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ABSTRACT

Fifteen female multiple personality disorder (MPD) patients who had
[felt or been told they were possessed or had undergone exorcism were
interviewed lo study the sequelae of these events. Thirteen had sus-
pected they were possessed either before or after their diagnosis. Fourteen
had been told they were possessed, usually before their diagnosis.
Fourteen had undergone exorcisms. Seventy-one percent reacted neg-
atively to the suggestion that they were possessed. Initial reactions
{o exorcisms were negative in about 80% of hosts and alters and
positive in 14% of hosts and 9% of alters. Emotional reactions to
exorcisms remained fairly stable over time. The exorcisms functioned
as traumas and resulied in severely dysphoric feelings, symptoms of
post-traumatic stress disorder, and dissociative symptoms. Subjects
created new alters and experienced considerable dissociative rear-
rangements that led to the hospitalization of nine subjects. Spiritual
sequelae were the most severe and led lo cessation or severe cuntail-
ment of religious life for many subjects. The author cautions against
exorcizing MPD patients.

INTRODUCTION

Some MPD patients believe they are possessed by evil
spirits (Coons, 1984; Ross, 1989). Changes in facial expres-
sion, voice, behavior, affect, morals, and attitudes seen in
MPD patients fit popular stereotypes of demon possession.
Doubtless, many MPD patients have been mistaken asdemon-
possessed. Oesterreich’s (1974) volume on possession and
exorcism describes many ancient accounts of possessed per-
sons who would meet modern criteria for MPD.

ManyMPD patients come from fundamentalist Christian
or Roman Catholic backgrounds that may foster their belief
in possession (Coons, 1980; Boor, 1982; Stern, 1984; Ross,
1989; Sperry, 1990). Ross (1989) reports that 28% of MPD
patients have “demon alters,” a phenomenon he relates to
Christianity’s dissociation of religious consciousness from
the body. Ross (1989) and Putnam (1989) note that patients
with demon alters often come from regions with conserva-
tive or fundamentalist religious beliefs. The development of
alterswhichappear demonic hasalso been attributed to anger
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aboutabuse, toidentification with abusive parents (Bowman,
Coons, Jones, & Oldstrom, 1987 Putnam, 1989; Sperry, 1990),
and to abusive experiences in which suggestions of demon
possession were given (Friesen, 1991). In addition, subjec-
tive experiences of alters who identify with the devil or spir-
it-like internal self-helpers can convince patients that they
are possessed (Putnam, 1989; Bloch, 1991).

Most MPD experts believe that demon alters are cul-
turally shaped psychological constructswhose functions should
be understood (Putnam, 1989; Ross, 1989). Ross cautions
against reacting to them with naive enthusiasm, and Putnam
suggests approaching them as one would any other malev-
olent alter personality. Recently, however, Christian thera-
pists who claim that MPD patients can also be demon pos-
sessed are treating them with a combination of exorcism
and psychotherapy (Friesen, 1991).

Reports of spirit possession in MPD patients began with
Allison’saccounts (see Allison & Schwarz, 1980). Recentreports
of Satanic abuse experiences by MPD patients have led to a
resurgence of interest in concurrent possession and MPD.
Conservative Christians who believe that possession by evil
spirits can co-exist with MPD have suggested distinguishing
featureswhich differentiate the two conditions (Friesen, 1991).
Others feel these features can be attributed to dissociative
phenomena (Ross, 1989; Bowman, 1992). Friesen and oth-
ers cited by Johnston (1989, pp. 196-203) believe some MPD
patients need exorcism in addition to traditional psychody-
namic psychotherapy. Others note a recent resurgence of
advocates for exorcism in the pastoral counseling literature
(Ross, 1989, p. 25: Sperry, 199()). Noting that exorcism can
function as a sanctioned integration ritual in which alters
“disappear” permanently, Ross (1989) believes demons and
alters cannot be differentiated by the outcome of an exor-
cism. Some non-clinicians such as psychic specialist Ed Warren
also advocate differentiation of MPD from possession and
use of exorcism for the latter condition (Journal Graphics,
1992).

Despite references to exorcisms being performed on
MPD patients (Coons, 1980; Friesen, 1991), there are few
reports of the clinical outcome. Friesen claimed that exor-
cisms done as part of psychotherapy relieve MPD patients of
disembodiedvoices, physical pain, dysphoricaffect, and spir-
itual oppression (Friesen, 1989). His work did not include
the number of subjects, length or type of follow-up, or exam-
ination by someone other than the exorcist. His subjects
generally shared his religious world view and most gave con-
sent.

The first scientific report of the aftermath of exorcisms
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of MPD patients was Fraser’s (1991) description of seven
atientswho reported prior experiences of exorcisms. Fraser
concluded that exorcisms of MPD patients can create new
ego states, cause ego states to believe they are demons, con-
sign €gos to an internal hell, cause suicide attemptsand hos-
italizations, and result in curtailment of religious fervor
and /or participation. Fraser recommended that would-be
exorcists be familiar with ego states and have knowledge-
able therapists rule out dissociative disordersand PTSD before
attempting exorcisms. In the popular press, an MPD patient
on a recent television talk show reported that an unwanted
exorcism had caused most of her alters to withdraw from
therapy. This exorcism led to a lawsuit against the minister
exorcist (Journal Graphics, 1992).
Inlightoftherecentinterestin exorcisms of MPD patients
and the dearth of data on the outcome, I decided to study
a series of MPD patients to determine the clinical and spiri-
iual sequelae of exorcism. This paper reports the results of
that study.

METHOD AND STUDY

I recruited subjects by contacting all local therapists
known to treat MPD patients and asking them to contact for-
mer or current MPD patientswho metinclusion criteria. Some
subjectswere recruited when these therapists contacted other
colleagueswho treat MPD. Inclusion criteria for subjects were:

1. Atleast 18 years of age.
2. DSM-II-Rdiagnosis of multiple personality disorder.

3. Having had one or more of the following experi-
ences:
a. Feeling they might be possessed by evil spirits;
b. Being told by others they were possessed;
¢. Being told they needed exorcism or actually
undergoing an exorcism,

4. Judged by therapist as clinically stable enough to
engage in the interview.

Sixteen subjects living in rural and urban areas in sev-
eral midwestern states were contacted. One who had under-
gone exorcisms as part of her psychotherapy declined to
participate. Subjects consisted of the first fifteen patients
who gave informed consent to be interviewed. No two sub-
Jects were being treated by the same therapist.

linterviewed each subject, all MPD patients, forapprox-
imately 90 minutes using a semi-structured interview, the
Exorcism Experiences Questionnaire, presented as an appendix
to this article. Eleven subjects were interviewed in person
and four by telephone. The interview consisted of screen-
ing questions about suspicions of possession and the occur-
rence of exorcism or deliverance experiences. Subjects with
these experiences were asked follow-up questions about the
frequency and nature of their experience, the temporal rela-
tionship to being diagnosed with MPD, the past and current

emotional reactions of hosts and alters to these experiences,
the details of exorcism experiences, and the clinical, emo-
tional, and spiritual sequelae of exorcism.

Questions were worded in a neutral manner and
inquired about both positive and negative outcomes. Subjects
described their emotional reactions and classified them as
very positive, somewhat positive, neutral, somewhat nega-
tive, or very negative. Mixed reactions were also noted. Positive
reactions were defined as pleasant feelings (e.g., peace, relief)
or reduction of unpleasant exp(‘riences or S}TI'IP[OIHS.
Negative reactionswere defined as unpleasantemotions (e.g.,
fear, anger, shame) or worsening of symptoms.

Subjects were asked about current and past religious
experiences and abuse involving religious groups, authori-
ties, or doctrines. A brief immediate post-interview inquiry
assessed the emotional impact of the interview. Despite [ree-
dom to discontinue the interview at any time, all subjects
completed it.

No attempt was made to verify the accuracy of patient
reports. Collateralinformation and clinical observations con-
firmed the occurrence of exorcism in two subjects and the
diagnosis of MPD in thirteen subjects.

RESULTS

Demographic and Clinical Characteristics

All subjects were female with a mean age of 39.5 years
(median 49, range 23-54). Forty-seven percentwere employed.
Marital status was: 27% single, 27% married, 20% divorced,
13% separated, 7% widowed, and 7% unknown. Rounding
off the percentages leads to the total of 101%. Two (13%)
were inpatients and the remainder were outpatients, Their
mean duration of therapy for MPD was 43.5 months (medi-
an 36, range 5-88). Three had been treated for less than one
year but nearly all had good awareness of their alters. In
80%, the personality who initially gave information was the
host, solely or in co-consciousness with an alter. Ten sub-
jects switched executive control of personalities during the
interview, most frequently when discussing the alters’ reac-
tions to exorcisms. Four of five who did not switch report-
ed data internally from alters.

Religious Background and Religious Abuse

Of the fourteen subjects (93%) with childhood reli-
gious affiliations, two were Catholic, and twelve Protestant
(six mainline, four charismatic, and two non-mainline).
Currently, only seven (47%) remain religiously affiliated,
but one does not participate. Current affiliations are four
mainline Protestantand one each Catholic, charismatic, and
non-mainline Protestant. Most cited the negative impact of
exorcisms or childhood religious abuse as the cause of ceas-
ing adult religious affiliations. Twelve subjects (80%) report
some kind of current spiritual beliefs or practices.

Ninesubjects (60%) reported being abused during one
ormore type of religiousrite (conventional or cultic). Thirteen
subjects (87%) reported the use of religious ideas during
abuse experiences, most commonly the use of the Bible to
justify or enforce obedience to parental abuse or to label
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TABLE 1
Reactions to Suggestions of Possession

Suggestion of Possession (N=14)

Overall Reaction (N)

i VP sp Neu SN VN Mixed Unk/Uns
Inital Reaction 2 0 1 1 9 1 0
Current Reaction 0 1 0 1 11 0 1
Specific Reaction Initially Currently
Fear 7 0
Agreement/belief 7 1%

|
Feeling evil/worthless 7 0
Disagreement/disbelief 4 11

| Angry 3 9

| Suicidal 2 0

| Relief 9 0
Withdrawal from church 2 0
Chagrin/betrayal /used 1 2
Dissociated to religious alter 1 0
Neutral/understands motivation 0 1
Sad/hurt 0 3
Desire to self-mutilate 0 1 ‘

[ VP = Very Positive SP = Somewhat Positive ~ Neu = Neutral

VN = Very Negative  Unk/Uns = Unknown or Unsure

the child as evil. Nine (60%) reported abuse by religious
leaders, some of whom were relatives in lay leadership.

Possession Beliefs and Suggestions

Thirteen (87%) subjects had thought at some time that
they were possessed by demons or evil spirits. The first occur-
rence of this was evenly distributed from childhood to age
forty. These thoughts began before the diagnosis of MPD in
all thirteen, but seven also wondered about possession after
diagnosis. Reasons for feeling possessed included dissocia-
tive symptoms such as amnesia, destructive behaviors, pas-
sive influence experiences and hearing voices (N=9), per-
sonal or family religious beliefs (8), the suggestions of family
or friends (6), and having studied or participated in occult
activities (4). When subjects continued to wonder about pos-
session after their diagnosis, personal religious beliefs, the
suggestions of religious persons, and the doubts of them-

{)() 4

SN = Somewhat Negative ‘

*Subject wonders at times if she is possessed.

selves and others about the reality of MPD were causative fac-
tors.

Fourteen (93%) subjects reported that others had told
them they were possessed. The first suggestions usually
occurred in adulthood (N=9). Most subjects reported mul-
tiple suggestions of possession. Thirteen subjects had been
told they were possessed before their MPD was diagnosed
and five afterward. Suggestions of exorcism were most com-
monly made by clergy (N=9), but also came from church
members (7), family members (6), pastoral counselors (2),
other religious officials (2), and others (2). Twelve subjects
reported suggestions of possession from more than one type
of source.

Table 1 shows the reactions of subjects to suggestions
that they were possessed. Ten of fourteen (71%) initially
reacted negatively to this suggestion, bur o (14%) felt
relieved. Emotional reactions remained quite stable over time,
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TABLE 2
General Reactions to Suggestions and Experiences of Exorcisms :

BOWMAN

Event N

VP Sp

Suggestion of Exorcism 14
Inital reaction 0 0
‘ Current reaction 0 0

Exorcism (Initial Rxn.) 14
Host reaction® 2 0
Alter reaction 45%% 4 0

Exorcism (Current Rxn.) 14
Host reaction 2 0
Alter reaction 45 3 0

Overall Reaction (N) (

Neu SN VN Mixed Unk/Uns

1 0 10 1 2

1 110 0 2

P 0 11 1 '

0 2 35 3 1 .
2 8 ] 2

7 7 25 1 2

FTwo hosts reported different reactions to different exorcism experiences.
#¥This is the number of discrete alters or alter groups (such as children) who reported reactions.

SP = Somewhat Positive

‘ VP = Very Positive
VN = Very Negative

SN = Somewhat Negative

but all subjects whose reactions changed reported feeling
more negatively. Initial positive reactions involved hope or
relief that a solution to long-standing problems had been
found. Half of subjects initially agreed they were possessed
because they trusted the authority of those who suggested
it, because possession provided an explanation for puzzling
dissociative symptoms, and because possession was conso-
nant with their belief system. Many of those who agreed they
were possessed also reported feeling evil, fnghtened or sui-
cidal as a result. The other common initial reaction pattern
included rage, disagreement, and distancing from those who
made the suggestion.

With the passage of time, subjects reported two basic
outcomes to feelingsabout the suggestion of possession. Anger
either remained or grew, and they experienced spiritual dis-
illusionment and hurt. Others gained perspective on the sit-
uation and realized their friends meant well but were igno-
rant of MPD. The major cause of remaining hurt about the
suggestion was post-exorcism rejection by religious friends
who viewed them as evil or spiritually tainted.

Suggestions of Exorcism
On their own, in adolescence and adulthood, nine sub-
jects had considered discussing exorcism with a religious

Neu = Neutral
Unk/Uns = Unknown or Unsure

authority. Four considered it more than once. Seven con-
sidered it before MPD was diagnosed and two considered it
afterwards, but no one considered it both times, Seven of
these nine went to speak with someone about exorcism.

Table 2 presents the reactions of fourteen subjectswho
reported that others had suggested they undergo exorcism.
These suggestions were generally made during adulthood
(N=12), occurred nearly equally before (10) and after (8)
their MPD diagnosis, and often were made more than once
(6). Eleven responded by discussing exorcism with some-
one, but one of these was an adolescent who had no choice.
Ten subjects reported feeling coerced or pressured by those
who suggested or performed exorcisms. All ten reported
beingverbally urged to undergo exorcism. Six were told they
would go to hell if they declined. Two who had been minors
were physically restrained and exorcised without their per-
mission. One adult fled from the room to avoid an exor-
cism.

Atthe time exorcism wassuggested, mostsubjectsreact-
ed negatively in ways similar to their reactions to suggestions
that they were possessed. Negative reactions included fear
(N=4), diminished self-esteem (4), hurt or anger (2), dis-
sociation or creation of new alters to comply (2), and with-
drawal from religious activities (1). Several subjects report-
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TABLE 3
Characteristics of Exorcism Rituals

Number

of Subjects
Characteristic
Laying on of hands/touching 13
Praver offered 11
Speaking in tongues 7
Yelling or shouting 6
Use of religious paraphernalia 6
Anointed with oil or water 6
Physical restraints used 6
Jerked/shaken/hit by exorcists 5
Duration more than one hour 5
Threats or violence toward exorcists 4
Exorcist perceived as abusive 4
Exorcism attempted in series of sessions 3
Exorcists nurtured subject 2
(Total subjects exorcised was 14.)

— ——3

ed positive or neutral emotions such as hope orrelief (N=2)
or a desire to be helped (3).

Exorcism Experiences

Fourteen subjects underwent exorcism. Six reported
one exorcism, five reported two, and three subjects report-
ed six or more. The mean duration since the most recent
exorcismwas 6.3 years (range 0.5-20years, median 4.5 years) .
Two persons had been exorcised in the past year. Seven sub-
Jects were exorcised only before their diagnosis, four only
afterwards, and three both before and after. Implicit or explic-
it permission was given by eleven subjects (79%) but four
reported that at least one exorcism occurred without their
permission. Many subjects had little explanation of what the
exorcistintended and were taken by surprise. Some had under-
stood they were going to receive prayer for their healing.
Others felt coerced by public pressure when exorcisms were
performed in front of congregations of dozens to hundreds.
Several subjects reported being well-informed, approached
gently, and feeling cared for.

Exorcisms nearly always occurred in homes or church
sanctuaries, but five subjects were exorcised in the offices of
ministers who were counselling them, and one was exor-
cised on a psychiatric ward. Clergy were involved about half
the ime; male and female lay personswere involved in eleven
exorcisms. Several health or mental health professionals were
involved in lay religious roles. One subject was repeatedly
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exorcised bya parentwho used exorcism asavehicle of abuse
to punish the child’s “evil” ways. Three subjects reported
their families took them as children to be exorcised.

Eleven exorcisms (79%) were performed by groups of
persons, usually three to eight lay persons in a private set-
ting. Four subjects who reported being exorcised in front
of congregations of up to 400 persons perceived public exor-
cisms as implicitly pressuring them to comply with group
expectations or as humiliating experiences which stigma-
tized them religiously. Three subjects were exorcised by sin-
gle individuals — a friend, a counseling pastor, and a non-
treating therapist. No correlation was seen between spiritual
or psychological sequelae and the size of the exorcising group.

The exorcism rituals contained some common char-
acteristics presented in Table 3. Many subjects were shocked
by unexpected physical touch. Religious paraphernalia used
in exorcisms included crosses, rosaries, liturgical books, and
Bibles. A sizeable number of the exorcisms appeared chaot-
icasgroups of exorcistsyelled at the demons, spoke in tongues,
chanted, jerked, or shook the subject’s head or body (at
times violently), or held the struggling subject down. One
subject reported a minor neck injury from the exorcism.
Some subjects described writhing, shaking, or slithering on
the floor. Nearly all subjects went into trances or switched
personalities at least once during the exorcisms. Some
switched to alters who produced the desired behaviors in
order to terminate the ritual. Others switched to calm alters
who could remain quiet until an escape was possible. Some
switched to assertive alters who were able to escape or end
the ritual. The alters of four subjects became threatening or
terminated the exorcism in violence toward the exorcists.
In two of these, animal alters carried out the violence.

Psychological Sequelae of Exorcism

Table 2 shows the reactions of fourteen subjects who
underwent exorcism. Each subject was asked the reaction
of the hostand known alters or groups of alters (such as pro-
tectors or children) now and at the time of the exorcism. At
the time of the exorcism, 82% of the alters whose reaction
was known and 79% of the hosts experienced negative feel-
ings, nearly always very strong ones. Fourteen percent of
hosts and 9% of alters viewed the exorcism positively. These
tended to be religious alters who agreed with the exorcism
or sadistic alters who enjoyed the terror of other alters.

Attime of the interview, 71% of hostsand 71% of alters
still felt negatively about the exorcism. Feelings remained
quite heated for a number of subjects who dissociated at this
pointin the interview to express their outrage or fear. Still,
the general intensity of feelings had faded somewhat over
time, resulting in more neutral responses. Positive respons-
es were stable, persisting in 14% of hosts and 7% of alters.

Table 4 presents the clinical sequelae of exorcism in
these fourteen subjects. The most common sequela was dys-
phoric feelings of rage, fear, anxiety, agitation, humiliation,
despair over lack of efficacy, suicidality, and viewing them-
selvesas evil. Specific exorcism-related fears occurred in half
the subjects, usually fear of being in church or near religious
people. These fears remained for weeks to monthsin all sub-
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TABLE 4
Psychological Sequelae of Exorcism

Clinical Sequelae N
Painful or Bad Feeling/Experience 13
Needed More Therapy 11%
Exorcism Sdll Affecting Subject 10%*
Hospital Admission 9
Prolonged Phobia/Specific Fear 8
Alters or Inner World Changed 8*
Alters Hid Afterwards 7
Self-mutilation 6
New Alters Formed 6
Suicidal Ideation 6
Suicide Attempt(s) 5
Alters Disappeared 4+
Symptom Relief (Temporary) 4
Onset of Rapid Switching 4
Alters Newly Discovered g
Entered Psychotherapy 3
Left Psychotherapy 0
Needed Less Therapy 0
Hospital Discharge/Decreased Stay 0

*One other subject was unsure,
-Two other subjects were unsure.

L

jectsand became chronic adaptations for some subjects, who
still cannot enter a church or sit through an entire service.
Seven subjects reported numerous sequelae amount-
ing to general clinical chaos. The other seven reported less
pervasive effects. The clinical symptoms related to the exor-
cism resulted in at least one hospitalization for over half the
subjects. One subject was admitted five times in six months,
which encompassed two exorcisms. Firstonset or recurrence
of self-mutilation, onset of rapid switching, suicidal ideation
or attempts were common causes of hospitalization.
Dissociative sequelae included amnesia for part of the
exorcism or afterwards. One subject reported continuous
amnesia for the next six months. Half of subjects reported
that alters (usually child alters) fled to safe places inside the
internal world to hide. Theygenerally hid for hours toweeks,
but during the interview one patient discovered an alter who
had been in hiding for four years. In more cooperative orga-
nized systems, protectors often escorted child alters to places

DISSOCIATION,

%o Comments

93

78

71

64 15 admissions for 9 subj.

57 6 had fear of church worship
57

50 Duration: Hours to 4 years
43

43 6 subj. formed 7 new alters
43

36 5 subj. reported 6 attempts
28 Duration: Months to 12 years
28 Duration: Up to 2 months
28

21

21

0 One subj. changed therapists
0

0

of internal safety.

Half of subjects reported alterations of the autohyp-
notic images of alters or the internal world. Changesin alters
included growing bigger to provide protection, regressing
in size and age, becoming angry and vindictive, temporari-
ly or permanently disappearing, or surfacing for the first
time during or just after the exorcism. Those who formed
new altersreported creating aggressive alters to protect them
or stop the ritual, or religious alters who satisfied the exor-
cists’ expectations. A few subjects described massive changes
in their internal worlds. For example, one subject reported
the collapse of the house in which her alters resided, the
discovery of another layer of alters, and the breakdown of
internal amnestic barriers that protected alters from each
other’semotionsand thoughts. Thisled to cessation of inter-
nal communication as alters attempted to avoid each other’s
mental contents. Over fouryearslater, this subject described
the current effect of the exorcism: “There has been no order

o
o
~1
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TABLE 5
Spiritual/Religious Sequelae of Exorcism

General Sequelae N
Ever Had Positive Spir./Rel. Effect 1
Ever had Negative Spir./Rel. Effect 13
Current Positive Spir./Rel. Effect 1
Current Negative Spir./Rel. Effect 10
No Current Spir./Rel. Effect 1
Specific Sequelae N
Relat. with God Worsened /Destroyed 11
Unable to Go to Church 10
Doubted or Lost Faith 8
Uncomfortable in Worship 8
Distrust/Doubt of Church or Members 7
Feeling of Being Bad or Evil 6
Increased Loyalty to Satan 1
Motivated to Work on Spir. Growth 1

% Comments
7 One subject reported
93 positive, then negative
effects; one subj. unsure
7 Two subj. unsure about
current effects,
71
7
% Comments
78
71 Duration: Weeks to 19 years
57
57
50
43
7
7

inside since that time. It has been a zoo.”

Exorcisms caused some to enter psychotherapy but no
one ceased therapy as a result. Some therapies were longer
assubjects devoted time to dealing with traumatic exorcisms.
Some subjects reported positive effects from the exorcisms.
Inidally, some felt hope, relief, and spiritual well-being.
Temporary symptom relief involved remissions of depres-
sion, anger outbursts, behavioral changes, or hearing inter-
nal voices, but the symptom relief was never permanent.
One subject reported positive emotional changes from per-
senal rituals to renounce the power of evil, but these were
not really exorcisms.

Spiritual /Religious Sequelae of Exorcism

Table 5 shows the spiritual and religious sequelae of
exorcisms. One subject reported an initial positive effect
(hope and being closer to God) from exorcisms she sought
voluntarily, but these benefits faded and she now describes
severely negative sequelae (inability to believe in God or go
to church, difficulty being around religious people). One
subject who was unsure about the spiritual effects of the
exorcism has strong religious beliefs in demon possession
and deliverance rituals.

228

The spiritual and religious effects of these exorcisms
were overwhelmingly negative, lasted longer, and were far
more distressing than the psychological effects. The nega-
tive effects fall into three categories: faith, religious partici-
pation, and selfview. The impact on subjects’ personal faith
was severe. When no demons left or subjects felt humiliat-
ed or subsequently ostracized by church members, a gen-
eral death of naivete about religion and the onset of serious
religious questioning occurred. God was hated, doubted,
viewed as having failed, as no longer good. or as not pow-
erful enough to stop the mistaken and unintentionally abu-
sive exorcists. As subjects re-examined who they thought God
was, some felt frightened or guilty about their response. Some
who retained a beliefin a deity gave up beliefin a traditional
God. Those who are currently rehabilitating their God image
have done so because of the persistent efforts of clergy and
church members in groups which do not advocate exorcism.
The prayer life of manysubjects has been destroyed or severe-
ly curtailed.

One subject who experienced exploitation by a reli-
gious therapist, as well as two unwanted exorcisms by lay reli-
gious persons four years previously, described the spiritual
impact: “T feel spiritually depleted. Between (the pastoral
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counselor) and the exorcism, someone has stolen my soul.
1 used to be close to Christ and used prayer a lot and expe-
rienced God. I don’t experience it anymore and feel dead.
We were almost totally destroyed by the event.” This subject
n'pm'lccl 40 years of active church life prior to these events,

The effect of exorcism on affiliation with religious peo-
ple or attendance of public worship was also severely nega-
tive. Post-exorcism responses to worship or charismatic prac-
tices (laying on of hands, raising hands, anointing, talking
about demons) include running out of services, becoming
phobic about attending worship or being in church sanc-
wuaries, having flashbacks of exorcisms, or upsetting alters
who remain angry about the exorcism. Distrust of religious
people and/or ministers was rampant. Lay persons engen-
dered lasting mistrust and hurt by treating subjects as taint-
ed or spiritually defective after the exorcisms failed to cur-
tail their symptoms. Some subjects were openly shunned —
told 1o stay away from the exorcists and their families.

Four subjects reported that exorcisms led to increased
religious participation. Two increased church attendance
and personal worship in order to purge themselves of the
evil which the exorcism failed to remove. Two others were
motivated to participate to help others avoid being hurt as
they were.

One subject who was shunned after several exorcism
attempts described the aftermath: “T putalot of trustin these
people. I think the one thing it did the most — it’s made it
harder for me to trust people, to confront religious issues
in therapy.” After her exorcisms, an angry alter became so
stirred up by worship attendance that he publicly spoke out
during sermons to tell the minister to “shut up.” She ran
from numerous services in humiliation or to avoid the inter-
nal chaos. Seven years after the exorcism, she still cannot
consistently sit through an entire worship service. Despite
being in a supportive congregation, she remains very dis-
trustful of church members. Continued participation has
been possible only because of intentional congregational
support, extensive pastoral counseling, and psychotherapy.

The impact of exorcisms on religious self-image was
less severe. Subjects who initially viewed the exorcism as a
success felt better about their spiritual lives until symptoms
returned. Then self-esteem plunged as they concluded that
if even an exorcism didn’t help them, they must be spiritu-
ally reprehensible. The most common change in religious
self view was belief that a failed exorcism confirmed their
evil nature. Subjects mentioned feelings of shame, guilt, dis-
gust, dirtiness, unworthiness, and belief that they were not
“good” Christians, Thiswas amplified at timesby the changed
attitudes of others and shame over a failed exorcism per-
lormed in public. Those who felt angry at God for “not being
there” tended to avoid self-loathing, but struggled with guilt
and fear of hell because they were angry with God.

One subject expressed fear that if she told me the exor-
cism had not relieved any symptoms she would go to hell
for speaking against God. Another subject felt that because
God was “not there” during the exorcism, she must be unwor-
thy. Consequently, for seven years she has been unable to
pray for herself, but will ask God to help others. She

expressed the confusion which exorcism can engender: “1
feel violated and I feel abused, abused in the name of
Christianity, in the name of Christ. It’s very confusing.” She
responded to her exorcism and subsequent rejection by church
members by forming a new alter from a religious alter and
an angry anti-religious alter. The new alter embodied her
righteous anger and used a biblical name for God.

Impact of the Exorcism Interview

At the end of the interview subjects were asked about
the emotional impact of the interview. Three subjects had
felt very upset, seven felt somewhat upset, one reported lit-
tle emotional impact, two felt somewhat positive and three
felt very positive. Four felt they had learned about them-
selves, and two felt they had learned about their past. Two
of the subjects who reported feeling very upset also felt they
had learned something or felt it was also a positive experi-
ence. Positive effects included gratification at helping oth-
ers avoid similar experiences, relief over being able to speak
of the exorcism, gaining new insightsinto their history, dynam-
ics and alters, and recovering exorcism-related memories.
One subject discovered two previously unknown alters dur-
ing the interview. Painful effects included visible emotion-
al upset, dissociating to upset alters, and requiring breaks
before continuing. One subject wrote to me within six weeks
and reported that the interview triggered feelingsin an alter
who tried to derail therapy. This led to a hospitalization for
suicidality and self-harm. This patient had prepared for the
interview by arranging social support, taking extra medica-
tion, and reading her old journals. It is not clear what fac-
tors led to this negative outcome.

DISCUSSION

While unverified clinical reports should always be
approached with some caution, these data shed some light
on the social, religious, and psychodynamic context of exor-
cisms of MPD patients. These exorcisms occurred because
of four factors, the most powerful of which was the exorcist’s
needs and beliefs. These subjects described exorcists and
others with similar beliefs urging the subjects toward exor-
cism to relieve their own anxiety about evil, out of genuine
concern, and, for some, to fill a need to act as powerful spir-
itual conquerors. Second, the subjects’ religious beliefs, their
wish to deny the MPD, and simple desperation in the face of
prolonged suffering played arole in them entering the exor-
cism situation. Persons with less devout beliefs would be less
likely to see exorcism as a possible cure. Third, cultural sug-
gestion played arole, Several patients mentioned being exor-
cised shortly after the movie, The Exorcist, was released. Last,
inaddition to having considerable religious experience, these
subjects reported a high rate of childhood religious abuse.
I feel these two factors rendered them more susceptible to
religious re-victimization in adulthood, in much the same
way that other child abuse victims are vulnerable to adult-
hood trauma.

The psychological and spiritual sequelae of these sub-
jects’ exorcisms are strikingly similar to those of Fraser's (1991)
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patients. For both groups, the exorcisms served as traumas
which resulted in rearrangements of dissociated states and
negative psychological and spiritual effects. The negative
sequelae of telling a person she is possessed are less severe
than those of exorcism, but still show that suggestions that
an MPD patient is possessed are quite unwise, even if the
patient appears to be in agreement.

Several factors contributed to these exorcisms being
traumatic. First, they were often done without consent or
explanation, so they functioned as physical, emotional, and
spiritual “sneak attacks.” This eroded the subjects’ sense of
personal safety and control. This was especially true when
counseling ministersabruptly began exorcisms. Second, many
of the exorcisms were loud, violent, and chaotic. Shouting,
unwanted physical touch, and restraint reminded subjects
of childhood abuse, thus retraumatizing them. The few sub-
jectswho experienced quiet, non-coercive encountersreport-
ed being less frightened by them and did not report flash-
backs or phobic avoidance as a result.

As with other traumas, these subjects responded with
symptoms of post-traumatic stress disorder (PTSD) and dis-
sociation. Many of the severe religious consequences were
PTSD symptoms such as flashbacks of exorcisms during wor-
ship, anger at religion, avoidance of religious activity, and
phobias of worship, ministers, and religious persons. Numbing
and amnesia during long exorcisms also occurred.

Two types of dissociative responses occurred. First, new
religious or aggressive alters were formed to cope with the
immediate trauma and intolerable affect. Second. exorcisms
triggered considerable rearrangements of internal auto-
hypnotic images and structures. Alters changed as they
absorbed new affect or took on new roles. Massive lowering
of dissociative barriers to traumatic memories occurred as
well. Both dissociative responses led to negative psycholog-
ical sequelae, but the internal rearrangements resulted in
the most severe psychological sequelae (self-mutilation, sui-
cide, and rapid switching) and some PTSD symptoms.

The negative sequelae of these exorcisms were severe
and long-lasting. Despite an average of six years passing since
these subjects’ most recent exorcisms, the pain generated
by these events remained powerful. Those who had come
to terms with the exorcism had worked long and hard to
achieve this. Even those who continued to see it positively
expressed disappointment and doubts.

The moststriking finding was that the spiritual and reli-
gious damage was much more severe and lasting than psy-
chological damage. The vignettes presented in this paper
do not begin to convey the depth of spiritual pain poured
out in these interviews. These were some of the most painful
interviews I have ever conducted. Perhaps spiritual healing
is a more lengthy process. It is also possible that spiritual
healing had not occurred because psychotherapy had
addressed problems which seemed more pressing, because
therapists had not assessed the spiritual damage, or because
they felt inadequate to address it. It is also possible that the
spiritual damage lasted longer because psychological heal-
ing needed to occur before spiritual healing could take place.
I recommend finding trusted clergy to help patients repair
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the spiritual damage. This approach was successful for sew
eral of the subjects.

These data carry many implications for therapists who
consider performing exorcisms on their MPD patients. These
patients were all exorcised outside of psychotherapy prop-
er, so their experiences may be different from those exor-
cised by therapists who ask consent and approach the topic.
gently. Nevertheless, the negative sequelae of the exorcisms
described here, along with the lack of follow-up data on exor-
cisms performed in therapy lead me to recommend thera-
pistsnever involve themselvesin exorcisms of patients. Anyone |
considering exorcism of their patient should ask themselves
about the motivations which may underlie their conscious
religiousrationale. I suggest first asking oneself “Whose needs
am I meeting, my own or the patient’s?” Feeling that one
has overpowered the forces of evil is gratifying, but the patient
may pay a high price for the therapist's narcissistic gratifi-
cation.

Therapists who perform exorcisms cite the disappear-
ance of voices, physical pain, or other symptoms as proof
that demons have left. The descriptions of these subjects,
however, show that internal autohypnotic rearrangements
ofdissociated ego structuresaccount for the “disappearance”
of alters, and the temporary cessation of symptoms. Visual,
auditory, and sensual autohypnotic experiences can seem
very, very real and can lead the eager exorcist and hopeful
patient to believe demons have departed. Symptom relief
can last months and patients can feel reluctant to disappoint
their exorcists with reports of failure.

Child abuse viciims with dissociative disordersare often
eager to please authority figures and are suggestible enough
that they can easily produce the desired outcome. Group
pressure and expectations were clearly perceived by my sub-
jects. Itwould be naive to think that such expectations would
be absent in the office of a therapist-exorcist. These subjects
produced religious alters who fell down, raised hands, and
declared themselves delivered, and sincerely believed it had hap-
pened. Some alters retreated into internal hells, believing
theywere demons. Therapistswho perform exorcisms should
be aware that what they see is not necessarily what really hap-
pened.

The fear generated by these exorcists virtually guar-
anteed that alters would not tell exorcists the true results of
the exorcism. Therapists who claim that good results come
from exorcising spirits who have been distinguished from
alters need to conduct scientifically rigorous follow-up stud-
ies to see if these kinds of exorcisms differ from those of my
studies. Therapists who do exorcisms and wish to conduct
follow-up need to wait a considerable period of time (to
allow for return of symptoms) and have someone else do
the follow-up. Patients who have been damaged would not
likely be candid with their former exorcists. Doing exorcisms
islegally risky. Several persons have initiated lawsuits against
their exorcists, and others had strongly considered it. Fully
informed consent is mandatory, but may not protect against
litigation.

These data point to a need to educate the conservative
Christian community about the reality of MPD and how it
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can resemble their conceptualization of demon possession.
Until such education occurs, therapists can expect to face
MPD patients who need considerable psychological and spir-
itual repair after exorcisms. W
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EXORCISM EXPERIENCES QUESTIONNAIRE FOR MPD PATIENTS

Elizabeth Bowman, M.D., S.T.M.
Indiana University School of Medicine
Indianapolis, Indiana

BACKGROUND DATA

Date of Interview:

Patient Status: Inpatient Outpatient Day Treatment

Sex: Female Male

Age:

Marital Status: Single Married Separated Divorced Widowed

Approximate date of diagnosis of MPD:
Personality present at beginning of interview: Host Alter Unknown
If alter, describe alter’s function:

(NOTE: Indicate in margin if personality switches occur during the interview.)

EXORCISM INTERVIEW

1.  Atany time in your life, did you wonder or think that you might be possessed by demons or evil spirits?
Yes No
At what age(s):
Why did you think or wonder that?
Was that before or after your MPD was diagnosed? Before After Both
How long before or after the MPD diagnosis?

2. Atany time in your life, did other people wonder or think that you might be possessed by demons or evil spirits?

Yes No

At what age(s)?

Who? Clergy/Spiritual Director/Chaplain/Pastoral Counselor/Religious Therapist/
Other therapist (MD PHD MA Psychol. Social Worker Family Therapist, RN, etc. Circle as many as apply.)
Family members
Friends
Other persons (specify)

What was the faith group of the person(s) who suggested you might be possessed?

What did that person tell you about why you were suspected to be possessed?

(Questions 3-4 are only for those who answered ves to Question 2.)

3. At that time what was your reaction to someone saying you might be possessed?
Would vou consider your reaction then as: strongly positive, somewhat positive,
neutral, somewhat negative, strongly negative?
(NOTE: A positive reaction is agreement, feeling of relief, pleasure, hope, or feeling better in any way. A negative reaction is anger,
feeling offended, anxious, or feeling worse in any way. Nole if different reactions occurred at different times, and if each time was
before or after MPD was diagnosed. )
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4. Asyou remember the time that someone suggested you might be possessed, how do you feel now about that person
suggesting that to you?

Would you consider your reaction now as: strongly positive, somewhat positive,
neutral, somewhat negative, strongly negative?

5. Have you ever decided on your own to talk to someone about being exorcised? (This does not include doing so at the
suggestion of someone else who thought you were possessed.)

Yes No

At what age(s)?

Why did you decide to do this?

Did you go to someone to talk about it? Yes No

If yes, who?

Was that before or after your MPD was diagnosed? Before After Both
How long before or after diagnosis?

6.  Has anyone else ever suggested that you talk to someone about being exorcised?
Yes No

At what age(s)?
Who suggested this?
Clergy/Spiritual Director/Chaplain /Pastoral Counselor/Religious Therapist/Other therapist (MD PHD MA
Psychol. Social Worker Family Therapist, RN, etc. Circle as many as apply.)
Family members
Friends
Other persons (specify)

What was the faith group of the person (s) who suggested you should talk to someone about exorcism?
Was that before or after your MPD was diagnosed? Yes No

How long before or after diagnosis?

Did you go to talk to someone about it? Yes No

If yes, who?

(Questions 7-10 are only for those to whom a suggestion of exorcism was made.)

7. How strongly were you urged to consider exorcism? Describe:

Did the person who suggested exorcism use any verbal, spiritual, religious, or any

psychological pressure to get you to comply with this suggestion? Yes No
Describe:
Was that before or after your MPD was diagnosed? Before After Both

How long before or after the MPD diagnosis?

233

DISSOCIATION, Vol. V1. 4. December 1993




EXORCISM IN 15 MPD PATIENTS

10.

11.

13.

14

234

What was your reaction to the suggestion of exorcism at the time it was suggested?
Describe:

Would you consider your reaction then as: strongly positive, somewhat positive, neutral, somewhat negative, strongly
negative?

(Note if different reactions occurred at different times, and how long each time was before or after MPD diagnosis.)
As you look back on the suggestion that you be exorcised, what is your reaction to that now?

Would you consider your reaction now as: strongly positive, somewhat positive, neutral, somewhat negative,
strongly negative?

(Note if different reactions occurred at different times, and how long each time was before or after MPD diagnosis.)
Were you ever abused by a person who suggested exorcism to you?

Yes No If yes, who? Describe what happened.

Has anyone ever attempted to exorcise you or do a ritual for deliverance from demons or evil spirits?

Yes (Go to Question 12.) No (Go to Question 29.)

(Questions 12-28 are only for those who answer ves to Question 11.)

How many times?

For each time: Was the exorcism done with your permission?
How long was it before or after MPD was diagnosed?

Exorcism Permission Relationship to MPD Diagnosis

Ist  Yes No Before After How Long?
2nd  Yes No Before After How Long?
3rd  Yes No Before After How Long?
4th+ Yes No Before After How Long?

Who attempted the exorcism and where was it done?
Exorcist(s) and Faith Group Place and Description of Exorcism

Ist:
2nd:
3rd:
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16.

18.

Describe the reaction of the host personality at that time to each exorcism:

Would you consider the host’s reaction then as: strongly positive, somewhat positive, neutral, somewhat negative,

strongly negative?

Describe the reactions of the host personality now to each exorcism:

Would you consider the host’s reaction now as: strongly positive, somewhat positive, neutral, somewhat negative,

strongly negative?

At the time of the exorcism, how did your alter personalities react to the exorcism(s)?
(Note: Reactions may be described for single alters or for groups of allers.)

Al

C.

Alter’s Name or Function:
Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

Alter’s Name or Function:
Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

Alter's Name or Function:
Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

Alter’s Name or Function:
Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

Describe the reaction of the alter personalities now to the exorcism(s):

A.

Alter’s Name or Function:

Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

Alter’s Name or Function:  *

Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

Alter's Name or Function:
Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative
Describe:

e
Lo
ot
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D. Alter’s Name or Function:
Reaction: very positive, somewhat positive, neutral, somewhat negative, very negative

Describe:
19. Did the exorcism relieve any emotional or physical pain, discomfort, or symptoms?
Yes No (Specify which exorcisms: Ist 2nd 3rd 4th+)
If yes, what?
What personality had the problem?
Did that problem ever return? Yes No
If yes, how long after the exorcism?

What happened? |

20. Did the exorcism result in anything painful or bad for any personality?

Yes No Unsure
If yes, what? |

21. Did any personalities “disappear™?
Yes No Unsure
If yes, who? What happened to them?
(Record duration of absence of personalities who later reappeared.)

]
1

Did any personalities “appear” then?
Yes No Unsure

If yes, who were they and what were /are they like?

23. Were any personalities or their experiences of the inside world changed in any way?
Yes No Unsure
If yes, who and how?

24. [s the exorcism affecting you in any way today?
Yes No Unsure

If yes, how?

25. Did the exorcism result in you:

Entering the hospital? Yes No
Leaving the hospital? Yes No
Entering psychotherapyr Yes No
Leaving psychotherapy? Yes No
Needing less therapy? Yes No

Needing more therapy to help you
deal with the effects of this exorcism? Yes No

no
o
[=1]
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RELIGIOUS AND SPIRITUAL EFFECTS OF EXORCISM
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i

Did the exorcism ever affect your religious or spiritual life in any way?
Yes No Unsure

If yes, how?

Is your spiritual /religious life today affected in any way by the exorcism?
Yes No Unsure
If yes, how?

Were you ever abused by any of your exorcists?
Yes No
If yes, who? Describe:

OPTIONAL RELIGIOUS BACKGROUND QUESTIONS

29,

30.

32.

33.

34

In what religion, if any, were you raised?

What other religious orientations or experiences have you had? At what age and for how long?

Age Duration Experience

Do you currently consider yourself to belong to any religious group?
Yes No If ves, what?

How active are you in this group?

Even if you currently do not belong to a religious group, do you consider yourself religious or do you have spiritual
practices or beliefs?

Yes No Unsure

If yes, what are they?

Do you consider yourself to have been abused during any religious rite?
Yes No Unsure

Would you classify the rite as: Conventional religion
Religious cult, not Satanic
- Satanic cult
Other (specify)

Were religious ideas or scriptures ever quoted or used during any of your abuse experiences?
Yes No Unsure

If yes, what was said and by whom?

N
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35. Aside from exorcism experiences, were you ever abused by a member of the clergy or other religious official?
Yes No Unsure
If yes, who?

OPTIONAL POST-INTERVIEW QUESTIONS

1.  Other than the personality who began this interview, has any other personality or part of you helped provide answers?
Yes No Unsure
If yes, would you be willing to say what part or parts helped?
(Circle applicable response.)
A. Patient declined to say who helped.
B. Answers provided by hosts and alters (specify alters’ roles):
C. Answers provided by a combination of alters (specify alters’ roles):

2.  Did any switches occur during the interview?

Yes No

(Interviewer: Did you detect any switches?  Yes No Unsure)
If switches occurred during the interview, note where they occurred so the source of information can be noted.

3. How has answering the questions in this interview affected you? Circle:

Very upset. Somewhat upset. Not much emotional effect.
Somewhat positive. Very positive emotionally. Learned something about myself.
Learned something about my past. Other:

o
(53]
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