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ABSTRACT

A ""ii'll) of the lilerat/l" on nligion and MPD shoilJs llummms
assooations between MPDand afillldamenlawl religiolls UPbrill~

il/g and demons/raUs that primmy and secondary pasonalities
differ grolily in Col.l images mill rt!igiolls Jlme/ius. The suffering
and abllM experiences ofMPD patinlls raise religious and existen­
tial questions ill psychothera/l)'. ReligiOlu questions Jail into three
areas: God alld Ihe ~istence of roil, angn- l/l Gotl or institulional
religion, ami spiritualgrowth questions that accompall)' PSJcllOlogi­
wi grolUth. The dynamic significance of religious ideation ami of
five com/JOllellls ofGod i/!luges are explained, Suggestions areoJJered
for eliciting ami interpreting religious lxlchground and ideatioll.
Piljalls originatillg ill posilivii alld nrgatillii countertransference are
identified ([lid ([ lIeutral ajJJJ/'Oach to relig'ion is suggesled. Example:,;
are I,riven for dealing with religious material thai fiwctions as
resist flllee and suggest iOI1s (/re offeredfor collabomling willi clerg)' in
the Ireatmiml of rtdil,riolls MPD /Jalients,

INTRODUCfION

Surveys have shown that at least 90 percent of the
Amcrican public, but only 40 to 70 perccnt of psychiatrists
and 43 percenl of psychologists bclic\'e in God (Gallup,
1981; American Psrchiatric Association, 1975; Ragan,
Maloncy, & Beit-I-Iallahmi, 1980). Kroll and Sheehan (1989)
found that religion is no Icss important'to psychiatric pa­
tienlS, 95 percelll OC\\'hom believe in God. When faced with
emotional difficulties, ovcr 40 pcrcent ofAmericans lurn 1,0

a local religious leader for help before they seek help from
the mental health care S)'stem (Beitman, 1982).

In light ofthesc statistics, it is likely thatthc therapisl of
a multiple personality disorder (MPD) patient will be faced
with religious issues in therapy. This is particularlYU1.1e since
hardship in lifc, a univcrsal phenomcnon for MPD paticnlS,
raises rcligious and cxistemial qucstions. In O;ing to make
sense of their suffering, paticnts may frame their qucstions
in religiolls tcmlS. Since therapists, as a group, are less

religiously oriented, they may misundersL"lnd religious
material. The go.,1 of mis papcr is to help thcrapists deal
constnlctively with religious matcrial in the merap)' of ;\'lPD
b), examining three areas: thc litcr.lture on com'cntional
rcligiouscxpcrienccs.unong MPD paticnts, thccontcnt and
pS}'chological mcaning of religiolls issucs commonl}' \"Diccd
by MPD patients, and practiC<l1 wap; to approach religiolls
issues in ps)'chothcr.lpy. This papcr will deal with conven­
tional religious experiences and \\111 not address cult expe­
riences.

Review of the Literature
Most of the litc....Hurc on thc religious li\'es of ~'!PD

patients consistsofbrief rcferences to religious b.xkgrounds
or to the association between ~IPD and a sU"iet or h)'J>ocriti­
cal religiolls upbringing. No largc studies ofthe religious ex­
periences of ~'I PO paticnts are available but the patienlS who
havc becn studied COIllC from a variety of backgrounds.
Stern found that six of eight MPD patients had had signifi­
cam contact with religion and four h;:\d lived in strict reli­
gious homes (Stcm, 1984). Kemp, Gilbertson and Torcm
found lhal religion was important to 50 percent often MPD
patients (Kemp, Gilbertson, & Torem, 1988). In their study
of seven MPD paticnts Bowman, Coons, Jones, and Old­
strom (1987) found their religiolls upbringings evcnly di­
vided among Roman Catholic, mainline Protestant, and
fundamentalist Protestant..

Other <lutl1ors note thaL MPD patients often come from
a fundament<llist Christian family with strict religiolls prac­
tices, scvere punishments, and cmotionally or sexually sti­
Oing aUllOspheres (Gottleib, 19i7; Sahman & Solomon,
1982). Coons noTed that the patients who found religion
imporlanl often hild a parent or g.-andparent who adhered
to a fundamentalist religion. Among these patients one
personality frcquentl}' identified strongly with the funda­
mentalist religion while another personality engaged in
quite differclll practices (Coons. 1980). Boor obsen'cd that
a childhood en"i.'onmetll with pronounced authoritarian,
religious. orpcrfectionistics!andards\\rclS noted from Prince's
1920 repon through cases in the 1980s (Boor, 1982).
Schreiber repealedly noted the h)'pocritical religiollsstance
ofS)'bil's famil)'alld the role ofrcligion asa resistancc in hcr
anal)'sis (Schreiber, 1973).

Noting tWO logical fallacies which are institutionalized
in fundamentalist thinking and p"'dctices, Higdon (1984,
1986) suggested that fundamentalism was an O\'crlooked
factor in the etiolng)' of ~IPD. The categol")' fallacy cquatcs
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~bad" actions with being a ~bad~ person. [n the thouglll
magic fallacy, "bad" thoughts are defined as equivalent to
"bad~ actions. Higdon notes that a literal imcrprclation of
scripture (Matthew 5:28) conlributes lO !.he second fallacy.
When lhoughts and feelings are confused with actions,
negative feelings are banned from consciousness, or engen­
der guilt. If expressed, the}' merit severe punishmem which
is rationalized as appropriate for "bad" children. Higdon
suggests that such a system of thinking encourages the
introjection of tbe se\'crely punitive superego seen in the
personalities of some multiples and enables parems to
rationalize abuse.

Two anides describe the religious beliefs of ~1PD pa­
tients. Shepperson (1985) described a consef\<lth"c Chris­
tian ,\'oman whose presenting personaJil)' was superficially
religious and whose alters expressed a mixlUre of beliefand
disbelief. During tre-.umcnt. an alter experienced a religious
cOIl\'ersion, but the religiously intrusive technique of the
lherapist clouded understanding of the psychodynamic
significance of the conversion,

Bowman. Coons,Jones, and Oldstrom (1987) prO\;de
the only detailed study of religious Jj\'es and God images of
r-.1PDpatients. In thcirstudyofse\'en women they found that
the God images, religious e."periences, prayer practices, and
currelll religious practices of primal')' and secondary' (alter)
personalities were quite different. Among the primary per­
sonalities their \;ews of God reflccted low self-esteem and
ambivalence toward their parents. All primary personalities
confidenlly believed God existed but five ofscven exhibited
profound ambivalence toward God. They experienced Cod
as a \'er)' personal being with whom the}' had intense interdc­
tions and whose presence they could not escape. Their Cod
images reflected their experiences wiUt their parents: they
clung to a God who they intellectually belie\'ed was 100;ng
but who theyacwally experienced asangry, demanding, and
ne\'er pleased with them. They continually tried to please
God and receive love, but felt like inadequate children who
deserved bad treatment. Two prima,!' personalities had
bene\'olellt God images which reflected posith'e childhood
religious experiences with persons oUlSide the immediate
family.

Secondary personalities were characterized by adamant
beliefs about God, less tendency to belie\'e in God, less
intense interaction with God and no ambivalence about
God's character. God images were clear-cut and re\'ealed a
split between an all·bad/non-existent God and a good bUl
distalll one, Three ang,!' personalities who rejecled God
either believed God was a cosmic sadist who was responsible
for their abuse or they flatly rejected the idea that there
could be a God. All personalities who rejected God .....ere
carriers of asserti\'e or angry' feelings, were angry' at their
parents, and were derisive ofthe religion ofparents or of the
primal)' personality. Seconda,!' personalities who believed
in God found God less personal and less willing to help them,
God imagescorrelaled with the objeetrelatiolls ofpersonal i­
ties and with their functions within the personality system,
The conclusion of this study was that God images in MPO
reflect the d)namics of parental object relations, with secon­
dary personalities reflecting the splitting of the primary
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personalities' ambivalence.
This sfUdy also found that prayer and religious experi­

ences differed markedly between primary and seconda,!'
personalities. Six ofseven primary' personalities prayed and
found prayer meaningful. Only one of the secondary per­
sonalities e\'er prayed and most scoffed at the idea that God
,,'auld respond. While si." primary' personalities endorsed a
convcrsion experience asa child oradult, theonl}'sccondary
personality .....ho had such an expericnce later dOllbted its
validity. The higher rates of belief and religious participa­
tion among primary personalities was partl}' cxplained by
the finding that they rccch'cd considerably greater child·
hood exposure to religious training and worship than did
seconda'1' personalities.

A final finding of this study was the greater adulthood
religious im'oh'ement of the prima,!' personalities. Si." of
sc\'en frequently attended church and three had ve'!' posi­
tive or intensely supportive relationships with their paslOrs.
Among thc seconda'1' personalitics, only one of six ever
attended church, and thell only occasionally, None had
relationships with their pastors. In short, the current reli­
giolls practices of the personalitics reflected both their
background experienccs and their current religious
d)"ftamics.

COMMON REUGIOUS CONCERl'lS OF MPD
PATIENTS

Since all large studies of MPO patients ha\'c found that
MPD arises in a context of severe abllse, MPD patients are
faced with formidable existential questions as they recO\'er
memories of pain and humiliation perperrated by other
humans and as they begin to take stock of what their lives
might ha\'e been if abuse and dissociation had not robbed
them of rears of more fulfilling life experiences (Pumam,
Guroff, Silberman, Barban, & POSt, 1986; Coons & Milstein,
1986; Coons, Bowman, & Milstein, 1988), Religious and
existential questions begin to arise in therapy during the
stage in which patienlS begin to recover memories ofabuse.
The details of the MPD patient's religious concerns ,,;11 be
shaped by her religiolls background and current stage of
spiritual dC\'elopmem, but the coment generall}' falh intO
three categories: the existence of e\;I, anger at instirutional
religions, and spiritual growth issues that accompany per­
sonal growth during therapy.

God and the Existence of Evil
Patients who ha\'e bcen abused tend to enter therapy

with agonizing questions aboutllle existence of e\;1 and its
implications for their \;e\\' ofGod and ofrealil)' in general.
Questions about e\;1 tend to arise in the middle portion of
therap}' when patienlS recO\'er memories and t'1' to come to
tenus \\'i.th feelings toward their abusers.

MPD patienlS usually raise the questions of classical
theodicy: How can God be good and have allowed me to
suffer so much? Why didn't God stop the abuse? Could God
ha\'e sloppcd the abuse? Was my abuse a punishment from
God? Will God punish Ill}' abuser or send him/her to hell?
Patients often hate God and blame God for thc abuse. At
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other times, anger at God may be projected and they feel
God hates or ignores them. Primary personalities may cling
to a belief in Cod, trying to obtain a feeling of love and
acceptance, bm will complain that God despises them.

Allger at OrgaflUed Religion
Patients who were raised in homes where religion was

used to rationalize abusive discipline often express rage at in­
stitutional religion. Anger at religion generally arises in the
stage of therap)' where memories of abuse are uncovered.
Ilaticnts rna)' be directly angry at the religion oflhe abusers
or they may make religion lhe target of displaced anger at
the abusers. Anger at the hypocrisy of publicly devout bUi
privatelyabusivc parents is a common theme among the chil­
dren of hight}' religious parents. These patients may thcn
reject their parents' religion as part ofa reaction formation
against becoming like their abusers. During this time the
patient may cease religious invoh'emcnt since it brings
painful reminders ofparcntal religious practices. Displaced
anger tends to diminish as patients work through their rage
at their abusers and are able to separate religious teachings
from parental practices. At this point they express anger at
the selective use of religion, not at the religion ilSClf. MPD
patients often express anger at how abusers used scripture to
justify abuse while ignoring passages that teach parents to
love and protect their children.

Patients who were not believed when they tried to re\'eal
their abuse t,O clergy or other congregants are often angry
because the congregation ignored abuse or quoted biblical
passages tojustify physical abuse or to support the authority
of parents. Patients who were sexually abused by clergy arc
frequcntly the most angry at religion. Paticnts may also feel
anger O\'er abusi\'e treatmelH by their spouses. At times
patients express anger at churches who presented God as
perfectionistic, demanding, and \~ndicti\'c.Primary person­
alities frequelllly want a less severe deity and are angry
because they cannot easily shed the God of their childhood
religion. Less commonly patients report solely positive
experiences with childhood religious pJdctices and express
sadness thai their parents were not like the kind and caring
church or synagogue members or c1crgy who acted as posi­
tive role models.

Other patients are angry at the hierarchical authority
stnlcture ad\'ocated by fundamentalist religions that teach
that authority is passed fTom God through men to womcn
and then finally to children. who possess thc least power or
authority. Patients echo the findings of ~wiss analyst Alice
Miller that this Western European system ofthought enables
the wielding of power by fathers and restricts the ability of
mothers to intervene. Children find their objections dis­
missed as a sinful willfulness that nceds eradication (Miller,
1980). Angerat the power structurc ofreligion is particularl)'
promincnt when abusers quotcd biblical references to jus­
tify physical abuse or used the Fourth Commandment
("Honor }'our fathcr and mother~) or the epistles ("Chil­
dren obe}' your parents in thc Lord, for tllis is right~) to
squelch objections to incest (/-IoLy Bible, ]978: Proverbs 23: 13­
14; Deutcronomy 5:16; Ephesians 6:1-3).

Spiritual Crowth Jssues In Therapy
During thcrapy, religious and spiritual issues ariscas pa­

ticnts confront changes within themselves. Tht::se issues fall
into two general categories: genuinc religious/existential
conccrn and religious issues which SCTye as a focus for
working on underlying psychodynamic issues. In a relig­
iouslydevoUl patient, dynamic issues are oftcn presented in
religious terms, causing therapy to revoh'c around intcrpret­
ing the psychological meaning of the o\'ertly religious mate­
riaL

As primary personalities proceed through tllerapy t.l:ley
usually discover that alter personalities do not share their
religious beliefs. They may be horrified to disco\'cr that
alters are atheistic or derisive of religion, especially the
religion of the primary personality. This raises considerable
anxiety about the fate ofthe religious personality's faith aCler
integration. This anxiety is usually a mixture of genuinc
religious conccrn about salvation and psychological resis­
tance to fusion. A religious pcrsonality may raise religious
objcctions to sharing consciousness with alters who swear,
express anger, or engage in practices such as sexual acti\~t}'

outside of marriage. all of which the religious personality
finds offensivc. By invoking religious tenets which she con­
siders too sacred to be challenged, the religious personality
unconsciously tries to thwarl the thcrdpist's attempts to
dismantle her resistance to accepting the feelings of alters.
Convcrsely, alter personalities may attack the religious
personality's beliefs during times of internal warfare or
during times when the religious personality cites religious
prohibitions against being angry at abusers.

Religious issues which are the focus for underlying
dynamics do not always function as resistances. As alter
personalities make progress in working through their nega­
ti\'e feelings toward their parellls (if their parents were
abusi\'e), they may begin to desire the positive aspects of a
relationship with a loving parental figure such as God. By
obselving religious personalities, non-religious alters may
see that such a relationship is possible. Religious issucs may
become the focus for cooperation among personalities as co­
consciousness de\'elops. as demonstrated in t.l:le following
case: The primary personality of Ms. A was a conservati\'e
ProtesLaIll witll long-standing faith in God and a history of
regular church attendance. Initially few altcrs expressed a
belief in God. As t.l:lerapy progressed, alters progressi\'c1y
began to listen during worship and exprcssed curiosity and
profound ignorancc about religious teachings. Because the
primary personality found religious questions from alters
more tolerable than their memories and affects, shc en­
gaged them in dialoguc on religious issues and arranged for
alters to meet with the pastor to discuss lheir religious
questions. This resulted in the rcligious conversiOll of sev­
eral altcrs. Although thc primal)' personality found con­
verted alters more acceptable, she was still reluctant to
accept the reality of her ~'!PD and did not want to share her
worship experience with them. As more co<onsciousness
developed, the thoughts and participation ofthc altcrs dis­
ruptcd the primary personality's worship, forcing her to
acknowlcdge them. The first significant cooperation began
when a musically ignorant aller decided to help the primary
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personalit)' sing in the choir. The embarrassing result forced
the primary personality to actively interact with the aller by
tcaching her musical skills. Since the purpose ohhe interac­
tion was to belter worship God, the primal)' personality was
less resislanl to the interaction.

MPD patients may raise religious questions which are
not screens for deeper psychological issues. A religious per­
sonality may raise genuine I.heological questions about the
namre ofllle soul or salvation in a person \\'hose conscious­
ness and capability for belicfarc fragmented. As they realize
the full impact of their suffering. patients Ill'll' reach out for
a beliefsrSlem to help them find meaning in their suffering.
At these times, religious beliefs may function as an invalu­
able assel. Case example: ~ls. A was struggling in therapy
with anger at having MPO and anger at God for ha\'ing
allowed her (Q be born into an abusi\'e family. As she began
to realize that her dissociation had protected her from
intolerable childhood pain she milized her belief in divlne
so\'crcignty to see the ~'IPD as a divinely bestm,'ed gift that
enabled her to survive, This lessened her hostility toward her
illness. When the pain oftlH:rapy becamc severe she would
remind herself of her belief that Cod had directed her to a
therapist who was able to diagnose her ~LPD, This enabled
her to modulate her negath'e transference when she blamed
the therapist for her illness, She also resisted the desire to
quit tllerapy by seeing the go.."ll as restoration to a state of
wholeness - the way Cod intended her to be. Her suicide
attempts occurred when she felt separated from God or
could not believe Cod had a reason for her existence.

DFAUNG WITH REUGIOUS MATF.R1AL IN THERAPY

When patients discuss religious issues in therapy. diffi­
culties can arise if the therapist is inexperienced in dealing
with religious issues. is ignorant of the patient's religious tra­
dition, or has unexamined countcrtransference regarding
religion. This section of this paper aims to reduce the
likelihood of such difficulties by describing ways to elicit,
evaluate. and work with religious material in the therapy of
MPD patients.

Taki"gand lhu!enta"dilfga Religious History
The first step in understanding any patient is taking a

history. As therapists. we ,,'ould not attempt to engage a
patient in therap)' on an)' topic without first obtaining
background infonnation about the patient's experiences in
that area, Accordingl)', one should not attcmpt to deal with
religious issues \\ithout first getting a religious history.
Commonl)'. therapists either fail to ask about religion dur­
ing initlal e\-aluations or limit their questions to asking
patients what faith they come from. O}namically. this mate­
rial is all but wortlliess since e\'en patients in a single denomi­
nation rna)' haw bdiefs that \'arygreatly. To determine how
tlle patient "all)' functions religiousl)', a therapist must
obtain a more detailed history. UnfoTlunatcly. clinical train­
ing seldolll prepares thcrapislS to do this.

A few key questions from a previollsl)' published reli­
giOtlS ideation intervit.·w can quickly prmide historical and
dynamicall)' rC\'ealing material (Bowman. Coons. Jones. &

234

Oldstrom, 1987). Thc religious background of the patient
and the attitudes and practices of her parcnts will yield
information about the cmotional tone of hcr childhood
religious experiences and any connection between religion
and abuse. It is helpful to ask childhood denominational
affiliations. changes in affiliation. frequency of worship
attendance b)' the child and by parents, the amount of
religious training, the reasons for beginning or discontinu­
ing religious practices al \'.uious ages. how the patient \iewed
her parents' religious practices and how she viewed the
sinccrit)' of parental beliefs. The question ~I-Iow is Cod
mcallingfulto your mother and father?~yields information
about what kind of religious role models the parents really
were. Asking about both practices and beliefs helps unCO\'er
inconsistencies in the religious atmosphere of the family.

After re\iewing religious background, a d)namicall),
useful picture of the patient's current religious situation can
be obtained b)' asking qucstions abom current religious af·
filiation, the patient's\iew ofGod and of prayer. Ifreligious
affiliation has changed since childhood. asking tlle reason
for the change wi.ll provide information about the nature of
the patient's religious growth and her \iew of her religious
upbringmg. The frequency of attendance at religious sen'­
ices is an om;ous marker of the imponance of religion. but
it is also uscful to directly ask what religion means to the
pmient and how God. prayer, and religion function in her
life. These direci questions open up discussion \\;th patients
who continue frequent religious attendance but are stmg­
gling with doubt about the reality of t.heir faitl1.

Questions about the patiem's relationship \\ith God arc
lhe most revealing of her current pS)'chod),namic simation,
A useful opening question is: "'Ifyou beliC\'e in the existence
of a God, how would rOll describe God:-~ \\1len religiousl)'
sophisticated patients pro\ide an intellectual answer that
sounds more like a theological statement than a real rela­
tionship, dynamically useful material may be obtained b)'
asking how the patientJrrls about God. how CodJrt'L~abolit

the patient, and how God 'reals the patient. Since God is a
kind of archctypal parelll, questions about God are reveal­
ing ofparenHhild d)'namics. an emotional I)' loaded subject
for most ~'lPD patients. The patient's God image can help
the therapist predict the kind of parental transference that
\\'111 de\'e!op in tllcrapy.

This author has found tllat cach of the fiye dimcnsions
of a Cod image postulated by Pattison can re\"eal clinically
useful material (Pattison.E.M., personal communication.
June 13, 1986). First, beliefin the existence ofa deit)' re\'eals
if Cod images are formed in alignillcm or opposition to
parental introjccts (RiZZuto. 1979). Personalities who can­
not belie\-e in God are oftcn those \\'ho experienced abuse
and ha\'c connected God \\ith hated parental images. Sec·
and, the IC\'el of suret}' of belief may reveal the iIllcnsity of
parelllal.C"otthexis. Primal)' personalities report an intcnse
calhexis of Cod which betrays their 10llglng for lhe close
parental relationships the}' missed during childhood. Third.
the feelings of a person toward God reveal feelings toward
one or both parents. Frcquently tlle intellectual component
of the primal)' personality's \iew of Cod reflects her fanta­
sied ideal parent. Among secondaT)' personalilies. feelings
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toward God reveal parental transferences based on feelings
whieh the prima0' personality has dissociated. Fourth, the
perceived feclings of God toW<lrd thc paticnt <lrc <In impor­
tant indicatorofhow thcsc patients felt in their relationships
with their parents. Among primal!, personalities, the third
and fourth part." of the God image are often cOlltradict00'.
Commonly, primary personalities claim they love a God who
is described as bcncvolent and caring, but they feel God is
critical of their inadequacies. The fourth part of the God
image is often formed in alignment with a person's self­
represcntation and gi\'cs a clue to self-image. The fifth part
of the God image, thc scnse of personalization of God, is
indicative of the emotional atL,chmcnt to parcnts. Secon­
dary personalities who are Icss,wached to thcir parents tend
to cxperience God as distant and uninvolved.

In studying MPD patients, this author found that the
most useful question to pursue is how God t.reats rhe patient.
This question cuts through intellectual descriptions of God
and elicits material about the actual relationship with God
<lnd, indirectly, with parents. How the patient belie\·es God
feels about her and how God Ireatsher may be quite dilferent.
[f questions about how God feels about thc patient elicit
intellectually defensive answers, asking how God treats the
patient will oftcn bring forth atl"ectivefy-Iaden material that
is more clinically useful.

At timcs religiollsly conservative patients cannot bring
themselves to admit, much less express, that they are angry
at God. Such <I direct admission is in connict with their belief
that it is wrong to bc angry with God or say "bad" things about
God. This resistance can be skirted byaskingquestions<lbout
prayer, since such qucstions indirectly provide a picture of
how thc paticnt really interacts with God. In this author's
experience with MPD patients, questions about prayer pro­
vided the shortest route to the dynamically rich God image.
Patients were the least defended when asked about prayer,
since they perceived the question 10 be more about them­
selves than abour God.

The following questions about prayer provide the most
useful material: "What does prayer mean to you? Ifyou pray,
what do you pray for and whm do you think happens when
yOll pray?" If an intellectual answer is offered, ask patients
what happens when they pray for others and what happens
whcn they pray for themselves. This is nearly identical
dynamically to asking how God theoretically acts and how
God rcally treats them. The latter is a cluc to self-image: God
treats us as we feel we deserve to be treated. One patient
demonstrated this graphically when slur wrote that God
answcred her prayers when she prayed for others, but when
she prayed for herself, God was not listening.

Pitfalls for Therapists
Before ever exploring the patient's religious history and

current beliefs, therapists would dowell to take stock of their
own history and feelings about religion. Therapcutic misad­
ventures with religious material generally arise from two
sources - ignorance and unexamined countertransfer­
ence. Ignorance about thc patient's religious tradition is
easily remedied. Hthe therapist assumes a neutral approach
and asks to be informed about the patient"s religious tradi-

tion, the result is an inevitable strengthening of the thera­
pcutic relationship as the patien t sees thc therapist's wi l1ing­
ness 10 understand her world view. Even religiously sophis­
ticated therapists should ask questions. Religious experi­
ence tends to be personally idiosyncratic; a patient and
therapist from the same religious background may experi­
ence their tradition verydiffercntly. Unspoken assumptions
can easily lead to misunderstandings.

Countertransfercnce about religion is, by far, the most
commou source of therapist error. Unduly posith'e or nega­
tivc vicws of rcligion are equally likely to cause difficulty.
Therapists who have nol resolved negative feelings about
their own religious upbringings may be unable to be neutral
enough to help (he patient modulate her anger against
religion and come to a linal realistic assessment of what
religious beliefs have to offer. Such therapists run the risk of
using therapy as a vehicle for acting out hostile impulses
toward their parent.<; and religious traditions.

Therapists may become anxious about discussions of rc­
ligious material because religion deals with the most difficult
questions laced by humanity - questions of cvil, death,
suffering, and the ultimate mcaning of human existcnce.
·Wishing to avoid facing these issues in their own livcs,
therapists may try to avoid them in therapy. Theymaydefend
against their anxiety by devaluing all religion as immature
(in thc manner of Sigmund Freud) or dismissing religious
issues as irrelevant. Devaluation or denection of religious
issues is not helpful to the patient and resulrs in the t.herapist
missing a golden opportunity to use religious material to
understand the patient"s psychodynamics.

The posit.ive countertransference of religiously identi­
fied therapists can be equally problematic. These therapists
may become so interested in the theological content of the
patien ('S beliefs that (hey fail to recognize its dynamic signifi­
cance. A propensity for literal interpretation of religious
material makes this error particularly likely for fundamen­
talist therapists. Fundamentalist therapists can avoid this
trap and not abrogate their own value system if they can vicw
religious material as simultaneously litcrally true and dy­
namically symbolic. Religiously devout therapists may share
a patient's view that religious material is sacrcd and thus not
suqject to the samc critical examination that othcr topics
reccive in therapy. This rcsults in an inability to recognize
the wolf of resistance bcncath the shecp's clothing of reli­
gious ideation.

The most destruClive effect of countcrtransferencc
occurs when zealous therapists use therapy as a setting for
convcning the patient to their own rcligious position. It is
unethical to use therapy to promote the thcrapist's value
system. Such a violation of interpersonal boundaries in the
therapist-patient relationship may be expericnced by the
patient as a repetition of past coercive religious expcrienccs
or intcrpersonally intrusive abuse and should be avoided at
all costs. Therapists who are concerned for the fatc of their
patient's souls should remember that a rcligious conversion
that takes place at the urging of the therapist may really be
a move by the patient t.o please a powerful parental figure
and may not represent any real internal change. MPD
patients have spent years engaging in overtly pleasing behav-
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iOT while harboring rage at lheir abusers. Urging a patient
toward religious com'ersion is likely to result in an explosion
of rage immediately from an alter or later on as the patient
realizes the similaril)' between inuush'e parental beha\ior
and the therdpist's beha\;or.

Religiously identified therdpists may also make the
mistake of using their own religious terminology in discus­
sions of religious material, forgetting that these terms may
not have the same connotation for the patient. An example
of lhis is the use of MLord

M or "Father" to refer to God. A
paliem who was abused by her father may not wish to think
ofGod in male terms. Becauseallcrsofl.cn lack basic cultural
information about religion and because they use trance
logic. they are especially\rulnerable (0 literal interpretations
of religious S}mbols and are more likely than orner patienlS
to misunderstand them.

Ctmaampk:One ofMs, A's personalities who had expe-­
rienced sexual abuse by her father was iniLially\'erycontemp­
tuousofMs. A's religion. As this personality began lO explore
her desire for a warm and tender relationship with her
father, she concurrently became desirous of knowing God
the way Ms. Adid. In church the alter heard God referred to
as a ~loving father.~ In therapy she exprcssed a desire to
know God as a loving father but was fearful to take this step
because she feared Cod would exploit her and ask her for
sex. After her pastor and I separately explained that Chris­
Lians believed God was not literati}' male, did not haye a penis
and had neyer been reported to have sex with humans, she
gradually was able to approach a relaLionship with God.

Pradiool Tips For Dealing With Religious Material
The most useful approach to religious material in PS)'­

chotherapy is a neutral but respectful approach that deals
....ith religious questions as one would deal ....;th an}' other
lOpic in therapy. When dealing ....ith religious material,
alwa)'S try to understand the material in the context of the
current psychodynamic issues in therapy. Above all, keep in
mind that God, the church, and clergy arc just as much the
target of transference as is the therapist. In fact, Cod is
probably morc of a target because of God's anal}'st-like
blankness.

When speaking ofCod, use neutral tenns such as God or
God's self and ayoid gender~re1ated terms or pronouns. If
the therapist follo\\'s the patient's lead in calling God -Fa­
ther,~ the patient rna)' see mis as a confinnation that God is
literally male. Analogies and references to the variety of
beliefs in me patient's religion are particularly useful when
discussing Cod.

The follO\\ing is an example of a neutral approach lO
questions about God: When Ms. A, in a personality who was
stnlggling ....ith approaching God, asked me directly what I
thought God was like, I replied that my spccific view of God
came out of different lifc circumstances and might not be
helpful to her. I felt that I might unduly influence her
decision about God if I mid her Illy personal opinion. I
reminded her that because r was her therapist she saw Ill)'

opinionsasauthoritative, bm m)"iewofGod carried no real
authority. U my personal \iC'ov persuaded her lO approach
God and she was upset abom me results. she would have
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C'o'ery right to feci I had \iolated her aUlOnOm}', something
her father had already done. I then added. 'Throughout
history, most Christians ha\'e described God as being like a
lm;ng parent. Some have thought ofGod as likea mother, a
father, or neither mother nor f.nher. Christians have nOl
described God as intrusive or cruel to those who approach
God for love. ~ I then asked her to discuss the question with
her pastor who would provide personal opinionsabomCod.
Her subsequent talks with her pastor led to a religious con­
version experience that was accompanied by a decrease in
alienation from other religious alters.

A neutral approach lO religious material should not be
confused ....ith an unwillingness to challenge illogical beliefs
or unrealistic assum ptions. Challenges to God imagesshould
take the fonn of gentle proddings and thoughtful musings
about the contradictions imol\·ed. This approach helps the
patient mink about her beliefs \\itllOUl feeling the need to
defend them from attack and it models an ability to tllink
critically about religious maners \\ithout rejecting religion.
Anger at parenlS, God. or the church is frequently difficult
for devout Christian patients and religious therapislS who
have been taught that anger is sinful. It iscriticaUy imponam
to allow the patient to experience the anger so she can tml)'
be free to choose her final religious stance. It is helpful to
remember thal the anger ofcertain personalities is only part
of the entire patient's faith. When patients need pennission
to be angry at God, they are often reliC'o'ed to be reminded
thalJesus openl}' displa)'ed anger in the temple COUrt, that
Moses broke the tablets in anger, that Hebrew prophets
made a career of expressing anger over injustice toward
helpless persons, and that apostolic writings (Ephesians
4:26-7) assume the normal')' of anger bm admonish that it
is lobedealt with promptl)'and not allowed to simmer. Some
paLiellls are helped by me observation thal God has \\·eal.h~

ered millenia of human rage and is greal enough that me
patient's anger is not likely to damage God's being.

Devout personalities often worry that they will lose their
faith or salvation if they fuse with an irreligious personality.
When this occurs I remind them that integration cannot be
forced on them and requires resolution of differences be­
forehand. Resistance usually decreases when patients are
lold tllat as progress is made in therapy, the capacity of tlle
total person for religious belief usually increases. This in­
crease occurs as resolution of painful feelings to\\'3.rd abus­
ers is accompanied by diminished anger at God. As dissocia­
tiyC barriers erode during treatment, religious personalities
who arc horrified by the feelings of alters are helped b}'
reminders tllal diminished amnesia also allows the alters to
learn abom tlle faith of tlle religious personality. This con­
cept lends existential and religious meaning to the treat­
ment and can help the religious personalit)' continue to
tolerate the alters until she learns to accept their feelings.
Alters do exhibit religious conversions during thc course of
treatment, especially when the}'work on religious issues with
pastors while in psychotllerapy with the therapist. Religious
conversions generally accompan)' de-repression ofa positive
cathexis of parental objects and help pave the wa)' for fusion
with religious personalities.

A religiOUS problem which is unique to i\IPD patients is
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tlie frequency with which church members mistake their
illness for demon possession. This is not surprising in view of
the appearance of patients when angl)' alters emerge briefly
and glare at others. Attempts to exorcise the patients are
psychologically disastrous since they arc experienced by
ahers as a denial of their feelings and existence as ,,·ell as a
repetition of the intrush·e behavior ofabusers. When clergy
or parishioners insist that the patient is possessed, it may be
helpful to get wriuen permission to meet with the pastor and
educate him or her about to,'IPD. This is less successful with
fundamentalist or charismatic ministers who have strong
beliefs in demon possession, but some subsequently modify
their approach to the patient.

Some patients endorse religious ideation systems that
are less than psychologically healthy. Such systems, de­
scribed more fully elsewhere, may teach that emotional
difficulties are due to sin or spiritual weakness (Bowman,
1989). When patients are members of such groups, the
therapist may be tempted t.o suggest the patient cease such
religious involvemenL Regardless of the relati'·e health of
t.he religious system, patients who need the external ego
strength provided by a vcry structured and dogmatic reli­
gious approach should not be dissuaded from such involve­
menL Sometimes such a s)'Stem is the patient's only social
support system and provides superego strength that curtails
dangerous acting out of impulses.

Since few therapists are theologically trained, it is likely
that questions will arise that are beyond the therapist's
expertise, In this situation it is useful to request help from a
chaplain or minister. Religious primary personalities are
often in counseling with their ministers before and during
therap)', SO they can easil)' take questions to their pastors.
Inpatients can talk to hospital chaplains who arc trained in
clinical pastordl care. It is very important to know the
rcligious ideation system of the clergy to whom patients arc
referred. Get to know the hospital chaplain and at least onc
clergy person in the community. Refcrrals arc most success­
ful when the clergy's religious approach is similar to that of
the patient but is flcxible enough to encourage free expres­
sion of feelings .lOd avoid inculcatioll of guilt.

During the stage of therap)' when patients arc angl)'
about abuse, the ecclesial authorit), of the dergy is infinitely
more powerful than thatofthe therapist when giving permis­
sion to be angry at God or religion. Permission from c1crgy
tends to diminish religious resistance much more rapidl)'.
Clergy who are sin-oriented or guilt-inducing should be
avoided for a patient who is trying to express long-o,'erdue
anger'at God and parental figures. Such clergy onl)' rein­
force old patterns of denial. isolation and repression of
unacceptable feelings. Clergy are also helpful when paticnts
beco"!e stuck in anger and are unwilling to try to move
fon\'af(ltoward resolution. Again, ecdesial authority helps
patients hear the need to accept and sometimes e\'en forgive
the wrongs of the past.

Occasionally, a special session with both clerg)' and
therapist is needed to address thc pcrsistcnt usc of religion
as resistance or splitting of the transference between the
minisler and the therapist. Psychological resistance can be
addressed by the therapist and religious resistance by thc

minister as aesculapian and ecclesial authority are respec­
tively called intO usc. A dual session is a powerful WdY of
pre,'enting the patienl from pitting religious and therapeu­
tic systems against. each other in an attempt to avoid dealing
with feelings. The therapist and minister or rdbbi should
discuss their plan ahead of time to avoid unproducth'e
conflict in the session.

B)' approaching religious matcrial with respect and psy­
chodynamic sophistication, therapists can open up rich
dynamics and further the healing of badly damaged human
beings. By teaming up with clergy a therapist can hasten
examination of religious material in lherapy and can even
more effectively help patients through spiritually difficult
limes.•
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