith in God
only when “everything was fine” and losing it if sfortune struck, and turning
to God exclusively during adverse times in orderast him to remedy them.
Father Alberto criticized the latter type arguingatt they “used God as a
medicine” in an “addictive way” as “opium”, and Rat Miguel talked about
many people having a “very commercial faith”, meana “very selfish, always-
acting-in-his-own- interest type of faith... so whthey have suffered a severe
setback, then they directly complain to God antheif God] does not sort it out,
they want nothing to do with him anymore”. The éoling longer quotations

also illustrate in more depth this “faith withottasg foundations”:

She [referring to a woman of her acquaintance wimoetimes visited

her in the monastery] practised [in the sense teihding weekly mass]
for the sake of it, she went to a nuns’ school simel would say that she
practised because she has done it all her life... ahenany people like
her, lived their religion in a very superficial waythey go to mass on
Sundays but they go as a social act, she acknoedetitat she liked

going [to mass] to dress up, to show off her newitsu. so when she
was in real trouble [serious financial problemsi fagth was of no use to
her.

[Mercedes, nun, 45, White Spanish, Mother Teacher]

It [being confronted by deep suffering] is the rézdt of one’s faith. |
think that deep down the problem is that we doaiteha strong faith... it
seems that we think that if we believe in God, gtheng needs to go our
way. We say: “Lord, why are you sending me thisvfadity]? if | have
tried to be good, this is how you reward me for gopd deeds?”... |
think this is not having genuine faith, it is whatalled an utilitarian
faith... what | mean is that [some people belidat]tif they behave well
[following the Church’s rules and advice] then Gmitl reward them [by
sparing them suffering, as a reward for their gdedds] so when they

218



Section 4 Findings

have behaved well and bad things happen to thénen they believe
that God is not being fair... and then they stelelving in him.

[Carmen, nun, 53, White Spanish, Mother Teacher]

Absence of mortality sorrow

The vast majority of the participants firmly belezl/in resurrection following

death and the life ever after. The following quiotas encapsulate this belief:
“Christ through his Passion, death and resurrectias opened the doors of
heaven for us all”, “death is not a bad thing bseaChrist has redeemed it”,
“dying is going to the Father’'s house”, “death ibegjinning, is reaching eternal
life”. Several participants provided rich testimesiof having coped remarkably
well with the deaths of friends and relatives. Thegre able to maintain a
relationship with their deceased loved ones, fratyetalking to them and

asking for their help and intercession with thewmlgems. The monks and nuns
kept a strong connection with their fellow Brotharsd Sisters after their death:
both physically (the monks’ and nuns’ graves weréhe garden) and spiritually
(they were included in their daily prayers). The{ributed positive events to

their intercession, such as the entrance of Brofleeenci to the Monastery of
Sant Oriol, which was thought to be thanks to Beothndreu, who had died not
long before Terenci’'s arrival. Similarly, Father ddel’s faith was crucial in

helping him to overcome the unexpected death ofrfather: “faith gave me a

new way to live the relationship with my motherddiad recently passed away],

| know she is with me and that she is part of rfg; li count on her”. One of the
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most convincing testimonies of coping with the teait a loved one came from
a laywoman, Alejandra, whose 20-year-old son haehb®in over by a car
twelve years ago. She found a new way to relatenoafter his death based on

her firm belief in resurrection and in God alwayat@ehing over her:

[When she was told by the doctors that her sondied] | felt a voice
inside me telling me that God had never abandonedand never will
abandon me, | felt at peace... | felt a great inmatainty that God was
with me then, so | stayed with my pain but it wgsaen which could not
destroy me... so | was able to tell the doctors ® his organs as they
could be useful to someone else and not to him amgnthe doctor told
me that they had never seen a mother with suclituidet.. he [the
doctor] took my hand and told me “I wish | couldvbaa faith like
yours!”

| had to start getting dressed to attend his furmral was still in bed...

then | heard his voice in my mind, in my mind, I'mever heard voices...
telling me “mum, what are you doing in bed? Loolagnh in heaven and
you can’t imagine how pretty the Virgin Mary isywant you to know that
| am well”... and | believed him... since then | hawearporated him

into my life or the Lord has incorporated him imhy life in such a way
that | feel him, | am not separated from him, |l iologly can’t see him
but | tell him what's going on in my life and hesavers me with his
voice but in my mind... he has told me so many thimgsy mind so

clearly: “I am with you, | am very happy where | amalthough you

can't see me, | am with you”... “I am in God and Gsdh you”... | used

to do something before that | do less now: | usedldése my eyes and
open my arms and although | didn’t see him, Iigthug, his warmth.

[Alejandra, laywoman, 60, married, housewife]

The participating doctors offered an interestingight on the impact that
believing in resurrection had on their practice amdthe way their patients
confronted death. Father Nicolas, who worked agrel practitioner for 25
years before being ordained as a priest, stated “thare was no terrible
diagnosis” he could give to a patient, as deatthiior meant “eternal life”. As he

had done as a doctor, he continued avoiding theofisee word “death” as a
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priest. He did not use this word when conductingefals; instead he opted for
addressing the deceased person rather than theegatign. He gave the
example of a recent funeral he conducted for a wowlao was leaving several
children, in which he “talked to her” in the follavg manner: “look, now you
have to continue working from heaven, you have dlp lyour son to pass his
exams, your other son to marry well...” His belief esurrection was an
antidote to hopelessness. He explained that hopatfigaving the certainty that
tomorrow | will be in heaven”, adding that “tomowaan be in five minutes or
in eighty years”. To my question whether he belteirethe existence of hell, he
replied that this was only reserved for those peapho “having been given
every single opportunity to love, chose not to loude argued that everyone
else would go to heaven, although some would havgotthrough purgatory
first, which he described as “a summer school wieeeryone passes at the end

and goes to heaven”.

Another doctor, Lamberto, a secular general prangt, commented on the
difference he found between those patients whaebedi in God and those who
did not in regards to how they reacted when conéarby a serious illness or
death: “I think that the difference is fundamerijta¢tween believers and non-
believers]: believers accept iliness and death witlth more greatness of spirit
than those who do not believe; having said thabplgewho are agnostic or
atheist can also accept these situations, but dloest endure them so well...

believers accept them with trust in God... knowingtt®od is going to receive

them [in heaven] for sure.” Similarly, believing &am after-life was a dominant
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theme in the narratives of those participants who $uffered or were suffering
from serious health concerns. Father Pablo’s adcoluthe way he confronted
his three heart attacks illustrates a lack of feladeath; he related his most
recent one in the following manner:
| was on my way home when | started sweating arehing, | thought
“Oh, my God, | am having another heart attack!"adhthe pain in the
arm, the chest pain, feeling so dizzy, sweating dotd lots... | did not go
home, | told myself: “let's get a taxi [to go todmtal]”, | was waiting
for a taxi for 20 minutes!, during those 20 minut&ept telling the Lord:
“am | going to see your face?, are you calling n#fi,| going to die?”
Praise God! | had no fear at all, even the cardists from the hospital
could not believe how calm and peaceful | was...dlddardly breathe,
| was completely covered in sweat from head tobiaiel kept telling the
Lord with so much peace: “are you calling me?, agoihg to see your
face?” [To my question on how he achieved that sggua hanks to my
faith, my faith... if I would not have had this fajththink I'd have died,
I'd have become so panicky!

[Pablo, priest, 63, White Spanish, parish priest]

Several participants praised the sacrament of dkerltes, differentiating two
instances in which it could be administered: whemeone was dying - its more
widespread use - and when facing a difficult mddicgervention or a severe
illness. In the former, the goal was to prepare emme to die fostering hope,
calmness and confidence in God’s watching over tteerd in the latter, to give
them the necessary strength to cope with the sndfeas had been the case for
Maria, a secular nurse, who praised the positifecefthat receiving this

sacrament had on her when she underwent a supgaddure.
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Previous experiences of receiving God’s help

Accumulating experience of coping with, and suctglysovercoming episodes
of sadness using the religious coping strategigdaged above, acted as a
powerful aid to confront future suffering. Many peipants talked about the
importance of acquiring an experiential knowled@ébeing cared for by God”
when undergoing difficult times, as it gave thera thust and security that God
would support them again when confronted by newl@hges. Sister Carmen,
the Mother Teacher of her monastery, strove tolaate this certainty into her
novices. The more adversities she overcame byngaeer faith in God, the
easier and less distressing future ones were, @sa@hld look back to remind
herself how God had helped her:
It is so important to gather the feeling, little bigle, that you are not
alone when facing an event that you don’'t undedstdmat makes you
suffer, that saddens you... I've learned to haveciafidence that the
Lord is with me, that he is conducting my life, seen if | don't
understand it [the negative event], if | don’t wanwvell... | accept it, if

God allows it to happen, he knows what is bestfer

[Sister Carmen, nun, 53, White Spanish, Mother iedc

Religious readings

Religious readings were also mentioned by sevedigpants as being helpful

resources to cope with suffering: besides bringimegn comfort and bolstering

their faith, some of these readings also providegttral advice on how to
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address personal difficulties from a religious perdive. Most of the books they
referred to had been recommended by their spirdirattors, parish priests or a
fellow member of their religious communities. Thedraphies of saints,
mystics and other fellow monks and nuns were fretijyementioned by the
participants: reading about how they had becomseclto God by enduring their
sadness with faith helped them to face their owifesng. A few participants
referred to the casual finding of a particular sent in the Gospel or a religious
publication that was felt to apply directly to themd was interpreted as a “sign
from God”. Such occurrences seemed to have beaside helping them to
overcome their distress, as had been the caseddaM
Look, we [Maria and her sister] went to the pagbkhrch [trying to find
comfort for the grief caused by the death of thmgarents, which had
happened very recently] and when we got there HlIngver forget it -
we saw the parish bulletin, and on the cover thes a young man with
a backpack going up a mountain and the title s@itte“Lord took them
to rest”. And | told her [her sister]: “this is wh&od has done for us”
[taking their parents to rest after very long ilises]... we felt so

sustained by the Lord, at that moment and always.

[Maria, laywoman, 62, single, White Spanish, nurse

Religiously motivated gestures

Some physical actions and gestures with a religioient were used, especially
amongst the nuns, as a way of coping with distngsgeelings; for example,
“clutching the crucifix”, “holding the rosary in their handahd “holding it [a

small cross] tight”. These actions seemed to rentima of their faith when
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they needed it most: “I could not see a way outonly had my faith left... |

clenched my little cross, and asked him [Christ] giwe me strength”. A
laywoman, Amparo, also resorted to this gesturdendtiending the funeral of a
close friend who died young of cancer leaving aethejent sister behind: “I had
a little wooden cross in my hand, and when | |la& thurch, | had my nails

marked in my hand as | was pressing the crosgeogty”.

Secular coping and help-seeking

Also found in the interviews of the vast majoritiytbe participants were many
secular coping strategies that were used in cohpmuvith religious ones. Two
of the most frequent ones were: striving to fingbractical resolution to the
problem which was causing their sadness (when theas a clear cause
triggering the sadness that could be resolved, sgchy finding a new job to
deal with a financial crisis due to unemployment)d atrying to distract

themselves from their feelings of sadness (for gtanfocusing on their work,

being in contact with nature or finding a new habby

Several participants recommended helping othertheir suffering as a good
way to remedy one’s own sadness. Although this whyoping has been
included amongst the secular strategies, it wasnofinbued with religious
meaning. It was thought to be useful for two maasons: firstly, it helped them

to stop obsessing about their problems and gava Hreactive occupation and
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sense of purpose, and secondly, it put their owagmal tribulations in context
by comparing them with the serious adversities ddog those who they were
trying to assist. For example, Jaime, a 71-year@iided layman, contributed to
a voluntary organisation who provided personal ,carentoring and supervised
accommodation to people suffering from AIDS and takrnlinesses (other
altruistic endeavours undertaken by the particpahtive already been
mentioned earlier in section 4.1., “Participantsd aheir contexts”). Jaime
explained that spending time amongst the ill help@d immensely to make his
daughter’s intellectual disability and his own hlegbroblems relative: it gave
him a way to get out of himself by filling the day a meaningful way. When
describing his voluntary role further it became agpt that it could not be
separated from his religious beliefs:
When | was nursing a man with AIDS who looked badugh to make
you run, | was asked by him why | was doing this Hon. | answered
that because he and | were children of God andefiner we were
brothers... there is nothing else to add, there i®ther reason behind
it... it is like that anecdote when someone who wagching Theresa of
Calcutta caring for someone told her “I would notwhat you are doing
for a million dollars” and she replied “me neithHer! the other day a
volunteer who had recently joined asked me “domt yove looking
after people with AIDS?” | answered him by sayingd are crazy! |
love being in a tennis club drinking a vermouth dodking at pretty
women, | am here because in all conscience | hawdtsomething, |

want to help them, not because | enjoy doing it!”

[Jaime, layman, 71, married, White Spanish, retieaather]

Maria, a single 62 year old woman, also illustratieid coping strategy: she
overcame her feelings of sadness and void by bexpmivolunteer in a local

care centre for children with severe intellectuabdilities: “I started going there
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[care centre] not feeling good about myself, fegliaally low, feeling bad, as |
had been left without a path to follow [she was emeetlundant from her job as a
secretary, which she had carried out for over 28rsjebut it was there that |
started feeling better, | found the satisfactiod #re joy | had lost. Being useful
to those who needed me made me so happy, it &dfithe totally”. Moreover,
her experience there inspired her to pursue nursaiging and to become a
qualified nurse: “I discovered the sick there... | aomvinced that it [being a

nurse] was my mission in life”.

As we have seen in the previous section, manyqiaatits approached their
parish priest, their spiritual director or theiliggous communities in order to
find solace and help in coping with their sadnexs @depression. Regarding their
social support network, resorting to their famileas often mentioned as one of
the most common sources of help, followed by clésends. Their close
relatives were seen as the most important portadif for seeking help and
support when confronted with sadness and despawelk as in cases of
depression, since there was a sense that one’sfamity knew “best how to
help as, contrary to other people, they could kaeg$ from the inside” being
“able to really understand the person’s worries saxthess”. Being able to “pour
your heart out” to someone caring and empathic eassidered as playing an
important role in the healing process. One patdicipfound another way of
externalising his feelings and concerns: writingnthdown in a diary became a

cathartic activity that helped her enormously ia tan years that she had been
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“totally devoted to looking after her parents” (lmeother suffered from cirrhosis

and her father from Alzheimer’s).

Several participants also consulted mental heattfepsionals. They sought the
help of psychologists, psychotherapists or psyadbtat with the intention of
engaging in psychotherapeutic work. Some refereedpecific modalities of
psychotherapy, such as cognitive-behaviour therapypsychoanalysis. The
latter type of psychotherapy was generally seem anitical light, as it was seen
as incompatible with religious beliefs and therefas potentially harmful for the
individual's spiritual life, as well as being vecpstly?’ A few participants who
were thought to be in need of antidepressant miodiica some of them
mentioned “Prozac”- consulted with their generagpitioner or a psychiatrist.
The majority of participants considered taking @epressant medication to be
an appropriate help-seeking behaviour when the essdrwas considered
pathological and along the lines of a depressiwieess. Pharmacological
treatment was thought to be warranted when theriggvaf the symptoms
worsened, when they persisted in time or when afaynphysical symptoms
emerged, such as severe weight loss or incapagtatsomnia. Most of the
participants faced non-pathological cases of sadmesl used religious and
social resources while those who had undergonesdsioin used these resources

in addition to pharmacological treatment and psjohi@py.

" There is a noticeable exception to the predominagative view held towards psychoanalysis:
Andrés, one of the layman participating in the gtusliccesfully combined psychonalysis and
spiritual direction to overcome anxiety and depmssghis testimony is explained in more detail
later on, p. 301).
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Antidepressant medication was not seen by the magbrity of participants as
an appropriate way to address normal sadriescover it was frequently seen
in negative terms, being described as “a passiwetwa&ope”, “an escape” and
as “running away from the root of the problem”. yhecommended instead
facing the cause or causes responsible for theesadusing the secular and
religious coping strategies described above. Maayned about the possibility
that taking this medication could lead to a medsedilon of the experience of
sadness, consequently jeopardising its positiveecaspof self-reflection and
personal and spiritual growth. It was also feltt thatidepressants might prevent
people from overcoming their sadness through tbein personal efforts and
inner resources, thus depriving them from cultivgtia thirst for overcoming
difficulties” and “a conqueror spirit”, which couldad to a “healthy pride” and
“security in themselves”. Sister Carmen summaltisesview:
Feelings [of sadness] are real stuff... pills dowlve problems; if | am
sad, | must not run way, | have to face it andehto find a way to deal
with it, resolving my problems is the natural wayvard, taking pills is
artificial... [To my question of whether she wouldesantidepressants if
she was in a state of severe sadness but couldist#rn an apparent
cause for her sadness] If | don’t know the causa thhave to take the
time to find the cause and learn why I'm feelingl.sknstead of taking
tablets, | believe | can find the solution for mgdsess... tablets won't

help me, they suppress growth.

[Carmen, nun, 53, White Spanish, Mother Teacher]

Other criticisms regarding antidepressant medinafmund in the interviews
were their lack of efficacy and their side-effedtssluding potentially unknown
ones. A few participants were concerned about paeentical companies’

economical interests influencing the overpresasiptiof these drugs by
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professionals, as well as shaping the public opimotheir own interest through

marketing campaigns.

A few participants - especially those with more Wfedge of mental health
matters - distinguished between “endogenous” am@ctive” depression (in
Spanish: “enddgena” and “reactiva”). They stateat ttaking antidepressants
was a legitimate option, even a necessary ondieircase of someone suffering
from the former type. As | will explain in detaih ithe following section,
“endogenous” depression was thought to be an dimgth an organic cause in
contrast with the sadness which was the natural mmanal response to
adversity. Sister Carmen’s long lasting friendskiph a woman suffering from
bipolar-affective disorder influenced her views amting depression (she
gualified it as “endogenous”). She held a biomddesglanatory model for her
illness, arguing for the convenience of using matbn: “the brain has
shortages of certain substances and what the niedictoes is to balance this;
thus taking medication is helpful... if this lack aseating an imbalance, you
can’t sort it out by, let us say, strong will; ymeed to take medication to

physiologically regain the balance and recover”.

I will illustrate the experience of taking antidepsants with the narratives of
two laywomen, Magdalena and Rosario, who were disgd with mental
illnesses and prescribed antidepressants. Althdbhgi had many distressing
symptoms in common, their perception of what wasuang to them was

fundamentally different: while Magdalena felt thslte was genuinely sick,
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Rosario attributed her symptoms to being an unaedstble reaction to
adversity. Magdalena, a 45-year-old single recemtp had been a
contemplative cloistered nun two decades before ®as diagnosed with a
depressive disorder after being in the convensifoyears. She described having
felt that she was “sinking into total despair” ahét she “just wanted to die”.
She firmly advocated the need of using medicatiback then, she was put on
antidepressant medication - as she felt that thelugon of her illness was out
of her voluntary control. She explained that shated to continue pursuing her
religious life in spite of her mental iliness, d®$ad already taken the perpetual
vows (these vows committed her to a cloistered esaptative life until death).
However, her Mother Superior and spiritual direc¢tayught that it was best for
her mental health to leave the convent. Her Moghagoerior played a crucial role
in securing her exit from the convent: “she faatiid my exit... she told me |
could not carry on like this, that a contemplatife was not for me... that you
can love God anywhere”. She finally abandoned bkbgious life relunctantly
and in a great deal of distress: “I left [the camyevery unhappy... feeling

totally broken, | felt that | was failing God”.

In contrast with Magdalena, Rosario, a 39-year-altemployed engineer,
considered her symptoms to be a “reaction to mgraat circumstances, | was
not suffering from any illness”. She attributed Badness to unexpectedly losing
her job and her long-term boyfriend breaking ughwier, both events happening
in a short space of time. She was diagnosed asrsgffrom a depressive

disorder and was prescribed antidepressant mealicdiy her psychiatrist.
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Although she took the medication for over six menémd experienced a mild
initial improvement in her anxiety levels, she nepaced much confidence in
the therapeutic potential of the medication, btherin her religious resources:
“well, 1 always thought that the medication waseenporary palliative measure
and that | needed something else. Maybe an agnwséin atheist doesn’t think
like me, and they settle on just relying on the ioa&tbn until the problem goes
away... but that's just papering over the cracks...nh@ the medication was a
patch, the real help was my faith, the best walate my problems was through
my faith, finding a different way to cope... | nevilmought my problem was

organic... | knew that facing my problems using myhfaould make me grow”.

As has been explained before, it was interestiag dhdifferent picture from the
one seen for antidepressants emerged for the cagesychotherapy: this
modality of treatment was seen by many participastsiseful for both normal
sadness and depression. The requisite of beingdidl not apply for
psychotherapeutic work as it did for taking antigsgants. Psychotherapy was
often not seen as a medical treatment but as aaldool to deal with feelings
of distress and sadness, as well as for personalajgment. Many more
participants valued positively psychotherapy thaycpiatric medication. Many
comments appeared in the interviews along the lnig¢ke following examples:
“psychiatric drugs have risks, there are more m@htuvays [to help those
suffering from sadness and depression]... psychgblyertzelps people to
improve themselves helping them a lot, much maoae tiaking pills [referring to

antidepressants]... | really don’t have much faitthese drugs”, “I did not want
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to take antidepressants, no, no,... a psychologigtedeme a lot... she [the
psychologist] helped me so much to organise my tdferganise my thoughts...
| was so confused... she was brilliant, she set sipstand homework for me to
do, | saw how | was improving week by week”. Itwerth noting that in the
Spanish health system, most of the psychotherapewtik does not take place
in the national health system but privately andcharitable and volunteer

organisations.

Three narratives of religious coping

Three narratives of sadness and distress willviollere to illustrate many of the
religious coping strategies described above: twdividual narratives, Father
Enrique’s and Sister Mercedes’s, and another molteative narrative, a group
of priests’ account of the unprecedented secularisaf priests that occurred
after the Second Vatican Council, which affectednynaf the participating

priests.

Father Enrique

Father Enrique, currently a diocesan priest andctaplain of a big urban
hospital, had been a Carthusian monk for fourtesawsy His narrative of sadness

illustrates many of the above religious coping teyees. He had to leave his
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monastery, with great relunctance, due to beingraiaed with a rare and severe
autoimmune disease two years before. His Abbot gwekt pains in making him
understand that he could not cope any longer \wighphysically demanding way
of life of the Carthusian Order nor could he reeeilie necessary treatment in
the remote area where the monastery was locatedsésgion 4.1.2., “Hospital
chaplain”, for further biographical details on FattEnrique, and see Note 8,
page 117, for a brief depiction of the Carthusiginitsiality). He gave one of the
most enthusiastic testimonies that | have encoedtar my fiel[dwork amongst
monastic communities of how much joy and fulfillmencontemplative way of
life could bring. He talked with great affectiondam a clear tone of nostalgia
about “the immense happiness” of the years he spethe monastery. He
especially had much to say about his experiendeating God’s love while he

was living there:

| have felt God’s love in my monastery... feelingttii&od loves you is
feeling a great sense of peace, you have the ogrtidiat God is loving
you, you see it in your life, in concrete factsewerything that happens
to you... all day long, you are always in the lovipgesence of God,
while you are working, studying... it's like being twithe person that
you love most, working together, feeling a conrmtti. an intimacy
between the two of you.

He had always taken for granted that he was gairdje as a Carthusian monk.

The possibility that an illness or other circumstgamould force him to leave the

monastery had never occurred to him before. Heresqpeed great distress when

he had to abandon his chosen monastic path anchdmnastery, which he still

regarded as his true home. He provided a rich tneraf the painful process
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that he underwent in the months following his daparfrom the monastery as
well as the ways in which he coped with and overcdms feelings of sadness
and desolation. His initial reaction was one ofetkbn and anger towards God:
| had such a tough time when | left the monastsoytough, so tough! |
rebelled against the Lord, | did not lose my fario! But | did rebel
against him, | told him: “Lord, | don’t understamdhy you do this to me
after fourteen years [of being a monk].” | spentesal weeks cross, very
cross, with the Lord.
In addition to the above feelings of anger towaedsl, he reported that for over
a month he had felt deeply sad, apathetic, lackirepergy and having frequent
bursts of crying. He had also been very worriedh@gould not see any future
for himself outside the monastery. His spirituéé kvas affected too during this
distressing time; for instance, praying, which Ipaglviously been such a natural
and effortless activity, often became an arduosk teequiring the use of all my
willpower”. However, he persisted in keeping uphwitaily moments of prayer
as they not only brought him alleviation of his feuhg but also its final
resolution. In one of these times of prayer, heraisedly opened the Bible and
came across a passage from the Gospel which wasveem helping him to
come to terms with having had to give up his maoasll. It triggered one of
the key coping strategies described in this sechenwas able to accept God’s
will trustingly, putting his life in his hands. Hevidly recalled this important
moment:
| was in a state of darkness, | don’t know how xplain it, | could not
see anything... | was still rebelling against therd, but there was a

moment that somehow the Lord wanted to talk to mepened the
Gospel and happened to set eyes on the passagettadbirds, the lilies
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from the fields, that they don’t spin or weave Bdd looks after them
and how is he not going to look after us, beingraech more worthy
than them?... and well, it was in that moment reading this th&ld
myself: “you [referring to God] love me and you ang father and you
want what is best for me, therefore | am puttingsetfyin your hands”
and then a feeling of peace filled me up. | fektained by God’s love. |
was overcome by a feeling of great peace, a péatentade me abandon
myself to his will.
When his health improved through an intensive plaaotogical regime, he took
the post of hospital chaplain. His firsthand exgece of having felt the
desolation and powerlessness brought on by hissdirand of having succesfully
overcome these feelings through his faith in Godewavaluable tools for his
work. He argued that they made him more empatlesourceful and in-tune

with the patients for whom he cared spiritually.

Sister Mercedes

Many of the religious coping strategies came togreth the narrative of Sister
Mercedes, a 45-year-old nun and Mother Teacheeotbmmunity. When she

was asked to describe an episode of severe saidnesslife, she described the

%8 Father Enrique refers to the following passage atthew 6:25-32: “Therefore | tell you, do
not worry about your life, what you will eat or ki or about your body, what you will wear. Is
not life more than food, and the body more thathele? Look at the birds of the air; they do not
SOw or reap or store away in barns, and yet yoavémy Father feeds them. Are you not much
more valuable than they? Can any one of you by ywmgradd a single hour to your lifééhd
why do you worry about clothes? See how the flovedrthe field grow. They do not labor or
spin. Yet | tell you that not even Solomon in al Bplendor was dressed like one of these. If that
is how God clothes the grass of the field, whichése today and tomorrow is thrown into the
fire, will he not much more clothe you - you oflitfaith? So do not worry, saying, ‘What shall
we eat?’ or ‘what shall we drink?’ or ‘what shalewvear?’ For the pagans run after all these
things, and your heavenly Father knows that you ieem.”
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split that her community suffered due to the bebawiof a fellow nun. She
explained how this nun, the Mother Teacher at tine,twas reponsible for all
the novices, who were four in number, leaving trenastery. She remembered

those days as full of distress and sadness:

It was very hard because | could see how the contynwas being torn
apart, the community was been split; | could cleade the cause but |
could not say anything because the cause reallytlveasiother Teacher,
she made life miserable for all the novices, pravgktheir departure
from the monastery. She planted the seeds of divisin the
community... | could see how she was destroying anconity that had
always lived with great unity... it was very hardgee the four novices
leave, people who you had seen joining with so meiatitement... we
are talking about four lives that, when they ldfie]l monastery], were
broken. It was a terrible drama that caused so msuffiering... she [the
Mother Teacher] used to accuse some of us [thogedihnot support
her], and the Mother Superior was the one thaesedfthe most: | had to
see how the Mother Teacher accused her, how shesyatologically
squeezing her... to hear her crying desolately... ghisation caused me
S0 much anguish.

In spite of the intensity of her suffering, shetatiathat it was also the time
“when she had more strongly felt God's strengthhe Semployed various

religious resources to endure those distressingtmsorPraying became a
“necessity” for her, as it gave her courage andehagpwell as being an avenue

to experience God’s presence:

| was having lunch with all of them [her fellow rs]nand | could not
hold back my tears, | was eating and crying... whes meal ended |
went to pray [to the chapel] and | felt how prayimgs filling me up with
strength... | felt that he [God] was with me... | fet sensation of
freedom invading me... | used to go to the chapelptay feeling
completely defeated, feeling that | could not heany longer, but while
praying | felt how the Lord was with me, how therdlavas making me
stronger, | even once left [the chapel] feelingeldinging!... feeling that
he was with us, feeling calm as he was with us.
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Sister Mercedes’s strong faith in God’s providehefped her to accept without
guestioning “his plans” even when they caused heatgsuffering. She relied on
God resolving the problems her community was gtimgugh. This was of key
importance in enabling her to cope, as she expglashe felt “totally powerless”
and couldn't see a feasible solution to their situm Giving God the
responsibility to “save the community” brought Iperace and a sense of control
and meaning. Moreover she trusted that God wartedeést for them even if
they themselves could not see it with their “lirditenderstanding”:
If you have faith, you know that God is taking ydwand, he is with you,
what | mean it that no matter how terrible things, &od is not losing it,
he knows what he is doing... | have this certaintiis is what | think
having faith means - to be able to say: “look, myrd, | don’t know
what is going to happen, but you know what youdmiag... this is also
having hope, yes, yes, that although | could net &®y way forward,
deep inside me, | had the conviction that nothiogl@ spoil God'’s plans.
| could not see any solution, any benefits... HoaveV was convinced
that God’s plans surpassed my intelligence andeifaliowed it to
happen, he had his reasons... the secret is tohmuseven if you only
see darkness.
If God allows it [suffering] to happen, he will bg good from evil even
if you don’t know what good can come from it albrdt rebel! as there is
someone [God] who surpasses you and is in control.
Retrospectively she was, on the whole, pleased whth outcome of the
problems that shook her community during those danggiing that they became
a channel for beneficial change. She rephraseéxperience along the lines of
a “purification” that helped them to mature. The thkr Teacher finally left the

monastery and the remaining nuns formed a morélyidginit community than

before: “going through this experience resultedaigreat deal of pain but the
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community emerged really healed and became muck muted;since then we

have learned to value our union greatly”.

Clergy’s coping with mass secularisatiof?

As a final example of religious coping, | will bfig present here the
clergymen’s firsthand experience of the unprecesteprocess of secularisation
of priests that took place in the Catholic Churalrimh the late 1960s and
throughout the 1970s, focusing on the main waysagfing used both at an
individual level and as a collective (the contribat of the Second Vatican
Council to the severe crisis that parish priesthwad facing and the reaction of
eminent theologians has been developed in “Cathdbegy”, appendix 1).
Many of the participating priests - both religioarsd diocesan were caught up
in this phenomenon when they were in the seminarshortly after being
ordained. Their accounts presented many similarifibey described witnessing
how fellow priests and seminarians left the Churcgreat numbers. Moreover,
they were confronted by an increasing number opjgedrom outside as well as
from inside religious circles, who argued that tbke of the parish priest was
obsolete, being no longer valid for the presenesirand therefore in urgent need

of revision and update.

29 Secularisation here refers to the process undartai priests in which they seek authorisation
from the Holy Office in the Vatican to become a [a@grson, thus they are dispensed from their
religious vows (Gran Enciclopedia Larousse, 199019975).
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The priests often brought up those years when askeéscribe hard moments
in their lives. The widespread secularisations goaeserious threat to their
vocations, which were thoroughly challenged. Thaswarticularly the case for
those who were seminarians at the time: they mttalaving entered the
seminary with high hopes and enthusiasm, onlyrtd fhat the priesthood, as an
institution, and priests, as individuals, were unaliéack, a situation they found
to be “utterly demoralising”. Although several bktn had nourished the wish to
become priests since boyhood, others were stilirdgavith their own doubts

regarding their vocations.

They frequently referred to those years as “tuniutenes”: they felt that the
seminaries were in the “eye of the hurricane” aglttbrn by powerful external
and internal pressures. Many of the external pressthey faced came from
certain sectors of the media and the Spanish soomtich were seriously
guestioning the role of priesthood. Their own wabtaning families, most of
them devout Catholics, were also a source of strassthe majority were
concerned that the seminarians make a successiofvibcations. Thus these
future priests felt obliged to reassure their fagsiland underplay the gravity of
the situation that their seminaries were in. Andhis were not enough, the
internal pressures were even more painful andcditfito endure: on the one
hand, they witnessed the voluntary departure ofynoénheir fellow seminarians
with whom they had shared a “common vision”, bubvdould no longer see the
validity of the role of the priest and, on the athand, they felt pressured by the

seminary’s teachers and mentors, who strongly utbeth to resist and to be
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faithful to their vocations. Father Jordi, who eththat since the age of eleven
he had been determined to become a priest, wa8-gaat-old seminarian when
the massive wave of secularisation occurred. Heiged an excellent depiction
of the uncertainty of those times, using the analafgits being “like a virus” to
explain how his fellow seminarians were leavingaodaily basis: “they were
rushing out of the seminary, one going this wayther the other way!” All the
seminarians who entered the seminary two yearsddiion left their training:
“not one was left from that class group!” He ofteondered when his turn
would come to “get the bug” (that would make hinave too). The situation
became “so desperate” that the senior priests angehof his seminary decided
to move the remaining seminarians away from thetoita remote house in “the
middle of the mountains... for a change of scereabse the situation was like

being exposed to a virus”.

The priests coped with this period of religious e@val in a variety of ways. In
order to deal with the vocational doubts triggelsdthe secularisations, the
majority of them resorted to reminding themselvéshe original reasons they
had had for taking this path, trying to keep themmind and firmly holding to

their initial call. There was also an implicit herair in their decision to carry
on. They explained that Christ and the Church ne#dem to have a strong
faith to save the priesthood, and alluded to previcritical times in the history

of the Church:
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[To my question of why he stayed in the seminaryals conscious of
having a vocation, of having received a call frommdG. it was a matter
of fidelity... | wanted to live coherently and to Bsthful to God, that's
it, | thought that it [continuing with his training become a priest] was
my little contribution... my answer to the lack ofldlity because there
was no fidelity amongst them [referring to the seamians and priests
that gave up their religious call].

[Jordi, monk and priest, 66, White Spanish]

Most of the religious coping strategies seen alaige appeared in the priests
testimonies, strategies such as resorting to faéh in God supporting them,
intensifying their moments of prayer and meditaticonfiding in their spiritual

directors for guidance, and searching for inspratand solace in religious
readings such as the Gospels or writings from asbhmariests from the past. In
more practical terms, many of them opted to keelpva profile and avoid

situations or people likely to criticise or chaldgntheir life option. Most of the
participating priests saw this period in vastly adge terms; however, a few of
them, those who had held more critical views ablb&tChurch, saw the crisis of
priesthood as a welcome opportunity to renovaterthe of the priest. They
argued that it had to become more in tune withdheclusions of the Second
Vatican Council and strongly advocated for the giri® adopt an attitude of

more service and approachability.
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4.3.2. Medical help-seeking behaviours were more teh advocated when

there was an absence of causality for the sadne&sck of context)

Seeking the help of their general practitioner orpsychiatrist, taking

antidepressant medication, and being admitted psyahiatric ward were the
main medical help-seeking behaviours found in thierviews. These sources of
help seemed to be associated with those caseslioésain which there was an
absence of an apparent cause explaining it (whemmesa “did not make sense”).
Participants were likely to pursue medical advicentselves (when they were
the ones experiencing this type of sadness) cedommend it (when they were
offering support or guidance to someone). Thus,nuie experience of deep
sadness was not seen in a context explaining fticants were much more
likely to see it as pathological. Moreover the taBon was placed within the

realm of psychiatry.

One of the most dramatic examples of this lack pgament causality was the
suicide of Martin’s brother-in-law, which took ptaonly one year previously.
Martin clearly attributed it to his relative’s mahtiliness, which he called
“depression”. He pointed out that although “he [histher-in-law] had lost the
meaning of life”, it did not make sense to thoseovidnew him well, as “he did
not lack anything, he was happily married, [he hadj lovely daughters, both
are well-married to two good chaps... one [daughgeg doctor... the other one
is an engineer”. His whole family agreed upon thedfor intensive psychiatric

care to treat his depressive illness: he receiNetrpacological treatment and
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was admitted to the psychiatric ward of his localsgital several times.
Conversely, when a cause was identified for th@assl dealing with the cause,
rather than opting for a medical and pharmacolégmate, was an integral part
of the narratives. The resolution of understandabliness (sadness that “made
sense” in the context of adverse circumstances)twé®e resolved from within
one’s personal and spiritual resources, countintherhelp of both religious and

secular figures (such as a priest, friends andlyaonieven a psychotherapist).

As was mentioned in the previous subsection, adasticipants used the terms
“reactive” and “endogenous” to differentiate betwdwo types of depression.
The former was understood as a normal reaction isfortune; thus the
depressive symptoms were seen as a natural andstartable response to the
adversity faced by the individual (this was equiaveilto the normal sadness of
most of the participants). Conversely, the latt@swonsidered to be a mental
illness and was qualified in much stronger termsshsas “pathological”,
“‘unhealthy”, “the authentic depression”, and “therst existing illness” (this
equated to the abnormal sadness without an appeaeise that most of the
participants differentiated from the previous caskloreover, endogenous
depression was thought to be caused by an orgamftrettion: a chemical
imbalance in the levels of neurotransmitters (aucéidn in serotonin was
specifically mentioned by several participants).sTtype of depression was
associated with hopelessness, a symptom regardpdrasularly alarming by
many participants, and with higher risk for theiundual’'s life. The distinction

between reactive and endogenous depression imguiechportant difference in
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the help-seeking behaviour considered appropiatenscessary to resolve the
distressing symptoms. Pastoral care and religiopsghng were thought to have a
clear role in helping those undergoing reactivereegon. However, it was
argued that their role was secondary, merely supporin the cases of
endogenous depression, for which the main curaie was given over to
psychiatrists, who could prescribe medicationseimedy the brain’s chemical
imbalace, which was responsible for the symptorogtol Father Esteban, who
had worked as a psychiatrist for over 50 yearsstithtes this view: he was
adamant that neither faith nor psychotherapy coulé endogenous depressions
and stated that the only ways forward were sulmgctthe patient to
pharmacological treatment to treat the illness alode monitoring to manage
suicidal risk:

In these cases [of endogenous depression] you soeseheed to admit

them [the patients] to hospital; an endogenousedsion is a depression

written with a capital letter... you need to watclerth closely, as they

may jump out of the window or slash their wrists...

[Esteban, religious priest, 91, White Spanish, redti formerly a

consultant psychiatrist]
The following quotations from Father David and Fatisteban illustrate the

recognition of the limited role of religious beligind faith in the case of

endogenous depression:
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Well, when a depression is an illness [referring @adogenous
depression] then | considered that it is very diffi for religion to be

able to calm them [people suffering from this iegin a more or less
permanent way; maybe it can only give them a teamyoinjection to

raise their morale.

[David, priest, 63, White Spanish, parish priesd &cturer]

In these cases [of endogenous depression], fagmbaole whatsoever.
Why? Because there is no faith or anything elseteths no faith, no
love, nothing whatsoever!

[Esteban, religious priest, 91, White Spanish, redii formerly a
consultant psychiatrist]

4.3.3. The impact of the individual's personality a their coping strategies

and help-seeking behaviours

In the case of many participants, the individugkéssonality, with its strengths
and limitations, was seen as playing a key rolhéway they coped and sought
help to alleviate sadness. Moreover, as was exgdaimthe previous section, an
episode of normal sadness or even a Dark Nighh@fSoul could turn into a

depressive disorder due to subjacent problemseipénson’s personality.

Participants with experience in providing spiriteare - mostly clergymen and
monks - were the ones to go into malketail regarding the interplay between
personality and ways of coping. They stated thabroher to successfully help
those suffering from deep sadness these peopléohbd motivated to change

those aspects of their personalities that mightdrgributing to their suffering.
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Although the spiritual directors saw themselveshaging an important role in
helping those in distress, they considered theviddals to be responsible for

overcoming their own problems and for achievingigpeschange in their lives.

Several spiritual directors talked about how défar types of personalities
influenced people’s coping. Those with a more riggatiew about themselves,
God and the world, and those who tended to blarherstfor their problems

were thought to be more likely to have maladapteping strategies, to seek
inappropriate help or even, when the right soufcgupport was offered, to not
be able to use it effectively. Conversely, othepogle had a more positive
attitude in the face of adversity and were mordiees in their ways of dealing

with sadness.

4.3.4. Gender differences between nuns and monks goping and help-

seeking

In general terms, the women participating in thedgtwere more prone to
devotional and pious practices, such as prayingdbary or to a saint, than the
men. Although most of the participants describedrigaa personal relationship
with God that involved sharing their daily joys amitbulations with him, women
tended to talk more about their emotions while dbst their relationship with
God while men did so in a more factual descriptind less sentimental manner.

Jaime, a retired chemistry teacher who had beehehbd of a prominent Church
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charity for decades and was at the time of thevree working in a voluntary
organisation which provides support and accommodatd people suffering
from AIDS and mental ilinesses, was a good exaropseprototypical male way
of talking about his religiosity:
| am a religious person, deeply religious, butamtout. | am not fond of
praying the rosary, going to the church all theetigoing on retreats;
you might say | have a cold religiosity, not a seental one... | like
what Saint Matthew says, that not by just sayindy 1@y Lord, oh my
Lord!” will one enter into the Kingdom of God... trections are what

matters®

[Jaime, layman, 71, married, White Spanish, retieaather]

In spite of the many similarities shared by thetipgrating monks and nuns in
their ways of life, striking gender differences wefound between them.
Although they shared many of the coping strategiesailed above, the
following significant differences between them webserved (for a summary of

these differences, see Table 18).

30 “Not everyone who says to me, ‘Lord, Lord,” wiliter the kingdom of heaven, but only the
one who does the will of my Father who is in hedy@&hatthew 7:21).
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TABLE 18

Differences between monks and nuns in the ways thepped with sadness

Differences in coping
Monks Nuns
Sadness is faced alone Sadness is shared with the community

Making themselves useful through direct Making themselves useful by providing
contact with guests, offering guidance anduests with food and accommaodation
help

They cope with the sadness of the crisis ®hey cope with the sadness of the crisis o
vocations in a spiritual way: accepting vocations in a more pragmatic way: bringi
God’s will and praying young women from different continents ar

actively promoting their vocation

Process of mimesis: Process of mimesis:

- they suffer from sadnesige Christ: they - they suffer from sadnesgth Christ: they
identified with him and his suffering on share and accompany him in his Passion
the cross his “wives”

- identification with intrepid, adventurous - identification with abused holy women

—

d

as

monks from the past

Role of the community: the monks faced sadness al@rhile the nuns sought

help from the community

A remarkable difference emerged in the way male famale communities
coped during their times of sadness: while the supfsfom the community
played a key role in alleviating sadness for theaspun the case of the monks,

sadness was faced alone, not shared with the cortynun
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When the nuns were asked about how they copedpeitiods of sadness, they
answered that they first sought God’s hatgl then, their community’s help. The
nuns highlighted the key role that the communitgypd during these times.
They sought comfort from their fellow nuns, andnnst cases shared the causes
of their sadness with them. Besides receiving a&jvibie nuns recounted
instances of physical comfort too, such as beinggkd, or having others
keeping vigil with them during the night. Most numsisted on the need for
being able to relax and confide in their fellow sufin the community one

needs to feel like one is at home”.

The novices particularly emphasised the importaricharing their worries and
anxieties with their Mother Teacher. It was obvious many of their
testimonies, that there was a high degree of tndtintimacy with this senior
nun who was in charge of their training and spaiitwell-being. Many alluded
to the healing, solace and comfort that sharingr theoblems with their
community brought them. Undergoing suffering preddthem with the
opportunity to feel more strongly their fellow &st’ affection towards them; in
Sister Carmen’s words: “suffering makes us expegeithe love of our
community, sorrows unite us more than joys, joy® alnite us but undergoing
sorrows actually makes you value more the lovehols¢ surrounding you,
makes you value having them at your side”. SistdfaShad much to tell about
her experience of revealing her sorrow and its eaoer sisters. She explained
that when she shared it simultaneously with herhdotSuperior and Mother

Teacher: “they ended up crying and hugging meérlanh she also opened up to
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the rest of her community, who also offered herirtteupport: “I have

experienced their sympathy because before | wasaligtone”.

However, within the male monastery the monks ditl st@re their sadness or
seek help from the other monks, but rather bore théferings in private. In
Brother Xavier's words, referring to a painful metihe went through: “alone,
prostrating myself in front of the Cross, aloneVeB when they saw that a monk
was feeling sad, they would pray for him (and “suffvith him”) but not openly
address the problem with him or acknowledge thay thhad noticed his
suffering. It is interesting that several monks trered that when they had been
in need of a spiritual director in times of despghgy had sought it outside their
monastery. Although four monks were ordained assgsi several monks chose
to have confession with priests not belonging ®rthommunity. In contrast to
the nuns, maintaining privacy within the communityas important for the
monks. The majority of the nuns were spirituallyntoged by senior nuns from
the same community: the Mother Superior was in gdaf the spiritual well-
being of all the nuns and the Mother Teacher kegibae eye on the novices’
and postulants’ spiritual development. Howeveresgvmonks insisted on the
importance of having a spiritual director outsitie tmonastery in order to be
able to express themselves with total trust aneédimen, and to guarantee

objectivity and impatrtiality from him as the follamg quotation illustrates:
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[In answer to my question if he would seek spititdaiection from a
fellow monk] Oh, no, no, not a chance, no, nolavihg someone from
outside [the community as a spiritual director] foe is unquestionable,
you need to be able to explain yourself freely...duse, at some points,
it has been precisely the community that has beesicg the suffering,
the community may be the problem, no?, listen, lal@ them all [his
fellow monks] but it needs to be someone from oletsiight?

[Jordi, monk and priest, 66, White Spanish]

Brother Terenci, the youngest monk in the monasteffgred a contemporary
critical view from within the monastery, the view @ man in his thirties who

had received a modern education, in contrast wghaider more “traditionally

male” monks. The lack of emotional sharing and cemication amongst the
monks upset him. Once, when another monk was dgste he felt unable to
openly approach him to ask what was wrong, aneéawstvent discreetly into his
cell to give him a hug and words of comfort. Besitlaming the old-fashioned
education that men received in the past when figlkdbout your problems or
admitting to be suffering was thought to be a sajnweakness”, he also
attributed their attitude to “the lack of training the monasteries regarding

affection and sexuality” and the “conservatism’hodnastery life.
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Focusing on helping others with their sadness: thenks offered personalised
care to those who visit the monastery while the suhd not have individual

contact with their guests

Both monks and nuns emphasised the importance epikg themselves
occupied when feeling down. Caring and trying ttpliee people who visit their
monasteries provided them with a way of coping whigir sadness: on the one
hand, they had to focus on some else’s sufferitigerahan their own struggles,
which often appeared insignificant compared to ¢hafstheir visitors, and on the
other hand, it was a welcoming respite and soufcdigiraction from their

troubles.

As has been explained in the previous section 4Hayticipants and their
contexts”, both monks and nuns offered accommodatdhose who wanted to
go on retreat in their monasteries. However, tihehel of contact with the
visitors was dramatically different. The monks hadnuch more direct and
personal contact with their guests: not only did tiuests share the monks’
facilities, their bedrooms were in the same butddand they had their meals
together (in the case of the nuns, the visitorgtsd@d ate their meals in a guest
house attached to their monastery). They weregi&mn the opportunity to meet
individually with a monk who could provide persasall advice and spiritual

care.
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The nuns had a strict criteria for accepting guetsisy were expected to be
practising Catholics and the purpose of their \nsidl to be of a clearly religious
nature (e.g. seeking some days of silence andudelitn order to pray and
meditate). In contrast with the nuns’ requiremetits, monks were much more
open: they prided themselves on welcoming “all saft people... practically
anyone who wants to experience first hand our wdyed; it was not necessary
for them to be Catholic, to practise a religionewen to believe in God. The
spectrum of people who had stayed with the monles the years was certainly
broad: religious men in search of time to meditatd pray; influential men with
powerful jobs, such as politicians and businessmiea longed for the monks’
advice, mentally ill people suffering mostly fronegtession and anxiety, those
trying to give up a drug addition, and many peophl® were undergoing life’s
crises or were distressed by problems of any kang. financial difficulties, job
tensions, undergoing a relationship breakdown divarce, struggling to end an
extra-marital affair, etc.). They once even hadaup of prisoners spending the
day with them: they shared their meals with therd aret individually with
those who wished to do so. From time to time, thlsp got phone calls from
people who described themselves as atheists oisagnavho wanted to spend
some days of peace and quiet in their monastery ds@an their hectic lives.
There were some testimonies in their guest boolsitovs had the chance to
leave a written record of their stay in this boatoming from their non-believer
visitors expressing gratitude and surprise at ltplaeing welcomed in spite of
their lack of faith and at not having been subjgcte any attempt of

proselytization. In the words of Father Jordi, thenk in charge of greeting the
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guests and showing them their rooms and the mawyastacilities: “we have
this wonderful experience of having had amongstsush a wide range of
people: from those who are mentally ill, undergolifgjs crises, overwhelmed
by problems... we have opened our doors to peopéeefy shape and form and
we welcome them all equally, it comes naturallyug) we listen to them and
understand them... we know what is wrong with themjusy looking at their

faces”.

There are a few possible reasons which might exgame of the differences
observed in the way nuns and monks negotiated theel of contact and
involvement with outsiders, such as the monks’ ganlevel of knowledge far
exceeding that of the nuns. Although both had tforestudying and reading
scheduled in their daily routines, the monks hadhamkably up-to-date
information about national and international newkjle what was available to
the majority of the nuns was rather limited. Thenksplaced great importance
on following the news through the radio, the tedemi and the newspaper they
received daily; they frequently brought up in oaneersations topics outside the
religious realm, such as politics, literature cg drts, something that was much
rarely done by the nuns. The nuns subscribed tgioak publications and the
little time they spent watching television or lisileg to the radio was devoted to

programmes of a religious content.

As | explained in section 4.1.5., while | at tinfemard nuns using the expression

“when | was in the world” to refer to the time beddhey entered the monastery,
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the monks rejected this expression that emphasiigedeparation between them
and the world. The monks insisted on “beingthe world” and on not being
scandalised by any problem that their guests nbghg to their attention, such
as drug misuse, divorce, extramarital affairs abdrtgon. There were also
significant gender differences in the level of faineducation achieved: six out
of the ten monks had received university educatrbile only two out of the ten
nuns had a university degree. Five monks had oddaotegrees in theology
while none of the nuns had done so. The monks’dritgvel of education could
partly explain why they appeared more confident ahease in arguing and
backing up their religious beliefs than the nund amy they did not find being
guestioned by their guests on these matters daur8everal monks and priests
were critical of the nuns’ knowledge on theologigaktters and seemed
genuinely concerned about it, advocating the neediZing them more training.
However, even more than their lack of formal edwcatwhat worried them
most was the nuns’ isolation and lack of opennasshis could lead to holding
narrow-minded, simplistic and judgmental attitudegarding many aspects of

modern society and the challenges faced by peapiadays.

Ways of dealing with the crisis of vocations: theonks took a more spiritual

approach while the nuns were more pragmatic

The lack of entrants into their monasteries, with subsequent increase in the

age of the community, was one of the main souré@gay and sadness for the
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contemplative participants, as this not only theaat their survival but also
brought into question the validity of their life togn in the Spain of today. The
nuns and monks coped with this situation in veffedent ways. Although they
both prayed daily for God to send them new vocatimnsecure the continuance
of their communities, the nuns adopted a more pt@ approach than the
monks. The nuns not only brought young women frdmnoad to become
postulants in their communities, but also advedtieir monasteries in religious
publications and even on the internet (e.g. oneth&f Mother Teachers
interviewed, Sister Mercedes, recently organised@en day in the monastery
for women who might have been considering consegrdheir lives to God,

and advertised it on Facebook).

The monks did not feel comfortable with such irities, arguing that the best
way forward for them was to try to live their comjglative vocations in the most
coherent way possible and ultimately accepting &adil, even if that meant
that the monastery at some point could not remaeno Moreover, they had
many reservations about bringing young men frompdetely different cultural
backgrounds into their community. Based on caseg #mew of from other
monasteries, they argued that the foreign monk&lqoose many challenges to
the cohesion of their community as well as bringthgir own problems: in
addition to the difficultues of adapting to a conpative life, these young
people also had to integrate into a new cultur@goa many cases unable to

communicate as they did not speak Spanish.
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Identification with religious figures from the pastthe monks identified with
Christ and brave holy men, and the nuns with beifiGhrist's wives”, the

Virgin Mary and battered holy women

The main figure that both monks and nuns activalyaged with in a process of
identification was Christ and the pain and desotagxperienced in his Passion.
Their sadness became their own “Cross”, increasiagneaning and purpose of
their own suffering and providing them with a sensk hope: Christ's
resurrection followed the suffering on the Crossowdver, there was an
important gender difference in the way they idesdifwith Christ. The nuns
suffered with Christ, sharing and accompanying him in his Passisn‘his
wives”; their goal was not to resemble him, bubeatthey saw their role as one
of lovingly offering comfort and support to Christhe monks sufferedike
Christ, trying to assume his feelings and attitydesl aiming to react in the way
Christ himself would have done. Moreover, the moafsn identified with the
human side of Christ, as “he was the son of Godaladat truly a man” thus he -
like them - also suffered due to having human depees such as desolation,
loneliness and disappointment (e.g. on the MountOtifes, Saint Peter’s

negations, Judas’ betrayal, etc.).

The Virgin Mary was the nuns’ supreme female moaet they strove to
resemble her in her purity and submission to Gedlk They often referred to
examples from her life, relating them to their oexperiences, such as the case

of Sister Raquel who, when describing a time ofesirfg, made hers the words
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of the Virgin Mary: “I am the servant of the Lordet it be done to me as you

Say” .31

The nuns’ strong identification with the Virgin Macontrasted with its
absence amongst the laywomen participating in tbhdys Alejandra was the
only laywoman who also reported having experiertbeglidentification with the
Virgin. Interestingly, Alejandra’s identification ag triggered by the fact that
both were mothers who suffered the death of theissAlejandra remembered,
becoming tearful in the interview, what she feltenhthe doctors informed her
of the unexpected death of her son: “like the Virgllary | also felt how a
painful sword pierced my soul... Mary was told by 8on when she presented

Jesus in the temple that a sword would pierce tnt &felt it, | felt it! Like her,

| felt that sword!®?

Besides Christ and the Virgin Mary, there were oti@y men and women from
the history of the Church that the monks and nuss @entified with, though

the qualities of these figures were admired difidye by them. The monks,
especially when relating the foundation of theirmastery, identified with the
intrepid and adventurous monks that preceded thehireat played an important
role in the origins of their order; men such as &bbf Molesmes and Bernard
of Claraval (for more details on these monks, gg®eadix 1: “Saint Benedict

and the origins of the order”). In contrast witkesk brave monks, the nuns often

31«1 am the Lord’s servant, Mary answered. ‘May yoword to me be fulfilled.” Then the
angel left her” (Luke 1:38).

32«Then Simeon blessed them and said to Mary, hitheto‘This child is destined to cause the
falling and rising of many in Israel, and to beignsthat will be spoken against, so that the
thoughts of many hearts will be revealed. And arswaill pierce your own soul too™ (Luke
2:34-35).
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identified with women from the history of the Chiarwho were psychologically
and physically abused by their husbands and whe wemonised by the Church;
women such as Catherine of Genoa and Monica, tithenof Augustine. The
nuns used these women as exemplary testimoniesdeirgoing suffering when
talking about how sadness should be endured witle lamd faith in God. They
had heard and read about them, and strived to teniteem during their own

times of sadness.

4.3.5. Clergy’s share their sadness with their falw priests

Many priests explained that sharing their sadnasgsweorries with other fellow
clergymen helped them to cope. Several priestsif@gpbthat they would only
share their sufferings and tribulations with anotiedlow member of the clergy.
Two main reasons were found for this preferencestllyj their belief that
another priest, with whom they had in common theication and who was
likely to face similar challenges, could understémein better. Father Anselmo,
one of the youngest participating priests, 39 yedrage, was amongst those
priests who would only share his problems with haotclergyman: “lonly
discuss my worries with another priest”. When lezskim to explain this choice
of confident, he was prompt in his replyorty another priest cariruly

understand another priest”.
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Secondly, they considered that keeping clear baigslavith their parishioners
was essential, as they needed to present an infegjeength and feared that a
revelation of their suffering to their congregaataild have been seen as a sign
of weakness; their role was to assist them in ttregls and not the other way
round. It also became apparent that a disclosurief feelings could make
them somewhat vulnerable. The priests’ relunctateeopen up to their
parishioners bore a resemblance with what | obseamong the monks: the
clergy also felt it was important to maintain theinvacy and to hide their
problems and distress from those closer to thenhdéasbeen explained above,
the monks kept their suffering from the rest of thenks they lived with). In
contrast with these views, there were also a feesfs who were happy to open
up to some trusted lay members of their commumitth whom they tended to
work on the parish’s projects, and to their fansilend lay friends during times

of suffering.

4.4. THE ROLE OF THE CLERGY IN THE CARE OF SADNESS AND
DEPRESSION, AND THEIR COLLABORATION WITH MENTAL

HEALTH PROFESSIONALS

Most of the findings presented here are extragi@u the clergy’s interviews, as
this area of inquiry was a key part of their infews. The priests were asked
many questions in order to explore in-depth the lieéy provided to those of

their parishioners who were undergoing profounchead and depression. Their
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opinions were also sought on the care offered lygipatrists and other mental
health professionals, as well as on their expeegiot jointly working with them

(see appendix 3, “Interview schedule”). The finstl dhe third subsections (4.4.1.
and 4.4.3) mostly compile the priests’ views, whitee middle subsection
(4.4.2.) captures the monks’, nuns’ and lay pegpiginions regarding the role
that clergy played in assisting in cases of sadaesksdepression. This latter
subsection attempts to complement the priestsintesies with those most

likely to seek their help in times of despair.

4.4.1. Pastoral care is provided for both sadnessd depression

Most clergy saw providing help to those sufferingm sadness and depression

as an important part of their pastoral role

Commonly, clergy insisted that caring for thoseengding normal deep sadness
as well as depression was an “essential part of pestoral care”. When |
enquired in detail about how they provided thispheh broad variety of
approaches and techniques employed emerged inititerviews which have
been summarised in Table 19. Being a source of hagemeaning was one of
the most prevalent themes: virtually all the psestressed the importance of
offering hope and religious meaning to those suftefrom both normal sadness
and depressive episodes. Integrating people’srsuffénto a religious narrative

and encouraging them to live this suffering in lilgat of their faith was thought

262



Section 4 Findings

to help them to transform their sadness into a imegéu experience. The priests
often reminded them of Christ's own suffering, aimito gently promote an
identification with him. They also insisted on telue of sadness for achieving
spiritual purification and maturation. They oftenggested that people “offer
their suffering” in order to achieve a favour froBod (e.g.enduring one’s
sadness with hope and faith in exchange for théingeaf a loved one). The
following quotation from Father Anselmo illustratie above:
It is essential to accompany those who are depieshese who are
suffering from life crises, personal conflicts... Aperiod of sadness
lived with faith gives fruit. The priest accompanidrom a faith
perspective, he gives hope, reassuring them teagiing to be good for

them, that they can learn from it.

[Anselmo, priest, 39, White Spanish, parish praast prison chaplain]

The priests highlighted the importance of activdéistening to those who

approached them for help and of having an empatiuiccaring attitude towards
them. They resorted to spiritual resources suctprager, acts of worship,

pilgrimages and religious readings. They were alsdt to detect those cases in
which the individual’'s dysfunctional religious befis and practices were
responsible for the sadness, cases such as sc¢r@xesssive guiltiness or
holding a punitive image of God (pathological raigs sadness has been

addressed in section 4.2.3.).

They adopted a pragmatic approach with those pewsptese sadness was the
result of a clear cause (e.g. family problems, theabncerns or vocational

crises): firstly, they normalised these feelingsaasunderstandable consequence
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of the adversity confronted and secondly, theydtie find a solution, when
possible, for their sadness. Several priests wisie \illing to offer practical

help, such as providing financial assistance, by dagal to the poor or advice to
find employment. One priest provided rehabilitatfon drug addicts. Spiritual
direction and confession were highlighted as twg &eenues that they had to

care for those undergoing sadness and depreSsion.

Generally, priests appeared confident in diffesnty between normal
phenomena, such as understandable sadness oousligkperiences like the
Dark Night of the Soul, and mental illnesses, litepressive disorders or
psychoses. However, a different view emerged régguttheir role in caring for
those suffering from mental illnesses: while théynast unanimously argued
that they could effectively help those undergoimgpréssion, they did not feel
confident in caring for those suffering from a psytc disorder. In cases of
psychoses, the priests saw their role as mainlpatipe, first to the ill person
and their families, and then to the psychiatrisowlas considered as the main
figure in the treatment; several actively encoudagagagement with and
adherence to psychiatric treatment (e.g. remindihgir parishioners of

appointments or giving them a lift to the psychadlinic).

33 Besides explaining later on in this present sufimedow the clergy used confession and
spiritual direction to help their distressed padnsiers, | have covered several other aspects of
these two pastoral activies elsewhere in the thesisomparison between confession and
psychotherapy was made in section 2.2.4. and tkerapancies found with regard to the
sacrament of confession and to the spiritual directevel of authority were discussed in section
5.6.3.
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The clergy saw themselves as playing a crucial noleaccompanying those
undergoing a Dark Night of the Soul. The contemydaparticipants and the
priests were those who most often highlighted thpartance of trusting their
spiritual directors and of being “docile”, acceptitheir advice on coping and
making the most of this period of spiritual darkhe®s we have seen
previously, in section 4.2.2., the first task o€ tpriest was to ensure that his
parishioners were experiencing a genuine case ok Daght and not a
depressive disorder. Once they were convincedeofiisence of mental illness,
their care focused on normalising their parishienémtense sadness and on
being a source of hope and meaning. They explainatlit was essential to
advocate for adopting a patient attitude througtbat Dark Night in order to
wait for the darkness to clear. Several participaieferred to a quotation of
Saint Ignatius of Loyola when talking about the che¥ not making drastic
decisions during this disquieting spiritual stalget rather to being patient and
holding firm to their beliefs: “In time of desolati, never to make a chang®”.
Father Enrique spoke about the case of a woman, aththe time of the
interview was going through a Dark Night and to whioe was offering spiritual

care, and reproduced some of the advice he had e

3 This is the beginning of the fifth rule of Saintnkgius of Loyola’s “Spiritual Exercises”
(1548/1920, p. 328), the full quotation being: time of desolation never to make a change; but
to be firm and constant in the resolutions andrddtetion in which one was the day preceding
such desolation, or in the determination in whiehwas in the preceding consolation. Because,
as in consolation it is rather the good spirit vguides and counsels us, so in desolation it is the
bad, with whose counsels we cannot take a courdedide rightly.”
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| keep telling her: “don’t worry, don’t worry... yoare in a process...
you have told the Lord that you were aiming to aghiholiness; well,
the Lord is purifying you and the only thing youedeto do is to let
yourself be purified, there is no other option, taebel against the
darkness, let the Lord act in you... this is partaohormal process,
nothing strange is happening to you, this is hajpgeprecisely because
the Lord loves you”. | even try to cheer her uptéing her: “take it like
the Lord is trying to elevate you and that he isifping you in the
measure he wants... let him act in you, you know &ad loves you, let
him act in you and especially don't force yourdelffeel when you are
praying what you used to feel before... if now yow'd¢éeel anything, so
be it, resign yourself to it, don’t force yourselflet yourself go and God
will give you what you need”.

[Enrique, priest, 44, White Spanish, hospital chapland church
assistant]
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TABLE 19
Clergy’s ways and strategies employetb help those suffering from sadness

and depression

Clergy’s answers to the question:
“how do you help those suffering from sadness andegression?”

- Installing hope and meaning, integrating theiffesing into a religious narrativ
(e.g. Jesus’s Passion)

- Active listening, empathic and caring attitudest giving up easily

- Using spiritual resources such as prayer, actgao§hip, pilgrimages and religious

readings

- Detecting cases in which the individual's religso beliefs and practices are
responsible for the suffering (e.g. scruples, pumitimage of God, excessive

guiltiness)

- Normalisation of their sadness, trying to finé tauses behind their suffering (e.g.

family problems, health concerns, vocational cjises

- Offering practical help (e.g. providing financedsistance, a daily meal to the poor

or helping to find employment)

- Helping to rehabilitate drug addicts

- Differentiating normal sadness and religious mimeana (e.g. Dark Night of the

Soul) from mental illnesses (e.g. depressive degmusychosis)

- Encouraging the keeping of psychiatric appointteemd adherence to psychiatr
treatment in cases of severe mental illness

- Through confession and spiritual direction
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The clergy encountered many barriers while trying fulfil this role

The barriers that hindered priests in assistingeghandergoing deep sadness and
depression were varied (the main obstacles encathby the clergy have been
summarised in Table 20). Many priests blamed tlwviong secularisation of
today’s Spanish society for erecting these barremguing that people nowadays
were reluctant to entrust their psychological amib&onal problems to them and
instead preferred to seek help in a secular coni@exy. psychiatrist,
psychotherapist), whereas in the past the clergyldvbave been their first port
of call. Besides the secularisation process, reseandals affecting the clergy
have damaged the image and credibility of the Ghas a place of solace and
safety for those suffering from distress and sagin&sother obstacle mentioned
by many clergymen was the poor or inexistent coltabon with psychiatric
services; they felt that mental health profess®uiad not consider them to be in
a position to contribute to the care of those surftg from depression. They
regretted this lack of joint work, arguing that yheere losing an “excellent

chance to do good together”.

Father Miguel and Father Victor longed for the “detence between doctors
and the clergy” that they had witnessed duringnfa@y years they had worked
as missioners, in the Peruvian Andes and in Afracad in the Americas and
India, respectively. They explained that the Iquaést of the villages and small
towns was routinely contacted by the doctors to indhter the sacraments to

their patients or to support their treatment planseligious conceptualisation of
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suffering and a way of coping filled with religiouseaning was fostered and
supported by the sick, their relatives, the papsbst and most of the medical
staff caring for them: “religion is everywhere tBghere [Spain] it is being lost”.
They also agreed that sadness was often underatoadesult of adversity, that
depression was diagnosed by doctors far less tifiem in Spain and, when it

was diagnosed, the cases were more severe.

Some participating priests held the Church itselbaing partly responsible for
hindering the pastoral care they could offer tostheuffering from sadness and
depression. Considerable ideological diversity @asmd amongst the clergy,
with some making a very critical assessment ofcilmeent state of the Church
and priesthood, while others had more conservaitiekless critical views. Their
lack of training in mental health was most commordgognised as the main
barrier that held them back from providing care.nBlamf them had received
formal training in the assessment and managememeottal illnesses nor in
psychotherapeutic techniques during their formaywars. They worried that the
current training provided in the seminary ran tis& of producing priests who
could “just apply recipes” and whose practice whadl ‘0f reductionism”. Thus
they argued that the training provided in the samjirwas in need of a “drastic
reform” and proposed a more “holistic’ and “pragitiatapproach to their
training, something “less minimalist”, “simplisticind “patchy”, which would
give priests both a good grasp of psychology arsich@sychotherapeutic skills.
The frustration and sense of urgency transmittetierr responses regarding the

inadequacy of their training was not translatedo ithe expectation that
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something might change in the near future. Theynseeto have resigned
themselves to the seminary’s teaching programménong as it is for quite
some time, as they wermt optimistic about the proposed changes takigeash

soon, blaming “the static nature of the Church”.

Finding a satisfactory balance between being cadnd intruding into the
private matters of their parishioners stopped s#velergymen from offering
support to those suffering from deep sadness apesiEon. While some priests
felt more at ease directly approaching a parishiovieo appeared to be sad or
depressed, others did not feel comfortable doingrebwaited for their help to
be requested by the individual or the family. A fpriests warned that certain
members of the clergy used their lack of trainingniental health as a reason -
“an excuse” - for not getting involved with thosehav suffered from
psychological and emotional distress. They argheatit a priest felt in need of
further training to be able to completely fulfilshpastoral responsibilities it was
his duty to pursue additional training to gain tieeded skills. They were critical
of priests “hiding behind their poor training”, amdgued that this might mask

the lack of a truly caring and compassionate a#itiowards those around them.

However, admitting to the inadequacy of their tiggndid not seem to stop most
of the priests from helping their parishioners wigre undergoing deep sadness
or depression, as they strongly felt this to be pértheir pastoral duty. The
clergymen’s determination not to lose any more powaed influence over

people still willing to seek their advice emergeawisgly in their testimonies.
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They were clearly reluctant to hand over the céithase afflicted by sadness or
depression to mental health professionals. Theyewguick to stress the
importance of faith as a powerful healing agenticlwihelped compensate for
the shortcomings of their training. Offering a Haiperspective to their
parishioners’ suffering was thought to be sometHingly therapeutic”; they
provided many examples of people they had helpeshtlure their sadness by
encouraging them to place their trust in God. IthéaJesus’ words: “faith is
such a good therapy! You can achieve so much thrdagh!” They felt
equipped to help many of their congregants thraihgir trials and tribulations
by skillfully applying the Gospel’'s teachings; theglied confidently on its
therapeutic potential to respond to the psychokigieeds of their parishioners:
“you have very useful resources in the Gospel'slaion”, “I find ways to help

[those in distress] from the wisdom emanating ftbmGospel”.

Besides mental health, two other areas of deficteaihing were identified
which hindered the clergy in assisting their paasbkrs in spiritual and
emotional crises. Several priests thought thatctbegy nowadays needed to be
more skillful in explaining their faith in order toe ableto sustain a dialogue
about religious beliefs with lay people; they wargtical of some priests
expecting their parishioners to invariably agre¢éhvtheir views and to follow
their advice without question (“always saying ‘yé&s'the priest”). Helping their
parishioners with their matrimonial and intimat&at®nship difficulties was the
other area that some clergymen admitted to stnugghith: the deficiency of

training in this area was accentuated by theibeely.
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Priests’ lack of time often emerged in the intemgeas an important obstacle to
offering a more personal pastoral care to theirspaners; they frequently felt

overwhelmed by other ecclesiastical duties thak toach of their time, such as
administering the sacraments (some explained higat had to cover more than
one church due to the current shortage of priestishad to travel considerable
distances to other villages and towns). There waerese that although they
considered offering this individualised pastoralecaery important, they had to
“find the time” for it in the midst of responding many other demands. A few
priests argued that relying more on the lay membétke parish church could

free priests of some of their pastoral tasks bywatig them to be more available

to offer spiritual care on a one-to-one basis.

Most lay participants saw an increase in theirip@dtion in church matters as
something positive and enriching for the life ok tparishes. For example,
Amparo, a 47-year-old secretary, received excelleatiback from her fellow
parishioners regarding her role as “extraordinarynister of the holy
communion®, an activity that allowed her to take the commurtio the sick of

her parish: “many elderly people had told me ‘Angpdrprefer you to come [to

% An “extraordinary minister of the holy communiois’a lay person committed to the Catholic
Church who helps the priest in the mass and hassgeeific task of administering the
consecrated host to the parishioners. It is impled the lay person will undertake the necessary
training to undertake this task. This role waswgtfed in the canon 230 of the canonical law and
was introduced by the liturgical reform that folledvthe Vatican Second Council through the
pontifical document “Immensae caritatis” in 1973. dpecifies the cases in which an
extraordinary ministeshould be used: firstly, when there is not a préastilable to administer
the communion; secondly, when the priest can nosa®ecause he is ill or elderly or has to
attend to other ministerial tasks; and finally, whae great number of parishioners waiting to
receive the communion would lengthen the mass skadg or when the parishioners need to
receive the communion outside the church (e.g. vihey cannot get to the church due to being
sick or elderly) (Vatican, 2013b).
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bring the communion], | wish Father Teod8rfthe parish priest] would not
come, I'd rather have you coming to see me bechoaa't explain anything to
Father Teodoro, the only thing | can do with hintamfession... talking to you
[when Amparo brings her the communion] does me aflgood!” You see they
tell me for example that they have argued withrtlohildren or whatever is

bothering them... I am not in a rush”.

However, a few priests and a small minority of perticipants took a dim view
of the increasing participation of the lay peopiethe parishes. These priests
feared that it could mean a relinquishment of tleemtrol and power over the
running of their parishes: “it could get out of danThe reasons offered by the
lay people to justify their reluctance regarding [aarticipation in the church
were mainly two-fold. Firstly, some argued that grgest was the one who was
more prepared and in a better position to attertthéoneeds of his parish: “the
shortage of vocations for priesthood scares me laelcause having the church in
the hands of lay people scares me a lot... | thigk sdome lay people seem to
think that they know everything. We are all prepate help in the church but
for me, the priest is the one who has the authonityo can help you best... they
have a special vocation”. Secondly, a few werecalitof the priests delegating
some of their tasks to their lay parishioners fboe tsake of their own
convenience: “if there were no priests in my padsbrch, | would understand it
[relying on the help of lay people] but we haverfauiests! Four priests! And

we have lay people in my parish doing lots of thieds priests used to do, for

% This is a pseudonym to keep the priest’s idemtityfidential.
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example, they have asked some lay people to takedimmunion to the sick...
and | don’t agree with this... | think they [the mig] are growing a little too

comfortable”.

Those priests who had consistently showed a matieatrattitude towards the
Church and priesthood throughout their interviedentified the following three
barriers. Firstly, the lack of emotional well-beilng certain members of the
clergy and their rather widespread feelings of limess were thought to hinder
the emotional availability necessary to help othbtany priests recognised that
feeling lonely was one of the hardest parts ofrthiecation to endure. A couple
of priests particularly referred to the “lonelindstt on Sunday afternoons” as a
good example of their loneliness, as the parishal@sed then - the mass being
celebrated in the morning - and the priests left alone. The importance that
maintaining and cultivating the links with theinfidies and friends had for their
emotional and psychological well-being was ofteghlighted. Several priests
stated that the best remedy to keep feelings dflilmess at bay was to spend
their free time with their families or with the ‘tifamily of the parish church”
rather than alone in the vicarage. A few prieststimaed that they regularly
joined their families or members of their congrégatfor meals or other
recreational activities (e.g. having lunch on Swysdaaking their nephews and

nieces to a museum).

Secondly, some denounced what they called the épsidnalization of

priesthood”, meaning that being a priest was besgnmore a “job” than a
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“vocation”. They condemned some sectors of theggldor their lack of social
commitment to those who suffered, for not having tiecessary motivation to
reach today’s society, and for having grown “toanéartable”. Some older
priests were critical of the younger generatiorpoésts as they felt that they
were more interested in the ritual aspects of thal®, such as administering
sacraments and participating in religious processiand festivals, than in
serving those who needed them most: “they [somengopriests] love the
sacristy, the table-cloths, the incense... rathen thaing committed to the
poor!” Moreover, those participant priests who wedively involved with
social causes (e.g. helping in prison, providinglydaneals to migrants,
rehabilitating drug addicts) felt they were frowneghon or even openly
criticised by other fellow members of the clergyoniiad more restricted views
regarding the role of the priest. Amparo, a laywomdno was very committed
with her parish church, also denounced some youymgests’ shortcomings; she
gave the specific example of her parish priestdéolpriests tend to have more
gentleness and are able to respond to their panets’ needs better than the
younger ones... they [the latter] don’t want to fadculties, they don’t want
trouble... for example, my parish priest, who is aryg man, has told me that he
can't visit the sick, | would tell him, please made effort, but he would become

white, pale, he would feel sick just by seeing them

Finally, some priests complained about not havirgupport network in place
within the Church to help them in their multipleska. They argued that the

parish priest often ended up doing most of his worisolation, unable to count
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on the help of senior priests who could share tkeawledge or lay members
who could assist him with many practical aspectsunining the parish. This
lack of companionship and guidance was higlighted aontributing factor to
“the current tiredness of the priests”. Moreovevesal priests were concerned
about the absence of official supervisory strucdtuasd missed not having
regular supervision sessions with experienced fgrfiesm whom to seek advice,

especially when dealing with challenging aspectheir work.

When the clergy were specifically asked about wheenues to receive
supervision they had in place to support theirqrastcare, virtually all of them
answered that they did not have anything formaltgreged for them and that it
was up to them to arrange it for themselves if eded hey explained that the
individual priest had to take the initiative to ke@nd request the help of a
trusted more experienced colleague. As Father Daaid: “you need to sort it
[supervision and support structures] all out yolfits&lany priests commented
how beneficial it could be for them to have readycess to supervision
structures already set up, rather than having @& for them themselves. They
particularly felt the need for this when they fadedsions, disagreements and
divisions within their parishes or when caring tbeir parishioners made them
feel “out of their depth”, such as when they triechelp them with mental health
problems or with matrimonial or family crises. Sealepriests were of the
opinion that having regular supervision should lbenpulsory for the junior
members of the clergy, as they argued there wasgagép between the

theoretical formation that they received in the s@amy and the reality they
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encountered in their parishes. A few priests weitecal of the lack of support
provided by their local bishops, in Father Victowsrds: “the problem is that
bishops are not shepherds anymore! They [bishope¢ teft priests [he was
referring particularly to those involved in missemp work] abandoned and

forgotten!”

Father Jesus: a narrative of social commitment

Father Jesus illustrated many of the points meaticbove offering one of the
most compelling narratives of social commitmentniduamongst the clergy.
Although he was not amongst the youngest priestscqpating in the study - he
was 73 years old and had been a priest for 40 yedre prided himself on
“being a priest in tune with the needs of & 2éntury parish”. He was a priest
with a strong personality and was certainly bluntis critical analysis of the
current state of the Church and the clergy. He ghouthat providing
individualised care to his parishioners who wereagahrough distressing times
was a key part of the priest’s pastoral duties;itty@ortance he felt for this task
was reflected in the words he chose to describe‘far me, it's a true
sacrament”. He set up a service to help drug asldicrehabilitate themselves
with the help of a married couple who had experencthis field. Interestingly,
it was Jesus himself who took the initiative to my@eh this couple and request

their help, as they had previous experience inihglgrug addicts, which he
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lacked. This service filled a gap in the commungty,it was the only one of its

kind in town.

He was a good example of a priest from on oldeegdion who managed to
adapt to the needs of his community and to estahblisuitful collaboration with
lay people: “we [referring to the lay couple he ext with] are a great team!”
They helped more than a hundred drug addicts dweryears; He described
several cases to illustrate their commitment, mainthem involving desperate
phone calls, often in the middle of the night, frparents whose son or daughter
were withdrawing from a drug (mostly from heroihle responded to these calls
for help by getting out of bed, going to their hotne‘see what | could do for
them”. Besides providing personal accompanimentsambort throughout their
rehabilitation process and in particular in thefidifit withdrawal stage -
“sometimes you just have to hold them in your arthere is no point in giving
them a spiritual lecture” -, he also offered preatdtihelp to reintegrate them into
society: paying their debts with money collectedhr parish or even with his
own money, using his influence and contacts to tinelm employment, and
encouraging non-addicted young people from hisspardo befriend them and

ask them out.

He was also one of the priests who expressed mitigatviews regarding the
excess of self-satisfaction and lack of social caiment of some of today’s
clergy: “priests need to leave the sacristy and radnthemselves to social

issues; less incense and more social commitmermidder, many of his fellow
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priests did not support his way of living his ptlesod and censured it: “many of
my colleagues tell me that | am mad, that why tiave to get myself into these
scrapes [helping drug addicts]?” He answered tirertne following manner:
“OK, maybe it's madness but it is a blessed madhessvery well, you go on
blessing the old devout women in your parish andllicontinue with my work,
but | am telling you that you are stuck in the Calaof Trent and | have moved
on to the Second Vatican Councili"Once more Father Jesls emphasised that
he was up to date with the new winds of changenen@hurch, stirred by the
Second Vatican Council and, more importantly, thatwas responding to the
problems afflicting today’s society, while the mti® who criticised him still

maintained the views held by the Church in the ,pastillustrated by the 16

century Council he referred to.

37 For more information about the Council of Trentdathe Second Vatican Council, see
appendix 1.
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TABLE 20
Barriers that the clergy encountered when they trid to help those suffering

from sadness and depression

What are the barriers faced by the clergy when trymng to help those suffering
from sadness and depression?

- The growing secularisation of society and peapteluctance to trust the clergy w
their psychological and emotional problems, prefgrrto seek help in a secul
context (e.g. psychiatrist, psychotherapist)

ar

- Recent scandals affecting the clergy that haveadgd the image and credibility
the church as a place of solace and safety

of

- Poor or nonexistent collaboration with mentalltreprofessionals

- Lack of training in the assessment and managewofemiental illnesses, psychology

and basic psychotherapeutic techniques

- Difficulties in finding a balance between beingriag and intruding into the priva
matters of their parishioners

(5]

- Lack of time and feeling overwhelmed by other lesiastical demands (e.
administering sacraments in more than one church)

- Their own lack of emotional well-being and feeglilonely

- Professionalization of their vocation: lack of tmation to serve those who are

suffering

- Priests who are more socially committed are negjgtperceived by other membefrs

of the clergy who have more restricted views remaythe role of the priest

- Feeling isolated: lack of a support network angesvisory structures to help tk
priest with the demands of his parish
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Spiritual direction and confession are considereffextive ways to help those

undergoing psychological, emotional and spirituaistress

In general terms, the priests maintained two typleselationships with their
parishioners. They cared for the majority of them &dministering the
sacraments, such as celebrating the weekly masstecting and giving the first
communion to the children, marrying couples andngjvthe last rites to the
dying. However, they could also offer a much moeespnalised care to those
with whom they regularly met on a one-to-one basisrder to provide spiritual
direction, or during confession (those who justfeea sporadically were not
included here but in the first type of relationghifddministering the sacrament
of confession and providing spiritual direction eeonsidered essential aspects
of their pastoral care. Moreover, most of the psiggrticularly cherished and
enjoyed these tasks, as they found them verylfalil The priests explained that
these activities allowed them to gain a deeper kedge of their parishioners
and gave them the chance “to do more good” by deual a more personal

relationship with them.

When | asked the priests to explain what the saenamf confession (also
known as the sacrament of penitence or reconatigtentailed, it became clear
that there was not a unanimous agreement amorgyst fhheir explanation had
in common the three main requirements of penitentyder to have their sins
absolved by the priest: experiencing contrition fine faults committed,

disclosing them to the priest and finally undemakthe “penance” given by the
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priest to make amends for the sins, such as sagnge prayers. However, most
priests added a new dimension to this sacramentofbgring spiritual
accompaniment to those who approached their caofeds They argued that
this could have positive effects in the penitergfsritual, psychological and
emotional well-being that went beyond the feelimjspeace and relief that
followed the forgiveness of sins. They insistedt thoa this sacrament to have
therapeutic value the priest had to move from risig to the penitent’s faults
and setting a penance to providing a serious splrimentorship that could
foster beneficial change and growth. Many priessssied on the importance of
making those undertaking this sacrament feel aceoimegd, supported and
understood by their confessor. They strongly fedit the priest should create in
the confessional an atmosphere of trust in whiehdialogue taking place there
could flow like an intimate conversation in whidfetpenitent could find solace
and understanding as well as sound advice and jaotie perspective from “a
senior spiritual brother who knew you inside-outidd‘cared for you deeply”.
Father David illustrated this view:
Well, in confession you tell your sins to the cader, fulfill the penance
and receive the absolution... however, | soon redltbat what people
needed was not just this, but also someone witlintisten to them and
someone that understood them even if not necessagileeing with
them... they could get someone else’s views andaemompanied and
supported. | think that this is an auxiliary fuloctiof confession: not just
being absolved from sins but also, at the same, tieceiving the human

support that the person needs.

[David, priest, 63, White Spanish, parish priest &cturer]
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Moreover, hearing their parishioners in confessimifered the clergy an
excellent opportunity to assess their state of nand to know when they were
going through a time of deep sadness or suffemogfa possible depressive
episode so they could accompany and support thener& participants went
beyond praising the therapeutic potential for nreamhg mental well-being in
the kind of confession that also included spiritmaéntorship to suggest a
possible cause-and-effect relationship between Ipsopurrently moving away
from the sacrament and the perceived increase otienal and psychological
problems in today’s world. They argued that manylifgfs tribulations and
psychological afflictions, which had been effeclyvdealt with through frequent
attendance to the confessionalere nowadays taken to the medical arena,
consulting psychiatrists and other mental healtdigssionals:

Since people do not come to the confessional andodseek spiritual

direction, many problems of emptiness and depredsiwe appeared, as

people do not have spiritual support.

[Jesus, priest, 73, White Spanish, parish priest]

Although adding a layer of spiritual direction teetsacrament of confession was
the most prevalent view, several priests and a demtemplative participants
vehemently insisted that the sacrament of confasaiod spiritual direction
should not take place together. Moreover, theyvalti discouraged any
diversion from the penitent's sins during confessieuch as attempts at
conversation: “confession is confession, if you tvantalk then we will meet
later”. They worried that engaging in spiritual aogpaniment could lead to

losing focus of the main aims of the sacramentldsng ones faults, receiving
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forgiveness and being willing to try not to failaag. They insisted that spiritual
direction and other more informal ways of commutincawith the priest (e.g.
seeking advice about their problems, letting hinowrabout some important

changes in their lives) should happen outside dméessional.

When | asked the participants who were at the vewpiend of the sacrament of
confession - lay people, nuns and non-ordained msionkwhich type of
confession they preferred (with our without spaituaccompaniment), a
predominant view clearly emerged. Although they didt deprecate the
sacramental value of the confession and the pedigelings of peace and relief
triggered by the forgiveness of sins, the majonitych preferred a confession
which was open to a spiritual accompaniment in Wwhiwey could “pour their
hearts out to the priest” and talk to him abouirtgiritual as well as secular
concerns rather than making a routine enumeratfotheair sins. Contrasting
with the vast majority of the lay participants whvere not bothered about the
barriers between confession and spiritual directisecoming blurred, a
laywoman, Paula, stood out, as she supported a ngpdeconception of this
sacrament:

Although | may seem very modern in many areas, lvany traditional

with regards to confession... for me, really, kneglidown in the

confessional, in front of a priest who, of couliseacting in the name of
Jesus and is forgiving me for my sins is somethitterly incredible!
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We do need to differentiate between the sacramkwrbifession and
spiritual direction... they are two different thingturing confession you
tell your sins, your faults, and you receive thedbtion, it's great, isn’t
it? And then, once the confession is over, if yanty you ask to talk to
the priest to receive spiritual direction.

[Paula, laywoman, 47, separated, White Spanishsdwite]

Although the priests explained that the spiritua@npaniment offered to their
parishioners varied depending on the willingnessl &ne needs of each
individual case, most of them differentiated a méwemal type of spiritual
direction from the more casual one that took placthe course of confession.
This more intense type of spiritual direction watesd a much higher level of
commitment in terms of time, trust in the spirltdaector and adherence to the
process of spiritual growth. Moreover, prior to #tart of the spiritual direction,
they had to reach an agreement regarding the mgutd their meetings, the
specific times for the appointments, and the oVdealgth of the process.
Although this type of spiritual direction tended take place outside the
confessional (often in the priest’s office), cowindiality was also maintained by

the priest.

Several priests and monks made a further distina@imongst those seeking to
engage with this more formal type of spiritual diren: those who approached
the priest mainly for spiritual and emotional helgring life crises that rocked
their faith and religious beliefs, and those whpsienary goal was to mature
spiritually. The priests provided examples of mad women to whom they had

offered spiritual direction to illustrate both typd-ather Lluc’s ongoing spiritual
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direction to two sisters served as an illustrabéithe latter type. These women
had undertaken private vows to remain celibate eviibrking actively in the
chemist shop they ownétiHe knew them very well, as he had been meeting
them individually, once a month, for many yearss Hhain role was to help and
guide them in the long term to achieve their spalitpotential. He praised their
commitment to perfect their spiritual lives and thiggh level of trust and

understanding their relationship had gained thrahghyears.

Andrés, a lay participant, also illustrated thisdality of spiritual direction, but
in this case he was the one receiving the spiriicabmpaniment himself: he
met regularly with a priest for many years. He expdd that in the initial
sessions they set up spiritual goals to work or, afrthe main ones consisting in
restructuring his “negative and demanding imag&o#”, which was causing
him great distress and anxiety. The long-term heipvided by his spiritual
director was key in changing this image of God,alhivas deeply embedded in
him: “I had to let go of my old image of God... nownmage of God is much

more free, he [God] accepts me unconditionally rdigas of what | do... it is

¥ Religious vows have been explained in sections344nd 4.1.4. (for the monks and nuns
respectively), including the difference betweenlésm vows” and “simple vows”. The monks’
and nuns’ vows are “public vows” meaning that tlzeg regulated by the church. As has been
described, they attached great importance to thenumies of profession of vows which are also
attended by their relatives and friends. Converstig religious vows of these two women
whose spiritual director is Father Lluc were “pt&zaszows”, personal promises made by the
individual on their own terms (Arzobispado de Valien 2013). Similarly, Brother Robert was
committed to living a contemplative life in the namtery bound also by “private vows” which
he individually renews with the Prior once a ydaniother Robert - as well as these two sisters -
do not need to apply for a dispensation from théyKifice in the Vatican if they wish to break
these private vows unlike those who were “solenmmbfessed”.
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OK to try to help others but he doesn’'t demand thatange the world... my
image of God is now much more liberating”. Regagdime other type of
spiritual direction (the one motivated by life adsiges), the priests provided
many examples of the reasons given for requestieg spiritual assistance,
such as the unexpected deaths of loved ones, s#vesses, serious financial

trouble and marital and family problems.

The priests acknowledged that not all their expegs of providing spiritual
accompaniment had satisfactory outcomes. The maimses for spiritual
direction to fail were lack of engagement with grecess, not attending and not
following the priest’s guidance: “there are somepe that, as soon as you start
disagreeing with them and advise them to change,disappear”. The priests
explained that those whose main motivation for utadkéng spiritual
accompaniment was to deepen their relationship Gid were more likely to
be succesful than those who pursued it to cope iifgts misfortunes. The
former tended to be more committed to perfect tispiritual lives and to
unreservedly place their trust in their spirituakedtor. The individual's
personality was also thought to play an importasié rin the success of the
spiritual direction: being more mature, having dolegp coping strategies and
being able to sustain deep and lasting personatiorkhips facilitated the

process.

Many participants stressed the importance of figdime “right person” for the

role of spiritual director, as they argued thatvdas essential to find someone
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who could truly understand and help them. Much ¢imduand effort was
generally devoted to this task: some asked foogheion of someone who knew
the spiritual director well while others advocatk@ need of meeting several
priests before choosing one. However, a few paditis opted to leave this
selection in God’s hands; such was the case of lbmamor found her spiritual
director:
| went to the cathedral [she was trying to reliénez distress following
the break-up of her marriage and wanted to findiespto help her], |
well remember that | kneeled down there, | saw ¢bhafessional... |
asked the Lord, “shall | confess or not?” [it hageb a long time since
her last confession] so | told God, “send me a’sigrlosed my eyes
asking him, “what sign are you going to send ma#elt like 1 was
losing my head... how was he really going to sendansggn there just
because | asked him... it sounded mad.... well, lo& @s soon as |
turned around | saw that the priest in the confesdi was reading the
same book - “With New Eyes®*that | had just finished reading. Look,
there are so many many many books in the world, rengvas reading
that particular book!... well it gave me goose piesp.. | knew he was
the priest who could help me.

[Leonor, laywoman, 41, separated, White Spanisithter]

Being spiritually advanced and having psychologidaiowledge were
characteristics highly regarded in a spiritual clioe, as Andrés, layman,
explained: “I started several spiritual accompamtagl was not happy with any
of them... it was not easy, it took me a while todfithe right person who

understood me: he was experienced spiritually audthe science too, he was a

% This autobiographical book, “With New Eyes: Ther$tof her Return to the Fold”, written by
the aristocrat Alexandra Borghese relates her ydiatanced from the Catholic faith and how
she rediscovered God, which led to a radical chémger life (Borghese, 2006).
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trained psychologist”. Some participants apply theancerns regarding the
clergy’s lack of psychological training, explaingdthe previous section, to the
particular cases of confession and spiritual dioectthey lamented that the
mainly theoretical knowledge received in the semyirdid not equip them to
confront the many challenges that confession airitusg direction posed. The
following quotation illustrates this with regarasdonfession:
You are taught the theoretical part of the sacransémenitence but
nothing on how to treat the person; we need mucheni@ining on
this... the training only focuses on the sacrameudiatension, the
liturgical side... we are taught how to administee tbacrament but
nothing on the most important things: how to listerthe person, how to
make the person feel understood... we are only tatinghtechnical part
of the sacrament.
[Miguel, religious priest, 60, White Spanish, heddhe office offering
pastoral care for migrants]
Two lay theological students, Andrés and Sergiteretl a possible “solution” to
the lack of specific training to undertake spiritufirection. Andrés was a
teacher and Sergio was a psychiatrist, both werged@s old, married and with
children. They both brought up in their interviettmt they were attending a
three-year-course in spiritual accompaniment runskyeral monks of the
Franciscan Order (it became apparent that they wefexring to the same
course). They were in the first year of this coueseit started a year ago. Only
25 students were admitted into the training, wéhesal candidates being turned
down because there were not enough openings tonacodate them. There will

be a new call for entrants in two years time whenfirst year students conclude

their training. The academic programme coveredtihee domains thought to be
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essential when guiding people through their smtijaurneys: the spiritual, the
psychological and the existential. It also includbe study of the Church’s
tradition of spiritual direction, paying particulattention to three mystics: Saint
Theresa of Jesus, Saint John of the Cross and Baintis of Assisi. There was
an important practical component, and students eeceuraged to discuss their
cases, which were supervised by their teacheitheinvorkshops set up for this
purpose (they had a strict confidentiality coddjisTcourse was open not only to
priests, monks and nuns, but also to laymen anddmen. Andrés and Sergio
strongly felt that “providing spiritual accompanintewas not an exclusive
ministry of the clergy”. They believed that lay pé® with the necessary
training, could fulfil this role in their parishes satisfactorily as the priest and
could even add a valuable dimension to it as “vel lerdinary lives, and are in
the world with our spouses, job, children... we aftaced in an excellent
position to undertake this task”. They both usezllord “vocation” to describe
their willingness to become spiritual directorsSargio’s words: “this [training]
has given me the opportunity to strongly fulfil mmgcation as a lay person
because | used to feel that not being a priest oncak | was missing
something... but now | can see my future in the Chugroviding spiritual
accompaniment”. When | asked them about how thegstw lay spiritual
directors being received in their parishes, theyntty responded that they were
unsure about the reaction of the parish priestpargshioners and admitted that

it was likely to take time for them to be fully agqted.
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4.4.2. Views on the clergy’'s pastoral care from theperspective of
contemplative participants and lay people: benefits critique and

comparison with the monks

Clergy’s pastoral care at its best can have a vegsitive effect on those

suffering from sadness and depression

As | have detailed previously, the majority of papants considered most cases
of normal sadness and depression - with the exxiusi the more severe forms
of depression - resolvable within people’s religipusocial and cultural
resources, and especially with the ongoing suppattieir families and spiritual
director, confessor or parish priest. Lay theolabgtudents, the monks and the
nuns, repeatedly stated that good devoted pastaralcould be extremely useful
in helping people suffering from deep sadness aptesdsion to cope with and
resolve it.Visiting the sick and the dying was also regarded aentral part of
priests’ pastoral care, which involved not onlyniging the communion to those
who were not able to go to church, but also spendiime by their bedside
providing comfort, hope and warmth. Convincing iteshies of positive
experiences of clergy’s pastoral care were giverséaye of the participants.
They praised it in the following eloquent mannehéy create spaces of life
where there wasn’t any life” or paraphrasing S&rancis’ words “where there

is sadness, they bring joy, where there is desibay, bring hope”.
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Having a parish priest who was willing to listentteeir feelings and worries
sympathetically and who could advise them wiselg Weghly appreciated. The
following attributes in a priest were much valugdeir empathy, fraternity,
sensitivity, their ability to make others feel saféhen talking about very
personal matters and their unconditional regard tfoyse in need. Being
available when needed was the most valued chaisicteof the clergy. In

contrast with mental health professionals, a del/@arish priest did not help
others “for the money” or for its being “their pesiional duty”, but rather for
their “vocation of service”, something inherent ttee priesthood; thus their
motivation to help others “came from God”, as Gadled them to become
priests in the first place. Similarly, Father Victirew a categorical difference
when comparing both professions, arguing that enlimental health

professionals, “priests were God’s instrument”.

When lay and contemplative participants were as&etescribe how priests had
supported them when they had suffered from deepesador depression, several
similarities were found with the clergy’s descrguts of the ways they used to
help those under their spiritual care. Most impaita the priests helped them to
find meaning to their suffering, which made it easio endure, since they
thought of it more as an invitation for spiritualrgication and personal growth.
They gave them hope and reminded them of theih faittheir moments of
doubts and confusion. The priests often referrectligious narratives of saints
and martyrs, and particularly to Jesus’s own paiming his Passion and

crucifixion as examples of trusting God when one wabjected to great distress
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and adversity. Encouraging sufferers to pray andeteive the sacraments
frequently were activities often recommended bydleegy as they believed that
those in need could particularly find solace in thass and in the sacrament of
confession. Priests’ home visits with the specifien of comforting and
accompanying people in their suffering were higldjued and tended to happen
when they were very unwell, such as in the case sévere depressive episode

in which the individual was unable to go out.

Those participants more religiously committed, ipatarly the contemplative
participants, regarded the spiritual accompaninpotided by their spiritual
directors to be the most comprehensive and intemgenue to receive
individualised guidance to successfully face aneroeme their times of sadness
and depression. This was the case of Father Jo@b;year-old monk from the
Monastery of Sant Oriol, who had suffered from salv&outs of depression”.
He explained that he felt “very ill” and believdtat he had had a predisposition
for “suffering this illness” since he was a youngmm*this [illness, referring to
depression] is something | have that comes and’géesording to current
psychiatric classifications, his symptomatology Vdounave likely fulfilled
criteria for a moderate depressive episode: herlgle@membered having
suffered from low moods, lack of energy, insomngor self-esteem,
despondency, deep sadness and anhedonia; each ldsteatl for a period of at
least a month and up to a year. His narrative @iffefrom most of the other
narratives of depression that unfolded in the ewfsthe interviews: although

he used a medical model to conceptualise his suffend considered that he
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was undergoing an illness and consulted with alpatist once and with his
general practitioner a few more times, he nevesyra a medical help-seeking
path. He sought neither psychotherapy nor tookdeptessants, and instead
opted for “putting himself in the hands of his #pial director”. He argued that
he could not have shared the spiritual aspectssafliess, such as for example
the impact that it was having on his vocation orhis relationships with his
fellow monks, with a mental health professionalhascould with his spiritual
director. He talked extensively about this man whHatompletely trusted, who
he said was very knowledgable about the “mind dwedspirit” and knew him
(Father Jordi) deeply. Father Jordi described &ip Bs having been crucial over

the years in helping him to cope with and resolgeepisodes of depression.

The actual care provided by the clergy to peopledargoing sadness and

depression often fell short of what it could hawdeially been

Some non-ordained participants were sceptic aldwtctergy’s pastoral care
being able to make a real difference to the livietheir parishioners. The more
critical participants argued that the majority @frigh priests did not meet fully
their parishioners’ spiritual and psychological d&eand that the care they could
feasibly offer to their parishioners suffering frotkeep sadness or depression
was limited. Idealised depictions of priests wecarse, and the majority of

participants held realistic views of the clergymitations and weaknesses.
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When the lay people, the monks and the nuns wetedasbout the reasons
behind clerical pastoral care fallirghort of what it could ideally be, many
similarities were found with the barriers recogdidsy the priests themselves
(barriers to pastoral care encountered by the ylér@ve been described in
section 4.4.1.). The main ones highlighted by hmdhts were clergy’s lack of
time for meeting the individual needs of the coggrdgs and their lack of
psychological training. Regarding the former barriemany lay and
contemplative participants were ready to excused#feiencies of the clergy’s
pastoral care in the light of their many dutiesg&ding the latter, although
criticisms of the priests’ lack of psychological dmedge were widespread
amongst the participants, only a few questionecctbigy’s ability to fulfil their
roles without acquiring these skills and appeatetheir personal responsibility
to remedy it by seeking additional training. Thqgsaticipants with specific
training in mental health worried that the priedisiited instruction did not
equip them with the necessary skills to rule ountakillness and to discern
“how far they could go before referring someone a@o[mental health]
professional”’; these participants were amongst e&hespressing a stronger
urgency in introducing remedial measures in therggie formal training.
Martin’s quotation illustrates this common concern:
For me there are three subjects that are fundamanttbhe clergy’s
training: theology, philosophy and psychology. Rdgsg the third one,
if you take their training programme, there is véttje, very little... the
priest's mission here is to serve, and in ordesd@ove he must know
about psychology, he must be able to get closeetmple, and | do
sometimes rebel against their lack of skills to sin.. because | see

certain priests, | see certain parish churches... lamtbel against how
little they [priests] approach people... a priestidtdoe able to assess a
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person’s state of mind... he is in a position to sd® amongst his

parishioners looks downcast, who is feeling sad. d Ae should then try

to approach that person.

[Martin, layman, 55, married, White Spanish, hekedrin a bank before

taking early retirement]
The case of confession illustrated well some of lihatations of clergy’'s
pastoral care: many lay participants regretted¢batession was often “rushed”,
as priests did not have the time for more thangtanough the ritual aspects of
the sacrament (listing one’s sins, being given mapee and being absolved).
There was a sense of a “lost opportunity” in whebgened in the confessional,
as many participants would have wished it to beasentonducive space for a
more personal interaction with their confessor mol they could bring up their
problems (examples of secular and religious probldmy would have liked to
share in the course of confession were given, sgatelationship difficulties or
spiritual doubts). Requesting a later meeting Wi priest, separate from the
confession, to allow this to happen was not alwagsy due to the hectic
timetable of the priest. Magdalena considered bafessor to be “exceptional”,
she regarded him as a model of patience and coropas&he explained that he
spent “hours and hours listening to people” andedahim “a saint” and “a
martyr of the confessionary”. In the way she préiban there was an implicit
criticism of those priests who did not possessdlmslities: “his forbearance is
infinite, hehasso much patience, he is understanding, sweet, tseupuwith so

many people that others [priests] would send pagkin
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A few lay participants and monks had much to sagualpriests’ lack of
commitment towards their parishioners. They fetttthey had become “too
comfortable”, in that some priests hid behind tmeany occupations purposely
to avoid “headaches”. They argued that in suchsc@s&as not so much a
genuine lack of time but a lack of having an atk#wf service. They described
cases of priests who, although they were very biagymd the time to help their
parishioners in need. For example, Amparo, a sitey@oman, praised her
priest’s availability:
| always say that he is a priest for 48 hours ardayfor 24 hours, what |
mean is that it doesn’t matter at what time you leath, he will be there
for you... whatever the time he is available andamof everything. He
is not only a teacher in the local school, but @s®poor man runs two
parishes and even managed to study anthropologiyiatrsity two years
ago... and he still has time to be with us, and hslp. however, you do
find other priests who are far less busy than himo @won’t have the time
to meet with you when you are not working and ary available to see

you during office hours when you can’'t make it hessayou are at work.

[Amparo, laywoman, 47, single, White Spanish, dacy

Along these lines, some participants argued thaespriests needed to “rethink
their priorities” and give more importance to beagilable to their parishioners
and to offer them more individualised care, patddy when they were going
through distressing times. The following quotatidrom Sergio, a lay
psychiatrist, captured this demand: “they [priestispuld be there when their
parishioners need to talk, need to be consoledfarted, when they need some
advice... they should dispense with other commitmertich are not really top
priorities. For me, personal contact should be ad#&mental task for the

clergy... | would even go as far as to say that steyuld cut down the number
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of masses they celebrate!” Several participants l&| down by their parish
priests’ lack of help in their times of need. Faample, Maria and her sister -
both very devout and committed to their parish -revelisappointed and
saddened by the fact that they did not receivewasits from the two priests of
their parish when both their parents became tedigiilhand were admitted to
hospital (the sisters practically “lived at the pibal” for over a month as they
accompanied their parents until their death). This® single women were
involved in many of the activities of the parishfrom being catechists to
cleaning the church - and “could not understandy wie priests did not make

the time to visit them during those incredibly aus and distressing weeks.

Those most critical amongst the lay participants e majority of the monks
referred to the clergy’s lack of spiritual matuoati as their commitment to
spiritual growth took a back seat to their othetigiaduties. In contrast with the
parish priests, the monks devoted most of theie tamd efforts to their spiritual
maturation, as they did not have all the work imedl in running a parish. Some
lay men and women argued that although priests draaligh “intellectual
knowledge” and “education”, they could be lackimg“spirituality”. Clergy’s
commitment to their own spiritual development wasstdered crucial: “if a
priest has knowledge and is also a man of deejtusdity, a man of prayer,
something special flows from him, you notice ie. will do a great deal of good
to those around him”. Father Francisco, a religipuest belonging to the

Dominican Order with an expertise in meditation angimitic spirituality, talked
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extensively about the importance for the clergytwk seriously on their own
spiritual maturation in order to be able to helpevs:
Acquiring self-knowledge, getting acquainted witie tdeepest part of
yourself, spending time in silence... it's so impattaFor being able to
create space in yourself, for welcoming God’s nystnd your fellow
brothers and sisters, you have to reach the deppesbf yourself and
empty it of yourself, if you have not reached yourer self and created a
space for God and those around you, how are yauggoi have space to
take others in? You have to get rid of your owndzag first.
[Francisco, religious priest, 65, White Spanisthedlogian and
psychologist, prior of his community, he is freqthgin demand to give
spiritual retreats]
Father Eusebio was critical of both priests’ andhksd emotional and spiritual
maturation: he voiced his concern that for manyhaim, the accumulation of
theoretical knowledge was not accompanied by teregmal maturation. Father
Eusebio, a religious priest belonging to the Aumumst Order, was the head of
his community. His religious order was not a corgiative one like the one the
monks from Sant Oriol belonged to, but an actifes drder?® He held a job as a
lecturer in theology and shared a flat with otheznmbers of the order. He
explained that he had first-hand knowledge of ttetesof the spiritual and
affective well-being of priests and monks, as hes wéen asked by them to
conduct spiritual retreats. He stated that theimftive years did not prepare
them to meet the affective and emotional demandbef future life. Thus he

advocated offering routine psychotherapy sessiorthdse training to become

priests and monks throughout their formative yaar®rder to support their

‘0 As opposed to the Augustinian nuns of the study wiere contemplative, there are no
Augustinian monks devoted exclusively to a conteting life.
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emotional and psychological development and to tiedm discern if a religious
and celibate life was the right path for them. Mererecommended those who
wanted to become priests or monks “to fall in |t»&fore entering the seminary
or the monastery”, as he thought it was crucialtfem to have experienced
what having an intimate relationship was like beftrey could fully commit to

being celibate for life.

The monks of the Monastery of Sant Oriol expregbeit concerns regarding
the loneliness suffered by many diocesan prieststhair lack of supportive
relationships, which could cause an “affective V@dd render them susceptible
to emotional difficulties. In contrast with the g, they not only shared their
lives with their fellow monks of the monastery, @iso had strong links with
monks from other monasteries who belonged to thedigious order. Several
monks spoke sympathetically about today’'s clergiplaning they felt they
suffered from a kind of “burned out syndrome” aradl liwidespread feelings of
disillusionment”, feelings they attributed, at lepartly, to the excess of parish
work they were subjected to due to the currenttalgerof priests. They argued
that their excessive work load was responsiblgteir neglecting their spiritual

growth and recognising the need to nourish persafaionships.

When | asked the monks to share their thoughts tatleugy’s pastoral care,
they spontaneously compared it with the spirit@kdhey offered to those who
visited them (for a summary of the comparison betw¢he clergy and the

monks from the perspective of the latter, see Talle The outcome of these
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comparisons was, almost invariably, to give a cledwantage to the monks.
Firstly, they felt themselves to be more spirityaiiature, as they devoted much
more time and effort to their own spiritual devetmgmt and were thus better
equipped to help those undergoing emotional andtsgi distress. Secondly,
they argued that they were more available to niest guests individually, as
they did not have to attend to parish duties andldcoount on the support of
their fellow monks to free up their time. Thirdifpey considered themselves to
be in a better emotional state to help, as livimgommunity kept feelings of
loneliness and isolation at bay. Finally, they &&dd that the monastery
provided an inviting and trustful space for pedepen up to them. The peace
and stillness that emanated from the monks coettasith the hectic pace of
many priests, who were often rushing around in otde meet their many

pastoral duties.

The following quotations from a monk and from a feychiatrist illustrated the
above comparative analysis between monks and g@rigstwhich the former

emerged with greater merit:

First of all, priests are very busy so people cangally go to their parish

priest and say to him: “I would like to talk to yoyust like that, no, they

can’t. But here [in the Monastery of Sant Oriol]is different, they [the

guests who live in the monastery] are here, theye haore time to

reflect, we have more time, the peaceful spiriatalosphere helps too, it
is conducive to having a deep conversation thagretise could not be
arranged hastily.

[Jordi, monk and priest, 66, White Spanish]
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The religious orders have a solid heritage of g@tiaccompaniment... |
would rather ask a monk for spiritual guidance thaarparish priest
because priests are packed with tasks... monks allays more time
and are likely to have more spiritual education.. nyneeligious orders,
such as the Jesuits, provide much more spirituabrapaniment to
people than what the clergy can offer...I also thinkt monks have a
more developed inner life... the experience of fasthmore developed
amongst contemplatives.

[Sergio, layman, 40, married, White Spanish, psaicisit]

It was interesting that the fact that four of thenks were also priests did not
alter their critical views about the state of todagtergy. When they were asked
specifically about how they handled their two idiées - being both a monk and
a priest - a predominant view emerged: all of theuitt) the exception of Father
Jordi, stated that they felt that the contemplathanastic identity prevailed over
the clerical one (“I am a monk above all'”). Thegcttled to be ordained as
priests as a “service to the community” and ex@dithat a religious community
could not function without some of its monks alsinlg priests, as they needed
the latter to administer the sacraments and pé#atiguthe daily mass (it was
convenient to have several priests amongst thentheg could share the
ministerial tasks). In contrast with his fellow amed monks’ unanimous
answer, Father Jordi started his response by cangpary question to another
one in a joking tone: “your question, Gloria, ikdiwhen you ask a child whom
do you love more your mother or your father? Yoo'tcask such question!” He
strongly felt that his role as a monk and a prigste knitted together in his
religious vocation and could not be separated oo the other. In spite of the
ordained monks’ conceptualisation of their priesthas a service towards their

fellow monks, it transpired during the course oé tteldwork that the non-
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ordained monks were critical of the inequalitiesttexisted between them, such

as the condition that a monk, in order to be etetiead of his community, had

to also be a priest. The latter was particularyetipgy for many of the monks

who considered that their order should ¢

non-ordained monks to this post.

TABLE 21

hange riles to allow the access of

Comparison between the clergy and the monks from th perspective of the

monks

Monks

Priests

More spiritually mature as they invest mg

time and effort in their spiritual developmen

0 not devote enough time to work on th

tspiritual growth

eir

More available to help those undergoi

emotional and spiritual distress

nigack of time and availability to help others

they are overwhelmed by their parish duties

as

They have the support of their religio
community to free time to meet peof

individually

usolation and lack of a support network; th
levork alone without the backup of a religio

community

ey
us

They emanate peace and stillness, creati

welcoming and trustful space for people

nghey are unable to provide a serene spac

tmeet their parishioners as they often have

e 1
I

open up to them

rush to meet their many pastoral tasks

303



Section 4 Findings

4.4.3. Clergy and mental health professionals: ovip, rivalry and

collaboration

Overlap between the work of the clergy and mentahlh professionals

The clergy often held the similarities between thveorks and those of mental
health professionals as being responsible for tiggested competitiveness they
felt existed between the two professions. Thisliwaas accentuated by the fact
that both were approached by people experienciaglaéon and distress. Many
participants, especially those with a medical oygcpslogical professional
background or those who had suffered from mentaltihngroblems, were more
aware of the overlap in the work of clergymen arghtal health professionals.
Several remarked on the fact that mental healtfepstmnals and priests “both
work with words” as their main therapeutic tool;isthwas applicable to
psychologists and psychotherapists but also to hpaytsts as, although
prescribing medication was considered by the vagbrnty of the participants to
be their main treatment, they did not necessaaleho resort to it to help their
patients. Lamberto, a lay general practitioner, wagk to point out what he
thought was the shared domain: “priests and dod¢tave facets in common...
the main facet in common is that both treat thd;dbe doctor treats the body
and treats the soul, and we could say, talkingary simplistic terms, that the

priest treats the soul... this is what they haveoimmon”.
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Andrés’ testimony was notable as he was able toesfiglly combine the help of
a spiritual director and two mental health profesals (initially a psychiatrist
and more long term, a psychoanalyst) in addredsi@wn severe anxiety and
depression. His case highlights the complementaayura of these two
disciplines as he resorted to both of them to shisesuffering. This 40-year-old
married teacher explained that, although he wasivieg regular spiritual
direction, he decided to consult a psychiatrist:réhlised that although the
spiritual accompaniment was helpful, it was notugioand | needed a different
type of support [from the psychiatrist]’. After sew sessions with the
psychiatrist, in which he was prescribed medicatiba psychiatrist referred him
for psychotherapy to a psychoanalyghom he saw twice a week for a year. He
discontinued the psychoanalysis once he felt hedtace he was struggling to
afford it, but continued with regular spiritual gance - which was free - for
many years until his spiritual director left Spdburing the one year that he was
under the care of both the spiritual director dralgsychoanalyst, he considered
their roles as “complementary”, explaining thahaligh “the spiritual and the
psychological dimension are close, they are notsdree” and therefore he was
in need of both. He did not find any tensions betwthe two, who were aware
of the other’s involvement, as “they were both vexgpectful with each other”.
Other participants endorsed using both the help pfiest and a mental health
professional, and they expressed the help of ther la religious terms along the
lines of the followingguote: “psychiatrists, medication... are all metrag God

has put in our way to be used”.
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Clergy’s pastoral care and psychiatric care: rivgland comparison

Many of the priests compared the pastoral care pineyided to those suffering
from deep sadness and depression with the servasedpd by mental health
professionals. The outcome of this comparison waoubtedly positive for the
clergy (their critical views of psychiatric carellWbe presented in the following
section). They saw mental health professionalsoagpetitors and often made
remarks that betrayed a sense of rivalry in thepeet. Many clergymen spoke in
a tone of regret and nostalgia about people novagamgferring to consult
psychiatrists, psychologists and psychotherapidterwafflicted by emotional

and psychological distresather than consulting them.

The main argument put forward by the clergy to akpthe current preference
that people had for mental health professionalstivagrowing secularisation of
Spanish society. The consequent gradual loss igioes observance and values
was often seen as being responsible for the risexistential dissatisfaction,
emotional and psychological problems, and menthleskes, particularly
depression and anxiety disorders. They regrettedatk of influence that the
clergy had on people’s lives and explained thatpfgeased to rely on their
parish priest to help them with their existentiases and life tribulations, which
were resolved within a religious context througlgfitent confession, spiritual
direction or simply by seeking clergy’s advice (degure 1 for a graphic

representation of these aetiological links).
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FIGURE 1

Diagram showing an aetiological link between the deease in the influence

of the Church and the increase in mental illness,saseen by the participating

clergy

Secularisation:
loss of religious observance and
values in today’s Spanish society

Increase in existential dissatisfactior
emotional problems and menta
illnesses, particularly depression ani
anxiety

Decrease in clergy’s influence i

people’s lives (e.qg.

fewer people goir

to confession, or seeking spiritue

direction or advice)

Many participants considered - at least at a thmaldevel - that collaboration

between the clergy and mental health professiocaldd be beneficial to the

religious mentally ill patient, such as in the cagesomeone suffering from

depression. Most of the clergy readily acknowledgjeat severely depressed

people - especially when they were a risk to thdévese “have need of faith but

also of science: they are not separate”. Howeheséd participants who longed

for this collaboration regretted that this was ffam a reality, as the pride and
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insecurities of both professions tended to gethan way of their seeking help
from one another. The following quotations from eligious priest and a
laywoman illustrate these attitudes:
Both professions [psychiatrists and priests] belieiemselves to be
absolutely autonomous: the spiritual director fablst he can play the
psychiatrist, and the psychiatrist feels that day fhe spiritual director.
[Francisco, religious priest, 65, White Spanish,eolbgian and

psychologist; prior of his community, he is freqtlgmn demand to give
spiritual retreats]

Each one [the psychiatrist and the priest] has thwn field, and they
don’t want to know anything about the other’s field think that a priest
with a deep experience of God can be very benéfleia someone
suffering from depression] but this doesn’t meaat ttme other field is
not needed.

[Maria, laywoman, 62, single, White Spanish, nurse]

The clergy’s critical views of mental health care

Critical voices regarding the care provided by rakhealth professionals were
widespread among the participants, and negativemmnts undermining their
work were abundant in the interviews. The pries&sesthe most emphatic in
their criticisms and their arguments were more dbghly elaborated. The
mental health specialist that received the stranged most frequent criticisms

was the psychiatrist, followed by the psychothesapiand particularly those
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offering psychoanalysts - and finally the psychologist. The priests catic
assessments of many aspects of mental health piafets’ work compelled
them to offer help to their mentally ill parishiosein spite of having to
acknowledge candidly their own lack of trainingeeuvn cases where they felt

uncomfortable and out of their depth.

They were mainly critical of three aspects of psgtic practice. Firstly, the
clergy argued that psychiatry held a compartmesgdliand narrow view of the
person that focused mostly on physical aspects ithtelied too much on the
biological model of iliness while neglecting othessential aspects, such as the
spiritual and the inter-relational. Regarding tlatdr, they argued that the
supportive role that the family, friends and redigg community could play was
key for the individual’s recovery; thus they stavi® foster the social domain as
part of their pastoral care. Medication was congiddo be the main treatment
tool used by psychiatrists, which the clergy argwe often over-prescribed.
Conversely, the clergy explained that they combibetth medical and religious
beliefs when helping their parishioners who sufferfom sadness and
depression, as they held a holistic view of thesper They explained that, in
contrast with psychiatrists’ over-reliance on présog antidepressants and
sedatives, their main “healing tools” consisted laftening, talking and
encouraging the use of religious resources, sucpragng, attending acts of

worship and appropriate religious readings. Falh@nuel shared this criticism:

*! This type of psychotherapy, as will be explainatél on, was often seen as markedly anti-
religion as well as unaffordable to the majoritgeNote 27, on p. 224, for a brief commentary
about a participant contesting this view.
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They [mental health professionals] think they knin human mind and
its real mechanisms but what they end up doing rabshe time is to
mess people up... | would say that in 80% of the £#isey mess them
up... even if you found a trustworthy and good psgtigt who does not
mess you up too much and tries to help and givasayaill, you do know
that a pill is not going to take the problem away!

[Manuel, religious priest, 66, White Spanish, gapsiest and lecturer]

Secondly, psychiatrists’ medicalisation of sadreesa mental illness - along the
lines of a depressive illness - was seen as thecsaf many problems; for
example, the potential of psychiatric treatment to make pneblem chronic,
leading to stigma, social exclusion and even ustihalisation. They contrasted
this with the approach of the clergy, who strivednbrmalise sadness as the
result of the vicissitudes of life, and to fosteopk and meaning through
interpreting the sadness as a religious narratillef potential for catharsis and
beneficial change. Moreover, they argued that béelged by the parish priest
did not lead to further marginalisation and is@atbut, on the contrary, could
increase the individual’'s sense of belonging, agg seen as socially acceptable

and even laudable by the congregation.

Thirdly, the role of the psychiatrist was compa@dically with that of the
clergy. A psychiatrist’'s time is rigidly limited,nd his work is based on
knowledge and plagued with financial and social spge incentives.
Conversely, the clergy talked about their role emyvdifferent terms to the ones
used to describe that of mental health professsornidiey described their role
along the lines of being: “a vocation”, “a life-lgrcommitment”, “a call from

God to do this work” and “an altruistic service’hdir skills were not just based
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on following an academic career, but also on “beifg contrast with the
psychiatrists’ adquisition of “mere knowledge”, yhédad to work on their
personal and spiritual maturation. It was cleat tha clergy saw their role as

carrying a certain degree of inner wisdom and ofahand spiritual superiority.

Some differences between the psychiatrist-patielationship and the priest-
parishioner one were also pointed out. The formas argued to be rather rigid
and full of boundaries, as it was subjected to dhservance of a number of
explicit and implicit rules, such as the professigduty to violate the patient’s
confidentiality in cases of risk, or to expect banpliance with pharmacological
treatment. The clergy considered their relationstih their parishioners to be
“totally different”. The divine component of theielationship made them see
those who approached them as “children of God” dhdmselves as

“representatives of Christ”. Thus they felt compdlto persist in helping them,
and to refuse to give up on them. They were al$® talresort to behaviours and
attitudes which would have been censured as urgsiofeal or unorthodox in

psychiatric practice (such as adopting paternalistittitudes or taking

parishioners out for lunch or for a walk). Moreowue priests could provide a
stronger reassurance regarding the safety andaatiraf what was disclosed to
them, as in the case of confession, in which thegeee no exceptions to

maintaining confidentiality?

2 There are no exceptions that could allow a priesteveal his penitent’s sins as has been
explained in section 2.2.4., “A comparison betweenfession and psychotherapy”.
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In addition to these differences, the clergy did rexeive remuneration from
those whom they helped. Conversely, consulting withmental health
professional might involve the payment of fees Wwhaould be rather costly,
especially when the individual wanted to avoid roation and opted for
psychotherapy instead (the latter is mostly avéldh the private sector in
Spain). Father Francisco, who was also a traingdhadogist, illustrated some
of these differences with an example of his own:dffered “spiritual and
psychological accompaniment” to an oncologist wahd hhndergone many years
of psychoanalysis as he struggled with long-terraliigs of sadness and
generalised anxiety. The oncologist complained altbe burden that the
psychoanalysis had placed on his family financesabout the strict boundaries
that governed the interaction with his analyst, #etample, regarding the
duration of the sessions: “you [Father Francisaeg gne the time | need, you
don’t count the minutes... you don’t tell me that tth@e is up!” Table 22
summarises the outcome of the clergy’s proces®miparison between the care
they provided to those undergoing sadness and sipre and that of the

psychiatrists.
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Comparison between the roles of the clergy and psychiatrists in helping those under going sadness and depression from the per spective of

theclergy

CLERGY

PSYCHIATRISTS

Holistic view of the person and approach to care, they take into
account social, psychological and spiritual aspettthe individual,
they often have knowledge about the person andfahely and
provide continuity of care

Narrow view of the person and compartmentalization, as theyfocus
on the physical aspects, not including the relatioaspects of th
individual, often patients are seen by differerfessionals

D

Ableto hold both medical and supernatural beliefswhen assessin
and managing sadness and depression

gUnable to combine medical and supernatural models, the latter is
ignoredwhen assessing and managing sadness and depression

Healing through listening, talking and religious resour ces such as
praying, worship and religious readings

Over-reliance on medication; the prescription of medicines such
antidepressants and sedatives is their main treatoel

Family and religious community are fostered as they are conside
important resources

réxddividualistic approach to care, not appreciating the supportive role
the family and friends

Being sources of hope and meaning through incorporating the
sadness into religious narratives and encouragangficial change

Psychiatric diagnosis and treatment may make the problem chronic
and may lead to hopelessness and even institusatiah

as

of
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CLERGY

PSYCHIATRISTS

Nor malisation of sadness as the result of the vicissitudes of life

Medicalisation of sadness as a mental illness along the lines of
depressive illness

Receiving help from the clergy is socially accepted as itincreases
their sense of belonging to their religious comryni

Psychiatric care may lead to stigma and social exclusion, it may
increasdeelings of marginalisation and isolation

Priesthood is a vocation which comes from God, their motivation
serve others is altruistic and they are commiteatiwsthood for life

t@eing a psychiatrist is a profession, their motivation is less genero
(e.g. financial, prestige and social status) arstislaintil retirement or
change in career

Their skillsare based on being, their roleimplies inner wisdom, an
moral and spiritual superiority

practical training

dTheir skills are based on knowledge through extensive academic and

Their serviceis free, no remuneration is received from those wh
they help

oRsychiatric care may be expensive particularly when opting fo
psychotherapy (mostly available in the private @eitt Spain)

Unconditional regard for the peoplethey help, they are regarded &
“children of God”, they are willing to persist irrying to help
someone in need not giving up easily

iPsychiatrist - patient relationship is conditional to the observance of a
strict set of rules such as compliance with treatment, attendanc
appointments, payment of fees

e to

There are no exceptions to violating confidentiality in the case of
confession, there is a stronger assurance of safety and inyimac

There are exceptions to maintaining confidentiality, information is
shared with supervisors, the multidisciplinary teasther agencies an
even with relatives when the risk is high

d
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Negative attitudes towards mental health professits were supported by

stereotypes and assumptions as well as by pasttnegexperiences

As we have seen in the previous sections, manygyieen resisted
recommending those under their spiritual care tosalt with a mental health
professional unless the pathological nature ofr thyginptoms made it absolutely
necessary. Instead they chose to provide help #lgesseven if doing so caused
them considerable anxiety, which was especiallych®e of those priests who
acknowledged their lack of training in mental hiealh addition to the clergy’s
rivalry with mental health professionals and thigical views about psychiatric
care presented above, the following negative digualso shed some light on

the clergy’s reluctance to refer parishioners tnth

Many priests not only regarded mental health psdfemls as competitors, but
also felt they posed a threat to the pastoral tteag offered to their parishioners.
They worried that the advice given by mental healthfessionals might be in
conflict with theirs because they viewed these ggsionals as being anti-clerical
and anti-religious. The priests feared that mehedlth professionals could
cause harm to their depressed patients by allothieig personal negative views
about religion and the Church to influence the eelvgiven to them (e.g.
discouraging them from religious attendance, riklgu their faith or

undermining and contradicting their parish priestivice), thus depriving them

of a source of hope and meaning. This concern wepuéntly found in the
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interviewsand was most prevalent amongst the clergymen wellioby the nuns

and monks, and to a lesser extent amongst thealdigipants.

Psychiatrists and psychoanalysts were the mengdthhgpecialists who received
most criticisms, as they were seen as being mketylto take an active stand
against their patients having a religious faith d@oddiscourage them from
attending acts of worship. They were therefore ghouo have the greatest
potential for worsening people’s mental health. &bwer, psychiatrists were
specifically criticised for strictly adhering tob#logical model of illness and for
over-relying on medication, while psychoanalistseveensured for their lack of
practicality: elevated cost, intense frequency edsgons and long duration. A
few participants even stated that psychoanalyssin@mpatible with having a
religious faith. In contrast with this view, Fath&nrique, a priest and a
psychiatrist, praised another modality of psychapg - logotherapy - for its
similarities and compatibility with religious befl¢e He had personally met its
founder, Viktor E. Frankl, and explained that Idgetapy’'s ethos of searching
for meaning was “a non-religious interpretationlitd, however very close to a

religious one”.

When | looked at the evidence given by the clecggupport the strong wariness
felt particularly for psychiatrists, two responsattprns emerged: while some
priests and devout religious participants seemeainiply presume the antipathy
of psychiatrists towards religion, describing theiasons in terms of intuitions,

feelings and fears, others presented convincingatibe evidence to support
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their views. Although in the case of the formeritlopinions seemed to be based
on subjective negative attitudes and stereotypegsrdeng secular hostility
within the institution of psychiatry rather than atentifiable phenomenon, it
was remarkable how deeply embedded those attitaddsstereotypes were. |
tried to gently challenge them, inquiring if thegutd conceive of the existence
of atheist psychiatrists who were respectful towatldeir patients’ religious
beliefs and who might even be willing to incorperapiritual aspects into their
clinical management and to collaborate with thegyeMost participants could
not imagine it to be possible and when | mentiotied | actually knew of some,
they looked astonished. The response pattern ofs¢éitend group was very
different, as their perception of psychiatristsarat against religion was
predicated on evidence coming from real cases. r8ewather participants
showed a combination of both patterns, with thecdpson of objective
accounts being interspersed with the occasiongdadiging generalisation of

psychiatry as being invariably against religion.

The objective evidence provided by the clergy thapported their negative
views towards psychiatrists could be divided inte tgroups. Firstly, they
described cases in which psychiatrists had tolat gegishioners not to continue
seeking advice from their priest or had challengeslr religious beliefs and
practices: “he [the psychiatrist] dared to recomdchamher [his parishioner] that
she abandon her faith and stop listening to meghesh priest], and that it was
better not to have anything to do with religion,stop going to mass, to stop

praying”. Moreover, they gave good examples of pmtcsts’ scornful
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comments about religion, made in clinical settirgggsh as: “religion is no good,
it oppresses you!” The priests strongly argued thschiatrists should not
interfere with religion. Most of them, while shagithese experiences, clearly
showed their feelings of upset, frustation and angeards those psychiatrists.
Secondly, virtually all the clergymen criticisedettfact that mental health
professionals did not consult with them, or recomchéhat the patient do so,
even when the patients’ symptomatology had a clehgious content (e.g.
depressive symptoms being triggered by a spiritdais). It was interesting that
the clergy took the latter as further proof of puwtrists’ dismissal and

contempt for them rathéhnan just mere indifference.

In addition to the clergy’s experiences of mentlth professionals’ opposition
to religion, several lay participants describedegsnin which they had witnessed
these professionals making disrespectful commeotgards their patients’

religious beliefs or supressing any of their attesrip bring up religious matters.
This, for example, was the case of Amparo, a 47-gkh single secretary

diagnosed with a brain tumour a few years ago. #ltemuch to say about her
psychologist’s pejorative views about her religicagdiefs. The neurosurgeon
who closely monitored the progression of the tumioad told her that it was
likely she would have to undergo brain surgery e near future. Besides
relying on her family’s and friends’ support, heaimways of coping were of a
religious nature, such as her faith in God, heorgjrbelief in an afterlife, the

help of her spiritual director and of the commuratfyher parish church. She

seemed to cope with her uncertain prognosis veflyand, to the extent she was
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able, tried not to let her illness modifier life style and strove to carry on with
her normal daily activities: “I am determined notlét it [the tumour] spoil my
happiness, it is not going to take over my lifetieSeven showed a remarkable
sense of humour in the way she referred to the tuyalling it “the tenant”,
and in the manner she addressed God: “I am veryheet, | am not in a hurry
at all, I am looking forward to seeing you [God} bam not in a hurry at all, so
let me stay here for a long while, | am very waltdr.. when | pray, | prayed for
my loved ones, for those who need help, and atetieg | ask God for ‘the
tenant’ to continue remaining dormant”. She wasreffl a chance to meet with a
psychologist to help her to cope with the initighghosis (this was part of the
routine medical package that her hospital provitegatients in her situation).
She talked about her psychologist in the followenigical manner:
The psychologist was awfully anti-religion, such atheist, you could
not believe to what extent!... | was not fond of/g@®logists but after
meeting him... | am not even sure there are a haraffplsychologists
who are actually normal... he [her psychologist]sweo odd... he
dismissed everything | told him about my beliefsmagine if | had told
him or a psychiatrist all the things | have tolduyj@bout how her faith
helped her to cope with the uncertainty of havinyiraour], 1 do think

they would have locked me up!

[Amparo, laywoman, 47, single, White Spanish, dacy

Several participants brought up the subject of @dmor particularly the fact that
for a woman to be allowed to have an abortion & $panish medical system
she needed to undergo a psychiatric assessmestcdhiributed further to the
perceived anti-religiousness of the psychiatricfgssion, as the participants

shared the firm stand against abortion held by\thgcan. They viewed the
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“conformity of psychiatrists towards abortion” witlonsternation: “if the mother
says that she is depressed or that she doesn’sHeehas the capacity [to cope
with the pregnancy]... the psychiatrists are happgign! [to allow her to have

an abortion]”.

As has been described previously, many lay paditsp offered a critical
outlook regarding the clergy’s training, arguingttimental health matters were
overlooked. Similarly, the training received by ttwe was also criticised by
several participants. For example, Lamberto, a gémpeactitioner, censured the
total exclusion of “any training in humanities, tuk, religion... in the medical
schools’ teaching programmes”. He explained thathee himself nor his
daughter, who recently graduated, had received ldayia, a lay nurse, stated
that “the most important things are not taughthent [medical students]”. On
the one hand, she denounced the failure of the gakettaining to equip their
doctors with strategies to cope with dramatic s$itues and to be able to separate
their work from their family life; and on the othkeand, she condemned the total
disregard for religious matters, especially wheeating religious patients.
Regarding the latter, she described several casesich her intervention had
been crucial in administering sacraments to dyiagiepts: such as giving the
last rites to a patient who was about to die orctingstening of a premature baby
who was not likely to survive. She explained thatsach occasions the families
were often too distressed to think about arrandorgthe administration of
sacraments, and thus she often took the initiativeask the relatives if the

patient was a believer and if so she offered tbthalpriest herself.
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Lack of collaboration between the clergy and menkedalth professionals

Although the majority of the priests argued that tdare they provided to those
suffering from normal deep sadness and depressem sufficient, they did
advise seeking the help of a mental health prafessi mainly a psychiatrist, for
those people suffering from a more worrying andairipg depressive episode,
especially when it was accompanied by suicide rislgrked weight loss,
deliberate self harm, or a feeling of unremittingpblessness, or when the
episode did not improve over time. In spite of gsgtry being the mental health
speciality of which the clergy was most criticalwias also the one most often
recommended to their parishioners. This was the irathe more severe cases of
depression, for which the clergy might have to sdbk psychiatrist's
involvement, and which might warrant interventighat the priests themselves
could not offer, such as the prescription of meiitbcaor even hospitalisation. In
addition to severe forms of depression, the priesésitioned other types of
mental illnesses for which a referral to psych@atservices was considered
necessary. psychoses and the more severe formsbsdEssive-compulsive

disorder and drug abuse.

Some priests were more pro-active than othersdim fuggestion to seek mental
health advice: while some just gave a verbal recentdation to the individual
or the family, others went much further than thm&l aecommended a certain
professional, booked the appointment themselveseard offered to drive or

accompany parishioners to the clinic. Once theepatagreed on a treatment
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plan with the psychiatrist, most of the clergymeould show interest in their
progress and, if they considered the treatmentogpaite and beneficial - not
going against their faith or religious beliefs hey would also encourage the
keeping of appointments and adherence to the tegdtrBeing under the care of
a psychiatrist did not imply a discontinuation bétclergy’s assistance, as the
parishioners frequently continued to see theirgbrfer ongoing guidance and
support and to share the outcome of the psycHiatreconsultation. Several
priests explained that, when they had explicitlgoramended a psychiatric
consultation to a parishioner, the recommendatgwsn by the mental health
professional were often in tune with their own: th&x, the psychiatrist has told
me the same as you did”. For example, both pradaats might agree on the
need to establish certain boundaries with a famiémber or to take psychiatric

medication to get better.

The unilateral nature of the clergy’'s relationshwith psychiatrists really

bothered some of the priests: the fact that thé magority of psychiatrists did

not reciprocate and recommend their own assistanficgated them, especially
in those most obvious religious cases in which ttlaymed to have a legitimate
role to play (e.g. when the pathology had a religicontent or the patient was
deeply religious). They explained, in a tone ofcleritation, that although they
had referred parishioners to psychiatrists, it Waesser the other way around”.
Father Jesus pointed out the exception to thisjisggthat psychiatrists would

advise patients to seek their parish priest’s Hafpa last resource”, when no
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other intervention had worked, and as an easy wdygsdt rid of a patient” who
was not likely to make progress. His quotationsiitates this point:
I've had people who had gone first to the psyclsatand when the
psychiatrist had extracted lots of money from thanmd they could
neither afford it nor cope anymore, and the psydbtadid not know

what to do with them, he told them: “go and talkyémr parish priest”.

[Jesus, priest, 73, White Spanish, parish priest]

Two possible “solutions”: the religious psychiattind the priest with mental

health training

Concern regarding the training and skills of psatists and priests was
widespread throughout the interviews. Moreover, piagticipants’ criticisms
were strikingly similar regardless of their diffatebackgrounds: while the
priests condemned the psychiatrists’ lack of abild address their patients’
spiritual and religious needs, they themselves weeitecised for their lack of
mental health training and psychotherapeutic skillbe lack of spiritual
resources on the side of the psychiatrists, andhmdygical, on the side of the
priests, was much lamented, as it hindered thenpatdo help the distressed
individuals who approached them. As one lay pandiot put it: “if only the
psychiatrist could behave a little like a priestgddhe priest could behave a little

like a psychiatrist!”
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The term “good psychiatrists” or, less frequerittjgod doctors” appeared in the
interviews to refer to medical professionals whaemeracticing Catholics. The
priests felt safe in referring their parishionerdltem, as these doctors would not
cause their parishioners harm: unlike anti-religi@loctors, these devout ones
would not make them doubt their religious belietareaten the clergy’s
authority, or judge or ridicule their faith. Onewvodus solution for psychiatrists’
neglect of religious aspects and for the lack ohtalehealth training of most
priests was to unite both facets - being a priedtaamental health professional -
in one individual. Many lay participants highly med those priests who were
knowledgeable in mental health matters and psyehnagieutic techniques and
were therefore able to provide a holistic pastoeak to their parishioners that
included the psychological and spiritual world. é@wf participants used the term
“good priests” to refer to this type of clergy, ssowho combined these two
dimensions. Interestingly, the preceding adjectiyeod” was used to qualify
those psychiatrists and priests who united theacharistics of the other: the
“‘good psychiatrist” was the doctor who incorporatén@ patient’s spiritual
dimension, and the “good priest” was the priest wbhok into account the

psychological needs of the parishioner.

The “good priest”

The study sample provided four examples of “goodests”: priests who

successfully used the skills achieved through lundertaken psychiatric or
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psychological training in their pastoral care. Thepriests’ specialised
knowledge of mental health brought benefits noy aaltheir parishioners’ well-
being, but also to the priests themselves. Thailitiathal skills enriched their
religious vocations and gave them a deeper sendelfdiment, since they
significantly increased their ability to do goodtteeir parishioners. Such were
the cases of Father Francisco and Father Pablo after, being ordained as
priests, pursued a university career in psycholagyrder to be better equipped
to help their parishioners, and of Father Estebrah Father Nicolas, who were
both working as doctors when they decided to becgmests (for more
biographical details regarding the above four psiesee sections “Priests trained

in psychology” and “Medical priests” in section £1].

Father Nicolds chose to permanently leave his o general practitioner when
he entered the seminary. However, he fit the deson of a “good priest”, since
he continued to use his clinical knowledge of, argerience in mental health to
assist those for whom he cared spiritually. Intiemgd/, before becoming a
priest, he would have also made a “good doctor”hasused his faith and
religious resources to help his patients during lbisgy medical career; for
example, he was such a firm supporter of the benefiprayer that he regularly
prayed with his patients even when they were nligioes or belonged to a
different religion: “when as a doctor | did not kmevhat else to do, | stayed at
the patient’s bedside to pray”. He did not see @acpraying with their patients
(or using other religious resources) as problematicas overstepping their

professional boundaries. He adopted a pragmaticoapp and argued that
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doctors should use any resources available to thelgjous ones included, to
help their patients. He denied having ever offendegone by resorting to
prayer or other religious practices in his clinieadrk and said that his patients
were respectful of his faith. When | inquired abbigt professional relationships
within the medical community, he replied the foliog: “I didn’'t have any

problems with atheist doctors but | did have protdevith those who were anti-

clerical and anti-Church”.

Father Esteban, unlike Father Nicolas, combinedvbik as a doctor - he was a
consultant psychiatrist - with his religious vooati He was the founder of a
clinic that provided psychiatric care for priessgminarians, monks and nuns,
which is still functioning. He led this clinic fd82 years until his retirement.
Besides Father Esteban’s clinic, there were tweratimilar ones in Spain: each
one covered a different geographical aaed provided psychiatric consultations
and treatment to the clergy and the members djioeis orders. They also were
led by two psychiatrists who were priests; the reahe of Father Esteban and
the names of these two other priests came up ddiaes in the interviews of
the clergy and contemplative participants. Fathsteltzan argued that the vast
majority of secular psychiatrists would not haveerbeable to undertake this
work, as they lacked the knowledge of the context eomplexity of religious
life needed to assess the mental state of thisfgppopulation. When a patient
was referred to him, his key task was to discovieetiver he was dealing with a
vocational problem or with a mental illness, asythere some similarities in

their manifestations. He explained that some mligi vocations were not
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genuine, as the motivation behind them was “imnedtor “childish”, and was
considered to be “an escape from the world”, “dugamily problems” or “from

a fear of going to hell”.

Interestingly, Rafael, a 67-year-old married pgvaat, explained in his
interview that he had been under the care of Fdisaban 40 years ago when
he was a monk. At the time he was undergoing ay“hard time”, as he was
guestioning his religious vocation. He describethdpeéorn between the loyalty
he professed for his fellow monks and the growingautainty and doubts he felt
regarding his future as a monk. His religious dohfed to feelings of intense
sadness and guilt. He was grateful for the supgradtaccompaniment received
from Father Esteban during that difficult time atadked about him in very
complimentary terms. Father Esteban reassured Raff@eit the normality of
“the period of anguish” that he was going througyig conceptualised it as being
caused by a vocational crisis and not by a melhalss. Father Esteban played a
key role in helping him to make a decision: “he erepressed me in any way...
he helped me so much, encouraged me to make upinaly never telling me to
go this way or the other, he helped me to thinkkatte my doubts even if | did
not want to do so... it was a very tricky situatiém,break with what had been
my life up till then, to disappoint my family anddnds”. Moreover, once he left
his religious community, he still received furttemsistance from Father Esteban

to adapt to a secular life.
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The “good psychiatrist”

Many priests placed great importance on psychiatri®ligious beliefs and

attitudes towards the Church and the clergy toetttent that, in order for them
to recommend a certain psychiatrist to those urtkderr spiritual care, they
needed to be sure that the psychiatrist shared tiedigious faith. This

prerequisite emerged in the light of the clergysaerns regarding psychiatrists’
anti-religious views impacting their clinical praxt. Those “good psychiatrists”,
religiously sound and trusted by the clergy, wefeero members of their
congregation or had been recommended by otherwfelttergymen. The

youngest priest participating in the study, 31-yaldr Father Tomas, wished to
have a “list” of the names of some psychiatristschald safely refer to (i.e.

those whose religiosity he could be sure of).

The majority of the participants who had seen aclpisyrist - as patients
themselves or accompanying a relative - regrettedstrictly secular approach
of mainstream psychiatry that excluded religioupeass in the care of their
patients. For example, in Father Lluc’'s words: 6ifly the psychiatrist was
willing to open himself up to the patient’s spiatudimension, he would help so
much!” Maria, a lay nurse who worked in a big htalpiwas asked by a priest
- who was also a friend - to recommend a psycBiatais he thought himself to
be suffering from depression. There was an implassumption that the
psychiatrist had to be religious in order to beeatd help: “I talked to this

particular psychiatrist [to ask for an appointméntthe priest] because | knew
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that she was a person with solid religious prirespl. |1 explained the case to her
and she saw him very quickly”. | asked her if shmuld have referred him to a
psychiatrist who, although not religious, was ametent and compassionate
professional. She responded in the following wayelf, | know lots of good
professionals that | could have referred him to.t lahhought it was important
that they share the same faith, and that she @liggaus psychiatrist] could help
him more... faith and beliefs provide a differentloak, which allows you to

see things from a different perspective”.

Magdalena was in a position to compare the expegi@h being under the care
of a religious psychiatrist and a secular psyclsttShe was diagnosed with
bipolar-affective disorder when she was a nun (sfftethe monastery many
years ago). Her Mother Superior arranged for hdoeaseen by a psychiatrist
who, although he was a layman, was well-known witBhurch circles for being
deeply religious. She described her current psyehieare, which was provided
by a secular professional, as being entirely dewb@hy religious consideration;
for example, any attempts to bring up her formér &s a nun were brushed
aside by the psychiatrist. She preferred her ptevieligious psychiatrist: not
only was she able to discuss her spiritual concevit him, but he also
integrated a religious dimension with her overallec In contrast, she found her
current psychiatric care to be “superficial’, a® sklas not able to “talk about
what matters to me most [her faith]”, and said tihavas mainly focused on
discussing her medication regime: “she [the psyakthjust tells me to take this

tablet, or this other one”. Similarly, Rosario, wheas diagnosed with a
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depressive disorder, had been under the care of l[&yoprofessionals, a
psychologist and a psychiatrist. She met with tirener several times and once
with the latter, who prescribed antidepressante. &scribed her psychiatrist’s
care as “merely scratching the surface” and “juspegping over the cracks”.
However, she achieved resolution thanks to the bélper psychologist, who
was religious, and “who united both dimensionsthfand psychology... she
[the psychologist] helped me to grow in both aspetite spiritual and the

psychological, in my faith and as a person”.

Amongst the lay participants, | found two good ep&s of what some

participants, especially the clergy, meant by #rent“good doctors”: a 40-year-
old psychiatrist, Sergio, and a 57-year-old genprattitioner, Lamberto. They
both worked in busy clinics within the public héattystem, were married with
children, were deeply religious and highly comnaitte their parish churches.
As will be shown below, their testimonies highligtitthe gains brought about
by adding a religious dimension to their clinicabgtice. However, they also
described the tensions and difficulties causedyigd to find a balance between
the religious and secular aspects of their work &ne maintenance of

professional boundaries.

Although Segio and Lamberto concurred on many efpibints they made, there
were also significant areas of divergence betwkemt They both agreed on the
similarities shared with the clergy. In addition tine more apparent

commonalities which were pointed out by other pgénts, such as helping
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people through their times of need and distress, new areas of coincidence
were pointed out by these two doctors. Firstlyytbensidered their work to be
“a vocation” and themselves to be “God’s instrursemhen trying to help one’s
neighbour”. Lamberto even referred to the Biblsupport the divine dimension
of his work: “as a doctor | have the chance to lghers... | am a doctor thanks
to God, being a doctor is so much more than thensiic knowledge you
have... the Ecclesiasticus encapsulates this welhdlyng you to respect the
doctor because the doctor is following God's orddétsSecondly, they strongly
relied, like the priests, on their religious belieind resources to cope with their
professional challenges. They argued that relgyidoctors were less likely to
suffer from professional burn out, as their faidtded meaning to their tasks,
thus acting as a protective factor against thealespused by daily exposure to
human suffering. Moreover, they argued that theithfcontributed to making
them “better doctors” more compassionate and catadhito their patients.
Lamberto’s quotations integrated these points:
| am convinced that believing in God and placingstrin him makes
doctors better, yes, definitely makes doctors beytes, because they do
things that otherwise they wouldn’t do [if they wemot believers]; for
example, without wanting to boast about myself,omstimes make
house calls when the patient does not expect nyenbemy professional
duty, | do so without any doubt as an act of punes@ianity... it [having
faith] improves one’s humanity... it helps you in yo{clinical]
practice... it helps you not to lose hope; for exampiiere is something |

do in a routine way: when | leave patients who iareritical states, in
irreversible situations, knowing in all conscientteat | have done

# Ecclesiasticus 38:1-3: “Treat the doctor with tleedur that is his due, in consideration of his
services; for he too has been created by the Iltéedling itself comes from the Most High, like
a gift received from a king.”
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everything | could to save them, | pray an Our E&thas | am leaving
them, while going down the stairs, | leave thenGiod's hands... this
makes me feel better, | also thank God for allowirgyto help them.

Young people dying, accidental deaths... no one @taieds these kinds
of deaths... but somehow you have to accept thenolwyrig on tight to
your faith... you can’t see any sense but you havactept them as
being part of God’s plan... and that is all... it's hble but it's this way
and you know that God is going to welcome themhgaven] so you do
need to resort to your faith to cope [as a doctoif|.not, what? after
death we enter the void, that is horrible!

[Lamberto, layman, 57, married, White Spanish, gangractitioner]

Thirdly, similarly with the priests, these doctaacouraged religious coping
strategies when helping those undergoing sadneasdifais adversities, which

they illustrated with examples from their patieffibey upheld the view - based
on their clinical practice - that religious faithdabeliefs could play a key role in
helping those patients afflicted by depressive spmgs such as feelings of
sadness, emptiness, and lack of meaning, purpdsepa. They considered that
the “constellation of supports” for patients suffigr from depression should
include - in addition to their relatives and frisne the priest and the parish.
Interestingly, both clarified that for those cas#sdepression that were “too
severe” or “endogenous”, psychiatric treatment weeferred over religion as

the best way forward.

% «Qur Father” (also called the “Lord’s Prayer”)ascentral prayer in Christianity. It appears in
the New Testament in two forms: in the Gospel otthtw (6:9-13) and in the Gospel of Luke
(11:2-4). The liturgical form is the one from Madth which is the following one: “Our Father in
heaven, hallowed be your name. Your kingdom cornogy will be done, on earth as it is in
heaven. Give us this day our daily bread, and ¥ergis our debts, as we also have forgiven our
debtors. And lead us not into temptation, but aglivs from evil.”
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In spite of agreeing on the above points, theyed#d in the way they addressed
the inclusion of religion in their clinical pracés. On the one hand, Sergio
explained that he did not directly ask patientsuabloeir religious beliefs nor did
he try to promote religious meaning without “receg/some clear signs” from
them that they were believers, which he clarifiezteva very small proportion of
his patients. He felt he had to follow this moreetal approach due to the clear
secular ethos of the public health system he wof&gdwvhich was particularly
marked within his speciality: “I am really mindftihat, in psychiatric practice
within the public health sector, bringing up retigs beliefs is frowned upon”.
Nevertheless, he stated that when he saw patidrdsmere openly religious and
were willing to use their faith in their recovetye did not hesitate to actively
incorporate a religious dimension in their treatinen
| do go for it and use their faith alongside metiara and everything
else; even at times, their faith becomes the nmopbrtant part of their
treatment, which makes me feel very weird as | ampsgchiatrist
working for the public health sector... even at times addition to
prescribing and doing the usual, | do a little ispadl accompaniment
with the patient... which makes me feel weird, bé¢dl | have to do it
because | have someone in front of me whom | thodn help more this

way.

[Sergio, layman, 40, married, White Spanish, psatcisit]

Sergio shared many of the concerns of the partioigpgriests about mainstream
psychiatry’s anti-religiousness and about the akksychiatrists acting on their
religious prejudices when treating their patiettisis he completely sympathised
with the clergy’s reluctance to recommend a psydbiaonsultation to their

parishioners. He argued that the majority of hikeagues were atheist, and that
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a significant proportion of them were openly catiof religion and the clergy.
Drawing from his clinical experience, he denoun@eghossible tendency to
pathologise religious patients, as he explained thkgious phenomena “are
seen suspiciously as something that can end um ledassified as psychotic...
there is a systematic suspicion of everything tzest to do with religion [within

mainstream psychiatric practice]”.

In contrast with Sergio’s initial apprehension tocarporate a religious
dimension to his clinical practice - only doing sten his patients clearly
brought out their religiosity - and the tensionstliaused in him due to the
secular nature of his employer, Lamberto considéaétl to be “a therapeutic
tool” and he brought it up without waiting for aectrom patients regarding their
religious beliefs: “I talk to my patients abouttfgiGod... whether they give me
an opening or not”. Lamberto justified his genesedi inclusion of religion in his
clinical practice in the following manner: “talking my patients about faith is
good for them... faith improves the prognosis faes.. faith is therapeutic, faith
is also analgesic, no one with half a brain wowldggion this!” He also provided
another reason for introducing a religious elemesiich was not strictly

therapeutic: he felt compelled to do so in ordesttengthen his patients’ faith,
especially in those who were more ambivalent alibaetr religious beliefs:

“‘many patients are on the boundary between behdfdisbelief... so you can
do them a great favour by tilting them to the sidldelief”. Lamberto candidly

admitted that he had had some patients who hadtedjeany talk about faith,

and a few that had even become upset with him. Wiggrestioned him in this
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regard, he said: “they are agnostic or atheiseptdj or those who simply have
had little to do with God... recently, | saw a gaegic octogenarian man and |
tried to introduce a little the topic of faith asell, he was very old, with a bad
prognosis, he probably did not have much time lefbut he rejected God’s

presence, even getting rather upset; he thoughetteaything was God'’s fault”.

Although Lamberto was also working within the paliliealth sector, he did not
feel Sergio’s conflict of interest when he incorgaed religion into his clinical
practice. This might be at least partly explaingdte fact that Lamberto, as a
general practitioner, did not experience amongsiphimary care colleagues the
hostility towards religion that Sergio felt amondsis fellow psychiatrists.
Lamberto never received any criticisms from theeotbartners who worked in
his surgery regarding his personal religious viewisich he had openly shared
with them. In contrast with the majority of Serggsychiatric colleagues who
were atheist and anti-religion, there was a muchemmaried spread of religious
beliefs amongst Lamberto’s fellow general praatéics: believers who were
very religious (one belonged to the Opus Efeibelievers who practice weekly
or less often, non-practising believers, agnostias atheists; regarding the latter

he clarified that they were “respectful about nelig matters”.

In spite of their willingness to incorporate rebgs aspects into their clinical
practices, neither Sergio nor Lamberto had evegyegarawith their patients.

However, they often prayed for their patients’ neery and encouraged them to

% For a definition of Opus Dei see Note 25, p. 208.
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pray. Moreover, Lamberto explained that he had esgfally integrated prayer
in the management of psychosomatic disorders, wi@phesented an important
proportion of his consultations. He gave the exangbl“vertiginous syndrome”:
“95% of the cases | see are psychosomatic”. Inrdadprevent his patients from
making rapid postural changes, which he explainetjgdred the
symptomatology, he gave them the following advit@ok, when you are lying
down, before standing up, sit first and pray one ®athef’ or, if you are
agnostic, count until 15, but praying the Our Fath#l take you the same time
and will probably do you more good”. In addition poayer being beneficial
from a medical point of view as a way of slowingwao patients’ transition
between postures, Lamberto used this example tstiosice more on the
importance he gave of using every opportunity add to him to bring up
religion when helping his patients: “[by suggestinghem that they pray before
standing up] you are talking to them about religiowyes, this is good, let me
tell you something, | do think that religion, th@@ch needs to start thinking of

better ways to sell themselves... how to be motehmue”.

2" For an explanation of this prayer see Note 4328.
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TABLE 23

Summary of findings: main themes and sub-themes excted from the participants’ interviews

A. CONCEPTUALISATION OF SADNESS AND DEPRESSION

Normal sadness and pathological sadness: conceptigaktion and distinction

Sadness is understood as a normal reaction toithgsitudes of life

Depression is understood as a mental illness, a®abal

Sadness has a cause: “it makes sense”

Depression may lack a cause or may provoke a readthiat is too intense or prolonged in durationt ioes not make sense”
Sadness has a value: it can help you to grow, reasdind be more in touch with those who suffer

Depression carries potential risks for the indivédtuhopelessness, self-harm, substance abusedsyind severe lack of functioni
Holding of combined spiritual and secular models

The Dark Night of the Soul: a case of non-pathologal religious sadness

It is a normal, non-pathological phenomenon withiiatrinsic value
The contemplative participants and the clergy adlddéo a conceptualisation of the Dark Night witktactly spiritual causation
while lay participants attributed it to secular csas

Religion as a cause for pathological sadness

Existence of spiritual pathology
Religiously motivated pathology as a result of pyonderstood faith and lack of religious formation
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B. COPING AND HELP-SEEKING FOR SADNESS AND DEPRESSDN

Co-existence of religious and secular coping strajees and help-seeking behaviours

Religious coping and help-seeking

- Attribution of religious meaning to suffering fisforms it into a meaningful experience
- Prayer

- Trusting that God will look after them

- Seeking the help of a spiritual director, pargiest and community

- Relying on their faith in God

- Absence of mortality sorrow

- Previous experiences of receiving God'’s help

- Religious readings

- Religiously motivated gestures

Secular coping and help-seeking

- Finding a practical resolution to the problem whiwas causing their sadness

- Distracting themselves from their feelings ofreegb

- Helping others in their suffering

- Resorting to their social support network (faesliand close friends)

- Consulting mental health professionals

- Antidepressant medication when the sadness wasdsryed pathological (i.e. depressive iliness)
- Psychotherapy, considered useful for both norsagdiness and depression
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Medical help-seeking behaviours were more often adeated when there was an absence of causality fdret sadness
(lack of context)

The impact of the individual’s personality on their coping strategies and help-seeking behaviours

Gender differences between nuns and monks in copirand help-seeking

- Role of the community: the monks faced sadnes® alhile the nuns sought help from the community

- Focusing on helping others with their sadness:rionks offered personalised care to those whothkiesimonastery while the nun
did not have individual contact with their guests

- Ways of dealing with the crisis of vocations: thenks took a more spiritual approach while thesywere more pragmatic

- Identification with religious figures from the §tathe monks identified with Christ and brave hailgn, and the nuns with bei
“Christ’s wives”, the Virgin Mary and battered holyomen

12

Clergy’s share of their sadness with their fellow pests
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C. THE ROLE OF THE CLERGY IN THE CARE OF SADNESS AN D DEPRESSION,
AND THEIR COLLABORATION WITH MENTAL HEALTH PROFESSI ONALS

Pastoral care is provided for both sadness and deession

- Most clergy saw providing help to those sufferimgf sadness and depression as an important pahteaf pastoral role
- The clergy encountered many barriers while trytiodulfil this role

- Spiritual direction and confession are considesdtkctive ways to help those undergoing psychcddgemotional and spiritual
distress

Views on the clergy’s pastoral care from the perspive of contemplative participants and lay peoplebenefits, critique and
comparison with the monks’

- Clergy’s pastoral care as its best can have g/\msitive effect on those suffering from sadnessdepression
- The actual care provided by the clergy to peapldergoing sadness and depression often fell séforthat it could have ideally
been

Clergy and mental health professionals: overlap, wialry and collaboration

- Overlap between the work of the clergy and mdmalth professionals
- Clergy’s pastoral care and psychiatric care: rimaand comparison
- The clergy’s critical views of mental health care
- Negative attitudes towards mental health professis were supported by stereotypes and assump®mell as by past negati
experiences
- Lack of collaboration between the clergy and rakhealth professionals
- Two possible “solutions”: the religious psychietrand the priest with mental health training
The “good priest”
The “good psychiatrist”
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SECTION 5

DISCUSSION

This section starts with an explanation of the lelmgles that | encountered in the
course of this research and the ways in which kaath them - “Reflexivity” -
which is followed by a consideration of the limitats of the study. | then
proceed to revisit the aims of the study and toulis some of the key findings
in the ligth of the existing literature in the fielThus, the following subsections
are devoted to the problems caused by the meditalisof deep sadness paying
particular attention to the Dark Night of the Sawlligious coping with sadness
and depression and the gender differences foundebet the contemplative
participants; and the role that the clergy playsupporting those afflicted by
sadness and depression. Finally, the thesis endackiing the last aim of the
study: proposing a framework for distinguishinghmddgical from normal deep

sadness.

5.1. REFLEXIVITY

It is important for researchers using a phenomegcdd approach to reflect on

their own experiences as well as on their role (Makas, 1994; Creswell,
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2007). In this section, | am going to provide aspeal reflection on the main
challenges that | faced while navigating through thtrinsic uncertainties of
conducting qualitative research amongst highlygrelis individuals and groups.
Firstly, | will start by describing how | negotiatethe “insider - outsider”
position, eventually finding a satisfactory balanbetween the two, and
contrasting my experience with other researchero wilave undertaken
fieldwork with monastic religious groups. | will obnue with some
considerations regarding my role in the fieldwomdainterviews, and by
presenting the process of comparison that my peoesemongst the nuns
triggered. Finally, this section will end with somboughts regarding the

potential positive effects that the research masehad on the participants.

5.1.1. The “insider - outsider” dilemma

The “insider - outsider” position became challeggand somewhat tense in the
course of the research: it was certainly difficatt times to find a balance
between being an *“outsider” while gradually becagnian “insider” and
developing personal and emotional links with thetip@ants. The tension
between these two positions has been addresse@uveyat researchers who
undertook research in monasteries and other higflilgious groups. Kapalé &
Travagnin (2010) proposed two seemingly opposingtipms: on the one hand,

the researcher may choose or feel forced to conéordhplay a role in the field,
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becoming religious in order to gain access; onatiher hand, one may embrace

one’s “otherness”, resigning oneself to the exdaghat might derive from it.

Drawing from his research in Japanese asceticipeactLobetti (2010) argued
that ethnographic fieldwork needed to recognisefliidity of the relationship
between the “I” and the “other”, as the identitytloé researcher became blurred
through participation in the informants’ lives. tine course of my fieldwork, |
became gradually aware that certain aspects of nguigy could only be
understood by developing a shared human experi¢tivags joined the nuns and
monks in their religious rites and prayers and o#exular activities, such as
meals and walks, trying to access their subjectinggld of emotions and
cognitions while at the same time maintaining oloygy and my stand as a
researcher. | agree with Lobetti’'s view that ohjett does not depend on
maintaining physical, emotional or intellectualtdisce from the object of study.
My involvement in the nuns’ and monks’ daily acties brought me two main
benefits: it offered me the means of recreatingniyself a glimpse of their
subjective experience while at the same time giviregthe necessary proximity

to allow trusting social relations to develop.

Although sharing some aspects of the participactdtural and religious
background may cause some difficulties and chadlenfpr the researcher
(Trzebiatowska, 2010b), | also felt privileged tbe advantages that it brought
me. My upbringing in the Catholic faith enabled tneinderstand and access the

mindset of the participants more easily, as welhlfmving me to participate in

343



Section 5 Discussion

their religious services, since | had a prior kredge of the liturgy and
sacraments. Moreover, in the case of the nunsglemwoman was an essential
requisite, as they would have never allowed a maactjuire the same level of
liberty, trust and access. An area that concerned- rhefore and during the
course of the research - was the possibility ohdpadlirectly asked by the
religiously committed participants about my religso beliefs and practice.
Interestingly, although they were curious aboutpagsonal and professional life
in London, asking many questions in this respeat,ame person amongst the
four groups of participants inquired about my neligs beliefs. | strongly suspect
that they might have assumed that | was a pragtGiatholic and that | agreed
with their beliefs, as | was respectful and knowleable about their faith and
doctrine. | identified with the compromise Irving00) reached in his fieldwork
in a male Benedictine monastery, describing it amitation without
commitment”: while he was not a monk, he carried the activities of one.
Therefore, | resolved to struggle to find a poiftequilibrium between being
both an “insider” and an “outsider”, embracing hoéimd trying to obtain the

benefits that my mixed identity opened for me.

Although the benefits of the “insider” position magem more obvious, my
inevitable “otherness” - being a married profesalomoman and an emigrant in
London for almost ten years - also played a vakiable, as it helped to create a
dialogue between their religious world and the kecworld that | represented,
creating interesting dynamics, such as the procgéssomparison that my

different life choice triggered in the nuns (thisngparison is described in the
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next section). One aspect of my “outsider” stahs became particularly useful
was being a practising psychiatrist. Firstly, loaled me to give something back
to the participants, as | received requests to igeopsychiatric consultations,
which are of course bound to confidentiality andréfore not discussed in this
thesis. Secondly, my clinical experience in intewing patients within a
therapeutic context assisted me in making the qypatnts feel at ease while |
attentively listened to their narratives of sadn@ssrdly, their knowledge of my
professional background might have contributecht dtmosphere of trust and
openness achieved in the interviews, in spite ef phesence of the digital
recorder, due to an implicit assumption that | veagerienced in hearing
distressful accounts. Finally, their knowledge thdtad previously conducted
research in a monastic contemplative setting miphte also inspired
confidence, maybe more than my being a psychiatstthey might have felt

that | was in a position to understand them.

5.1.2. Becoming an object of comparison

As had happened in my previous research with thes rof the Monastery of
Santa Monica, | also felt in the present fieldwerih nuns that in spite of the
many differences existing between us, the simikgrithat we shared - such as
being a woman with a Catholic upbringing - seemedenor less unconsciously
to trigger a process of comparison in the nunsondered, as | had done before,

how much my choice of life in the “outside worldaused them to think of or
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consider alternative life choiceAt times | perceived this as a conscious task,
with the aim of providing arguments to support #adidity of their life option,
while at others it struck me that much of this cbbke an attempt to quell the
insecurities that my presence there might have awak them. | would like to
stress here that this process of comparison wasethdompatible with being
treated by the nuns with friendliness and kindnasd it did not affect the

sincerity and openness of their relationship with m

Interestingly, | perceived this process of compariso be more salient in the
current study than it had been in my initial fielwhk. | could venture two

possible reasons explaining why the comparison gg®oamight have been
accentuated. On the one hand, the ages of theimarasning were much closer
to mine than in the older community of Santa Mor{ibe latter's mean age was
20 years older than the present sample of nunsth®mther hand, unlike the
nuns of Santa Mdnica, most of whom were perpetymthfessed, the majority of
the current study’s nuns were in the initial stageheir training and had not yet
undertaken the solemn vows; thus, it was posdifaethey still might have been
dealing with their own vocational doubts. The manea of comparison was
between the divine nature of their marriage andhiln@an nature of mine: the
nuns in training were preparing a marriage to Gadhe is by definition perfect

and permanent, always faithful and available - s/miine was to a man and

therefore temporal and subject to imperfections\aedknesses.
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Looking back at my two experiences of conductingldiivork with
contemplative nuns, | realised that although | emed this process of
comparison to be stronger in the study presentesl héelt more at ease than in
my days at Santa Monica. Besides the obvious arguitiat this time this
process did not take me by surprise, | very muentified withIrvine’s analogy
of comparing ethnography to a “craft”, with the |deorker being an
“apprentice” gradually developing the necessary afeskills, and maturing

through practice and experience.

5.1.3. Potential positive effect of the research

Conducting qualitative research may have a transftve effect in the
researcher due to the personal interaction withp#rgcipants and the sharing of
intense life experiences provided by the fieldwarld the in-depth interviews.
From the experience of vulnerability and uncertasu intrinsic to the face-to-
face encounter with the “other”, | certainly leadnabout my own ways of
handling these negative emotions, becoming moregeawhmy strengths and
weaknesses. Moreover, | was inspired, touched amdbled by many of the
narratives of sadness and hope that the partigpsevred with me. | felt very

grateful for their generosity and willingness tkdagart in my research.

| was indeed mindful of the many positive effedtattundertaking this project

had had on me at an academic and personal level aftdn wondered if the
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participants obtained something positive from mgesech. Firstly, at a more
superficial level, the vast majority of them seenfiatkered by my interest in
them and reported that they had truly enjoyed ettlh@ing me amongst them (in
the case of the nuns and monks) or having beervieteed by me (in the case
of the priests and lay theological students). Selyprthey might have also
experienced a sense of validation by my intereghem, giving them a voice, in
the midst of the current crisis of religious andridal vocations in Spain and

with the level of religious practice amongst layti@dics decreasing.

Thirdly, sharing their experiences of sadness asitless might have made them
feel useful, in that they were contributing to mmakiclinical practice more

human. Along these lines, several authors haveedrtiiat qualitative research
may have positive effects in and of itself for therticipants: apart from some
reporting that they felt pleased to be heard, stlsaid they felt a sense of
usefulness, as their experiences could be of betwefothers (e.g. McKeown,

Clarke, Ingleton, & Repper, 2010). Finally, on #hea more practical note, my
role as a psychiatrist and my willingness to prevjasychiatric consultations
when | was asked to by the participants could alsaonsidered as my most

explicit contribution to them.

Beyond the potential benefits mentioned above,uhtbit rather striking that

many of them reported after the interview had takdsce how they kept

" Detailed figures taken from recent population Esidooking at religious practice in Spain are
provided in appendix 1 (“The religious scene inifa
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reflecting on the subjects raised by my questisasming genuinely grateful for
some deep introspection that | triggered. Soméefiuns and monks had more
to add to their answers in the days following thtenview, after “taking your
guestions to meditation” or simply “after sleepimg them”. Some even praised
my style of questioning or the questions themseliswhat you are asking are
key questions!”; “your questions really hit the Inan the head!”; “you aren’t
satisfied with a general superficial answer, yountwae to think harder and look

deeper into myself, and | am up for the challenge!”

5.2. LIMITATIONS OF THE STUDY

As explained in the “Method” (section 3.1.), | usadqualitative method to

undertake an in-depth exploration of the concega@bn of severe normal and
pathological sadness, coping strategies and hekirsgge behaviour amongst
practising Catholics in Spain. Although it is oftergued that generalisability is
not the purpose of qualitative research, sever#hoasl have argued that if
gualitative research is not considered to be géeabde, then its use is limited
(e.g. Morse, 1999; Morse, Barrett, Mayan, Olson gie8s, 2002). | was

concerned with the generalisability of the preseatk, as it would impact the

potential of my research for theory developmenpdoand colleagues (1998)
argued that the generalisability of a qualitatittedy refers to the extent to which

theory developed within that particular study colld exported to provide
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explanatory theory for the experiences of otherpfeavho are in a similar

context (Popay, Rogers & Williams, 1998).

The following efforts were made to increase thalidnéty, trustworthiness and
validity of the findings. Firstly, in order to cape the diversity of the religious
landscape of the Catholic Church in Spain, fouugeoof people were selected,
each belonging to a different religious pathwayay ltheological students,
priests, and contemplative cloistered nuns and mcnkaking a total of 57
participants. Secondly, methodological triangulatieas employed with several
methods being used to gather the data - semi-gtagttinterviews, participant
observation and ethnography - in order to undedstaore fully the variation
and complexity of the area under study, since & w@plored from more than
one standpoint. Thirdly, regular meetings with mo tsupervisors took place
during the data collection and analysis to diseamsrging themes (I also sought

advice regarding challenges and difficulties pdsgthe research process).

Nevertheless, in spite of these efforts, | ceryagdnnot guarantee that, without
comparative studies, there are similarities betwthenparticipating Catholics’
understanding and resolution of deep sadness apces#on and those of
Catholics or Christians of different denominatiolngng in other Western
countries. Similarly, my findings may considerablijfer for people belonging
to other religions and cultures. Moreover, althougandeavour to recruit a
diverse sample with regard to the participants’ dgraphic and social

backgrounds (e.g. gender, broad age range, urlzhnuaad, married and single,
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with children and without, employed and unemployedferent levels of

educational attainment), many of them were likelyhave a higher level of
religious education than most Catholics, which miapit further the

generalisability of the findings to other less emted sectors of the Spanish
Catholic Church. This is explained by the samplmgthod | used: the lay
participants and the clergy were recruited throagtheological college where
the former were studying theology and the latterentecturers or acted as links
between their parishioners and the college. Howernepite of their theological

formation, the sample encompassed - as the findileggly show - people who
held a wide spectrum of religious views rangingrfropen-minded and critical

with the Church and the hierarchy to mainstreamraghly conservative.

Because it was never my intention to select a ssaayple that would match the
Spanish population at large - as one would hawsl tto do in the case of a
quantitative study - | would certainly discouragey aextrapolation of my

findings to the Spanish population. The generatll@f religious practice of my
participants was clearly not nationally represematas they were significantly
more religious than the general population. Hawsagl that, a recent national
survey undertaken by the Centre of Sociologicalestigations (Centro de
Investigaciones Socioldgicas, 2009a) showed a highvel of religious practice

(excluding those occasions related to ceremonies @&ocial kind such as
weddings or funerals) than | anticipated: overdhsof the population had a

high level of attendance (from several times a weeince weekly) and almost
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a quarter attended with some regularity (from asieonce a month to several

times a year).

Finally, the findings were based to a great ex¢enthe retrospective accounts of
the participants’ periods of deep sadness and sg&ipre Although those who

said they had suffered from depression had be@mdsed by a psychiatrist or a
general practitioner, a more formal confirmation tbéir diagnoses was not
sought and | took the participants’ word for it.€Ble are also limitations of the
study, since the presence or absence of a genapressive disorder, especially
in those cases where the participants stated tresg wuffering from normal

sadness, could have influenced the way they madgesef their experience,
their coping strategies and help-seeking behaviblawever, in spite of the

methodological limitations mentioned here, | waassured that many of the
findings - as shown in the “Discussion” sectionera/ generally consistent with
those studies that have looked at religious coptglgs in the face of adversity
and with previous research undertaken with clemyes that have explored
their understanding of mental illnesses and thdopascare offered to those

afflicted by them, as well as with my previous @sé on the field.
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5.3. THE MEDICALISATION OF SADNESS AND THE DARK NIG HT

OF THE SOUL

In this section the problems caused by the medattin of deep sadness are
discussed in the light of the study findings anckrg publications in this field.
Particular attention is paid to the Dark Night dketSoul, as this culturally
mediated way of conceptualising deep sadness asnahphenomenon richly
infused with religious meaning highlights this plexh area. Moreover, the Dark
Night offers a counterpoint to the modern tendetacyesort to the biomedical
model of depression to understand and resolve nantense sadness and acts
as a reminder of the risks involved in transformthg latter into something
pathological, which could endanger the cathartaxcess of attributing meaning

to suffering consistent with the participants’ sb@nd cultural context.

5.3.1. Modern tendency to define severe distress as diseas

Medicalisation of sadness as depression

Suffering does not seem to have a place in the madkestern world. It might

seem as if 21 century men and women suffered from a new “disdrde
“happiness-deficit disorder” (Kelly, 2011). Depriess and unhappiness are
becoming more and more entangled, as many peaogllerétled to be happy at

all times no matter what is going on around theremvthey fail to feel happy,
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its absence is interpreted as evidence that songethi medically wrong with
them. In contrast, although my participants did robk for suffering
gratuitously and tried to resolve or alleviate fem possible, they fully accepted
as normal the suffering caused by life’s misforsuaed adversities and argued

that the human condition has always involved ae&egf suffering.

However, their discourse was far more complex thamere acceptance of
suffering based on the old religious adage thatvias “a vale of tears”. On the
one hand, they argued that there were certain shmgjfe which were “worthy
of suffering”, such as the sadness triggered bylaecauses (e.g. falling in and
out of love, losing someone very dear to them) alt & by spiritual ones (e.g.
undergoing a Dark Night of the Soul, confrontingubts about their
contemplative vocation). On the other hand, thescetined a positive side to
suffering, as they explained it had the potenbdbiting beneficial changes to the
individual, such as emotional maturation and gt growth. Moreover,
accepting and bravely enduring one’s trials allovee® to bestow an act of
sheer generosity to a loved one or unknown pedptugh offering one’s own
suffering to God in exchange for the alleviationsoimeone else’s, such as a

relative who is ill or the victims of a natural dster.

Defining any form of severe distress in pathologisams seems to be the
current trend. Many depressive symptoms are noeloognsider “facts of life”,
but objects for medical treatment, as an increasungber of people expect a

pharmacological fix for almost every negative p®jolgical symptom (Conrad,
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2007; Paris, 2010b). But should antidepressantsfteeed to everybody who
feels unhappy, no matter what the cause? | rebamhsigthe expectation - or
even the demand - that psychiatrists use their régpe to treat
pharmacologically those who, lacking a genuine m@elihess, complain about
feeling unhappy. Surely the absence of happiness®tsa mental disorder. |
would propose that the main tasks of the psyckiatvhen confronted by such
requests are to normalise this sadness, to sugggstof coping that are within
the patient’s cultural and social resources, anehtmurage positive life changes
that might increase their personal fulfilment. Hoee the over-inclusiveness of
the current diagnostic criteria for depression doasfacilitate these tasks, as it
legitimises resorting to psychiatric drugs to desth the whole spectrum of
normal emotional discontent: if people understdrartsadness as the result of

an iliness called depression, then a pharmacolbgtation easily follows.

Reasons underpinning the medicalisation of sadness

| have often wondered how we have got to the ctisgshespread medicalisation
of troubled states of mind. Leaving aside the obsianfluence of the “Big
Pharma”, the reasons underpinning the current gsihtaeffairs are certainly
complex and diverse and cannot be simplisticallglysed. There are some
practical financial reasons that cannot be overdolsuch as the government or
private insurance companies being more likely teecahe cost of the treatment

if one gets a diagnosis of depression (Conrad, RQfi7overstretched national
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health systems favouring the prescription of amiidssants instead of

psychotherapy as the main treatment for depressidhe grounds of cost.

However, | would argue that the following much m@ersonal reasons might
well be as powerful as the previous ones. Accepangrescription for an
antidepressant might feel easier, quicker and tessatening for the “patient”
than confronting his or her own “demons”. Moreoveeople are freed from
guilt and responsibility for the problems and fedlsi in life that are behind their
emotional discontent when their sadness is reptirase a disorder called
“depression” that is caused by a neurochemical lamga (Solomon, 2002, p.
20). The above is clearly indicated by the fact teeking help for depression in
the medical realm has become widely accepted. Tiveng of individuals to be
seen as modern and progressive has necessarilghtraehange in their beliefs
about illness and pathways to care (Bhugra & Mastrmi, 2004). This might
well be the case for depression, as there is r@searidence indicating that
people’s beliefs in the likely helpfulness of aepdessants and mental health

professionals have increased over recent yearvi@e& Jorm, 2012).

Several authors have pointed to other possibleesanisa more disturbing nature
as they seriously contemplate to what extent tleegang social problems of the
modern world are responsible for the climbing raikdiagnoses of depression.
They wonder about the powerful role that this dagis and its pharmacological
treatment seem to be playing in masking the matdearivation and human

disconnectedness that afflict our modern societ@@snverting these social
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problems into a disease with an organic cause\aatants medication to be
resolved diverts responsibility and attention frtdme government, whose duty
should be to resolve these issues through socdhlpatitical initiatives (Kelly,
2011). Marked economic inequalities, the fast pafdée with its technological
slavery, people’s increasing loneliness and alienatand the breakdown of
traditional family structures and systems of behafjht all have significantly
contributed to the epidemic of low mood and exis&rvoid (Solomon, 2002,
pp. 31-32; Kirmayer & Jarvis, 2005; Gone & Kirmayeét010; Pickett &

Wilkinson, 2010).

So far | have only referred to one main rationddat tmoves people to take
antidepressant medication, consisting broadly & #tleviation of a large
constellation of depressive symptomatology. A nexse” of these drugs needs
to be added to the former: people are also willmtake them to compensate for
weaknesses in their personalities so as to makeseiges more socially
competent.Kramer (1993/1997) used the analogy with plasticgety and
introduced the term “cosmetic psychopharmacologyefer to this latter use of
antidepressants. Disability theory can throw soigie lon this: modern Western
society is increasingly less accepting of peopl®ake socially less skilful or
who are going through a state of intense sadnesspl® feel they have to
present themselves as upbeat, strong, happy agdrgres to convey the kind of

successful image that will enable them to succeetally and professionally.
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5.3.2. Contextualisation of sadness: atrribution oimeaning and the Dark

Night of the Soul

Problems associated with the decontextualised diagstic criteria for

depression

The findings of my study emphasise the importarfcassessing the context in
which depressive symptoms occur, as it was prgcife® absence of an
appropriate context making sense of the distressléld participants to consider
the symptoms to be pathological. As can be sedmeititerature review (section
2.1.), many other authors have seriously questidhedvalidity of the current
diagnostic criteria for depressive disorder becaises being purely descriptive,
and which they feel “ineptly defines depressiortrespresence of five or more
on a list of nine symptoms” (Solomon, 2002, p. 20he diagnostic
classification’s neglect of the context in whicle tthepressive symptoms occur is
responsible for the lack of discrimination betweenatural reaction to adverse
life events and a serious mental disorder (e.qg. Berfield, 2006; Horwitz &
Wakefield, 2007; Parker, 2007). The lack of underding of behaviour seems
to play an important part in people’s perception aifnormality: when a
behaviour is understood, it becomes more likelypéoseen as normal (Ban,

Kashima & Haslam, 2010).

| have been critical of the fact that the DSM-I\¢steria for major depressive

disorder only considered depressive symptomatotogye normal in cases of
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recent bereavement, since other causes also capfapteducing great distress
in the individual - such as the break-up of a megiul relationship, a

threatening iliness or the loss of a fulfilling jelvere ignored. However, | could
not help receiving with dismay the new DSM-V’s rerabof this exemption,

which even further decontextualised their alreadgomtextualised diagnostic
criteria and left the path open to making grief adioal problem as well.
Greenberg (2013) believed that the motivation betive DSM’s elimination of

this clause in the new version was simply becausdiad become an
embarrassment: on the one hand, it challenged dlea ithat depression
invariably had a biological aetiology and on thieeut it led critics to ask for the

inclusion of other external factors (like the exdasd mentioned before).

My study revealed that not only academics and méei@th professionals were
critical of the way depression was currently diaggbthrough the application of
the diagnostic manuals, but lay people too raisedersl problems which
mirrored the concerns of the former. Participamsmy study criticised the
imposition of the medical model to deal with intersadnessand felt it was
likely to lead to the labelling of normal episodd#ssadness as pathological, and
the prescription of pharmacological treatment. leady emerged in the
interviews that the face validity of depression, defined in the diagnostic
systems, was lacking. Participants argued thatanyntases psychiatrists gave a
diagnosis of depression to a normal and underskdadeaction to life problems
and that this could be avoided if the individualisique circumstances were

taken into account. Many of them bluntly statedt thactors often used this
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diagnosis and the prescription of antidepressantaraeasy escape” from taking
the time and effort to gain an understanding of plagient’'s experience and
context, which could facilitate a resolution withihe patient's socio-cultural

resources.

My own population survey in Spain also highlightk& importance of taking
into account the context when assessing depressidrhighlighted the lack of
face validity in the diagnostic criteria: when pEppvere shown different
scenarios of individuals presenting depressive sgmatology, all of which met
the criteria for major depressive disorder, it was absence of an appropriate
context explaining the symptoms that made peoplecegtualise them as
abnormal (Dura-Vila et al., 2011). An example ttlaarly exposes this problem
area is the current movement to screen adolesétentdepression, which has
brought about an increase in diagnosing amongs #ge group. These
initiatives have been questioned, as the diagnastieria does not take into
account adolescents’ tendency to react with higleléeof negative affect and
distress in response to stressful events, howetgtisnal these episodes may

be (Horwitz & Wakefield, 2009).

The participants’ narratives not only highlightdr tack of face validity of the
diagnostic criteria for depression, but its cultuvalidity was also much
criticised. While there is some evidence that thee symptoms of depression
co-occur as a cluster in many cultures, it is dguabvious that culturally

shaped notions of the person and the way sadnessudiiering are valued will
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impact the clinical syndrome of depression (Kirnray2002). Although my

participants accepted the existence of depressam severe mental illness that
significantly impairs functioning and that couldvieadramatic consequences for
the individual, they argued that many people whiereed this diagnosis were
not “truly ilI” but were going through normal timesf sadness in the face of

adversity.

In the case of deeply religious participants, wheaeness had a clear spiritual
motivation and content, it was conceptualised Bsuk Night of the Soul. They
advocated that both normal “secular” sadness aadDiérk Night should be
“allowed by the doctors” to be resolved outside thedical world through
cultural, religious and social strategies. My fimg with regard to the way that
sadness was understood amongst Spanish Catholiessbiiking similarities
with the observations made by Kirmayer (2002, 20804) Obeyesekere (1985)
in other distant cultures. The former noted thadad@se people - in common
with my participants - were accepting of sadness @depression, as it offered
them the opportunity to confront their own impermace, losses and
imperfections, which could lead to a heightened ramass of the transient
nature of the world. They consider antidepress@nbte damaging to their moral
personhood and spiritual development, as they ntlmebperson’s ability to
experience sadness. Obeyesekere’s findings am&ugkthist practitioners in
Sri Lanka also resonate with mine: many depressyyeptoms were not seen as
disabling there either, but were cultivated andugdl due to their potential for

wisdom and spiritual transformation.
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Religious contextualisation of sadness: the Dark N§ht of the Soul

The participants used the term “Dark Night of theulS to describe the
experience of angst and desolation in one’s lifsoaated with profound
spiritual suffering. They placed their suffering & wider context than that
offered by psychiatry and medicine in general, thha involves a connection to
God and to the history of the Church, as many saand mystics had
experienced this period of spiritual angst. ThekDidrght of the Soul made
obvious the problems of the decontextualized diagiocriteria for depression
discussed above, as it would almost certainly lmesmsidered pathological if the
criteria was applied to the experiences detailednyyparticipants. Moreover,
the Dark Night highlights the important part th#ttibuting meaning to sadness

plays in the way it is perceived and resolved.

The participants did not see the Dark Night as tagiagical phenomenon but,
on the contrary, they made sense of this experigntiee light of their religious

beliefs and faith, and were able to transform tpeiyrchological suffering into an
active process of self-reflection and an opportufar spiritual and personal
growth. | found the Dark Night's potential of hagipositive consequences for
the individual to be one of the most fascinatingeass of their narratives. They
described a broad range of benefits that undergboauld bring them, the most

frequent being the resolution of inner conflictee t“purification” of certain
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negative aspects of their personalities, greatHillfuent and depth in their
spiritual lives and more compassion for those simearound them.

Batson and Ventis’ (1982) views with regard to ispal experiences being
problem-solving processes resonate with my padmg accounts. These
authors explained that these experiences, whicbfter triggered by existential
crises involving emotional and cognitive stressyldoend with an important
reduction of the level of tension the individual svander (Batson & Ventis,
1982). May (1982, 2004) explained that when asgjdinose going through the
Dark Night of the Soul he often felt that they waulot trade that experience for
more pleasure as they sensed at some level theegghoof it. Similarly, my
participants considered the Dark Night to be a tytung”, and insisted that it
was not a disease but, on the contrary, a natueglesof their spiritual
development and an invitation for maturation andkdecoming closer to God.
At some points in their narratives, the Dark Nighemed to be a rite of passage
which helped them to achieve a kind of “spiritualuthood”: it became a
journey that took them from a more immature spalitstage to a more advanced
one as ‘“light” triumphed over “darkness”. Theiriggus communities and
spiritual directors contributed to this rite by efihg powerful communal rituals,

symbols and shared narratives of spiritual darkness

The participants’ accounts of experiencing the Datight themselves or
witnessing and supporting others through it conddnthe concerns | raised in
my initial studies with regard to the risks invalvén giving a diagnosis of

depression, with its pharmacological solution, émneone who believes to be

363



Section 5 Discussion

undergoing a Dark Night. | disagree with May’s (2P@osition encouraging the
prescription of antidepressants to those goinguiinoa Dark Night, which he
based on his enthusiasm for the therapeutic patestithese drud& “... the
presence of the dark night should not cause anytalies about treating
depression. Because of recently developed medisatidepression is now
recognized as a very treatable disorder, andataeme to let it go unattended.”
(p. 157). Leaving aside what to me seems a phengoginal impossibility
- that an individual might experience at once tark Night and a depressive
episode - by giving a diagnosis of a depressiveagla to the Dark Night of the
Soul psychiatrists may delay - or even prevene-dttribution of meaning from
taking place. This attribution of meaning to thepertence of psychological
suffering is the crucial element acting as a céathaxgent. Therefore, the
resolution of a person’s suffering through its sf@nmation into the Dark Night

of the Soul may be hindered (a simplification aétis represented in Figure 2).

| share the views of Gone and Kirmayer (2010) wiety argue that the very act
of diagnosing a given pathology in an individuahceals the potential to modify
the individual's experience (Gone & Kirmayer, 2010)am convinced that a
medical professional assertively telling their ‘ipats” that they are suffering
from a disease called depression has the powerofmajdise the attribution of

meaning - religious meaning in the case of my pigdnts - that could bring

“8 Research evidence has emerged which seriouslyioneshe effectiveness of antidepressants;
see section 2.3.2. (e.g. Fournier et al., 2010sdfiret al., 2008; Khan, Leventhal, Khan &
Brown, 2002; Pigott et al., 2010).
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about or at least facilitate the endurance andlusn of their distress. Rather
than people embracing the empowering and cheristzechtive of the Dark
Night, a narrative validated by their communitiesl &y centuries of tradition,
which offers hope and is a religious and cultumalrse of help, we could end up
with “patients” accepting an illness narrative @&, adopting the sick role and

seeking the resolution of their sadness throughipaly taking antidepressants.

Another positive aspect of the Dark Night is thaperiencing it was not only
meaningful and worthwhile for those undergoing therkness, it was also
socially accepted - even highly valued - within tieéigious contexts in which
the participants dwelt. Those undergoing the dagneere not judged or
alienated, as may be the case of those diagnogbhdavdepressive episode, but
rather were respected and supported by their gairdirectors and religious
communities. Some even achieved a higher spiritstatus, since only
individuals with a deep spiritual life were chaligml by this darkness. This
contrasts with the stigma nowadays some people ieehssociated with
depression and taking antidepressants, and thatpoasibly lead to greater
isolation. The Dark Night was a safe avenue forcwg the sadness and
suffering triggered by the problems and adversitiesy encountered in their

spiritual paths, such as having doubts about tteitemplative vocations.
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FIGURE 2

Flow diagram showing the resolution of the feelingsf deep sadness through
the process of attribution of meaning that takes gce in the Dark Night of
the Soul in contrast with the functional impairment that may follow the

psychiatric diagnosis of depression

FEELINGS OF SADNESS

Psychiatric model Religious meaning
\ 4 l
DIAGNOSIS OF DEPRESSION DARK NIGHT OF THE SOUL
y
Sadness is understood as Sadness is understood as a
a disease, adoption of spiritual experience,
the sick role seen as a privilege
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FUNCTIONAL NORMAL
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5.4. RELIGIOUS COPING WITH SADNESS AND DEPRESSION

This section starts with a discussion of the madhgious coping strategies
deployed by the participants - in particular, prayand continues with a critical
analysis of the main gender differences found ewtlay the nuns and the monks
coped with suffering. It ends with some considerati regarding the role of the
clergy in caring for those afflicted by sadness alegression. All the above

points are placed in the context of the existiteyditure.

5.4.1. Religious coping strategies

The participants’ descriptions of times when thayg been shaken by life’s trials
and misfortunes provided convincing testimonieshef key role that their faith
played in helping them to cope with deep sadnesst personal level, their
religious beliefs infused their suffering with mé&amn which protected them
from having feelings of hopelessness and emptirasa;social level, religious
communities, parish priests and spiritual directpr®vided them with a
supportive network, as well as being sources oflaute and direction during
times of emotional turmoil. Their faith and relig® practices contributed to give
them a sense of purpose, trust, belonging andaseth, which led to resilience

in the face of adversity (their coping strategiesenbeen described in detail in
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section 4.3. of the Findings). This is in keepwigh the existing literature that
has reported greater self-esteem amongst those rebggously committed
(Dein, 2006) and positive correlations betweengrelisness and feeling more
hopeful and optimistic about the future (Koenigakt 2001). The mechanisms
by which religion might promote mental health, pyepd by Koenig (1997),
appeared consistently in the participants’ narestiVfirst, their system of beliefs
provided them with hope, comfort and a mentalwadet of obtaining something
good from adverse situations by consciously degidm“turn a situation over”
to God; second, their religious community or parigtovided them with
increased social and emotional support; and thiveiy activities emphasised a
focus on God and on helping others in need (ey.pkticipants’ charitable
work, monks’ attending to their distressed visitagte.), transcending the self

and forgetting their own difficulties (e.g. poordtid, relationship difficulties).

The religious practices the participants underttmkind solace when afflicted
by sadness and suffering were in accordance witbettiound in studies looking
at religious coping in times of adversity; for iaste, reading inspirational
scriptures, talking to a priest or praying (Koeri§97, pp. 23-72; Koenig et al.,
2001, pp. 17-23). The latter stood out amongstnib#iple ways of coping used
by the participants to endure sadness: in additb@rayer being one of the most
common religious activities, widely used regardlesshe participant’'s level of

religious involvement, it was much praised and fadodue to the many benefits
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they attributed to it. Prayer helped them to hav@ae optimistic attitude as
they trustingly placed the resolution of their deshs in God’s hands. Moreover,
it was an excellent avenue to externalize theiatieg thoughts and feelings by
sharing them with God, which in turn enabled thembé more aware and in
control of them. As has been described in the “lhigsl’, praying for the

participants was much more than saying prayers, significant amount of the
time they devoted to prayer was taken up by “pautheir hearts out to God”:

sharing their problems and experiences as if camvgrwith an intimate and

trusted friend. Prayer even had a positive impactheir physical well-being -

particularly on their anxiety levels - as the sanghrepetition of prayers (e.g.
praying the rosary) helped them to relieve streslsn down and take their minds
off their worries. In consonance with this, a lasgady designed to look into
which aspects of religious observance influencedtalevelfare found that the
relationship between mental health and religion lilesdy to be linked to the

way people use prayer to deal with stress: people prayed frequently were
less likely to suffer from anxiety and depressibtaltby, Lewis & Day, 1999).

The authors argued that personal prayer was mucé hkely to have a positive
effect on mental well-being than going to church &ocial reasons. This
suggests that those who are religious at a perstaegler level might be more
protected against mental illness than those whaged)in religious practices for

superficial or less genuine reasons, such as sommaention.
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5.4.2. Gender differences between the contemplative participants

One of the most remarkable gender differences faunthe way male and
female contemplatives coped with sadness was wijlard to the role that the
community played: while the support from the comityumad a key role in
alleviating sadness for the nuns, in the case efnlonks, sadness was faced
alone and was not shared with the community (for moreaittetsee section
4.3.4., “Gender differences between nuns and manksoping and help-
seeking”). Moreover, the nuns - in addition to nefy on the support of their
community to overcome spiritual and worldly obséact were also keen to seek

guidance and advice from their senior fellow nung spiritual directors.

To some extent the nuns’ social way of coping apgkdissonant: they chose a
retreat towards human contact and compassion, whéemonks’ choice of
facing distress alone seemed more consistent hatipairsuit of solitude intrinsic
to their renunciation of human attachments. Howewethe latter’s response, an
apparent indifference to the suffering of theitdel monks appeared as a failing
(e.g. Brother Terenci's testimony on p. 248). Wiplevacy and respect were
given as motivations by the monks for neither segkior offering compassion
to their fellow brothers in the midst of their srfihg, such detachment suggested
similarities to old masculine patterns of compeditiess, fear of intimacy and

weakness: keeping quiet about one’s distress iardalavoid the perception of
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spiritual failing. Moreover, offering to help a kelv monk might have posed a
challenge to one’s own vocation and beliefs, opgiire possibility of stirring
up inner doubts. Attending to the suffering of taas) the outside was a safer
channel for compassion. Thus, assisting a laymadmsirsuffering triggered by,
for instance, marital or professional difficultie#sas too removed from the

monks’ life to be perceived as threatening.

The monks’ resolution to keep their suffering froine rest of the monks they
lived with bore a resemblance to some of the claegys reluctance to open up
to their parishioners: in common with the monksgsth priests also felt that
maintaining their privacy and hiding their problearsd distress from those close
to them was important. They feared that a revetatib their feelings to their
congregants could have been seen as a sign of esakend render them
somewhat vulnerable; moreover, they felt they wbeeones who should offer
support to the parishioners and not the other vaaynd. On these lines, the
findings of several studies undertook with clerggnresonated with our own.
Such was the case of a study that interviewed 8@akChristian clergy, a study
set up to explore how they coped with personaksr{®roffitt, Cann, Calhoun &
Tedeschi, 2007). Similarly to the monks and thegis in our study, some clergy
found themselves to be subjected to “social coimgtraa perception that those
around them did not welcome emotional disclosurd #re sharing of their

problems with them. They also felt that their paiosers expected them to have
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an unshakable faith, firm religious beliefs andrargy fruitful relationship with

God. The authors argued that these social conttraould be quite real since
congregants might not welcome expressions of daldaut the search for
meaning from their parish priest, as they expetbiedto have achieved clarity
on these issues. Therefore, clergy may need to seekl support outside of
their usual social networks, which can delay thefurn to a sense of well-being

after a life crisis.

Another study that conducted in-depth interviewthvi#4 Catholic parish priests
looked at the impact that being obliged to leadfeadf celibacy had on their
mental health (Hoenkamp-Bisschops, 1992). The awthggested that several
aspects of their celibate vow seemed to lead tdndemtal consequences for
their mental health. On the one hand, the irrevititalof the vow becomes a
considerable source of pressure: the decisionni@irecelibate which was taken
earlier in their lives may no longer make sensedes later. On the other hand,
priests tend to stop themselves from having closadships in order to protect
their celibacy, thus depriving themselves of anangnt source of emotional
and psychological welfare. This is of relevanceresearch evidence has found
associations between well-being and having supposicial relationships when
dealing with adversities and stressors (Ryff, Sirfg@&almersheim, 2004, p. 90-

123); conversely a link has also been found betweeling restrained from
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sharing life problems with the people close to and a greater struggle to regain

well-being (Lepore, Silver, Wortman, & Wayment, £99

The monks and nuns of my study, when enduring tiofiesrkness, engaged in a
process of mimesis - an effort to imitate or idgnwith spiritual people from the
past (Young, 2007) - which also had marked gendéerences. The monks
aimed to imitate the feeling, attitudes and readtiof the intrepid monks that
started their ordet’ while the nuns identified with battered holy wonveno had
suffered mainly at the hands of men. Moreover niomks identified with Christ
as they strived to face and accept their suffedngheir own “like Christ”. In
contrast, the nuns embraced their condition of i€lsr wives”, although they
felt deeply unworthy of it (see section 4.3.4. bé t‘Findings” for a detailed

description of the nuns’ and monks’ process of nsisje

These gender differences resonate with those raytdday (2004) between the
spiritual journeys of two of the most revered mystin the history of the
Church, Saint Theresa of Jesus and Saint JohredCtbss: in keeping with the
monks’ spiritual experience, Saint John startedhisrpath full of confidence and
self-reliance while Saint Theresa’s, like that lo¢ ihuns, began from a humbler

position, doubting herself and putting her trusbihers (pp. 166-167). It is likely

9 For a description of these monks, see appendsedtion 2.1. (“Saint Benedict and the origins of
the order”).
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that the nuns and monks of my study would have tleadvritings of these saints
in some depth, triggering a wish to model theirefivwith those of Saint

Theresa’s and Saint John’s respectively.

Kirmayer's (2007) cultural configurations of thdfsean also be applied to the
contemplative participants: while the nuns’ tendede more sociocentric, the
monks’ was more egocentric. For the former the sef defined by their
belonging to their monastic communities, and thesorted to their fellow sisters
for spiritual and emotional healing and often usegolyvocal voice in their
narrations about themselves; for the latter, thé was defined by personal
achievements, their locus of agency was the indalidhonk, they relied on their
own resources in their times of need and the mddeedr narrations was rarely

polyvocal, being much more often univocal.

I would like to end this section on gender diffeves between the contemplative
participants by acknowledging that some of the edédhces found between
monks and nuns could well be related to the sigaifi differences existing in

their cultural backgrounds, ages and educatioridaa¢her than their gendper

se (for a detailed description of these differences section 4.1.5. of the

Findings, pp. 158-163).

0 Kirmayer (2007) clarifies that these ways of canisig the self can co-exist - they are not mutually
exclusive - and can be in a state of ongoing tensith one another.
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5.5. THE CLERGY’S ROLE IN ASSISTING THOSE SUFFERING FROM

SADNESS AND DEPRESSION

5.5.1. The study findings in comparison with previas qualitative studies on

the clergy

Few studies have investigated, from a qualitatieesjpective, the point of view
of the clergy regarding their beliefs on mentaiads and the help they provided
to those suffering from psychiatric disorders. Ty kmowledge, there are no
studies in Spain that have examined the views @fctargy in these areas with
which to compare and contrast my findings. Theistthat are most relevant to
mine are the ones conducted by Leavey and collsaguéhe UK: they also
conducted in depth qualitative interviews with ghgmen (Leavey et al., 2007,
Leavey, 2008; Leavey, 2010). Although many of tH&dings resonated with
mine, some areas of divergences also appeared¢dblt be explained by the
differences in the sample and methods of our reiseestudies. Besides being
carried out in different countries, Leavey’s papants came from urban settings
(my study included a mixture of urban and rurakgts) and his earliest study
included non-Christian clergy (my participants weseclusively Catholics).
Moreover, Leavey’s studies were set up to explbeedergy’s views on mental
illness as a whole while I, as explained in the tivbel” section, focused on the
most common mental iliness, depression. | wouldi@athat the latter difference

in the design of our studies was in great partoesible for the variance in some
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of the findings. Although both sets of participafrenkly recognised their lack
of knowldege of mental health and the insufficigatning received in this area,
the way they reacted to requests for mental healffport differed. Most of
Leavey’s participanting clergymen tended to meeséhrequests with caution,
reluctance and at times rejection. However, theontgj of the priests - and
monks - in my study were confident in assistingrtiparishioners undergoing
depression - excluding the most severe forms - genkrally only shared the
anxiety, fear and inadequacy of their counterparteavey’s studies in the case
of those suffering from a psychotic iliness. In iéidd to their deficient training,
the reluctance of Leavey’'s participants to help pbeavith mental disorders
could be attributed to the fear of the risk theginiat times pose to the order of
the parish, as the priests talked about feelingnetable” and “intimidated” by
those suffering from mental health problems. Thieses and feelings were
absent from my participants’ narratives of pastoeak, as they were focused on

the help provided to depressed individuals.

Another difference was the concern voiced by Le&vpgrticipants regarding a
possible dissolution of their religious vocatiohshey were to expand their role
into helping those suffering from mental illnessisTconcern was not echoed by
my participants, as they saw their role of helpithgse going through a
depressive episode as being an intrinsic partaf ffriesthood; one priest even
referred to it as being a “sacrament”. Again, thiference may be due to the
fact that my participants could easily accomodatping someone suffering

from depressive symptomatology as part of givenitspl guidance: the clergy
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could use their faith and religious beliefs as dotes for the hopelessness and
emptiness so prevalent amongst depressed indigidaatidotes that were not
that pertinent - or indeed useful - in other typemental ilinesses. The religious
resources used by the clergy to help in normalscas@leep sadness - such as
severe life adversities or the Dark Night of thailSowere applied to cases of
depression as well. Leavey’s participants prefetoedct as gatekeepers to the
formal mental health system; for ours, this was tase mainly for those
suffering from psychoses and the most severe fafndepression, since the
clergy seemed at ease helping those suffering frolech and moderate forms of
depression, which were not associated with suicidil Interestingly, Leavey et
al.’s study (2007) seemed to suggest that thetigyaating priests also made a
similar distinction to my participants between gsysis and depression with
regards to their potentiality to help. A brief cormb in this respect appears in
their paper explaining that the clergy raised thsspbility of playing a more
important role in caring for people suffering frotkepression, as these cases

were perceived as less threatening and more aneettabhange.

5.5.2. The clergy’s view of psychiatrists: rivalryand opposition

The problems that have hindered a potential cofktimn between the clergy
and psychotherapists are further complicated whesset professionals are
viewed as being in opposition, or when the worlkeither is considered to be

superior to the other (Julian, 1992). Many of thiegis and to a lesser extent the
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monks spontaneously compared themselves with payists, psychologists and
psychotherapists when asked about the pastoral tbase provided to those
suffering from deep sadness and depression. The pbithis comparison was
undoubtedly positive for the clergy (for a detaidnmary of this comparison,
see Table 22). An overlap between the work of tleegg and mental health
professionals may naturally cause rivalry betwdent, in Worthen’s words,
“the problem of easing human anguish and guilt madsgn falls upon two

categories of individuals - psychotherapists ardclbrgy” (1974, p. 275).

Moreover, in our secular society, clergy may féekatened by mental health
specialists: in the interviews, the participant®fcommented that people go to
psychotherapists rather than to the clergy, jusiuagy (1932) noted 80 years
ago. These remarks by our participants - espediadyclergy - were made in a
tone of regret and nostalgia. There was a sensertbiatal health professionals
had experienced a rise in clientele at the expehdee clergy. The priests were
not blind to the tendency of people nowadays tdf@psecular help when facing

emotional and psychological distress - resortinghental health professionals -
rather than resolving these problems within a r@lig context, such as through
frequent confession and spiritual direction, as Yaamerly the case in Spain

some decades ago. Participants blamed the groveagiagisation of Spanish

society and the gradual loss of religious valuestie decrease in the influence
of the Church and the priests in people’s lives/els as for the greater incidence
of mental illness (especially of depression). Againwas remarkable how

similar the views expressed in the interviews werth Jung’s opinions: he
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argued in his paper “Psychotherapists or the clte(§932) that owing to the
loss of religious belief and worship, and the ehat the spirituality of the past

was no longer valid, neurosis had become more é&®ifor modern man.

In spite of the vast majority of the priests redsgry their lack of mental health
trainingand theiranxiety and insecurity when dealing with high reslses, most
of them stated that they still would try to helfheir attitudes are along the lines
of Farrell’s and Goebert’'s (2008) findings: oveld0f the participating clergy
would assess and manage mentally ill parishioneen &f they did not feel
adequately prepared to do so. Why were the pnatliisg to help their mentally
ill parishioners in spite of feeling untrained andt of their depth, rather than
referring them to mental health services straigh@y® Why is the clergy so
resistant to recommending that those under theitisgd care seek the advice of
a mental health professional? Clearly there muststsme weighty reasons
keepingthe clergy from resorting to psychiatric servicesew this behaviour
does indeed cause them considerable worries anblés The priests, as well as
the majority of the rest of the participants, wewitical of the
compartmentalised, narrow view of the person thdteld by psychiatry, a view
which focuses on physical aspects - thus relyilmgnoch on medication - while
ignoring other essential aspects of the self, saghthe inter-relational and
spiritual. Nevertheless, this criticism does noemsesufficient to explain the
clergy’s strong reluctance to refer to mental Hegtofessionals, which was
what became evident in the interviews. The clergy&iness of psychiatrists

was deeply embedded and likely to be supportedtiiydes and stereotypes as
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well as by past negative experiences that they setmas or other fellow priests
had had in their encounters with mental health ggsibnals. From our
conversations, it became clear that the two maasaes behind the priests’
views were, on the one hand, a determination natette to psychiatrists any
more power and influence over people’s lives (eslgdor those still willing to

seek clergical advice) and, on the other handr ffeception of psychiatrists as
being anti-clerical and anti-religious leading theéonfear that mental health

professionals might cause greater harm to an ajreéiatressed individual.

Regarding the latter reason, there is researchepe@ supporting the view that
psychiatrists are more likely than the general petpan to be atheists (e.g. in the
UK: Neeleman & King, 1993; in the US: Curlin et,&007). However, many of
the participating clergymen perceived them not $§nag atheists, but as taking
an active stand against religion. This is a différease than psychiatrists
ignoring religious aspects in their clinical praeti(Dura-Vila et al., 2011) or
considering them irrelevant to health (Koenig, 1997 that it implies that not

only do they have a negative opinion of religioml &dmose practising it, but that
they are at least somewhat influenced by thosefselvhen providing clinical

care to religious patients. Some clergy particigath Mannon’s and Crawford’s
study (1996) also expressed their worry that mehglth specialists might
undermine or show contempt for the faith of thagtaoners who were referred
to their careMy findings are consistent with theirs: there wastrang concern

that psychiatrists’ negative views on religion ahd clergy would be reflected

in the treatment of their patients (e.g. ridiculiigeir religious beliefs,
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discouraging them from attending acts of worshipewen recommending that
they not follow their parish priest’s advice), thilepriving depressed individuals
of a source of hope and meaning, and leading thhdurdeterioration of their

mental state.

This serious concern was a constant theme in tleeviews, being especially
frequent amongst the priests, followed by the naimd monks, and to a lesser
extent by the lay theological students. When | dstese expressing these
views if there could exist atheist psychiatristsowirere respectful towards their
patients’ religious beliefs and even willing to amporate spiritual aspects in
their clinical management and to collaborate with tlergy, most participants
looked utterly bewildered by such a possibilityisithot completely clear from

the interviews that the participants’ perceptionpsichiatrists’ stand against
religion was predicated on evidence coming from osses or whether their
fears were an anticipation of secular hostilityhmtthe institution of psychiatry.

In other words, do the clergy (and devout religipesple) simply presume the
antipathy of psychiatrists to religion, or is it ta&ly an identifiable

phenomenon?

When a fuller exploration of this was attempted) t@sponse patterns emerged:
while some clergy provided good examples of psyadkia’ scornful comments
about religion made in clinical settings, even goso far as to recommend to
their patients that they abandon their faith, athiiled to supply objective

evidence for their negative views and avoidancesytchiatrists, other than the
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occasional disparaging generalisation of psychiasybeing actively against
religion. Commonly, unless prompted by me, thiselagroup described their
reasons in terms of intuitions, feelings and feAtsthe priests noted the lack of
consultation they received from mental health msi@als even when
someone’s low mood seemed to be triggered by #@wicrisis, taking this as
further proof that psychiatrists’ critical views diem were worséhan mere

indifference.

From these fears and concerns, the clergy’s regeiné that psychiatrists be
religious before collaborating with them naturalbllows. My study showed
that the priests placed great importance on theioek beliefs of the
psychiatrists, as had been found in previous ssuff@arrell & Goebert, 2008;
McMinn et al., 2005; Kramer et al., 2007; Mannon @rawford, 1996).
However, it seems rather naive to assume thatioegpsychiatrists will be
keen to do so, as my previous study amongst rekgsychiatrists has shown
this not to be the case (Dura-Vila et al.,, 2011hisTstudy found that the
psychiatrists’ apprehension was not due to thewms@wl rejection of the
supernatural, as our participants argued, but moybably due to the difficulty
in combining such different models: the supernatoradel with the medical

one.

Farrell's and Goebert’'s quantitative study (2008urfd that the amount of
training received in mental health was not relatedthe clergy’'s views on

whether shared beliefs were essential. Although shudy used a very different
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method from mine, it seems to suggest - as mineateks - that the reluctance of
the clergy to consult psychiatrists about the miemalth of a parishioner may
be triggered by something more ingrained and stiggecin the realm of
attitudes, stereotypes and fears, than their singd& of knowledge about
mental health. An obvious solution to reconcilesthéwo roles is to unite them
both - that of a priest and of a mental healthgssional - in one individual. The
names of three Spanish psychiatrists who were @ligsts and members of a
religious order came up repeatedly in the intergi¢@ne of them participated in
our study). They had provided - they are currentdyired - psychiatric
consultations and treatment to clergy, seminariarks and nuns. These men
were able to maintain their religious calling whigeacticing psychiatry (one of
them was also a psychoanalyst), successfully cantpithe two professions:
using their first-hand knowledge of religious lifie their clinical practice to

assess and treat fellow members of religious oraedspriests.

This is not unique to the Catholic Church in Spaeyeral of the larger churches
throughout the world have *“in-house” mental hegftofessionals to treat
parishioners(Kramer et al., 2007). St Marylebone Healing anduiaelling

Centre in London, started by the Anglican Churah,ai good example of
integrating both professions: the director, the 'Be@hris MacKenna, is an
Anglican priest and a psychoanalytic psychothetapighe centre offers

psychotherapy and, although it is open to all, rtipeiblicity clearly states the

Christian orientation of their psychotherapists (@arylebone Healing and
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Counselling Centre, 2011) Nevertheless, it may not be an easy task to caenbin
such different frameworks in one joint life proje&s the Jungian analyst J.
Marvin Spiegelman (1984) argues, many clergy havengup their religious
vocation in favour of exclusively pursuing a carasrpsychotherapists. In spite
of the resulting greater independence and freedom institutional constraints,
Spiegelman - as the clergy members and monks oftady did - regarded such

a choice as leaving a greater vocation for a lemser

The findings from the interviews with the priestsdlanonks of my study posed
an apparent paradox: although they fully acknowdeld¢heir deficiencies in
mental health knowledge and the insufficient tragnieceived in this area, they
still saw their role in assisting those sufferingni profound sadness and
depression as superior when subjected to a coropanigh the role of a mental
health specialistas has been shown in the “Findings”, section 4.4Above all,
this task was considered by the majority to berdegral part of their religious
vocation which came from God, an altruistic lifep endeavour, firmly
contrasting this with the professional, remuneraiad temporal nature of the
mental health professional. There was a strongesenhem - particularly in the
monks - that the spiritual development achievedugh their lives of service,
prayer and self-sacrifice could somehow provide wthedom needed to help
those emotionally and psychologically disturbednpensating for their lack of

scientific knowledge.

*1 The centre offers psychotherapy on a pay-fee plasishe fee is negotiable depending on the
individual's income and circumstances (St Marylebétealing and Counselling Centre, 2011).
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In a recent conference organised by the Royal @ellef Psychiatrist’s
Spirituality and Psychiatry Special Interest Gro(®11) entitled “Doctors,
Clergy and the Troubled Soul: Two Professions, @oeation?”, a member of
the audience - formerly a psychiatrist and curgemh Anglican minister -
explained that for her the main difference betwbketh roles was that she now
had the freedom to listen to the person withoutpitessures of her past medical
role (e.g. asking many questions to form a diagnosomplying with the
bureaucracy, having to come up with a managemant, jgftc.). Listening to her
it became apparent that hanging up the white coktviour of the cassock seems
to have been a liberating experience, that her releso help those
psychologically and emotionally distressed wasdvesiddressed as a minister
than as a doctor, and that she found her task mpersonally fulfilling now.
However, one could argue that all those years péhpatric training and clinical
experience might have been crucial in equippingwitdr the necessary skills to

be able to deliver such a fulfilling level of pastbcare.

5.5.3. Clergy’s explanatory models for depression nal possible

repercussions for their pastoral care

| wanted to explore the clergy’s explanations foemtal illness and for
depression in particular, as they would influerfeetelp they offered to their
parishioners as well as the latter's own understandf what was happening

to them. Two main conceptualisations emerged inphests’ interviews:
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while in the case of psychotic disorders - the wachizoprenia was
frequently used - they tended to discount a superalaexplanation and
clearly favored a biomedical model, in the caseslggression and anxiety
disorders more complex, multifaceted and at tinsegradictory explanations
emerged. Spiritual aetiological explanations foprégsion, such as lack of
faith and religious values, coexisted with mairetnepsychiatric ones, such
as neurochemical imbalance (several mentioneddleeaf serotonin in the
causation of depression). This accommodation of -materialistic

explanatory models - e.g. spiritual, social, cdtuyeliefs - with biomedical

ones was not exclusive to the clergy: it was alsanél in the other

participating groups (monks, nuns and lay peodibgse findings show that
even highly religious Catholics have not been imentm the secularisation
process that modern Spanish society has undergome, resonate with
Leavey’s studies amongst the clergy in the UK (lszast al., 2007; Leavey,

2010) and Kramer's in the US (Kramer et al., 2007).

The belief of a malign supernatural presence ircipisyric presentations was
extremely rare amongst the participating priesthis Tfinding might be

explained by their good education level - they haks with a theological

college where several of them were lecturers -erathan their being a
particularly liberal sample, which was not the cdakey were all mainstream
clergy holding a wide spectrum of views rangingrroonservative to open-
minded and critical. This finding suggests that uangnts supporting

supernatural interferences in mental illness causatsuch as the devil being
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responsible for illness and overall suffering -hwé subsequent endorsement
of spiritual healing modalities are likely to becegred with similar degrees
of disbelief and sceptism not only by mental healtbfessionals, but also by
mainstream and well-educated clergy. This posgjiilas also been pointed

out by other authors (e.g. Bhui & Bhugra, 2002;&i002).

Only one clergyman, Father Enrique, believed thamnaehic forces could
cause clinical pictures that mimic mental illnesaed that cases of demonic
possession were often mistaken for psychiatricrdess. He provided several
examples of the latter and had much to say abeutdle that he had played
in discovering the “real nature of the problem”. Ebeplained that in such
cases psychiatric treatment was invariably doomoef@it and argued for the
need to perform exorcisms. He himself was in tragrto become an exorcist
and strongly felt that priests should have adequai®ing to be able to
differentiate between a case of possession bydki @and a genuine mental
illness (for more details about this see pp. 182)1Blowever, most of the
priests felt uncomfortable with the practice of exem and stated that the
vast majority of the so-called cases of “posseSswere in fact mental
illnesses, mainly psychotic disorders, that waedra psychiatric and not a
religious solution. This more prevalent view woudrtainly facilitate the
communication with and the possibility of a colladimon between the clergy
and mental health professionals, since Father Besqviews are not only
unacceptable to secular beliefs but could - morgomantly - obstruct the

access of mentally ill people to psychiatric camd geopardise their
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compliance with the treatment advised by their raemealth team (Leavey &

King, 2007; Leavey, 2008, 2010).

Many participants - especially the clergymen, moaksl nuns - not only
argued that believing in God played a crucial parkeeping depression at
bay, but also felt that having depression was irgatible with having true
faith in God and considered those who succumbebisallness as having a
faith lacking in maturity and depth. In addition having a “fragile faith”,
which was the main spiritual cause of depressiath deep sadness, other
spiritual causes were also found: neglecting orsgsgitual life, having
significant religious doubts, suffering loss ofigedus meaning and values,
and abandoning religious observance and practibeliéve that the moral
interpretation that the clergy made of depress®rthe main barrier that
would have to be removed before a collaboratiowéen the clergy and

mental health professionals could take place.

More importantly, the argument of depression beingompatible with

having true faith in God would be likely to havel@rimental effect on those
afflicted by sadness and depression, since it waaidthe one hand, further
accentuate their feelings of guiltiness and lackedf-worth, especially when
coming from their parish priests or spiritual diggs, and on the other hand,
create obstacles to religious people’s pathwaymental health care, their
engagement with psychiatric services and adherémdbe recommended

treatment, outcomes that would be particulary vgormie in those cases of
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severe depression associated with higher risk. tinfately, my findings in
this instance were not an isolated case; otherestumbncerned with clergy’s
understanding of the aetiology of depression alsmd that they saw people
undergoing this illness in a critical and judgméiight, considering them to

be weak when confronted by life’s adversities (Ra008, 2009).

Without underestimating how problematic these vianes | think that there
is still scope for hope, as the picture emergiramfrthe interviews was a
complex one in which seemingly contradictory viemere often held by the
same priest without any apparent discomfort or esemreness of those
views being in conflict with each other. As we haeen in the “Findings”
section, supernatural and biological explanatorydem® for depression
naturally coexisted. Moreover, although the prigatght have thought that
their parishioners’ poor faith was to be blamed floeir depression, one
would certainly hope that common sense and compasgould prevail in
most cases and that they would not explicitly stiaesr beliefs with their
already distressed parishioners. This would be eéapkhg with the main
strategies used by the clergy to help those &flidby deep sadness and
depression, such as reminding them of God’s untiondi love, and their
firm views on religious faith and observance wobédconducive to optimism
and self-worth. It is also important to stress thaignificant minority of the
priests - especially those with training in mertahlth - strongly opposed
this view and considered it to be completely unptaide, stating

furthermore that it was an example of the pressiagd for the clergy to
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receive adequate training in mental health. Thesests could play an
important role in enlightening their fellow priestegarding depression
causation from within the Church, as it would bercpeved as less

threatening than if secular psychiatrists werendeutake this formative task.

5.5.4. Clergy’s pastoral care for sadness and demgon

The participants’ reliance on seeking help fromirtlgarish priests could be
explained by their highly religious backgroundsligleus-based beliefs about
mental illness are likely to influence the choidewdnom they seek help from
(Chadda et al., 2001; Cinnirella & Loewenthal, 19@®le et al., 1995). Two

other studies that | undertook amongst highly relig samples in Spain, in
which a quantitave methology was used, found st@sgpciations between the
level of religious practice and the recommendatmeeek the help of the clergy
when suffering from deep sadness and distress {Ril&aet al., 2011; Dura-

Vila & Hodes, 2012).

Virtually all the participants agreed that clergpastoral care at its best could be
a crucial resource in helping those suffering frdeep sadness and depression,
and would both resort to it themselves and reconahiieto others. However, in
spite of this general agreement regarding the glengotentiality to help, there
was not a clear consensus regarding the level athwthis was actually

achieved. Some of the participants provided conmgdirst-hand accounts of
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such valuable assistance, while others considertedbe a “missed chance” for
the clergy in general, as they regretted theirgpsidack of commitment towards
those in need of emotional and psychological Helphis subsection | am going
to discuss three attributes of the priests that bealgey in enabling them to care
effectively for religious people afflicted by sadseand depression; followed by

three problem areas that may hinder it.

Well-placed to assist those suffering from normaladness and depression

The findings from this study indicated that spiitalirectors and parish priests
could play an important part in supporting thosdarrtheir spiritual care when
battling with normal sadness - such as the DarlhiNad the Soul - as well as
when suffering from a depressive episode. The fgrigésd the monks explained
that some people had initially approached themnastar help with relationship
tensions, spiritual concerns, professional diffiesl or other types of life
problems without specifically referring to the pbddgy that they might be
suffering from depression. These spiritual guidesraspected and well-placed
at a community level, in their parishes and monesteto perform this double
task: on the one hand, to help those who are s&dliatressed and, on the other,
to support those who are mentally ill and in nekgsychiatric care. The “social
discomfort” associated with a psychiatric consudtaf{Solomon, 2002, p. 23) is
avoided, as asking for the advice of a spirituakator is culturally accepted,

well-considered and encouraged within the partidigaeligious settings.

391



Section 5 Discussion

Spiritual directors and parish priests may be ir@arellent position to offer help
that is culturally sensitive and consistent with tkligious values and the way of
life of those consulting them. They have a broadyeaof resources - not all of a
religious nature, as has been described in thaikgs’, section 4.4. - that they
resort to when assisting those who are afflicted shijfering. The cultural
concept of the person held by mainstream psychaplyers based on Euro-
American values of individualism (Kirmayer, 200This could be problematic
for some of the participants, especially for thatemplative ones - particularly
the nuns - and for some lay participants who wery eommitted to a religious
group. Spiritual directors and parish priests cameyond the individualistic and
egocentric concept of the person and incorporaterst such as a more
sociocentric one that, for example, sees the persoalation to the monastic
community. Moreover, their own spiritual experiempiips them to fulfil a role
others could not perform to such an extent. Thegglenay be more open to the
potential benefits of a life crisis than lay peoplen in those cases when they
feel tested or abandoned by God; their long-termmeotion to God may help
them to endure those feelings which could becomeaitsettling and an obstacle

to growth for those less spiritually experiencerb{fftt et al., 2007).

The role of the spiritual director is a complex andltifaceted one that goes
beyond providing personalised spiritual guidancd anpport for those under
their care so they can reach their maximum spirpagential (see section 4.4.
for a description of this role). Another importanand less obvious - pastoral

task came up in the interviews: bringing to ligaligious beliefs and practices
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that could lead to or contribute to mental illnemsd trying to rectify them. The
most commonly cited beliefs and behaviours were ftlilowing: childish

religious beliefs, such as having an image of aitmenGod who invariably
found fault with them, religious fanaticism and damentalism, excessive
rigidity in their religious convictions, exaggerdtepiety, engaging in

superstitious practices and holding negative aptessive views on sexuality.

Although the potential of religion to cause negatisonsequences for one’s
psychological and emotional health was widely apdndy acknowledged, the
opinions of the participants were somewhat dividgedto the extent of the
problem. Those holding more liberal views were mdient about this
possibility and even reflected critically on thespensibility that the Catholic
Church and the clergy in particular had playedraating and perpetuating those
beliefs and practices. They were thought to beaalt ffor not equipping their
parishioners with a stronger theological knowledgel for not challenging
inaccurate beliefs and obsessive practices. A feests and monks blamed the
more conservative sectors of the church for agtiwatulcating these beliefs in
the first place by insisting on people’s sinfuluratand ignoring “the message of
liberation contained in the Gospel’. However, initspof the participants’
awareness of religion’s potential for harm, | néedtress that they did not side
with the views of prominent mental health expertaowhave argued that
religious beliefs and practices have a negativecefbn people’s psychological
well-being and that they could cause psychiatricsodlers and

psychopathological symptoms (e.g. Ellis, 1988; HrelQ27; Watters, 1992).
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They strongly reiterated that this was the restiti poor understanding of faith
and a lack of religious education, and further adythatwell-informed and

balanced faith and mainstream religious beliefs alnskervance had a positive
effect on the individual and were conducive to treahd happiness. Therefore,
they considered an important part of the clergyastpral care to be quick to
identify and correct those negative religious Welia order to protect and foster

their parishioners’ emotional well-being.

Ability to support genuine cases of the Dark Nightaind to differentiate them

from depression

In section 5.3., the risks of medicalising normatiisess and particularly, of
pathologising the Dark Night of the Soul were dss®d. | have advocated that
the latter be treated outside the medical modelutin a religious framework

and under the guidance of an experienced spirduakttor, as | consider the
Dark Night to be a case of non-pathological religiosadness. Although |
uncovered fundamental differences between a depeespisode and the Dark
Night, it is important to acknowledge the possipilthat a genuine case of
depression could be mistakenly taken for a DarkhNigs, in spite of their

differences, they also have many similarities ieirtipresentations (see section
4.2.2. for a description of the differences and cmmalities between them).
Therefore, spiritual directors need to be alert ittentify a possible

spiritualisation of depression and to be awarehef presence of signs of this
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illness so appropriate mental health care can bhghdoThis is certainly not a
new concern: two prominent 1&entury mystics, Saint John of the Cross and
Saint Theresa of Jesus, also shared this worryy Theth had extensive
experience in acting as spiritual directors andilog after the members of their
communities; their writings captured their deteration to differentiate and
treat accordingly those suffering from “melanchblea “bad humours” and to

not confuse them with the Dark Night (May, 198202D

We are facing a very different problem nowadaysilevimental illnesses were
much more likely to be spiritualised and attributecupernatural forces in these
mystics’ time, normal human experience such as dadpess or the Dark Night
is running the risk of being medicalised in the™ 2Entury Western world.
However, the case of highly religious people livimgthin secular modern
societies - as may be the case for isolated menasimmunities - might
resemble the mystics’ situation in that they miggnd to spiritualise depression
using the framework of the Dark Night, as this ierenacceptable - and even
valued - within their religious communities. Thesesvidence that ethnocultural
groups frequently express depressive symptomatatogyferent ways so as to
fit in with their communities by somatising certapmptoms (Raguram, Weiss,
Channabasavanna & Devins, 1996). That our highlgioais participants
seemed to spiritualise their sadness rather thasatsee it might be explained by
the tendency, existing amongst the more conseevaectors of the Catholic

Church, to despise the body in favour of the ekalteof the spirit.

395



Section 5 Discussion

Sharing the same religious language to express disss

People suffering from depressive symptomatologgrofesort to metaphors and
allegory to describe what they are going througbld®on, 2002, p. 16), and
those selected by deeply religious people areylikeldiffer from those chosen
by others. Many of the narratives of intense sasltiest the participants shared
with me contained metaphors, symbols and imaglesl fitith religious meaning.
However, the majority of them felt that - in a obal setting - they were
expected to describe their intense sadness inypunedical terms and they
consciously avoided any reference to the religgigaificance their distress had
for them in order to avert embarrassment or evdggment, since there was a
widespread concern that psychiatrists were argiceli Religious people are
likely to employ strictly secular language in thigiteractions with mental health
professionals in order to fit in with the medicabael in which the latter operate.
Thus, their sadness and existential angst were eas#y phrased in terms of
iliness, along the lines of depression, as thegoants were purged of any
meaningful religious attribution. The style of dtial presentation largely
depends on the patients’ symptom attribution amir thirategic decision as to
which aspects of their distress they consider gpp@ate to present to the

clinician (Kirmayer & Robins, 1996).

However, when the participants were in the presendtkeir confessor, spiritual
director or parish priest, their religious narragwnaturally unfolded as they felt

completely at ease expressing themselves in rabgi@rms and attributing

396



Section 5 Discussion

spiritual meaning to their sadness. Identificatioith the powerful religious
narratives of suffering accumulated throughout uees of the history of the
Church could take place, which allowed their ac¢swi woe to be transformed
into meaningful religious experiences. In contragh the cathartic value of
these religious stories and metaphors of sadnless;urrent medical model of
consultation does not invite these attributionp@fsonal meaning - religious or
not - to occur and the suffering of the individiglpresented as a collection of

symptoms without any meaning, potential or finality

Moore (2004/2011) argued that the great cultur@ies and myths of suffering
provided examples of human struggle that could help inspire the individual
in their personal suffering. He believed that comvg the experience of the
Dark Night using powerful images or compelling s#erhad a therapeutic value.
Participants referred to a number of religiousie®to voice their experiences,
such as the Calvary, the Mount of Olives and thguRection, and also resorted
to metaphors, such as that of Father Alberto whawiohg from his love of
nature, compared the tension and struggle of thik Raght to the snake’s need
to shed its skin to be able to grévMoreover, in contrast with the negative
connotations of hopelessness, stigma and sick-atlached to the word
“depression”, couching one’s suffering in terms'Dark Night of the Soul” had
in itself an intrinsic therapeutic value - evena@asthetic value - as it summons
many positive associations, such as the triumgdigbf after the darkness of the

night or the examples of many revered saints wive Ih@en transformed by it. It

*2The full quotation of Father Alberto’s words issaction 4.2.2., p. 181.
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became clear that spiritual directors were not aelgeptive to these images,
narratives, metaphors and religious terminologmes, also welcomed them in
order to foster hope and meaning for those undsr #piritual care who were

torn by sadness.

Unsuitable spiritual directors make the quest for a&'good” one necessary

The crucial importance of the spiritual directortimes of spiritual darkness is
reflected in the emphasis that the participantse gvfinding the “right one” and
not settling for someone more convenient, suchn@smwn parish priest. They
talked about the need to “shop around” until “thergon who could truly
understand and help you” was found. They were ngllto embark on an
arduous journey to find the mental health professicor the priest who was
right for them. The time and effort devoted tostlsearch was considered
worthwhile, as so much was at a stake: their ematjopsychological and

spiritual well-being.

Interestingly, the participants’ concern was alsared by Saint Theresa of Jesus
and Saint John of the Cross, as their writings s(iday, 2004, p. 25). Being
under the spiritual care of unsuitable directorsseal Theresa great suffering.
Some of her directors even attributed her mystesgleriences to the devil. She
explained going from one director to another uslie finally met an ascetic

Franciscan friar called Pedro of Alcantara. He ghee the understanding she
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longed for and reassured her of the validity of b&periences. Unlike my
participants who invariably referred to male spaitdirector2®, John found the
spiritual companionship he needed in a woman, Sdiatesa of Jesus, whom he
affectionately gave the name of “spiritual mothdBbth saints warned of the
dangers involved in putting one’s spiritual lifetire hands of the wrong spiritual
director. They recommended selecting a director ,whoaddition to being
knowledgeable from an academic and scriptural petsge, was experienced in
their own life of prayer.In order to avoid the harmful consequences that
misdirection could have, they encouraged peoplen¢éet with more than one
potential director if in doubt (May, 2004, p. 1693). The following quotation
from Theresa’s autobiographical book captures tifesng caused by
inappropriate spiritual directors (Saint TheresaJebus, 1565/1991, chapter
XXV, p. 314):
Not a fig shall | care then for all the devils iallhit is they who will fear
me.... | am quite sure | am more afraid of peopl®vare themselves
terrified of the devil than | am of the devil hintisd-or he cannot harm
me in the least, whereas they, especially if theycanfessors, can upset
people a great deal, and for several years theg sarh a trial to me that
| marvel now that | was able to bear it. Blessedh® Lord, Who has
been of such real help to me!
In the notion of the “good and bad spiritual diogttthere was an implicit

critique of the clergy, as it tolerated the exisemf the latter? Although the

level to which the participants took their criti@alalysis of the clergy varied, the

3 When referring to their spiritual director, therfigipants used the masculine ending (“director
espiritual” or “directores espirituales”) or preeedtheir names with “Father” or “Brother”.

** Similarly to spiritual directors, the participaragso differentiated between “good and bad
psychiatrists” (see section 4.4.3.)
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old idealised image of priesthood in which the giriwas considered incapable
of fault was replaced by a more “down-to-earth” drehlistic’ one; this was
also found in Leavey's (2008, 2010) studies ondleegy. The religiosity of the
lay participants and the love and admiration that ‘tgood priest” inspired in
them did not keep them from clearly seeing and tpagout the shortcomings of
today’'s priests. Clergy’'s positive attributes - lsuas having unconditional
compassion, a strong caring and service attitudeuashakable moral standards
- were not taken for granted anymore and were ¢uaiis those who had them.
Their studies in theology might have empowered therhe more confident in
expressing their critical views with regard to whiay considered unacceptable

in the clergy from a theological perspective.

The clergy’s lack of availability to help their pgltioners was one of the most
common criticisms and was particularly frequent agst the lay participants
who were highly committed to the running of theiglarwhile at the same time
meeting the demands of their jobs and families)réduer, it negatively affected
the quality of the relationship between the pariest and the people
integrating the parish community. A study lookirtgdéferent criteria for what
makes a “successful” parish found that the relatigm between the parish and
the priest was the key for a parish to work (Ry&897). The interviews also left
no doubt about the capacity that the clergy hadséf-criticism, as blunt and
sharp criticisms were the norm in many of the psiesestimonies. Many
provided compelling narratives of the frustratiamdgpain that they felt when

they withnessed a lack of commitment in other membar the clergy. The
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severity of their criticisms might have been fuélley having a deeper insight
into the real state of the Church and by the fhaat the existence of the “bad

priest” posed a threat to their own vocation.

Discrepancies in attitudes to the sacrament of coae$sion and to the spiritual

director’s level of authority

Although the participants regarded highly the saenatal value of confession
through its forgiveness of sins, the majority predd it when a layer of spiritual
accompaniment could be added. Besides giving aouat®f their faults, they
wanted to be able to talk openly to their confessioout their spiritual and
secular worries. However, a minority of the papaeits strongly stated that the
sacrament of confession and spiritual directionukhmot take place together.
Worthen (1974) argued that in spite of the genedishgreement within the
Church itself as to the level of involvement tha tonfessor should have in the
personal problems of the individual seeking confessthe predominant view
held by the clergy was one defending that confessimuld primarily focus on
the forgiveness of one’s sins and that listeningamol offering advice about
personal trials should be considered as secondaay,all. The three decades
that separate the priests that Worthen wrote afvoaot those in my study and
the high educational level of my clergy sample doekplain the discrepancy
between their opinions about confession. Howeverortidén made an

observation which was corroborated by the findimismy study: the more
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dogmatic priests were the ones more likely to defdre view that emotional

difficulties should be dealt with outside the cagi®nal, while less conservative
priests might not have a problem with this, as thegsidered the penitent’s
failings to be intrinsically linked with the emotial and psychological aspects of

the self.

My findings showed considerable disparity with nmejdo the participants’
description of their ideal parish priest and spaitdirector. Their views ranged
from those who preferred him to have a high levélaathority and a
paternalistic attitude to those who advocated grepatoximity and equality to
those he helped. Interestingly, the participantsngfstudy - priests and non-
members of the clergy - who held the minority vithat confession should be
strictly about the redemption of one’s sins wersoathe ones whose ideal
spiritual director was highly authoritative. Thed#ferences of opinion were
reflected by the importance given to the word usedlescribe the priest in
charge of helping with one’s spiritual progress.fedv participants felt very
uncomfortable with the use of the terms “spiritudifector” or “spiritual
direction” due to its implying high authority andperiority, and opted instead
for using the terms “spiritual accompaniment”, t#pal brother” or “spiritual
guide”. Conversely, some of the more conservativests felt equally unhappy
with the latter terms and did not shy away from teems “director” or
“direction”, as they argued that those in a positio guide someone spiritually
had to be able to “direct” them through their gpal darkness and challenges

and needed to be wiser and more spiritually advéhnican those they served.
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This lack of agreement is consistent with the dtere in the field. Rogers
(2002) argued that spiritual directors’ authoritgsalinked to the task they were
at times called upon to perform, such as being @ul“physician” or a
“confessor”. In contrast, spiritual directors whiopted a low level of authority
and who saw their role as walking alongside thé&eatees to help them find
God’s path were more at ease being described dasusted friend”, “God’s

usher” (Merton, 1960) or “a spiritual friend” (Beem 2002).

Lack of affective and spiritual maturity

Moore (2004/2011) - like most participants - highlied the key role that priests
could potentially play in helping the individual fied meaning when confronted
by periods of spiritual suffering. He also warnkdttreligion had often avoided
the dark and had tried to hide it with false reeasces and platitudes, which led
to the infantilisation of one’s spirituality rathéhan facilitating the spiritual
adulthood that the Dark Night could bring about.eTparticipants often
complained about those clergy - as well as aboutksi@nd nuns - who were
“immature” at two levels: at a spiritual one, hayifchildish beliefs” and “poor
spiritual lives”, and at an emotional one, whicld k® problems in regulating
their emotions and impaired their relationshipshwathers. These priests were
not in a position to offer guidance to someone uglotheir spiritual journeys
and Dark Nights, as they lacked the spiritual stpthnd intuition required. A

call for priests who took their own spiritual lifeery seriously, who were not
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only compassionate and caring but also intelligesheep, reflective and
emotionally stable and mature, strongly emergetheninterviews. Similarly,
Thomas Merton (1998), a Cistercian monk with vagbegience in spiritual
direction and in looking after those new to theteamplative life, emphasised
the importance of the latter: although he valuegbad education level in his
novices - he recommended that they finish seconsleangol or get a university
education before entering the monastery -, he reftdoubt about what he

considered far more crucial than academic attaitntlegir affective maturity.

This deficiency in the clergy was particularly peid out by the monks in the
first place and by the priests themselves in theors#@ place and was held
responsible for many of the problems that the gldiared, such as feeling
unfulfilled by and disenchanted with their priestdp suffering from loneliness,
lacking an attitude of service and commitment teirtiparishioners, and being
unable to offer a deep and meaningful spirituagation (see section 4.4.2. for a
detailed description of this problem area in trexgy). Clergy’s lack of spiritual
maturity was seen as a significant obstacle that hindered thbility to
effectively support those undergoing a Dark Nighthe Soul. Their neglect of
their own spiritual development meant for many ipgrants that the actual care
they provided to people who were highly devotedheir spiritual growth in

their times of darkness fell short of what thellyeaeeded.
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5.5.5. Final reflections on pastoral care

The reality of many parish priests - who were oveslmed by sacramental
duties, bureaucratic demands and by the addedupeesaused by the fall in the
number of new priests being ordained - contrastill tve monks’. While these
clergymen had hectic life styles and strugglednd fime to devote to their own
spiritual growth and to provide personalised padtoare to their parishioners,
the monks led lives of prayer, reflection and siEenwhich they explained
equipped them with the necessary qualities to de &b be sensitive and
responsive to the suffering and needs of other hub@ngs. The monks saw
themselves as an alternative to the parish pmestd task of helping those who
were emotionally and psychologically disturbed @ing through a spiritual
crisis. Moreover, the support structure and divisaf work provided by the
monastic community made it possible for the monkdrée up time to meet
individually with their guests and visitors who Wwexl to do so. Thus, their
monastery was presented as a “sanctuary” for dsgck people in need of
advice, solace and sympathy. However, in spitdhefstress parish priests were
under, their lack of time and the uneasiness calbgeldeir limited mental health
knowledge, there was a strong sense in most of ti@inbeing a source of
support and hope for those who were suffering friomense sadness and

depression was an integral part of their religieosation.

An important barrier encountered by some of thdi@pating priests in their

provision of spiritual direction to those sufferifigm sadness and depression
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was the isolation they felt in facing the demandd ehallenges intrinsic to this
task. They complained about the lack of supporivagts and supervisory
structures to assist and help them. However, tbmptaint contrasts with the
wealth of resources available to them. These cleggyseemed to be ignorant of
the professional networks and training programmesstiag for spiritual
directors that could have enabled them to overcomeat least reduce this
barrier. There are indeed a constellation of assiocis devoted to them to help
in the development of their practice as spiritua¢ctors as well as to facilitate
links with other spiritual directors. These orgaigns offered a broad range of
training opportunities such as publications, eventourses, outreach
programmes and workshops for spiritual directoreréddver, they emphasised
the importance of not working in isolation, thergirpviding those involved in
spiritual care with the means to connect with onetlaer and to become part of

supervision group¥,

The romantic depiction of the selfless priest imally willing to go the extra
mile to help their parishioners and who was alwasipful and sympathetic was
challenged by the participants. The priests whé tbe time to get to know the

human being behind the parishioner with their paléir personal and social

% Examples of such learning communities are theriSi Directors International” which has a
large membership of more than six thousand peoplesip continents including forty-five
spiritual traditions, and “The London Spirituali@entre” which also serves spiritual directors’
well-being and development drawing upon Christjainitsiality and contemporary psychological
insight (Spiritual Directors International, 2014 dafhe London Spirituality Centre, 2014,
respectively). Probably the one more relevant te participating clergymen is “Catholic
Spiritual Direction™. It utilises the expertise thined, practising Catholic spiritual directorsla
provides supervision and training through the m&rby e-mail and by telephone to those who
are unable to have the benefit of direction facéate. The latter could have fitted well with the
busy schedules of many of the participating clerggrfCatholic Spiritual Direction, 2014).
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circumstances were considered to be exceptionpbwerful narrative emerged
in the study reflecting how priests were often ngsithe battle to provide
empathic and personalised assistance to those daey for due to feeling
obligated to fulfil less important tasks. They félapped by the demands of
professionalisation and bureaucracy and overwhellmethe fast pace of life
(this is indeed applicable to other professionalugs too, such as doctors).
However, in spite of priests being seen as capablsuccumbing to these
“modern devils”, some of the testimonies containedthis thesis depicting
experienced, intuitive and caring priests, whodigioels vocation was manifest
as a life-long altruistic commitment to serve thasbo suffer, served as

reminders of the possibility of breaking with thesmstraints?

% The constraints the clergy were under remindedbfribe “iron cage”: a sociological concept
introduced by Max Weber. He argued that peoplee@afly in Western capitalist societies, are
trapped by this “iron cage” as they become subgetiesystems based on efficiency, control and
rational calculation. The demands of bureaucraay the adherence to the system'’s rules are
seen as playing an important role in limiting iridisal freedom (Lassman & Speirs, 1994).
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5.6. AFRAMEWORK TO DIFFERENTIATE NORMAL SADNESS

FROM DEPRESSION

L ooking back at the origins of the study

| will start the last section of the thesis by @mting a reflection on the origins
of this research and the motivation for embarkinghas project. | was intrigued
by the findings of my initial research on the figficulture and depression with
regard to the potential of the Dark Night of thauSoan experience of sadness
deeply rooted within a particular cultural and sbotontext - to act as a
“magnifying glass” to clearly reveal the probleniglee current decontextualised
diagnostic criteria for depressive disorder thdsfio differentiate normal from
abnormal sadness. My first ethnographic study moaastic setting opened my
eyes not only to the theoretical pitfalls of theaghostic system but also, and
more importantly, to the risks associated with thedicalisation of a normal
experience of sadness - the nuns’ Dark Night -cesithis medicalisation
endangered the attribution of powerful religiousamag and the use of rich
social and cultural coping resources, both of whighe clinically relevant (this
has been discussed extensively throughout thesthssctions 4.2., 4.3., 4.4.,
5.3.). With this in mind, | set up a study whichsatae first, to my knowledge, to
use ethnography to explore in-depth the experieama conceptualisation of
deep sadness and the coping strategies and hd&lipgdrehaviours amongst a

sample of Spanish Catholics who reflected the ditseof the Catholic Church.
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Moreover, | wanted the research of my PhD both cobgyond offering a
theoretical critique of the diagnostic criteria ftgpression - which, as shown in
the “Literature Review”, section 2.1.1, has beeordighly done by many
authors - and to have a clinically meaningful disien. Thus, | will end the
thesis by proposing a framework that could allowdifferentiation between
normal deep sadness and its pathological countergiepression. This
framework is based on the rigorous analysis andhsgis of the participants’
narratives of intense sadness. This was the fifth fanal aim of the study (the

rest of the aims have been addressed in the “Ristisection).

Rationale of the framewor k

My study revealed an alternative configuration eép sadness and distress as a
normal phenomenon that encompassed the socialurauliand religious
resources of a religious sample and included tigggmous category of the Dark
Night of the Soul in the case of those more s@tijucommitted. The accession
of hope and meaning attached to the participamigjious understanding of
sadness should neither be dismissed by mental hhgalifessionals nor
endangered by medicalising it. The beliefs and Welias of participants run
counter to the overgeneralised current diagnostieria for depression, as they
argued that many of the cases diagnosed as suoh iwefact the normal

experience of human sadness. They were disturbetthdogurrent widespread
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pathologisation of normal intense sadness, inclydatigious phenomena such
as the Dark Night of the Soul, as depression, hadgstibsequent imposition of a
medical model which leads to the overprescriptibardgidepressant drugs. The
framework | am presenting here adds some key aspguired by the diagnostic
criteria that the findings illustrate, and thus l@ea a distinction between
pathological and normal sadness that made senstetoparticipants. By
“protecting” normal sadness from receiving a diaigoof depression, the
framework may allow people to attribute meaning tiheir experiences of
sadness, loss, demoralisation, void and disenclemtmith life choices which

are likely to be infused with existential meaning.

Although | support the call of many authors to dapmanthe diagnostic
classifications with regard to depressive disordige to their inability to tease
out normal from pathological forms of sadness, ihisnlikely to happen. As has
been extensively discussed in the thesis, too naahvested in the diagnostic
systems: they are embedded in all aspects of pasyichiesearch and practice, so
any modification is inevitably going to be facedtiwifirm opposition. My
framework is far less ambitious than a change aguibstic systems: it is a
practical solution, a clinical suggestion for thagerking in mental health, that
could be used within one’s clinical practice whessessing someone for
depression. As seen in the “Literature Review’s tihamework has similarities
with the solutions proposed by other scholars ie field (e.g. Horwitz &

Wakefield, 2007).
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Many professionals may already put in practice mofctvhat | propose in my
model as part of performing a mental state exanunand taking a thorough
history. However, | would encourage them to keep flamework in mind when
deciding whether to give a diagnosis of depressiod to restrain them from
giving too hasty a diagnosis. It could also be wisif counteract the tendency of
doctors to apply a strict medical model when comtidgc a psychiatric
assessment - particularly in the case of medicatiapsts outside the mental
health field - in which symptoms are gathered frthva patient’s history and
from various examinations and tests, which leadnthe make a diagnosis
without giving sufficient consideration to the @att's personal, social and
cultural dimensions. As a trainer of medical studergeneral practitioner
trainees and junior psychiatrists, | have oftemestsed this tendency to simplify

the diagnostic process for depression to a boxntic&f symptoms.

Assessment of deep sadness and help-seeking behavioursfor normal sadness

and depression

The synthesising effort that allowed the creation tims framework was

facilitated by the fact that - in spite of the hetgeneity of my sample, which
covered a wide range of socio-demographic andioelgbackgrounds - there
was much agreement in the participants’ way ofirdistishing normal sadness
from depression. The need to take into considardhe following three areas in

the assessment of people suffering from depressmgptomatology strongly
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emerged in the interviews: firstly, the contextwimich the symptoms occur;
secondly, the impact on the individual’s functiapiand finally, the level of risk
(the process of differentiation between normal pathological sadness has been

summarised as a flow diagram in Figure 3).

The second and third areas to include in the assegsof a potential case of
depression - level of functioning and risk - wererenin tune with what any
responsible mental health professional would make sf covering. However,
the area the participants thought to be most negleloy the professionals - an
in-depth exploration of the existence or absenca odntext or cause that could
explain the sadness experienced by the individwads the one they considered
paramount, as it would allow the psychiatrist tfedentiate between, as they
often worded it, “sadness that made sensebus “sadness that didn’'t make
sense”. They had much to say about how importawag for doctors to try to

understand their patients’ sadness before prentatateelling it as depression.

The many hours spent listening to the participangstatives of sadness made
me very much aware of the great importance thatimgakense of one’s
suffering had for the phenomenological experierficeadness. The participants’
narratives of normal deep sadness contained a apamis and often detailed
description of one or more causes that were healploresible for their suffering.
It seemed important to them to make me see, evaongince me, that their
sadness was an understandable consequence ofigdvidie opposite was also

true: in their accounts of their own or others’ segsive episodes, they shared
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their puzzlement over the lack of a context sustgithe suffering (e.g. “he had

everything going for him, it [his sadness] didn'ake any sense!”).

The application of diagnostic criteria for depressihat disregarded the need for
contextualising sadness was rejected by the paatits; as one participant put it:
“it made no sense at all'” Therefore, a study o tdontext in which sadness
occurs is essential when evaluating emotional asgchmlogical distress.
However, identifying a cause for the sadness dtdwean that it was invariably
considered normal, as one more aspect needed takbe into consideration
when deciding if the symptoms of sadness “madeesensot”, this being a
gualitative assessment of the symptomatology, smpg8yms which were
disproportionate in severity or duration for thecamstances triggering them
were considered pathological - again “they didnéke sense” - and those which
were appropriate and proportionate, given the ¢aeséeed to be seen as normal

- “they did make sense”.

These three areas of assessment - context of theess the impact on
functioning and the risk - constitute the core loé fproposed framework for
differentiating between depression and sadnessurmmary, it was considered
evidence for the sadness to be conceptualised thslpgical and as likely to
warrant a diagnosis of depression when the symptajrislid not make sense”,
when no apparent cause was found to support themhen, in spite of having a
context explaining the sadness, they were disptmpate in severity or

duration to the circumstances triggering them, &)ysed severe dysfunction,
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with the individual's functioning being altered imany areas of life (e.qg.
personal, professional, spiritual), and 3) posedisicierable risk to the
individual, mostly to self (e.g. suicide, self-hgrn€onversely, an episode of
sadness was likely to be understood within the bewrf normality when: 1) the
sadness was explained by a context or a cause asdpmwportionate to the
circumstances triggering them, 2) the individudliactioning was not severely

affected, and 3) risk behaviours were not present.

An in-depth assessment by mental health profedsionfathe experience of
sadness requires an understanding that goes bapendurrent descriptive
criteria used to diagnose depression. In additmrecarefully considering the
impact of the symptoms on the individual’s functrapand evaluating the level
of risk, the exploration of the context in whichetlsadness occurs and the
meaning the individual attributes to it, should dmee a central part of the
assessment. The outcome of this assessment -rieglemtion of the symptoms
of sadness as being normal or abnormal - is cruasait was clearly found that it
will determine the help-seeking behaviours thatitttgvidual will resort to (as

the flow diagram, Figure 3, shows).
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Process of differentiation between normal and pathogical sadness, and help-seeking behaviour

L

FIGURE 3
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Secular and religious help-seeking behaviours d¢stex this framework.
Interestingly, there was much overlap in the betaa the participants used for
both normal sadness and depression: only two (edgisg behaviours

- consultation with a general practitioner or a gbsgtrist, and taking
antidepressants - were exclusive to the case whersdadness was considered
pathological and received a diagnosis of depresgiemoted in the “Findings”,
section 4.3., the requisite of being ill, necess#oy justify the use of
antidepressant medication, did not apply to psyaraipeutic work, as this was
seen as potentially beneficial for both normal €sdnand depression: it could
help not only to deal with feelings of distress aadiness but also for personal
development. The use of social sources of suppieénds and relatives - and
the religious ones - parish priest, spiritual dioe@nd religious community - to
cope with and overcome normal sadness were also a&gaiseful when the

sadness was abnormal and were added to the previgdisal options.

The findings of this study underline how crucialistto acknowledge, before
medical professionals rush to apply biomedical psygthological treatments for
depression, that non-medical forms of healing <test with local beliefs and

values may provide cost-effective treatments fqression and related common
disorders (Kirmayer & Jarvis, 2005). My study shawieat the participants used
a wealth of culturally mediated ways of coping w#dness which effectively
helped them to endure suffering and to regain & sthwell-being. Adaptive

coping strategies such as seeking relief in prayethe guidance and support

offered through spiritual direction or in the libéng effects of confession and
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penitential rituals should not be undermined oictittd by medical and mental

health professionals.

Therole of assessing hope in distinguishing the Dark Night of the Soul from

depression

Those participants who had suffered from depresfiiemselves could without
hesitation distinguish it from times when they wehtough normal intense
sadness; as a participant bluntly put it when refgrto a time of normal sadness
due to severe hardship: “I knew | was totally s@dwbut not depressed!”
Similarly, Solomon (2002) described his certairtatthe was suffering from
depression: “no one has ever been able to defmedhapse point that marks
major depression... when you get there, there’smath mistaking it!... you are
simply absent from yourself... the meaninglessoégvery enterprise and every
emotion, the meaninglessness of life itself, becrmelf-evident. The only

feeling left in this loveless state is insignificaf (p. 15-19).

The participants emphasised the great importan@ssé#ssing hope not only in
order to determine the level of risk of those girfig from depressive
symptomatology, but also as a way to set normalessg] and the Dark Night of
the Soul in particular, apart from depression,rathe former hope was always
preserved through the firm belief that God wouldtaun them until “the light

overcame the darkness”. Their narratives of depmes®vealed the important

417



Section 5 Discussion

role that the loss of hope seemed to play in thenpimenology of depression
and in distinguishing it from normal deep sadndsse participants considered
the absence of hope as a clear indication of padglypimoreover they saw it as a
sign of the most severe and dangerous form of dejme, as it was clearly
associated with a marked increase in the leveistf with the threat of suicide

becoming a serious concern.

In contrast with depression, the experience ofnpdiope was totally absent
from the participants’ descriptions of normal irgensadness no matter how
profound their angst was, and its presence wasdemnen | specifically asked
about it. Losing hope was often seen as incommatioth believing in a god
who would always provide and care for them regasllef how gloomy their
future looked. Their faith in God seemed to actaas “antidote” against
hopelessness, as even in the worst scenario - dedliey believed that
resurrection and heaven would be awaiting them. greservation of hope was
particularly marked and even accentuated in the oAghe Dark Night of the
Soul. The Dark Night offered the participants aeralative structure for dealing
with distress that integrated their religious andtuwral values, in which their
trust in God fostered the maintenance of a hopaftidude throughout their
suffering, allowing an outlook which might offer leetter social course and

outcome than the medical diagnosis of depression.

Concerns with regard to the possibility of mentatalth professionals’

medicalising the Dark Night as depression were dounthe interviews. This is
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the case as, in spite of the Dark Night being desdrin spiritual rather than
psychological or medical terms by their sufferérss likely that at some point
or another those going through the Dark Night Wwdlve contact with mental
health professionals due to the significant ovedépts symptomatology with

depression’

Thus, medical and mental health professionals whoounter people who
appear to be undergoing this period of spirituakdass - especially if they are
under the care of an experienced spiritual direet@hould perhaps resist
diagnosing depression and prescribing antidepréessamd to opt for careful
watching instead. It is important to emphasise libat when the participants
with experience in supporting those undergoing &kDight were asked about
the risks that it posed for the individual, theyaoimously agreed that it did not
lead to hopelessness, suicide or other high ridkavieurs in spite of the
intensity of the suffering that the individual mighe experiencing (see section
4.2.2 for a detailed description of the Dark Nigid its differences with
depression, especially in terms of risk). This caes with the findings of other

scholars of the Dark Night such as Font (1999)Mag (1982, 2004).

" Those participants with experience in providingisgal direction acknowledged that the
distinction between the Dark Night and depressias @t times not straightforward. For

example, Sergio, a psychiatrist undertaking trgjnimspiritual direction, was one of the
participants who emphasised the possibility oflaek Night being diagnosed as a depressive
episode: “it [the Dark Night] could be diagnoseddapression, even as a severe depression” (for
the full quotation, see section 4.2.2., pp.185-186.
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Applicability to a secular context

Although many of the participants’ attributions wieaning, coping strategies
and help-seeking behaviours were infused with ilig significance and were
rooted in a Christian tradition, | would argue thia¢ theoretical and practical
postulates developed here could have some resomadcapplicability in other
secular and religious contexfsWhile highly religious settings such as the ones
| studied are places where it is more likely tafepisodes of emotional distress
being transformed through the attribution of reigs meaning, this analysis also
has relevance with regard to the world outside retamges, parishes and
theological colleges. The patrticipants’ religiousths are not prerequisites for
developing the type of emotional distress descriliedthe thesis; diverse
individuals can define their feelings of sadness dissatisfaction in existential
terms, relating to other vital narratives outsidefagth framework. This is
important as the ways in which the person integpteé depressive symptoms
play an important part in the perpetuation of tlyengtomatology, as these
interpretations fuel the negative cognitive proessof depression (e.g.
conceptualising them as being one’s fault, or btey@thers for one’s suffering).
Conversely, understanding one’s sadness as nomdahs fulfilling a purpose

can only help with the resolution of the cognitaspects of depression.

8 With regard to the potential to translate my fimgh to other religions, in section 5.3.2.
(“Contextualisation of sadness: attribution of miegnand the Dark Night of the Soul”), |
described the striking similarities that these ifmg$ bore with the observations made by
Kirmayer (2002) and Obeyesekere (1985) in othetadiscultures (Japan and Buddhist Sri
Lanka respectively) where the experience of sadwassalso highly valued due to the potential
for personal growth.
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Section 5 Discussion

The Dark Night could provide explanatory theory fbe experiences in other
individuals who are facing sadness and void. Thisc@ss of attribution of
meaning to one’s suffering, whether religious ocutar, can help people to
normalise it, so that it ceases to be pathological produces adaptive reactions
that can instigate transformation of the negatigspeats of their lives. It is
important to note that there is only one stricigious aspect - the help offered
by the clergy and religious communities - in thanfework proposed here to
assess and help those undergoing deep sadnegeelthat a sensitive appraisal
of the existential nature of the symptoms and aicdi management that is
consistent with such analysis is vital to provide best possible treatment for all

patients whether they are religious or not.

The feedback | got when [ first presented the figdiof my initial ethnographic
research in an international conference made meeawfathe potential of the
Dark Night framework for being translated to secwdantexts’’ Some of my
colleagues, although coming from an academic arieisdt backgrounds,
strongly related to the nuns’ testimonies and shaviéh me episodes of deep
sadness in their own lives that had triggered kegisibns and positive changes.
The nuns’ experience of darkness also reminded tifeartists and thinkers who
had also used their distress and angst in a cathaay to stir up their creativity,

such as Mahler and Shostakovich, or to alter tieiories, as was the case of J.

%9 The findings of my initial ethnographic researotaifemale monastery were presented for the
first time at the 1l World Congress of Cultural Ekjatry in Norcia (Italy) in 2009.
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Section 5 Discussion

S. Mill who broke with his father’'s thought aftendergoing a long period of

intense sadnegs.

60 Although completely devoid of any religious meanid. S. Mill's long period of intense
sadness - which is richly documented in his “Autgppaphy” (1873/1989) - led him to break
with his father's postulates and create his owrotiies. The cognitive tension and emotional
turmoil induced by the darkness he was under reedimde of that of the nuns, which led these
women to make far-reaching changes in their spilityyy This echoes the creative and existential
crisis that is explored and resolved in Mahler’st llhree symphonies, and the creative act as
catharsis seems to lie behind the hidden meaning®aigmas in much of Shostakovich’s later
music.
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Appendix 1 Catholic Church and monasticism

APPENDIX 1

THE CATHOLIC CHURCH AND MONASTICISM

This appendix contains a literature review to adthier context to the findings.

| start this section by looking at the currentestat the Catholic Church in Spain
in order to assist the understanding of the realig the challenges faced by the
participants of the study. | move on to provideistdrical overview of local
monasticism, focusing on the two religious ordées contemplative participants
belong to, which shows how the beliefs and nareatirelating to suffering that
the study has explored are in fact the product ahyncenturies’ thinking and
nurturing. Finally, | offer a review of ethnographiesearch carried out with

nuns and monks which shows the scarcity of suathestu

1. THE STATE OF THE CATHOLIC CHURCH

1.1. Thereligious scenein Spain

The sample of the study was purposely selected frighly religious Catholic

contexts and is clearly not representative of thlegious level of the nation

itself, which is experiencing a sustained declmehurch-going and an overall
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process of secularisation. Moreover, increasingiycal and negative views of
the Church have grown, with a proliferation of beaknd articles criticising
religion and questioning the existence of God;drample, Dawkins’s (2006)

“The God Delusion®?

Recent clerical sexual abuse scandals, partigwaidespread in the Catholic
Church, have also rocked that