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ADDRESS OF HOMAGE TO THE HOLY FATHER

Most Blessed Father,

As Your Holiness has so often observed, to con-
struct the new society without the deepest values
that are at its roots is so mistaken that it leads us
without doubt to the culture of death. We observe
this when the statistics tell us about what today is
described as the greatest murderer of our times —
depression.

Your Holiness entrusted our Pontifical Council
for Health Pastoral Care with being concerned
with emerging diseases. Unfortunately, this infir-
mity of depression is really emerging and we have
dedicated today’s international conference to
studying at a deep level what depression is, what
the Word of God tells us about depression, and in
practical terms what we suggest for the cure of this
illness.

We know that Your Holiness is the principle of
unity and resoluteness of the Church. All her

salvific actions come together in you and through
your Petrine ministry you give them the resolute-
ness and clarity that they need so that in them can
be effectively heard the creative voice of the Lord,
through his cross and resurrection. We humbly ask
Your Holiness to give utterance to this ecclesial
voice, and request that you guide, and make of our
reflections, pathways directed towards showing
contemporary men the most adequate way by
which to defeat this distancing from the Lord,
which in the final analysis means depression.

May I be allowed, Holy Father, to introduce to
you those who are the speakers at our conference
as well as its highly qualified audience, who today
have the privilege of greeting you and listening
reverently to your words. Thank you, Holy Father,
for your paternal welcome!

His Eminence Cardinal JAVIER LOZANO BARRAGAN
President of the Pontifical Council for Health Pastoral Care,
the Holy See




DOLENTIUM HOMINUM N. 55-2004

ADDRESS OF THE HOLY FATHER JOHN PAUL 11

Depressive Illness can be a Way to Discover
Other Aspects of Oneself and New Forms

of Encounter with God

Dear Brothers in the Episcopate and in the
Priestwood,
Dear Friends,

1. I am pleased to meet you on the occasion of
the International Conference organized by the
Pontifical Council for Health Pastoral Care on the
theme of “Depression”. 1 think Cardinal Javier
Lozano Barragén for his kind words on behalf of
those present.

I greet the distinguished specialists, who came to
offer the fruit of their research in order to further
knowledge of this pathology, so as to improve
treatment and provide the right type of assistance
to those concerned and to their families.

Likewise, my appreciation goes to those who are
dedicated to the service of persons with depres-
sion, helping them to retain their trust in life. My
thoughts naturally extend to families who are ac-
companying their loved one with affection and
sensitivity.

Disturbing increase in depression
reaveals human frailty

2. Your work, dear participants in the Congress,
has revealed the different, complex aspects of de-
pression: they range from chronic sickness, more
or less permanent, to a fleeting state linked to dif-
ficult events — conjugal and family conflicts, seri-
ous work problems, states of lonelines... — that in-
volve a crack, or even fracture in social, profes-
sional or family relationships. This disease is often
accompanied by an existential and spiritual crisis
that leads to an inability to perceive the meaning
of life.

The spread of depressive states has become dis-
turbing. They reveal human, psychological and
spiritual frailties which, at least in part, are induced
by society. It is important to become aware of the

effect on people of messages conveyed by the me-
dia which exalt consumerism, the immediate satis-
faction of desire and the race for ever greater ma-
terial well-being. It is necessary to propose new
ways so that each person may build his own per-
sonality by cultivating spiritual life, the foundation
of a mature existence. The enthusiastic participa-
tion in the World Youth Days shows that the young
generations are seeking Someone who can illumi-
nate their daily journey, giving them good reasons
for living and helping them to face their difficul-
ties.

Help the depressed person
to discover God’s love

3. You have stressed that depression is always a
spiritual trial. The role of those who care for de-
pressed persons and who do not have a specifical-
ly therapeutic task consists above all in helping
them to rediscover their self-esteem, confidence in
their own abilities, interest in the future, the desire
to live. It is therefore important to stretch out a
hand to the sick, to make them perceive the ten-
derness of God, to integrate them into a communi-
ty of faith and life in which they can feel accepted,
understood, supported, respected; in a word they
can love and be loved. For them as for everyone
else, contemplating Christ means letting oneself
be “looked at” by him, an experience that opens
one to hope and convinces one to choose life (cf.
Dt 30:19).

In the spiritual process, reading and meditation
on the Psalms, in which the sacred author express-
es his joys amd anxieties in prayer, can be of great
help. The recitating of the Rosary makes it possible
to find in Mary a loving Mother who teaches us
how to live in Christ. Participation in the Eu-
charist is a source of inner peace, because of the
effectiveness of the Word and of the Bread of Life,
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and because of the integration into the ecclesial
community that it achieves. Aware of the effort it
costs a depressed person to do something which to
other appears simple and spontaneous, one must
endeavour to help him with patience and sensitivi-
ty, remembering the observation of St Theresa of
the Child Jesus: “Little ones take little steps”.

In his infinite love, God is always close to those
who are suffering. Depressive illness can be a way
to discover other aspects of oneself and new forms
of encounter with God. Christ listens to the cry of
those whose boat is rocked by the storm (cf. Mk
4:35-41). He is present beside them to help them in
the crossing and guide them to the harbour of re-
discovered peace.

Healthy reference points are necessary,
especially for youth

4. The phenomenon of depression reminds the
Church and all society how important it is to pro-
vide people, and especially youth, with examples
and experiences that can help them to grow on the
human, psychological, moral and spiritual levels.
In fact, the absence of reference points can only
contribute to making persons more fragile, induc-

ing them to believe that all forms of behaviour are
the same. In this perspective, the role of the fami-
ly, of school, of youth movements and of parish
associations is very important because of the ef-
fect that these realities have on the person’s for-
mation.

Indeed, the public institutions have a significant
role in guaranteeing a dignified standard of living,
especially to abandoned, sick and elderly people.
Equally necessary are policies for youth aimed at
offering the young generations motives for hope to
protect them from emptiness or from dangerous
fillers.

Disturbing increase in depression
reaveals human frailty

5. Dear friends, in encouraging you to a renewed
commitment in such an important task beside your
brothers and sisters who are suffering from depre-
sion, I entrust you to the intercession of Mary Most
Holy, Salus Infirmorum (Health of the Sick). May
every individual and every family feel her mother-
ly solicitude in times of difficulty.

To you all, to your collaborators and to your loved
ones, | cordially impart my Apostolic Blessing.
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JAVIER LOZANO BARRAGAN

Inauguration of the Proceedings:

thursday
13

november

Aspects of Post-modern Thought and Depression

In reflecting upon the history of
Western thought my attention is di-
rected towards the cycles that pre-
sent themselves: they begin with
the presentation of vital questions
that can be summarised as belong-
ing to three major poles — God,
man, the world. Various thinkers
try to provide relevant answers,
these answers grow to the point of
reaching brilliant solutions when it
seems that mankind has attained
his high point, and then one has the
impression that specifically at that
moment, which is not necessarily
the culminating point in terms of
time of that epoch (because this can
take place at the same time as
strong moments), thought decays
and becomes weakened in an al-
most total way.

In ancient Greece, after the great
masters of thought such as
Socrates, Plato and Aristotle, there
occurred the decadence of the cur-
rents of scepticism, epicureanism
and stoicism. During the Middle
Ages, after the great thinkers who
culminated in the Scholastics,
Aberlard, St. Anselm, Duns Scotus,
St. Albert the Great, St. Thomas
Aquinas, St. Bonaventure, and oth-
ers, there came nominalism, led by
Occam. Modern thought and its
great thinkers — the rationalism of
Descartes, the empiricism of
Hobbes, Locke and Hume, the ide-
alism of Kant, Fichte, Schelling
and Hegel — was followed by the
boredom of the Enlightenment, by
deism, pietism, the Aufkldrung and
the Encyclopaedia, which despite
their lack of originality could after
a certain fashion be considered es-
says that provided a universal an-
swer to the fundamental questions
of God, man and the world. This
decline in thought deteriorated dur-
ing the twentieth century and the
beginning of the twenty-first centu-
ry because of the influence of

thinkers such as Nietzsche, Heideg-
ger, Wittgenstein, Lyotard and Vat-
timo, before falling, like ancient
Greece, into scepticism, epicure-
anism and stoicism.

Such thought, at least in most of
the West, is bringing about a cultur-
al change that can be an important
frame of reference for us in ad-
dressing the subject of our interna-
tional conference on depression. As
a start to our proceedings, and as a
small introduction to depression, |
would like to mention in a very
summarising form what seems to
me to be most significant about this
thought, which, indeed, sets the
contours of the so-called culture of
post-modernity.

I will begin with a summarising
reference to the basic lines of the
positions of the thinkers who seem
to me to be at the base of post-
modernity. They are Nietzsche,
Heidegger, Wittgenstein, Lyotard
and Vattimo.'

For Nietzsche, God is dead and
the only norm of morality is now
the superman with his will to pow-
er. There are no universal and cer-
tain values, and there is no possibil-
ity of knowing them.?

For Heidegger, a superior Being
exists, but he is ineffable. Instead
this Being expresses himself
through language and not through
thought because thought is already
an interpretation of language. In
addition, because there are so many
interpretations of language they are
not true. The only possibility is ob-
scure mystical knowledge. Techni-
cal knowledge has objectified the
world and falsified it.’

For Wittgenstein, truth is in lan-
guage when what it says of facts is
scientifically verifiable by the same
logicality as language. Values, be-
cause they are not facts, are not re-
liable. Because logicality itself is
also a value and thus not a fact, then

it, too, cannot be demonstrated. In
addition, attention must be paid to
the differences between languages,
the ‘game of language’: technical
language, game language, political
language, poetic language, affec-
tive language and so forth. In every
game language has a different
meaning. There is no common de-
nominator to these language games
that one can know. The aim of phi-
losophy is solely to classify the dif-
ferent games that exist. Its function
is therapeutic, that is to say to re-
duce to current and daily language
what is expressed in other systems
of language. God means that we
observe the fact that many things
do not depend on us but we depend
on them. God is the whole of the
world that is independent of our
will.*

When commenting on previous
authors, Jean-Francois Lyotard
says that the ‘meta-tales’, that is to
say the universal summarising ex-
amples of the thought of modernity
such as the Enlightenment, Marx-
ism, Christianity, Capitalism etc.,
which provide an all embracing
synthesis, are ineffective and in-
comprehensible. For this thinker,
they have no validity at all. Knowl-
edge can only be expressed through
the game of language and amounts
to research into instability, to which
he gives the name of ‘Parology’.
Only ‘mini-tales’ are possible, to
which assent is given to achieve
temporary agreement between in-
terlocutors both in the international
field and in the political, affective,
sexual, family or cultural fields.
There thus exists a plurality that
cannot be reduced to unity, which,
indeed, does not have universality.
This is an anarchic invention of lan-
guage. Metaphysical universality is
a sham. It is not possible to achieve
a synthesis from the heterogeneity
of the linguistic game. Post-modern



DOLENTIUM HOMINUM N. 55-2004

11

thought dehumanises man in order
to go back to humanising him with-
in a context of instability.’

Gianni Vattimo is a philosopher
from Turin. He interprets Nietzsche
and Heidegger taking nihilism as a
basis. In the view of Vattimo being
has no objectivity and thus is not
universal. Only the here and now
exists; history does not exist, it has
reached it goal, there is nothing
new. Knowledge cannot reach be-
ing and cannot attain truth. One
reaches truth only halfway and thus
there is only half-truth. The instru-
ment by which one reaches this is
aesthetic, poetic and rhetorical feel-
ing; from homo sapiens one moves
to homo sentimentalis. This is anal-
ogous to when someone sees a
painting and interprets it according
to his own different feelings — the
painting thus becomes subject to a
myriad of interpretations. Truth is
like that: each person sees it ac-
cording to his own aesthetic and
poetic feelings and expresses it
with different linguistic systems.

Television, for example, pro-
vides us with a set of images, but it
is not possible to have a single and
universal basis that unites that set.
Reality is an intersecting of various
images, its self-contamination
without a central axis. Society is
emancipation from reality, from
differences, and is an explosion of
multiplicity. Thus the universal be-
ing, stable foundations, and meta-
physics have reached their end.
God exists, but only to the extent
that He is perceived as God by
books, by Holy Scripture, and by
tradition. But He is not a God of
immutable dogmas — he is a poetic
and aesthetic God, formed by each
person. In particular He is not the
God of the Catholic Church. Thus
Christianity becomes secularised
and enters into decline. Man fol-
lows the pathway of his centre to-
wards an unknown destination —
‘X’. He does not need the extreme
certainty that was given to him by
an ancient magical rite — God. The
world is an event involving the
game of linguistic interpretations
within different concrete frame-
works. This new thought, which is
called ‘weak thought’, is the only
one possible and is in opposition to
the aspired to ‘strong thought’,
which continues to be a myth, a fa-
ble left behind by post-modernity.°®

An attempt to break down post-
modern thought by following the
ideas of these thinkers could per-
haps lead to the following points:

1. Lack of Trust in Man
and his Thought

After the fall of the great synthe-
ses of modern thought, thought has
become weak thought. Reference is
made to the tragedies caused by the
ideologies of modernity that
brought about millions of deaths
and acts of barbarity. Strong
thought belongs to the primitive
epochs of mankind, to barbaric
ages, which have now been left be-
hind us.

2. The Rule of Aesthetic
Rationality

Irrationalism: homo sapiens has
now become homo sentimentalis.
In modernity, reason was made di-
vine and there was a return to
strong thought, which was the
cause of all the atrocities that were
committed, for example at
Auschwitz. Now only the rela-
tivism of thoughts in conflict with
each other, imprisoned in language,
is accepted.

3. Relativism

This takes the place of any claim
that there is a rationally ordered
world. Scientific rationality is re-
placed by aesthetic rationality. Sci-
entific rationality was based upon
the principles of mathematics and
logic, on the principle of identity
and contradiction, on the reiteration
and verifiability of events. These
principles have no validity, and an-
other basis must be looked for,
which is aesthetics. Aesthetic ratio-
nality is based upon the intensity of
feelings, of emotions, of the admi-
ration, the contemplation and the
authenticity of experience, on the
sensitive and affective dimension
of human love, personal decisions
and instinctual reactions. For post-
modernity, truth is not adaptation to
reality but interpretation of reality
in a temporality of being. There is
nothing else but instrumental rea-
son of a plural nature, which is un-

believing, a matter of play, ironic,
destructive, inclined to superficial
tendencies of curiosity in a phe-
nomenology of signs and appear-
ances. Truth is replaced by the in-
terplay of images, the ontology of
semantics, the determination of in-
determination, the transcendence
of immanence, and the concepts of
metaphor. Instead of the principle
of causality there is the principle of
the relationship between phenome-
na. That there is only one religion is
absurd, and in the place of God
there is a divine generality. Thus
one reaches theoretical nihilism, a
form of ethical relativism, and a
lack of a set of moral rules.

4. Nihilism

This is the philosophy of noth-
ing. Beings, things, values and
principles are denied and are re-
duced to nothing. This is a ‘making
official’ of the destructive tenden-
cies that exist in society. Nihilism is
especially connected with Niet-
zsche who discerned two types of
nihilism — good nihilism and bad
nihilism. For this thinker, good ni-
hilism is the destruction of all the
values of the past in order to con-
struct new values — those of the su-
perman; bad nihilism is calmly
waiting for ancient values to come
to an end and not substituting them
with those of the superman. One
cannot know truth; one can only
know changing points of view. The
will cannot do anything good. Be-
cause God is dead there is no nor-
mative point of reference. History
cannot have an intrinsic self-com-
pletion. Everything is fleeting and
provisional, and thus one cannot
accept any serious undertaking.
‘Ontophobia’ is proclaimed, and
this is a desertification of every-
thing. Objective truth is replaced
by ‘points of view’. Life has no val-
ue because it is not unrepeatable, it
is transmuted through reincarna-
tion, and thus one can trade with it
through cloning, surplus embryos,
eugenics, euthanasia, and all the
rest.

5. Lack of Trust in the Future

Everything is perishable, frag-
mentation and chaos; there is no
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eternal and immutable element.
The present is a point of intersec-
tion of the past and the future, and it
is the only one that matters. There
is a crisis of temporality and an all
present historicism; the past is a
kind of museum photograph, frag-
ments of sacred images and im-
ages. History and the past are mar-
ket objects that are consumed and
exchanged. It is not possible to for-
mulate any project in relation to the
future.

6. The Return to Mystery
and Pseudo-religiosity

There is no God without gods;
many saviours and religions have
taken the place of the single God
the saviour. Religions without God
and without a Church are envis-
aged. Reference is made to mystery
but in a purely superficial perspec-
tive, involving obscurity and nebu-
losity.

In particular everything is re-
flected in the ‘New Age’ move-
ment, whose ‘creed’ is summed up
by Jean Vernette in what he calls
‘the ten commandments of the New
Age’. These commandments are: 1.
You will impatiently await the age
of Aquarius. 2. You will believe in
the Great Change. 3. Your con-
sciousness will carefully reawaken.
4. You will look after your body in
an active way. 5. You will follow
your teachers respectfully. 6. You
will believe completely in the irra-
tional. 7. You will faithfully vener-
ate the goddess Gaia (the earth). 8.
You will rigorously reject existing
religions. 9. You will speak about
the spirit with all naturalness. 10.
You will laugh at death with seren-
1ty.

This religion prefers man to
make himself God rather than for
God to make Himself man. God is
not a person but the highest vibra-
tion of the cosmos or the highest
expression of transcendental con-
sciousness. Truth is believing: ‘itis
true because you believe it’ or ‘it is
true so that you feel good’. Every
individual has an interior illumina-
tion. Guilt or sin do not exist, there
is no redemption, no atonement,
no grace; evil does not exist, and
thus nobody is responsible for evil.
One should not fear death because
there is reincarnation, not resurrec-

tion. Religion is projecting one’s
own hopes; it is made to measure
religion. This is the ‘weak thought
of a secularised and individualistic
society. It totally rejects Christian-

1ty.

7. The Principle of Diversity

There is no unity; only fragmen-
tation. Society is transformed into
groups of symbols, associations,
and movements. The solidity of a
political party, of the individual, of
the nation, come to be replaced.

8. Tolerance

Through rapid communication
contemporary society acquires the
characteristic of being pluricultural
and pluriracial. This is a society
without balance.

9. The World

The starting point is a totalising
ecologism which means sustain-
able growth and development, usu-
ally known as ‘green peace’, and
which is to be seen as a reaction
against the perverse effects of tech-
nological rule. The central tenet is
that man depends on nature rather
than that nature depends on man.

The world has neither meaning
nor value; it has no purpose. Its sa-
cred character is taken away. It is
no longer the creation of God but is
a universe or universes, infinite
worlds subject to the sciences that
are called upon to discover them
and to dominate them, and, in the
case of possible prosperity, to ex-
ploit them. The world is very un-
certain, weak, and has an unpre-
dictable future. It is merely a de-
pository of things and objects; it
has no divine order placed in the
laws of nature. The sciences do not
aim at human construction but at
progress as such; they are directed
towards their practical goals: for
example increasing well-being,
eating better, dressing better, etc.,
without any ethical evaluation or
assessment. Technology and scien-
tific knowledge are motivated by
their economic interests and by
commercial contracts; free giving
is totally suppressed. The horizons

of their hope are confined to what is
provisional and to what is immedi-
ately accessible.

10. Man

Social life is confined to what is
economic and political. Man feels
lost and without any possibility of
integration. He has neither meaning
nor purpose; he is a ‘tourist’, a
‘wanderer’, a ‘moral stranger’. The
function of the meaning of every-
thing was at the outset provided by
religion. Religion is now relegated
to the private world and has neither
a economic nor a political role.
Man places himself where once
God was to be found.

There is nihilism in the philo-
sophical field, relativism in the
gnosiological and moral field, and
pragmatism in daily life. Man is no
longer the centre of nature, who,
under the rule of God, governs all
things — he is merely a small part of
nature like the plants and the ani-
mals.

Reference is made to the four
ages of man; during the modern age
subjectivity was professed as the
source of truth and freedom as
supreme dominion — this was the
age of the ‘third man’. Now we
have gone on to the culture of the
‘fourth man’. The ‘first man’ was
the man of Greek philosophical
culture, the ‘second man’ was the
man of Christian medieval culture,
the ‘third man’ was the scientific
man of modernity. Today we are
faced with the ‘fourth man’, the
man of consumption and the audio-
visual. Now neither philosophy nor
religion nor science are rejected —
they are seen as linguistic games
within a pyrotechnical kaleido-
scope of knowledge that is no
longer monologic but pluralistic
and dissipated. ‘God is dead. How-
ever, one can still believe in God.
At base the two things are the
same’.” One reaches syncretism or
total indifference. Thus post-mod-
ern man comes to be alone, poor,
and insecure; in losing God he los-
es his identity; he is ‘like a wander-
er who crosses a desert and knows
only the paths marked by his own
tracks, which are removed by the
wind as he walks along’.?

The first man and the second
man were a balanced synthesis of
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the history of meta-history. This
synthesis was destroyed by the
third man who replaced religion
and philosophy with the sciences.
As regards the history of mankind,
itis stated that history no longer ex-
ists, and that the past in a valid
sense does not exist either. There is
no past and no future; one lives on-
ly today in pleasure and for plea-
sure, and for this reason it is good
to be strong and unbeatable.

Suffering, especially in its termi-
nal stage, is neither pleasant nor
good nor useful to anyone at all,
and for this reason it has no mean-
ing and must be eliminated by any
means possible: (suicide, euthana-
sia, etc.). Supermen, whom Engel-
hardt calls ‘cosmopolitans’ and
who are said to be experts in bio-
genetics, are invited to carry out
this elimination by helping the ter-
minal patient ‘to die with dignity’.

The fourth man is a man without
quality. He has gone from the tech-
nology of needs to the technology
of desires. He only feels desires
that have to be met and satisfied; he
no longer feels needs. He can
achieve this in particular through
the most appropriate technology —
the audio-visual media. Philosophi-
cal knowledge was specific to the
first man, religious knowledge was
specific to the second man, scien-
tific knowledge was specific to the
third man, and expressive knowl-
edge is specific to the fourth man.
There is a confusion between faces
and masks, between history and
legend. The media create this con-
fusion and in such a way that in the
end even legend no longer exists.
This is the new knowledge, the
knowledge of art or aesthetic
knowledge. Radical man is thus
constituted. Radical man professes
a total, possessive and anarchical
individualism; he expresses him-
self in a series of negations; he is
against the family, he is anti-mili-
tarist, anti-clerical, anti-party, and
against the state. He attributes an
absolute value to his spontaneity,
with its socio-political conse-
quences of sexual liberation, homo-
sexuality, feminism, abortion, di-
vorce, the fight against lunatic asy-
lums, against prisons, against con-
cordats, in favour of the abolition
of religious teaching, etc. He is the
man of radical anti-culture.

For this man, the person and the

individual are not the same thing.
The person is only a set of activities
or properties, such as mental opera-
tions, self-awareness, the sensorial,
and the capacity to communicate
and to engage in symbolic repre-
sentation. Where such activities do
not exist, there is not a person but
an individual. Thus, for example,
when a man who is not conscious is
killed, there is no guilt because an
individual and not a person is being
killed. Thus it is explained that the
destruction of embryos, therapeutic
cloning, eugenesia, euthanasia, etc.
are all licit.

The only evil is repression. No-
body must inhibit anyone else. The
phrase ‘we are all perfect’ is used to
counter the saying ‘we are all sin-
ners’. Each person is his own yard-
stick of good. Thus each person can
use other people and everything
that exists as objects to meet his
own desires. Thus one is complete-
ly free. One has rights but no du-
ties. Public power is legitimised
solely through the principle of util-
ity. Happiness is the same as well-
being and pleasure, which is not a
matter of meeting needs but of sat-
isfying desires, of consuming ob-
jects, things, and experiences. Con-
sumerism is the new god; nothing
can exist without this god.

The only limit to radical man is
the contract. The law does not bind
him because this is directed to-
wards the common good which he
denies. A contract is accepted only

as reciprocity and only when it is
advantageous. Contracts that are
not advantageous are not renewed.
And when the party that is disad-
vantaged rebels, power of any kind
is used by the strong to suppress the
weak. Thus the production, the in-
discriminate commercialisation, of
any kind of weapon is justified, and
the greatest satisfaction is reached.
One goes from the defence of the
rights of man to the defence of the
man of rights.’

The environment in which this
man lives is the evolved world of
high technology, a world in which
the rich countries of the world
wish to dictate the rules to every-
one else. This man dwells within
computerised economic globalisa-
tion in order to live at the expense
of the world of the excluded, the
poor countries who no longer mat-
ter except as potential for exploita-
tion/investment, both of raw mate-
rials or cheap manual labour. In-
vestments are made in anonymous
fashion by companies in which the
sole motivation is the best eco-
nomic gain possible in line with
the variation of markets, without
any attention being paid to the eco-
nomic disorders produced in poor
countries because of the flight of
capital abroad.

As a result, we have ‘science
without a conscience’ as the ex-
pression of homo potens, the lord
of life and death, who nonetheless
continues to fear death, which he
wants to mask by even using
corpses at luxurious funerals that
are fixed in a smile. Despite all this
experience one can see that homo
potens at a deep level has become,
even though this is something that
is not acknowledged, homo
pavidus.

We should not be surprised at the
fact that in a world that wants to or-
ganise itself in this way depression
turns out to be the greatest murder-
er that exists.

As without doubt we will hear
during this international confer-
ence, in the culture of post-moder-
nity, there will be those who ex-
plain depression as a conflict
caused by old sexual taboos exam-
ined by psychoanalysis; or by bio-
logical problems caused by cere-
bral serotonin or nor adrenalin; or
by what are termed cerebral cogni-
tive conflicts, akin to the bugs or
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viruses in computers; or by reac-
tions that are termed systemic be-
cause they can be treated with ref-
erence to the ‘system’, within fam-
ily therapy; other people refer to
Gestalt theories and argue that de-
pression is due to a kind of psychic
pattern caused by endogenous and
exogenous factors which in the in-
stinct for self-conservation reject
unpleasant events.

There can be no doubt that there
are forms of depression caused by
physiological disturbances and that
they must therefore be treated by
the drugs and medicines which
cure them. There are also psycho-
logical, affective or every other
kinds of disturbance. But in essen-
tials, in my opinion, the whole of
this post-modern mentality, which
in this paper we have tried to sum-
marise and systemise, in varyingly
explicit ways penetrates the cultur-
al contents of contemporary society
and provides us with a ‘parology’
of instability. We are referring here
to the decline of thought, which is
rightly called ‘weak thought’, and
which as such can only generate the
horrendous culture of death. This
culture provokes an uncontrollable
fear and is openly expressed in a
whole series of forms of depres-
sion.

St. Thomas Aquinas
and Depression

I would like to finish this intro-
duction by contrasting the absurd
thought of the radical anti-culture
with some aspects of ‘strong’ me-
dieval thought as expressed by one
of its most important thinkers — St.
Thomas Aquinas. In his own way,
with the term ‘sloth’, he drew near
to what we now call ‘depression’.
As in a painting by Caravaggio,
with the light and darkness of St.
Thomas and post-modernity, we
will provide a framework for the
study that we are shortly to engage
in.

Turning to the thought of St.
Gregory, St. John Damascene, St.
Isidore of Seville and St. John
Cassian, St. Thomas Aquinas pro-
vides us with a concise summary of
aspects that were considered of im-
portance in ecclesiastical thought
and which in my opinion can in our
age be thought about to advantage

when discussing depression and its
cure.

St. Thomas says that sloth is a
kind of sadness that has a corporeal
connotation which increases with
the heat of the day and the season.
Some people complain that with it
the wished for spiritual fruits do not
materialise. It must be borne and
overcome. It so depresses the spirit
that a depressed person pays atten-
tion to nothing and his sadness is
thus aggravated." It involves tedi-
um in action. It is a torpor of the
mind that allows nothing good to
be begun. ‘Torpor mentis bona
negligentis inchoare’. It is an evil
in itself and in its effects. It is an
evil in itself because it sees as evil
that which is good. It is evil in its
effects because it diverts man from
doing good. Its wrongdoing is con-
centrated around his very desires. It
is a sadness that is experienced be-
cause of something that is good. It
increases with deficient corporeal
interaction. Sloth despises the
goods that God gives us. It can be
defeated by thinking about and ex-
periencing spiritual goods."

According to St. Gregory there
are six daughters of sloth: malice,
rancour, pusillanimity, desperation,
torpor in relation to precepts, and
the movement of the mind towards
what is illicit."” St. Isidore says that
sloth is an inclination towards im-
proper rest,"” and that from it comes
idleness, sleepiness, unsuitable
mental processes, disquiet of the
body, instability, verbosity and cu-
riosity.

It is a kind of sadness under
whose weight people are encour-
aged to engage in certain actions. It
weighs upon the spirit and encour-
ages the person to do what most en-
genders sadness and to avoid what
can generate happiness. In order to
avoid sloth a man must flee from
what causes him sadness or detach
himself from those that cause him
sadness. Another way of doing this
is to do what he likes doing. A flight
from purpose is caused by hope-
lessness; flight from the goods that
lead him to his purpose is caused
by pusillanimity; the non-fulfil-
ment of precepts is engendered by
rancour; a detestation of spiritual
goods is brought about by malice;
the abandonment of what is spiritu-
al for material appetites is caused
by the movement of the mind to-

wards what is illicit. Thus bitter-
ness is generated as an effect of
rancour."

Sloth is in opposition to joy. It in-
volves becoming sad about the di-
vine good that is enjoyed through
charity. St. John Cassian says that
sloth is frequently encountered in
those who live alone and is the
most contagious and frequent ene-
my of people who live in the
desert."”

Sloth is sadness of spiritual good
understood as a divine good. And it
comes to be a mortal sin when it
obtains the complete consent of
reason as a flight from, aversion to-
wards, and detestation of, divine
good. When it does not arrive at
full consciousness but remains in
the senses then it is only a venial
sin. It is not a drawing away from a
spiritual good but from divine good
itself. Although amongst the saints
there are certain aspects of sloth,
they did not fully acknowledge
this.'®

Conclusion

It appears that we thus come to
link St. Thomas Aquinas with post-
modernity: in the final analysis
sloth is sadness in relation to the di-
vine good that is enjoyed through
charity. This divine good is nothing
else but the divine life itself. To be-
come sad about it is to understand it
as an evil, as something that is in-
convenient, to deny it. To deny life
is death. The whole of the thought
of post-modernity leads to death
within the so-called radical anti-
culture of the fourth man. Thus
sloth meets post-modern homo
pavidus, depressed man. The only
remedy is affirmation of life in the
face of the anti-culture of death.
The only incontestable affirmation
of life is the resurrection. Only the
resurrection of Christ and our resur-
rection in him, beyond any brilliant
religious invention but as a fact that
took place and takes place, dis-
tances depression from any pallia-
tive and reaches its ultimate roots
and destroys them completely. This
is because it destroys death itself.

Thus all these summarising ideas
about post-modernity and St.
Thomas Aquinas serve as a small
introduction to our international
conference on depression.



DOLENTIUM HOMINUM N. 55-2004

15

We will begin our reflections
with the masterful paper by His
Eminence Cardinal José Saraiva
Martins who will discuss biblical
anthropology and Christian faith
in relation to depression. After his
reflections we will follow the three
stages of the conference indicated
in detail in the programme. First of
all, we will analyse what depres-
sion is, then we will try to under-
stand it in the light of the Word of
God, and lastly we will draw some
practical conclusions on how to
address depression.

At the outset I would like to
thank most cordially all the great
experts who will favour us by ac-
companying us during this reflec-
tion, placing at our disposal their
knowledge, their learning and their
skills. There can be no doubt that
they provide an irreplaceable sup-
port for the carrying out of the mis-
sion that the Holy Father entrusted
to the Pontifical Council for
Health Pastoral Care. Once again
many thanks to them and many
thanks to all of you for your high-
ly-qualified presence

His Eminence Cardinal

JAVIER LOZANO BARRAGAN
President of the Pontifical Council
for Health Pastoral Care,

the Holy See
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PROLUSION

JOSE SARAIVA MARTINS

Depression: the Clinical Phenomenon,
Biblical Anthropology, and Christian Faith

Introduction

Depression has become the ill-
ness of our century, almost a sym-
bol of modern times. Perhaps it is
not very meaningful to refer to sta-
tistics, but according to some cal-
culations depression afflicts 12% of
the population.

Because it is so widespread, de-
pression has also been defined as
being the ‘common cold’ of psychi-
atry. It afflicts men and women,
young people and the elderly, the
inhabitants of industrialised coun-
tries and of developing countries
(cf. Nuber, 1991, 6).

A group of researchers has gone
beyond this by asking whether we
are not all depressed (cf. Woodruff,
1975); and have posed a disquiet-
ing question: ‘how normal is it to
be depressed?’ (Zung, 1972). The
answer is clear: depression has nev-
er been a normal state, even
though, as is increasingly demon-
strated, in this field there is a no-
table confusion at the level of con-
cepts, with the absence of a clear
distinction between, for example,
sadness and mourning (reactions
that are completely natural to a sit-
uation of loss) and depression as an
illness. Indeed, the word ‘depres-
sion’ can have different meanings:
it can define a feeling, a clinical
state, or the style of a person’s char-
acter (cf. Friedman, 1974, 282).

This paper does not want to en-
gage in a clinical study of the na-
ture and treatment of depression,
but seeks, rather, to be a Christian

reflection on a mental phenomenon
that also has a religious and spiritu-
al dimension. Specifically from this
point of view, after briefly examin-
ing the phenomenon of depression,
questions will be raised about how
depression is seen in biblical an-
thropology and the possible re-
sponse of the Christian faith.

1. The Phenomenon
of Depression

a. Its definition and classification

By depression is meant a set of
symptoms that bring about a sad
and ‘downcast’ mood, a lack of in-
terest and of impulse, motory and
psychic inhibitions, with mental
contents that are typically depres-
sive, accompanied by specific so-
matic disturbances (cf. Lindzey,
Thompson and Spring, 1991, 685-
712.).

In ending his analysis of the dif-
ferent classifications of depression,
R. E. Kendall finds that the most
frequent criterion is the distinction
between depression of an endoge-
nous/psychotic kind and depres-
sion of a reactive/neurotic kind.
The distinguishing point is to be
identified in the ability of the pa-
tient to face up to reality (cf.
Kendell, 1976, 25; Kendell -
Courlay, 1970, 257 etc). Symptoms
such as hallucinations, and perhaps
also some somatic symptoms (dis-
turbance of sleep, weight loss), can
be associated with the psychotic

type. Feelings of guilt, anxiety and
agitated forms of behaviour can be
associated with the neurotic form.

Another proposal, which is of a
psychodynamic orientation, is the
one formulated by Arieti and Bem-
porad. These authors are convinced
that in most cases of depression it is
possible to identify whether one is
dealing with psychotic depression
or neurotic depression, but they
propose to designate these two
forms ‘severe’ depression or ‘mild’
depression by employing the sub-
jective criteria of the patient, that is
to say whether he or she does or
does not accept his or her own de-
pression. If the patient accepts his
or her depression as a way of liv-
ing, and thus lives it out as synton-
ic, then it is severe depression, i.e.
psychotic depression. If, on the oth-
er hand, his or her depression is not
accepted as a way of living and the
person looks for help, the depres-
sion is seen as dystonic, that is to
say it is mild (i.e. neurotic) depres-
sion.

b. Depression, sadness
and unhappiness

Depression cannot be reduced to
a single factor. It is the result of the
coinciding of different factors. Bio-
logical, historical, environmental
and psychological factors play a
certain role in its beginning and its
evolution (cf. Fennell, 1998, 169).

Many people never reach a state
of clinical depression. Such depres-
sion, with the feeling of paralysis
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that it involves, is different from
normal sadness. People with clini-
cal depression, in general, demon-
strate physical and psychic alter-
ations; people who are not de-
pressed manifest certain mental
signs of sadness.

In addition, people often confuse
depression with unhappiness. Of-
ten one can hear the phrase ‘I feel
depressed’, even though the person
concerned only wants to say that he
or she is not happy. Until one has
really experienced depression one
cannot realise the enormous differ-
ence that exists between being de-
pressed and being unhappy. When
we are unhappy, despite the scale of
the tragedy that has afflicted us, we
remain in contact with reality.
When other people offer us conso-
lation and love we can still feel
gratitude for their warmth and sup-
port. But when we are depressed
we feel like people who are exclud-
ed from the rest of the world. The
comfort and love offered by other
people do not penetrate our barrier
and we feel neither consoled nor
loved. To experience real depres-
sion means to feel entrapped in
pitch or suffocated by some dense,
heavy material or buried alive in a
dark tunnel. The depressed person
is interested in nothing and nobody,
and does not feel any hope (Ken-
neth, 2002, 28).

2. Biblical Anthropology
a. Forms of depression in the Bible

It would be anachronistic to look
for a ‘clinical’ terminology in the
Bible, but, on the other hand, given
that we are dealing here with uni-
versal human experiences, traces of
such experiences also exist in the
biblical texts. We ask ourselves, in
particular, in what form depression
is presented in the Old Testament
and what remedies are offered for it
in the sacred texts.

In the 1990s a rather lively
polemic developed between differ-
ent psychologists. This polemic
was generated by an essay pub-
lished by C.J. Frost, a lecturer at
Midway College in the United
States of America, which called in-
to question the clinical concept of
depression based upon the model of
homeostasis, and instead proposed

the concept of melancholy as an al-
ternative by which to understand
and assess the feeling provoked by
an experiential incongruence. Frost
argued that the concept is widely
present in the literature on religion
in general, and in the Hassidic
works (biblical texts), as analysed
by Elie Wiesel (Frost, 1992, 71).

In short, the author argued that
many people labelled as depressed
do not suffer from depression (in a
clinical sense, that is to say from an
abnormal, negative state) but from
melancholy (a positive state, which
is actively chosen). The point of de-
parture of the author is Hassidic lit-
erature, where melancholy means a
special configuration of the per-
son’s perception: the vision of in-
congruity. There are certain events
in life where the only appropriate
human response is melancholy.
This does not mean to say that the
theories about depression are nec-
essarily false, or that the very con-
cept of depression should be elimi-
nated. The author suggests that a
sub-group of experiences could ex-
ist, experiences hitherto classified
as being depressive, but which
could be better assessed and ad-
dressed as melancholy.

Beginning with the realm of
symptoms, we can read anew cer-
tain biblical texts, and in particular
a number of psalms, as an expres-
sion of the depressive state.
Amongst the most visible symp-
toms that we find in these psalms,
we may list the following: sadness,
a lack of interest, a reduced capaci-
ty for work, disturbances of sleep,
weight loss, feelings of guilt, suici-
dal thoughts (including the desire
to die or never to have been born),
and the desire to cry. Some exam-
ples can be taken from the psalms,
where, indeed, some of these
symptoms can be recognised.

Psalm 55 (vv. 5-6): fear, dark-
ness (and more extensively vv. 2-
15; 17-24):

My heart is in anguish within me,

The terrors of death have fallen
upon me.

Fear and trembling come upon
me,

And horror overwhelms me.

Psalm 88 (vv. 1-6): fear, a life
transformed into a hell, a man with-
out help:

O Lord, my God, I call for

Help by day;

I cry out in the night before thee.
Let my prayer come before thee.
Incline they ear to my cry!

For my soul is full of troubles,

And my life draws near to Sheol.

I am reckoned amongst those
who go

down to the Pit;

I am a man who has no strength...

Psalml102 (vv. 1-12): seems to
express certain physiological symp-
toms of depression:

Hear my prayer, O Lord;

Let my cry come to thee!

Do not hide thy face from me
In the day of my distress!
Incline thy ear to me;

Answer me speedily in the day
When I call!

For my days pass away like
smoke,

And my bones burn like a fur-
nace.

My heart is smitten like grass,
and withered.

I forget to eat my bread.

Because of my loud groaning

My bones cleave to my flesh

One of the corporeal symptoms
of neurotic depression can be agi-
tated behaviour. This phenomenon
was already documented in the an-
cient world, including the biblical
world. 1 Kings 21:27-28 describes
the reaction of Ahab to the prophe-
cy of Elijah who had pronounced
the divine sentence: ‘And when
Ahab heard those words, he rent his
clothes, and put sackcloth on his
flesh, and fasted and lay in sack-
cloth, and went about dejectedly’.
Tearing one’s clothes, putting on
sackcloth, fasting etc., are all forms
of behaviour that are associated
with mourning. However, the refer-
ence to going about dejectedly
would indicate a state of depres-
sion.

We should also take into consid-
eration Psalm 35:14: ‘as though I
grieved for my friend or my broth-
er; I went about as one who laments
his mother, bowed down and in
mourning’, and Psalm 38:6: ‘I am
utterly bowed down and prostrate;
all the day I go about mourning’.
These two examples place together
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walking (going about) with being
bowed and prostrate, which are
signs of depression. And there is al-
so Psalm 42:10b: ‘Why go 1
mourning because of the oppres-
sion of the enemy?’ (cf. Psalm
43:2: ‘For thy art the God in whom
I take refuge...Why go I mourning
because of the oppression of the en-
emy?’).

Another example of agitated be-
haviour as a symptom of depres-
sion is to be found in Job 30:28: ‘I
go about blackened, but not by the
sun; I stand up in the assembly, and
cry for help. I am a brother of jack-
als, and a companion of ostriches.
My skin turns black and falls from
me, and my bones burn with heat.
My lyre is turned to mourning, and
my pipe to the voice of those who
weep’. These verses appear in the
context of laments, to which is as-
sociated, some verses later on, the
expression: my lyre is turned to
mourning (cf. Barre, 2001, 180-
181).

b. The Biblical answers
to depression

If biblical anthropology knew
about the phenomenon of depres-
sion, one can ask what answer the
holy texts gave to this disturbance.
They found the answer in certain
fundamental beliefs that were also
remedies: the belief that man is al-
ways loved and appreciated by
God, who is always near to man;

that the world, in general terms, is
not hostile to man, but good be-
cause it expresses the greatness of
God; that the world has meaning
because its Creator is present with-
in it; and that it is normal to express
one’s emotions.

Such beliefs are emphasised in
particular in certain psalms.

a) The appreciation and uncon-
ditional love of God. Biblical faith
offers an indisputable point of ref-
erence as to its value, for example
in Psalm 9-10 (vv. 33-35) we find:

Arise, O Lord; O God lift up thy
hand;

Forget not the afflicted.

Why does the wicked renounce
God,

And say in his heart, “Thou wilt
not call to account’?

Thou dost see; yes, thou dost
note

Trouble and vexation,

That thou mayest take in into thy
hands;

The hapless commits himself to
thee;

Thou hast been the helper of the
fatherless.

b) The belief that the world, in
general terms, is not hostile but
good, and expresses the greatness
of God. We can refer here to Psalm
8 where the psalmist contemplates
the greatness of the creation:

O Lord, our God

How majestic is thy name in all
the earth!

Thou whose glory above the
heavens is chanted. ..

When I look at thy heavens, the
work

Of thy fingers,

The moon and the stars which
thou hast established;

‘What is man that thou art mind-
ful of him,

And the son of man that thou
dost care for him?

¢) The belief that the world has
meaning because God himself is
present within it. We can refer here
to Psalm 23 which expresses its
strong belief in the presence of
God, even in the dark, or to Psalm
139 (vv. 13-14), which sings of the
wonder of the wisdom of God:

For thou didst form my inward
parts,

Thou didst knit me together in
my mother’s womb.

I praise thee, for thou art fearful
and wonderful!

Wonderful are thy works!

Thou knowest me right well.

d) The belief that it is normal to
express one’s own inner feelings.
Some psalms strongly express
feelings of disappointment, anger
and pain. For example, there is
Psalm 6, which appears to be a de-
scription of the most recognisable
symptoms of depression, such as
laments, insomnia, physical weak-
ness etc. (vv 2-8):

Be gracious to me, O Lord, for I
am languishing;

O Lord, heal me, for my bones
are troubled.

My soul also is sorely troubled.

But thou, O Lord, how long?...

I am weary with my moaning;

Every night I flood my bed with
tears;

I drench my couch with my
weeping.

My eye waste away because of
grief,

It grows weak because of all my
foes!

All these remedies proposed by
biblical anthropology are also valid
today. The therapeutic value of the
above-mentioned beliefs is still in-
tact. Christian faith, however, adds
further perspectives regarding the
events of life and thus on depres-
sion as well.

3. Depression and the
Christian Faith

A relevant number of studies
demonstrate the positive impact of
the spiritual and religious resources
of a person on his or her mental
health, and thus on depression as
well (Larson and Larson, 2003,
44). Amongst the beneficial effects
to be encountered, it has been as-
certained that the spiritual re-
sources of the depressed patient
have accelerated the healing
process. This function of spirituali-
ty refers, however, only to the men-
tal and cognitive processes, and
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does not have any effect on the bio-
logical symptoms of depression,
such as weight loss, sleeplessness,
reduced concentration etc. (cf. Lar-
son and Larson, 2003, 44). In order
to orientate ourselves in the field of
the relationship between spirituali-
ty and mental health, we should
bear in mind certain distinctions.

a. Depression and desolation

One of the contributions of
Christian spirituality is the distinc-
tion made between depression and
desolation: this latter can have spir-
itual causes. An analysis of desola-
tion is one of the treasures of the
book ‘Spiritual Exercises’ by St. Ig-
natius of Loyola. Inn. 317 he offers
us this definition of desolation:
‘Fourth rule, Regarding spiritual
desolation. By desolation I mean...
the darkness of the soul, inner dis-
turbance, the stimulus to low and
earthly things; dismay at every kind
of agitation and temptation, such as
they lead to distrust, without hope
and without love; as a result of
which the soul is completely lazy,
lukewarm, saddened and as though
it were separated from its Creator
and Lord’.

This definition brings out the
similarities and the differences be-
tween desolation and depression.

a) Both states have in common
the fact that the grief refers to a past
experience; present-day experi-
ences are presented as being emo-
tionally unsatisfying, boring and
unpleasing; the faculties of the will
are weakened and those of the intel-
lect function in an inappropriate
way; and the whole of the dynamic
of life and of interest in the outside
world are empty.

b) There are, however, differ-
ences that help us to distinguish be-
tween the two states of mind.

— In spiritual desolation, the
grieving refers more to the rela-
tionships with the person of God,
the principal problem is worry
about the disappearance of the ef-
fects of consolation; the spiritual
faculties work in a distorted way;
and the person does not see the fun-
damental cause of the temptation to
which he or she thinks he or she
has, to varying degrees, consented.

— In depression, on the other
hand, grieving is more centred
round the self-image that the per-

son has formed for himself or her-
self or thinks that others have of
him or her; the person does not
manage to identify the real problem
and no explanation convinces him
or her; his or her spiritual faculties
are inhibited; and the causes of all
this are hidden in the processes of
the unconscious (cf. Aufauvre,
2003, 47-56).

In order to discern the transcen-
dental origin of this experience the
following criteria are useful:

1) The person continues to tend
in a sincere way towards perfection;

2) Despite all the difficulties at
the level of meditation, the person
makes progress in his or her moral
life: he or she is humble, benevolent
and attentive towards other people.
From a psychological point of view,
one could add that it is clear that his
or her will is intact, indeed, is in-
clined towards an increasing co-op-
eration.

3) In his or her memory there pre-
dominate memories of previous
graces received, i.e., in his or her
soul there prevails nostalgia for
God.

4) Although meditation and
prayer bear no fruit, his or her inte-
rior activities, contemplation and
self-analysis remain intact; his or
her soul lives in the presence of
God (cf. Marcozzi, 1963, 132-135).

b) The preventive function
of the spiritual life

A regular spiritual life can pre-
vent neurosis, including reactive
depression. This is explained by
taking into account the dynamics of
neuroses.

Neuroses or abnormal existential
reactions are the result of an anom-
alous working out of emotional
stimulations; they are, that is to say,
‘inadequate forms of reaction that
have become chronic’. Neurotic
symptoms can be rooted in reac-
tions that may be considered nor-
mal in specific circumstances, but
which become pathological be-
cause of their intensity and fixa-
tion. The core of every neurosis is
anxiety, and the neurotic symptoms
are essentially forms of the mani-
festation of this anxiety or of the
defence against it.

Experimental research on the
preventive function of spirituality
in depression has demonstrated that

spirituality acts as a moderator be-
tween negative and stressful expe-
riences and a depressive reaction
(cf. Young et al. 2000, 49-58). In
other words, an authentic and con-
stant spiritual life also has the col-
lateral effect of corroborating the
personal structure, that is to say the
interior milieu.

a) A spiritual life provides first
and foremost greater self-aware-
ness. There are few cultural or
artistic activities that direct so
much attention towards themselves
as religion. Christianity is a con-
stant call to conversion, to purifica-
tion, and to change. Prayer and
confession, for example, are al-
ways, by their very nature, activi-
ties centred round the person. The
first positive effect of a constant
spiritual life is thus greater self-
awareness. It should be said that
psychotherapy also aims, albeit at
another level, to achieve growing
self-awareness on the part of the
person as a path and means of heal-
ing. This return to the core of the
person in spiritual practice takes
place at three points: the first con-
sists in the purification of the mind
of everything that St. Ignatius
called ‘disordered inclinations’; the
second is a positive orientation to-
wards higher values (which today
is often called self-transcendence);
and the third is real interior free-
dom. Mystic literature calls these
three moments the ‘three ways’:
purification, illumination, and
union with God.

b) Spiritual life places the believ-
er in a continual situation of divine
empathy. In order to organise his
pastoral consultancy, S.M. Natale
begins from the theological fact
that the Incarnation is in fact a
‘therapeutic process’ of God, that is
to say that an ontological accep-
tance of man by God (cf. Natale,
1977, 21). The point of encounter
between theology and psychology
is the following: the assumption
that man is in basic terms ‘accept-
able’. Theology calls this state ‘jus-
tification’. If the person becomes
aware of it and accepts it, it is said
that he or she is in a ‘state of grace’.

¢) Faith in God the Creator is the
factor that assures meaning to life
because it says that each person is
created for a personal task in his or
her life; that he or she is willed and
loved by God. All of this offers the
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believers a climate of deep mental
security. But religion also performs
a specific role at another level. De-
spite all our attempts, certain irra-
tional phenomena — which are
without meaning — remain: wars,
destruction, suffering, and death it-
self. Well, only religion can offer
man an acceptable answer to these
examples of irrationality.

d) Faith in the risen Christ opens
man up to hope, to the paschal joy,
and to an optimism that generates a
state of mind that is diametrically
opposed to the state of mind of de-
pression.

We have examined some psy-
chotherapeutic processes that seek
to reinforce the mechanisms of self-
defence of the human psyche. The
common denominator of all these
processes is the fact that they in-
crease the resistance of the interior
milieu of man. The same processes,
we have seen, are also present in
spiritual life, which is not made up
of specific practices but of a contin-
uous, stable and personal interior
experience.

Conclusion

We have been engaged in a jour-
ney within the phenomenon of de-
pression and began with certain da-
ta of the professional world of psy-
chology and psychiatry. We then
passed through the biblical world,
finding therein clues that attest to a
knowledge about depression and
related responses to it within bibli-
cal anthropology. Lastly, we came
to the world of Christian spirituali-
ty, which in a surprising fashion
contains many psychotherapeutic
principles that can prevent the im-
position of depression and provide
relief to it.

This journey has opened up to us
new horizons for the study of de-
pression. Suffering man has always
occupied a privileged position in
biblical anthropology and in the
Christian message. God does not
forget about the sick person. In-
deed, he or she is at the centre of
His compassionate love. In the
Bible God reveals His identity by
saying to Moses: ‘I am the God of
Abraham, of Isaac and of Jacob’.
We could translate these words in
the following way: ‘I am the God
of the sick, of the poor, and of the

depressed’. In fact, Jesus specifi-
cally announced the beginning of
his messianic mission with the
words: ‘I have come for the
sick...”, and this included every-
one, depressed people as well. Spir-
itual life transforms this promise
into concrete contents that offer the
believer spiritual support in facing
up to every illness, and thus to de-
pression as well.
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I Section

The Present State of Depression
in the Contemporary World

SALVADOR CERVERA-ENGUIX

1. Depression between Malaise and Illness

The Clinical Definition
of Depression

Moods must be considered care-
fully because they reveal and touch
upon the principal core of personal
inner being. In particular, a mood
that expresses sadness is one of the
most frequent forms of psycholog-
ical malaise. However, if a person
feels sad or depressed this is not
sufficient to say that that person is
suffering from depression. This
term, in fact, has a number of
meanings. It can refer to a sign, a
symptom, a syndrome, an emotion-
al state, a reaction, an illness or a
well defined clinical phenomenon.

In the scientific world two ap-
proaches have been created to es-
tablish when a fluctuation in mood
is depression and when it is not.

The employment of a broad cri-
terion for depression. This includes
a series of symptoms that range
from not very stable feelings of
sadness — provoked by specific
events that do not have special
repercussions on the life of the in-
dividual involved — to profound
states of sadness and inhibition that
render the person unable to act. It is
argued that here the difference is
only quantitative, as though there
was a continuum between the vari-
ous manifestations of the condition.

The employment of an adapted
and well defined criterion for de-
pression, which is clearly differen-
tiated from normal episodes of un-

happiness, malaise or anxiety.' This
affection is described on the basis
of the diagnostic principles of
every illness (aetiology, develop-
ment, prognosis) and diagnostic
groups have been established that
respect well defined criteria. Em-
phasis is placed not only on the
quantitative change in the situation
but also on the qualitative differ-
ences between the symptoms, and
in particular on the characteristics
and the consequences of sadness.

The Boundaries between
Normal Sadness
and Pathological Sadness

It is important to distinguish de-
pressive disturbances from normal
feelings of unhappiness, dismay or
discouragement, which themselves
are habitual and suitable reactions
to personal difficult events and sit-
uations. Mourning for the loss of a
person who was loved is a charac-
teristic example of a situation that
can be experienced with ‘normali-
ty’ on the one hand, or generate a
pathological affection on the other.

The various ways in which a per-
son reacts emotionally to an ad-
verse event can be categorised into
three groups: 1. a normal emotional
response; 2. a disproportionate
emotional response; and 3. a de-
pressive state (which is not always
reactive) in line with diagnostic
characteristics.

In a normal emotional response

we are faced with transitory feel-
ings of sadness and frustration that
are common in daily life. This sad-
ness, which we call normal, may be
characterised as having by three
specific features: a) it is suitable to
the stimulus that has caused it; b) it
has a short duration; and c) it does
not affect in any special way the so-
matic sphere, professional perfor-
mance or relational activities of the
individual involved.

A disproportionate emotional re-
sponse is a response with intense
and persistent emotional manifesta-
tions that in themselves interfere
with the capacity of the individual
involved to control the stress that is
at the origins of this emotional re-
sponse.

A depressive state in its various
forms is a pathological state in
which joy in living, the ability to
act, and the hope of recovering
well-being are all lost. It has a typi-
cal set of symptoms that marks a
well defined clinical syndrome,
that tend to emerge simultaneously,
and that are not always associated
with stress.

The Principal Characteristics
of Depressive States

The term ‘depression’, consid-
ered as a pathology, is a concept
that refers to at least two different
realities: a) depression as a symp-
tom — a sad mood which may ac-
company most mental illnesses but
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which is also present in other med-
ical situations; and b) depression as
a syndrome or clinical phenome-
non — a set of connected symptoms
that clearly indicate a clinical state.
In both cases, as has already been
pointed out in this paper, we have a
pathological state in which joy of
living, the ability to act, and the
hope of recovering well being are
all lost. This is accompanied by the
following clinical features.”

Mood and affective tone

Sadness with preoccupation,
worry or a feeling of loneliness.
Low reaction to facts, whether they
are pleasurable or not; a lack of mo-
tivation; a lost of interest in things
and/or pleasures; a feeling of empti-
ness; apathy; anxiety; tension; irri-
tability; and anger. Difficulties in
acting with reference to the future.
A lack of a feeling of hope.

Thought

A decline in concentration; inde-
cision or vacillation; a loss of self-
confidence or self-esteem; a belief
in one’s own uselessness; a feeling
of guilt without there being any ap-
parent reason for such a feeling;
powerlessness; pessimism; desper-
ation; and a desire for death and
suicidal ideas.

Psycho-motorial activity

A slowing down of the body
movements; a lack of facial move-
ments; an inability to engage in in-
terpersonal communication; a lack
of communication or agitation;
worry; impatience; and uncontrol-
lable hyperactivity.

Somatic manifestations

Changes in the life functions: in-
somnia and/or hypersomnia; an in-
crease or reduction in appetite and
weight; a decrease in sexual desire.

Changes in vitality: tiredness; fa-
tigue; a decrease in energy; and a
lack of vigour.

Vegetative systems: gastroin-
testinal and cardiovascular distur-
bances and other types of distur-
bance connected with the working
of the body (e.g. dizziness).

This set of clinical manifesta-
tions show that we have a specific
pathological state which is clearly
different from normal sadness and
which has forms and intensities that
are well described.

The Clinical Diagnosis
of Depressive States

Clinical practice shows that this
constellation of characteristic
symptoms is not present in its total-
ity in every patient — in each case
varyingly complete categories of
symptoms are present. One need
only recall here what has been
pointed out in this paper about de-
pression as an illness, syndrome,
symptom, etc, without, however,
forgetting about the interrelation-
ship with anxiety or personality
disorders, or the links between ob-
session and depression.

Although in recent decades great
advances have been made, most of
the physio-pathological mecha-
nisms of depression are still un-
known. Our (causal) etiological
knowledge of this illness is limited
to physical forms of depression and
the existence of the many factors,
of different kinds (whether biologi-
cal, personal or environmental),
that contribute to the appearance of
a depressive condition. The diversi-
ty of the models of interpretation of
the different schools creates a fur-
ther difficulty.’

For this reason, when a diagnosis
has to be made one has to use a pre-
eminently clinical criterion based
upon the following terms:

1. Knowledge of the psy-
chopathology involved through the
case history and observation of the
patient with a differentiation of the
objective and subjective aspects of
the set of symptoms involved.

2. A phenomenological descrip-
tion of the symptoms that define
the clinical picture of the patient.

3. The intensity of the symptoms
(light, moderate, grave, psychotic).

4. The duration of the set of
symptoms.

5. The quantitative and qualita-
tive aspects of the sadness.

6. The presence or otherwise of
somatic symptomes.

The Principal Clinical Forms
of Depression

There now follows a brief de-
scription of the principal distur-
bances of mood that have been
clinically established and diag-
nosed. Each of them has differenti-
ated diagnostic criteria, aetiopatho-

logical peculiarities, and in many
cases well defined forms of treat-
ment and diagnosis.

At the present time in the scien-
tific field there are two systems for
the classification of mental illness
(CIE and DSM IV-TR) which are
used at an international level and
employed by internationally recog-
nised medical organisations — the
World Health Organisation and the
American Psychiatric Association.’
Although there are certain differ-
ences between them, they offer a
similar system of classification and
certain similar diagnostic criteria.
The terminology of both these clas-
sifications, which are recognised at
an international level, are em-
ployed in this paper.

Depressive reaction
Adaptation disturbance
with depressed mood

This condition was previously
termed ‘reactive depression’. Its
symptoms® appear in relation to a
specific provoking event that cre-
ates in the individual an un-
governed emotional reaction and
which continues after the event that
has brought it about. Usually this
event is a painful fact, but may also
involve news or suggestions that
something bad is about to happen
or could happen. As a result of the
disturbance, thoughts about this ac-
tual or future event cannot be
avoided, they are always present,
and they do not allow any other
idea to make headway. They thus
impede joy and happiness, paralyse
activity, and also attack the vegeta-
tive processes of the individual af-
flicted.”

Depressive episode
Major depression

To establish a diagnosis of major
depression the symptoms have to
last for at least two weeks. In this
kind of disturbance the depressive
mood varies very little from day to
day. In addition, there is a loss of a
capacity to be interested in and to
enjoy things, and there is a de-
crease in vitality which leads to a
reduction in activity and a dispro-
portionate tiredness. There are also
supplementary symptoms — a loss
of self-confidence and self-es-
teem, a feeling of self-rebuke or an
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excessive feeling of guilt, com-
plaints about, or the reality of, a
decrease in the ability to think or to
concentrate, indecision or vacilla-
tion, sleep disturbance, change in
appetite, and also thoughts about
death, suicidal acts, or even sui-
cide itself.

In this diagnostic profile three
levels of gravity are employed
(light, moderate and grave) to de-
scribe the broad spectrum of clini-
cal situations that exist within
medical practice. Although the
boundaries between the different
levels of depression are not always
easy to determine, their clinical as-
sessment is based upon objective
criteria: the level of social and
work activity, and the intensity of
the symptoms that are present, are
established through direct obser-
vation or they are measured with
well defined scales such as the
Hamilton rating scale for depres-
sion.?

A patient with a light depressive
episode usually manifests the
symptoms characteristic of the syn-
drome, even though such symp-
toms do not reach an intense level.
And the patient also displays a cer-
tain difficulty in carrying out his or
her activities although he or she
will probably not abandon them en-
tirely.

A patient with a moderate de-
pressive episode usually encoun-
ters great difficulties in going on
performing his or her social, work-
ing or domestic activities. And it is
probable that many of the specific
symptoms that are experienced will
be of an intense level.

During a grave depressive
episode the patient is not able to
continue his or her working, social
or domestic activity because the set
of symptoms are intense, and this is
especially true as regards loss of
self-esteem and a feeling of, or be-
lief in, his or her uselessness or
guilt. At times, the patient has in-
tense anxiety or agitation, but the
opposite can also take place, name-
ly a grave inhibition of physical
movements. The risk of suicide is
high in particularly grave cases of
depression of this nature.

Dysthymia

In order to establish a diagnosis
of dysthymia the presence is re-

quired of a depressed mood which
lasts for at least two years in a con-
tinual way, or in a constant-recur-
rent form, because transitory peri-
ods of normal sadness rarely last
for more than a few weeks. While
the individual is depressed at least
three of a set of eleven characteris-
tics are present:’ 1. A decrease in vi-
tality or activity; 2. insomnia or hy-
persomnia; 3. A loss of self-confi-
dence or a feeling of incapacity; 4.
difficulties in concentrating; 5. a
frequent desire to cry; 6. a loss of
interest in, or capacity to enjoy,
sexual activity or other pleasurable
activities; 7. a sense of hopeless-
ness; 8. pessimism in relation to the

future or constant memories of the
past; and 9. a decrease in the desire
to converse.

The clinical manifestations of
dysthymic disturbances, although
they are of lesser intensity, are not
very different from those of major
depression, and this to such an ex-
tent that in some cases when the
symptoms of dysthymic distur-
bance intensify to the point of
reaching the basic level of major
depression we find ourselves faced
with the well known doubtful de-
pression.

Recurrent depressive disturbances
Bipolar disturbances
Manic-depressive illness

This has a cyclical series of man-
ic and depressive moments with

different forms of sequence and in-
tensity — the so-called type I, type
I, and cyclothymia."

In the set of symptoms of frac-
ture characteristic of depression, in
the case of bipolar forms of depres-
sion it is usual for apathy to prevail
over sadness, for am inhibition of
body movements to prevail over
anxiety, and for hypersomnia to
prevail over insomnia. There is also
a lower level of anorexia and loss
of weight, a great emotional lability
and a greater probability of the de-
velopment of psychotic symptoms
in grave cases.

Depression due to a medical
illness or created by substances
Physical depression

Depression in patients afflicted
by medical illness, and depression
created by substances, have two di-
agnostic problems." One of these,
which is of a qualitative character,
lies in the difficulties encountered
in determining which are the spe-
cific symptoms of depression and
which are those of the medical ill-
ness, given that some symptoms
are not evident (for example sleep
disturbance, loss of appetite, fa-
tigue etc.). The problem of a quan-
titative character is rooted in the
difficulties encountered in diagnos-
ing whether the sadness is a normal
consequence of the medical illness
or whether it is a symptom of an ad-
ditional depressive state. The clini-
cal picture has to be analysed and
compared with the emotional reac-
tion of the patient, and with a
weighing of each factor, namely the
medical illness and the possible de-
pression.

This relationship between de-
pressive states and medical illness-
es exists in very different clinical
situations. In practical terms, there
is no pathological illness that is not
associated with some kind of de-
pressive response.'”? Amongst the
clinical phenomena that are most
associated with depression, there
are those of a neurological, en-
docrinal, cardiovascular, rheumato-
logical, infectious and oncological
character.”

We should also take into consid-
eration the depressive states creat-
ed by substances. There are many
substances that can bring about a
depressive state. Those that are
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usually involved are certain cardio-
vascular pharmacies (betablockers,
reserpine) and hormonal pharma-
cies (oral contraceptives and corti-
coids). Psychoactive pharmacies
such as the neuroleptics and benzo-
diacepine, and the anticholinergics,
also have this effect. Drugs that
have a depressive impact include
alcohol, abstinence from cocaine,
opiates and amphetamines.

Melancholy

Major melancholic depression
The grave depressive state
with somatic symptoms

Because of its clinical transcen-
dence, and its specific connotation
of being an emotional disturbance,
melancholy is a sub-type of de-
pression that is very important. Its
causes are attributed to internal
factors (endogeneous depression)
which predispose the individual to
this illness. The characteristics that
differentiate it from other forms of
depression have been pointed
out:" 1. a constitutional-hereditary
nature; 2. a family history of emo-
tional disturbance; 3. a suitable
pre-morbid personality; 4. a spe-
cific clinical constellation; 5. a bi-
ographical fracture which the pa-
tient experiences as a categorical
break in his or her life; 6. a tenden-
cy to recur; 7. the presence of bio-
logical anomalies; and 8. a re-
sponse to biological treatment.

These specific characteristics,
and the fact that they can also be
encountered in certain clinical
forms of major depression and
bipolar disturbance, confirm that
we are faced with an independent
and special category with a higher
load of biological components
which are of both a genetic origin
and derived from the biography of
the patient. However, neither the
CIE 10 nor the DSM-IV-TR give
these components the relevance
which in my opinion they deserve.

Psychotic depression
Delirious depression

The definition and classification
of these forms of depression re-
main rather unclear.” Psychotic and
endogeneous depression have been
seen as the same phenomenon by
some experts.'® However, patients
with ‘endogeneous’ symptoms, that

is to say patients who have scarce
reactivity to their environment, dai-
ly variations in mood, terminal in-
somnia, appetite disturbances and
disturbances of sexual desire, do
not necessarily have ‘psychotic’
symptoms, namely delirious ideas
and hallucinations.

From a clinical point of view,
this depression is characterised by
the presence of delirious ideas that

are congruent with the depressive
mood of the patient, for example
ideas involving hypochondria or
nihilistic approaches to life, and by
hallucinations in general, although
these are less frequent. Together
with these symptoms, grave distur-
bances of body movement are pre-
sent because of the interrupted,
variable and intense presence
(without changes during the day)
of depressive symptoms.

Factors that Cause
the Phenomenon
of Depression

What factors are at work in
bringing about a response involv-
ing depression? Depression is the
result of a highly interactive dia-
logue between biology, personal
and psychological factors, and the
environment. These three factors,
in their turn, are made up of more
specific factors, which also com-
bine with each other in a dynamic
form. What is the specific influ-
ence of each of these factors?

Biological factors

The wvarious methodological
modalities employed in genetic
studies, those that concentrate on
family ties,” twins,” and adop-
tion," suggest that there is a genetic
basis to depression, and although
the concrete mode of transmission
has still to be clarified, there are
various associations between spe-
cific genes (for example chromo-
somes 4, 5, 6, 11, 12, 16, 18q, and
21).

Employing a series of biochem-
ical and neuroendocrinal strate-
gies, alterations in the following
neurotransmitters have also been
found: noradrenalin,® serotonin,*
dopamine,” acetylcoline,” and
gamma aminobutric acid or GA-
BA*and glutamate” However, it
appears clear that these cerebral
monoamins do not have a direct ef-
fect on the regulation of mood.*
Recent research on major depres-
sion has centred its discoveries on
the intracellular signal pathways.
Endocrinal and immunological al-
terations have also been encoun-
tered,”” which should be seen not as
causal agents but as biological
markers (indicators) of a state in-
volving depressive illness. Despite
this, the pathophysiology of de-
pressive disturbances remains un-
known, although everything that
we know suggests that a complex
interaction is at work, with the su-
perimposing of multiple systems
including the neurotransmitters, the
endocrinal and immune systems,
and the cellular signal pathways.

Personal factors

The personality characteristics
that involve a predisposition to de-
pressive illness have also been the
subject of study and controversy.
At least five explanatory hypothe-
ses on the inter-relationship be-
tween these personality character-
istics and depressive illness have
been advanced.”*

Predisposition: personality char-
acteristics could mean a predisposi-
tion to depressive episodes. Refer-
ence should be made to Tellen-
bach’s description of ‘typus melan-
cholicus’,*® which is specific to the
endogeneous bipolar patient.

The sub-clinical state: certain
personality traits (for example cy-
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clothymia) could be manifestations
of this illness.*"*

Pathoplastia: personality char-
acteristics influence the clinical
picture during the duration of the
illness or in response to treatment.

Complications: personality char-
acteristics are said to change as a
result of depression.

The presence of other illnesses:
this involves the co-existence of a
personality disturbance with an
episode of depressive illness,* al-
though in general it is not specified
whether such a disturbance predis-
poses someone to illness or is in
fact the result of it.

We can say that each of these de-
scribes a part of the cases of the in-
ter-relationship between illness and
personality, which depends both
upon the type of illness and the bi-
ography of the individual con-
cerned.

A series of factors of vulnerabili-
ty exists: neuroticism or a high vul-
nerability to situations of stress,
emotional instability, hypersensi-
tivity or personal dependence, dif-
ficulties in interpersonal relation-
ships, a greater tendency to intro-
version or insecurity, and pes-
simism, are the personality traits
that are most encountered.*”
These traits are said to involve a
predisposition to this illness, espe-
cially when they are associated
with negative social factors. What-
ever the case, they can amount to a
non-specific vulnerability of the
personality shared in distinct con-
ditions of mental illness since they
have also been observed in other
psychiatric phenomena.* *

There is also a series of protec-
tion factors that strengthen the sub-
ject, such as systems of religious
beliefs and values, a level of psy-
chological maturity that allows a
balanced response from an emo-
tional and rational point of view, a
facility in grasping and taking on
board the meaning of one’s own ex-
periences and those of other peo-
ple, stable feelings of support and
belonging specific to personal rela-
tionships, or the exercise of free-
dom in carrying out projects that
provide stability and involve other
people.®

Environmental factors

A greater probability of depres-

sive disturbances has been de-
scribed when adverse external fac-
tors exist, such as: a history of trau-
matic events, recent stressing
events, the premature death of a
family relative, an inadequate up-
bringing provided by parents,
poverty, malnutrition, medical ill-
nesses, a family or personal history
of negative emotional episodes,
and insufficient social support.*' All
these environmental factors, which
form a part of the biography of the
individual, have an effect on him or
her by creating a vulnerability to
stress. In the same way it has been
demonstrated that the appearance
of depressive episodes occurs when
there is an increase in stressing
events.*”

Stress is an entire state that arises
from the perception of an event as
being threatening, a situation of
conflict, as something that requires
a difficult decision, or an experi-
ence of frustration. Stressing envi-
ronmental factors can be acute and
specific, chronic, or take place at
the same time. Dystymia seems to
be associated with high levels of
chronic stress* and a greater num-
ber of daily difficulties,” with a sig-
nificantly higher frequency than is
the case with patients afflicted by
recurrent major depression. But it
is also said to be associated with
acute levels of stress that are simi-
lar or lower® that those in the case
of major depression.

A Model for the Interpretation
of Depression

A minor problem: overload

The difference between normal
sadness and pathological sadness
is marked above all else by the lev-
el of affection. We are dealing here
with a question of degree and dura-
tion. In depression, sadness is
pathological not only because it is
disproportionate in intensity and
length but also because of its differ-
ent quality and because it interferes
in a special way with the life of the
individual who is afflicted. Despite
this, at times the depressive pathol-
ogy becomes diluted in the com-
promised terrain of normal sad-
ness.” Reactive forms of depres-
sion border with the outposts of
normality, and at times it is difficult

to be precise about whether the
emotional response is suitable or
not suitable.

In analysing the disproportionate
emotional response, such as that
which takes place in adaptation
disturbance with depressed mood,
we are face to face with a patholog-
ical response at the level of func-
tion but not of form. The patholog-
ical is rooted in a greater inner sen-
sitivity towards events. It is like
when one receives an affectionate
pat on the back and what would
provoke a normal or happy reaction
becomes transformed into pain and
generates sadness.

The personality of each subject
shapes the expression of this sad-
ness: silent and patient, passive and
painful, or full of impatience and
rebellion, a bad mood, irritated, or
fanatically obstinate. And it creates
very different pathways by which
to overcome the problem: mere res-
ignation, a search for consolation in
other things, a form of resentment
that diminishes the phenomenon,
diversion or bewilderment, con-
stant professional activity, or reli-
gious practice and the upholding of
religious commitment.

The way in which this transfor-
mation is achieved is characteristic
of each personality and its respec-
tive world of values. At times, the
subject abandons himself or herself
to his or her own reality, at others
he or she displays a proud obstina-
cy, and more often manifests a real
pleasure in adopting an approach of
suffering.

A qualitative leap: distortion

In the case of major depression,
a recurrent depressive episode, or
dystymia, the clinical symptoms
acquire a notable gravity. The cen-
tral symptom, namely pathological
sadness, does not involve solely a
decrease in mood (of varying levels
of intensity) but is also accompa-
nied by the mental and somatic
characteristics that have already
been described in this paper.

Major depression can be associ-
ated both with stressing and impor-
tant life events and with the cir-
cumstances of daily life.”” On the
other hand, the level of the impact
of stressing events seems to be con-
nected with the actual capacity of
the individual to tackle such factors
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of stress.* This capacity depends
both on the personal resources pos-
sessed by this individual and on the
social support that he or she re-
ceives.

Dystymia is usually associated
with a chronic level of stress and
with a greater number of daily dif-
ficulties. The central psychopatho-
logical symptom is a depressive
mood which is described as a dis-
proportionate form of reacting or
living out certain personal situa-
tions. It has been characterised with
reference to specific aspects, in-
cluding high reactivity to the influ-
ences of the environment:* 1. the
absence of vegetative and biologi-
cal symptoms; 2. numerous precip-
itating factors; 3. an absence of a
recurrent model; 4. an imprecise re-
sponse to biological treatment; 5.
high levels of neuroticism or chron-
ic personality problems; 6. an ab-
sence of a familiar burden of de-
pression; 7. and a reactivity to the
influences of the environment. This
reactivity explains the variations in
the picture both at the level of in-
tensity and clinical fluctuations. Ir-
ritability-hostility and sensitivity to
interpersonal relationships are also
frequent symptoms of this condi-
tion.

The interpretation of physical
depressions caused by medical ill-
ness or substances, deserves special
mention. In analysing the charac-
teristics of the clinical picture and
the way in which the patient reacts
to medical illness, three modalities
of behaviour arise. Two of them
follow the typical depressive mech-
anism. In one, an acute reaction to
the somatic illness (normal effect)
is present. In the other, a chronic re-
active picture of depression that
follows an illness or a therapeutic
process of long duration (distur-
bance of adaptation with depressed
mood) is at work.

In the third case the physical ill-
ness — or the substance that has
been ingested — is the direct cause
of the psychiatric affection through
the workings of a biological mech-
anism. Here we are specifically
dealing with a disturbance of mood
caused by physical illness or
caused by substances. This phe-
nomenon shows with particular
clarity that depressive states have
an important biological compo-
nent. They cannot be interpreted

solely with mere approaches adopt-
ed voluntarily — they manifest ob-
jective and profound alterations in
the human body. The same symp-
toms appear because of the inges-
tion of a substance, because of the
continual or brutal attack of the
psychic malaise, or because of the
spontaneous development of a con-
genital deficiency.

A fall into the abyss:
interior fracture

Lastly, everything that concerns
melancholic major depression,
delirious depression and bipolar
disturbance contains a very distinct
meaning that presupposes, in my
opinion, not only a quantitative in-
crease of the depressive situation
but a real qualitative leap. This
clinical fact expresses an interior
fracture, with some symptoms that
are clearly different to those of oth-
er depressive disturbances.

The essential characteristic of a
melancholic episode is loss of in-
terest or pleasure in all or nearly all
activity, or a lack of reactivity to
stimuli that are usually pleasurable.
Four fundamental characteristics of
melancholy have been advanced:®
1. a distinct model of signs and
symptoms; 2. the importance of ge-
netic and biological factors; 3. as-
sociation with biological anom-
alies, especially of the adrenal-hy-
pophysis-hypothalamus axis; and
4. a selective response to biological
treatment.

In addition, a series of character-
istic symptoms is present. The
quality of specific sadness is noto-
riously different from other moods,
such as, for example, that experi-
enced after the death of a loved one
or that specific to a non-melan-
cholic depressive episode.

This is a sadness that seems to
spring from the very guts of a per-
son and has repercussions on the
radical core of that person’s self-
perception: an absolute absence of
meaning (perception) of one’s own
value and thus of the meaning of
one’s life, which must, however, be
lived. And this marked experience,
which is at times totally envelop-
ing, can be compatible with an in-
tellectual belief about its falseness
or with a security full of the love of
God because it is not in itself an ex-
perience that develops at an intel-
lectual level or a religious level — it
evolves at the emotional-physical
level and within the realm of self-
perception. We are dealing with an
emotional pain that can overload
the capacity of the individual to re-
act, similar to the case of physical
pain that leads to fainting.

Sadness has provoked a fracture
in the mechanisms of expression
and perception of the self. The in-
tellectual awareness of this fracture
and the feeling of a total lack of
meaning and value, of uselessness,
means that a cycle of mutual nour-
ishment is formed between sad-
ness, pain and self-view that — like
the whining of a microphone — has
a follow-up that can bring the per-
son to the edge of collapse.

In such a condition, depression is
usually worse in the morning, with
early waking, and is accompanied
by a psycho-motorial slowing
down or agitation. A significant
anorexia is present, or weight loss,
and a feeling of excessive and inap-
propriate guilt.

Over the last forty years we have
come to realise that these forms of
major intensity of depression in-
volve a complex interaction of neu-
robiological aspects: genetic as-
pects, endocrinal aspects, immuno-
logical aspects, the neurotransmis-
sion systems, and the cerebral net-
works or circuits. This strengthens
the thesis that an important biologi-
cal component, of both a genetic
and a biographical character, is pre-
sent.
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Conclusion

The factors that play a role in the
genesis of depressive illness form a
part of an interactive system that
modulates the response to the suf-
ferings that generate sadness. This
interactive system includes an eval-
uation, a personal internal discern-
ment, that gives meaning to what is
perceived and establishes a variety
of expressions that acquire very dif-
ferent clinical meanings. In normal
affection, although there is an affec-
tion, this does not break the har-
monic meaning of the person and
for this reason a response suitable to
the individual and to what sur-
rounds him or her is produced. In
adaptation disturbance the affec-
tion is disproportionate. In major
depression and in dystymia the af-
fection of the structures is not only
intense but also distorting. In the
case of melancholy, bipolar distur-
bance and psychotic depression the
response is fragmentary, with a
broad break compared with the oth-
er forms of depression because it in-
volves an internal fracture which
implies a quantitative and qualita-
tive leap.

For example, a metal coffin sub-
jected to pressure by a lateral force
first bends but maintains its flexi-
bility and returns to its previous
form. If that force is increased, one
comes to its ‘yield point’, a precise
point in every case, and the coffin
remains permanently deformed. A
quantitative increase has brought
about a qualitative change. If the
force continues to grow one reach-
es the ‘breaking point’, another
precise point, and the metal breaks.
Here we have another qualitative
change brought about by a quanti-
tative change. We are referring here
to ‘metal fatigue’ where metal is
subjected to small but constant
pressure and suddenly breaks with-
out any warning in response to a
not particularly sizeable pressure.

The same thing happens with hu-
man beings. A tendon or a muscle
works and then recovers its forms.
At a certain level of pressure there
is an overload. With more pressure
they become distorted, and finally
they break. The corresponding pain
is not only greater, it is also differ-
ent, and constitutes a symptom of
internal qualitative changes with
distortions of form and of function.

This examples can illustrate
some of the relationships and differ-
ences between the different types
and levels of depression. Here as
well, because the central factor that
generates depression is anxiety, we
encounter first the capacity of emo-
tional response, then the capacity to
react in a balanced way (flexibility
or fracture) and lastly the capacity
to act (to live). The human mind is a
unity of spirit and of body. And
since it is also a body, even the
strongest of minds, in the face of an
continual or brutal attack of pain,
can reach its breaking point. It first
experiences a simple overload, it
then passes from being flexible to
being deformed, it becomes distort-
ed, and finally it breaks.

Four points summarise what has
been put forward in this paper.

Normal sadness is an emotional
response made up of the feelings of
daily life of varying levels of inten-
sity, but which rarely last. They ap-
pear with situations of stress, frus-
tration and loss. This must be seen
as a normal depressive experience.

Depression as a pathological
state is a phenomenon in which the
desire to live is lost, like the capac-
ity to act and the hope of recovering
well being. It is accompanied by
somatic and psychic manifestations
and produces different levels of in-
capacity in the person.

The process of the management
of the pathological depressive ex-
perience is highly dynamic over
time, with vulnerabilities that de-
rive from a combination of biology
and personal and social-environ-
mental factors, and which get
worse or decrease during the per-
sonal biography of the individual
and the experiences of him and her
and of the surrounding circum-
stances.

Given that it is a strictly personal
experience, the experience of de-
pressive illness, like normal sad-
ness, must be seen as being unique
for every person, and thus its per-
sonal significance must be under-
stood at an existential level.
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2. Depression: facts and perspectives

Depression and its burden

Cases of depression have been
recognized as a health problem
from the dawn of medicine. The
torments of King Saul, referred to
in the Book of Samuel, would to-
day be clearly recognized as a
typical case of depression. It was
probably Hypocrates, in the
fourth century BC, who first
made a clinical description of de-
pression as melancholia, in line
with the theory of the four hu-
mours then prevailing.

Nowadays, depression is a
common mental disorder affect-
ing about 150 million people
worldwide, of all genders, ages,
and backgrounds. This represents
1%-10% (depending on the
methodology of the study) of the
general population: Women (es-
pecially young mothers), persons
with a personal or family history
of depression, those suffering
from different chronic diseases
(hypertension, diabetes, rheuma-
tism, etc), those who are poor, so-
cially isolated, or are experienc-
ing severe life stressors are at par-
ticularly high risk for depression.

The risks of depression increase
with age and tend to be associated
also with the occurrence of other
mental health problems (particu-
larly alcoholism) and of different
chronic physical health problems
(e.g. hypertension, diabetes,
stroke, Parkinson’s disease, tuber-
culosis and HIV/AIDS). This
condition is called co-morbidity
and its appropriate management
represents one of the major chal-
lenges of current public health.

Diagnostic criteria for depres-
sion include symptoms such as
sad or low mood, loss of interest
or pleasure, disturbed sleep, poor
concentration, guilt or low self-
worth, disturbed appetite, poor
energy, decreased interest in and

enjoyment of sex, physical agita-
tion or slowing, and thoughts or
acts of suicide. People with ma-
jor depression experience 5 or
more of these symptoms nearly
every day for 2 weeks or more.

At its worst, depression can
lead to suicide, a tragic fatality as-
sociated with the loss of nearly 1
million lives per year. Untreated
depression may remit after a
number of weeks or months, but
depression is a recurrent or chron-
ic problem for more than 50% of
those affected.

It is also associated with sub-
stantial losses in daily functioning
and productivity, and greatly con-
tributes to reduce the quality of
life. It is currently the leading
cause of disability and the fourth
major cause of the global burden
of disease (GBD). If we look at
specific groups, it is the leading
cause of disease burden for

women between 15 and 44 in
both developed and developing
countries, and is the second lead-
ing cause of disease burden for
men in this age group. It is pre-
dicted that depressive illness will
be the leading cause of disease

burden worldwide by the year
2020, representing 7.1% of the to-
tal burden of disease.

Depression and primary
health care

Approximately 5%-15% (once
again, depending on the method-
ological factors) of patients seen
in primary health care, for what-
ever reasons, are depressed.
However, only approximately
50% of depressed patients are
recognized in primary health care
settings, and fewer than 25% re-
ceive effective treatments such as
antidepressant medications or ap-
propriate psychotherapy (in some
countries fewer than 5%).

There are several effective in-
terventions for depressive illness,
both pharmacological and psy-
chosocial. In spite of the possibil-
ity of these being delivered even
by non-physicians, there is a wide
gap between their availability and
widespread implementation.

Antidepressant  medications
and brief, structured forms of
psychotherapy are effective in 60-
80% of patients with depression;
both antidepressant medications
and psychotherapy can be deliv-
ered in primary health care set-
tings by primary health care per-
sonnel.

Unfortunately, antidepressants
are often not used at sufficient
doses or for a sufficient period of
time. Many depressed patients
unduly receive sedative medica-
tions that are not effective for de-
pression and can cause dangerous
side effects or drug dependence,
whereas antidepressant medica-
tions are not addictive.

In the best case scenarios (i.e.
in countries with well developed
health systems), it has been esti-
mated that not more than 35% of
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persons suffering from depressive
illness receive treatment. In other
countries such as Sub-Saharan
Africa and China, treatment rates
for depression are as low as 5%.

If depression is not so difficult
to be diagnosed, if more than one
modality of effective treatment
exists, why is it that so many peo-
ple with depression are not treat-
ed appropriately? Why so large a
treatment gap?

The treatment gap
in depression

A series of factors and elements
conspire to this state of affairs.
First, a lack of awareness in both
the population and in primary
health care staff on the early signs
of depression and of the means
available to combat them. Sec-
ond, the stigma and discrimina-
tion still attached in many places
to mental disorders in general
— including depressive states —
which limits (a) the degree to

which patients present for treat-
ment, (b) the degree to which
doctors and health workers have
been trained adequately as well as
their willingness to intervene, and
(c) the willingness of decision-
makers to fund depression-related
programmes. Third, the poor or
limited application of cost-effec-
tive mental health interventions

due to: inadequate undergraduate
curriculum of health schools, lack
of national care guidelines,
scarcity of skilled policy makers
and health professionals, restrict-
ed availability of essential psy-
chotropic drugs (including mod-
ern antidepressants) particularly
at lower levels of the health sys-
tem. Fourth, a lack of facilities
and care management for system-
atically following up those who
have had a recognized episode of
depression.

In brief, barriers to effective
care of people with depression in-
clude the social stigma associated
with mental disorders including
depression, the lack of resources
and the lack of trained providers.

Ovecoming the problem

Traditionally, the initiatives
taken by different agencies (uni-
versities, professional organiza-
tions, departments of mental
health, etc) to overcome this situ-
ation have classically concentrat-
ed on either (i) the production and
dissemination of resources for
improving depression care, target
most frequently at mental health
care professionals, as well as
workshops to strengthen their ca-
pacity to identify and treat de-
pression or (ii) events to increase
awareness about depression and
to reduce the stigma associated
with depression. More recently,
programmes on quality improve-
ment programmes for depression
have been tested in a few places
and have shown positive results.

However, in view of the magni-
tude of the problem, and the na-
ture of the existing effective inter-
ventions, a need is felt to adopt
other approaches, basically cen-
tred on the primary health care
strategy. Primary care based pro-
grammes for depression have
been shown to improve the quali-
ty of care, satisfaction with care,
health outcomes, functioning,
economic  productivity, and
household wealth at a reasonable
cost.

In this respect, the following
activities should be put into ac-
tion:

The improvement of the capac-
ity of countries to create policies

supportive of improving care for
depression and to provide effec-
tive management of depression in
primary care, in the framework of
the Primary Health Care strategy.
Educational activities aimed at
patients, family =~ members,
providers, and policy makers on
depression and its treatment.
Training of primary health care
personnel in the early diagnosis
and management of depression.

Recent innovation

In relation to the latter point, a
few recent and innovative initia-
tives deserve our attention and
further reflection.

Recently, a training programme
on the detection and treatment of
depression was tested by the PA-
HO/WHO. In it, nurses working
in primary health care clinics
were randomized into two
groups, one of which was ex-
posed to the training programme
and the other one was not (control
group).

The content of the training in-
cluded diagnostic issues, treat-
ment options and side effects of
treatment. The nurses who un-
derwent the training programme
showed a statistically significant
improvement in knowledge and
detection of depression; in addi-
tion, they increased their notifica-
tion and referral of patients with
depression to physicians. No
change was noted in the control
group.

Also, an experimental pro-
gramme exploring the potential
of hairdressers to identify depres-
sion among their clients and refer
them to health services is right
now going on. This is far from
the traditional medical approach
but fits very well within the pri-
mary health care strategy, on the
use of community resources to
overcome health problems. We
hope to be able to report on the
follow-up of this project soon.

The role of spiritual
leaders

And here comes another innov-
ative idea; the integration of spir-
itual leaders into the process that
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aims at reducing the gap between
treated and untreated depression.

The very nature of the pastoral
action brings spiritual leaders into
contact with people who are suf-
fering in different ways an we
have reasons to believe that for
many of them depression is an
important component of their suf-
fering. Without denying the spir-
itual dimension of the suffering,
there could be room for the con-
sideration of depression as anoth-
er dimension of that suffering. In
such cases, the referral of the per-
son to a health care facility would
be much appropriate; this could
be facilitated by previous contacts
between spiritual and health lead-
ers.

Conclusion

People with depression are hun-
dreds of millions (the problem),
cost-effective treatments exist
(technology), facilities and per-
sonnel to care for people with de-
pression also exist (infrastruc-
ture). There is no reason why
someone suffering from depres-
sion — irrespective of age, sex, so-
cial class or place of residence —
should not receive appropriate
treatment. There is no reason why
we should not mobilize current
technology and infrastructure to
benefit those people.

It has been estimated that the
global burden of disease attribut-
able to depression could be re-

duced by more than 50% if all in-
dividuals with depressive illness
were treated with methods cur-
rently available. Improving treat-
ment rates will reduce disability
and health care costs and will also
improve economic and social pro-
ductivity.

The challenge is ahead of us to
find intelligent solutions with the
elements available and to identify
new ones. There is no justification
for remaining inactive or, worse,
repeating the errors and mistakes
of the past.

DR. B. SARACENO

Director, Department of Mental
Health and Substance Dependence
World Health Organization
Geneva, Switzerland
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3. A Depressed Society?

Introduction

Can society be depressed? This
is the question that we ask our-
selves when we read the provoca-
tive title given to my paper. Can so-
ciety become depressed in the
same way that a person does, who
doubts himself, withdraws from
society, and is sad and melan-
cholic? We can advance a reply: it
is people who get depressed, not
society, which, indeed, is the image
of the individuals who go to make
it up. Thus society is less depressed
than people who suffer imbalances
when they are not able to face up to
reality.

However, in social psychiatry
we know that society produces so-
cial pathologies that have repercus-
sions on people according to the in-
dividual situations involved. Indi-
vidualism, unemployment, di-
vorce, insecurity, the absence of a
real upbringing, the lack of a trans-
mission of knowledge, culture,
morality and religious life, and the
neglect of objective norms because
of ethical relativism, can only
weaken and make fragile a per-
son’s personality because of a lack
of attachment and of stability in his
or her existence. In this way soci-
ety can amplify depressive disor-
ders.

In this paper I will examine the
following points:

a. Depressive loneliness between
illness and existential problems.

b. A world without limits.

c. A feeling of powerlessness.

d. Anxiety about living.

1. Depressive Loneliness:
between Illness
and Existential Problems

The development of depressive
states in the contemporary world
has become worrying. But before

defining their role one should
make clear what we mean when we
refer to ‘depression’.

From a medical point of view, in
order to establish a diagnosis of de-
pression for an individual such de-
pression must have had a length
and an intensity as to involve veri-
fiable symptoms: moral pain, self-
doubt, rejection of life, a decrease
in mental functions, the formula-
tion of sad thoughts, disgust for
food, sleep disturbance, mental
tiredness, relational isolation, pes-
simism, constant worry, weeping,
and an inability to engage in work
and to discharge one’s family re-
sponsibilities. In such conditions, it
is important for the person to allow
himself or herself to be treated. The
use of anti-depressives or other
forms of treatment involving psy-
chotherapy, when this is especially
indicated, are instruments that al-
low the recovery of health. How-
ever, one cannot attribute recovery
to the mere taking of a drug or
medicine. In many cases, as is
borne out by the experience of peo-
ple who have suffered from de-
pression and by the literature in
this field, there is also an inner dis-
turbance which leads the individ-
ual involved to withdraw from the
deleterious climate in which he
finds himself.

Three types of depression may
be identified.

Endogenous  depression  is
linked, or so it is thought, despite
the fact that proof is still lacking, to
the biological balance of the brain,
which can bring about the appear-
ance of melancholic states. Anxi-
ety neuroses and bipolar mood dis-
turbances, which were defined as
manic-depressive psychoses, are
often to be found in a family for
more than one generation. But the
role played by biological factors,
identification, and personal resis-
tance to the frustrations and echoes

of life and the environment, has
still to be determined. This ques-
tion remains largely open because
hitherto we have not been able to
demonstrate that at the origins of
mood disorders there is a specific
genetic error. No doubt we are
dealing here with a subtle connec-
tion and thus the question remains
a complicated one. In some cases
we can observe that there are peo-
ple who react more than others in
order to free themselves from the
handicap of depression. This ten-
dency shows that a person is not
systematically reduced to his or her
determining factors.

Depression can arise from a re-
action and develop following
events such as moving home, the
loss of a job, a failure, divorce, a
marriage crisis that requires one of
the partners to change, mourning,
the move to another stage of life,
and so forth. Often one is dealing
here with a painful episode in a
person’s existence, but which is
transitory and can be overcome.
People tend to want to ‘medicalise’
the various problems of existence
in order to recognise that each per-
son can live out painful events, and
events that are difficult to address,
without being in a state of depres-
sion.

Lastly, there is another form of
depression, which is of a more sub-
tle character, and which is often the
expression of an existential crisis
that appears at times during adoles-
cence, during the middle age crisis,
or at the onset of old age. Life
seems no longer to have a purpose
and appears to be without mean-
ing, and this causes a feeling of
confusion and powerlessness in the
person concerned. The individual
thinks that he is lost and he does
not know how to accept his own
existence. He is sad and experi-
ences no joy in living. This kind of
existential depression seems to
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spread — as is the case in other mo-
ments of history — through the dif-
ficulties encountered in giving a
meaning to life.

Melancholy and depressive
states at a medical level, and as we
understand them today, have al-
ways existed and indicate the pres-
ence of disturbances of the biology
of the brain and the psyche. An ex-
istential crisis that provokes
malaise is also intrinsic to the hu-
man condition and comes from a
multiplicity of questions to which a
person has to find answers with the
support of society and the Church
in particular.

2. A World without Limits

Nowadays, the individual often
finds himself alone in a society that
makes him believe that everything
can be decided on the basis of the
experience, the subjective needs
and the concerns of the moment.
Thus the child is the master of his
own upbringing in opposition to
what is transmitted to him; every
adult becomes the arbiter of the
right to life and to death and de-
cides about abortion, suicide or eu-
thanasia in a way that is outside the
parameters of natural law, that is to
say beyond universal values and
the common good of mankind.
Faced with the difficult and even

dramatic situations of existence,
answers involving death are often
proffered. We find ourselves at a
time of the inversion of the values
of life, in a paradoxical climate in
which we rightly fight against the
death penalty but at the same time
uphold the right to kill unborn chil-
dren and to kill the sick and the dis-
abled in the name of the right ‘to
die with dignity’. This upholding
of death has collateral effects in so-
ciety and makes the value of life
become lost in the minds of its
members and especially its
younger members.

Our intellectual universe leads
us to understand that everything is
possible, that we are in a world
without limits, and that it is up to
each one of us to make decisions in
line with our own feelings. The re-
sult of this is the exaltation of indi-
vidualism, but there is also the risk
that individuals suffocate their own
feelings in the face of such a power
of omnipotence.

The socio-cultural context fos-
ters malaise and existential depres-
sion, a subject that I analysed in
one of my books that I published in
France in 1993 entitled Non a la
société dépressive (Flammarion),
in which I demonstrate that the hu-
man environment no longer con-
tributes anything and each person
becomes their own point of refer-
ence. In this way society gives val-
ue to individualism, that is to say to
the individual who gives himself a
personal project (in a positive
sense) and who establishes his own
points of reference (which gener-
ates numerous problems).But giv-
en that the person does not find
himself at ease in this individualis-
tic model, he or she runs the risk of
undervaluing himself or herself
and of manifesting a feeling of
confusion. Individual freedom, se-
duction in social relations, the de-
sire to give a good image of one-
self, identification with youth and
the rejection of the smallest signs
of ageing, have mow become our
points of reference. All these oblig-
ations are more compelling than
social norms and moral rules,
which are the real basis of forms of
behaviour and allow each person to
create his or her own lifestyle
through social interaction.

12. Consumer society also de-
viates the meaning of happiness by

making people believe that it in-
volves consumption, the posses-
sion of goods, and the fulfilment of
all desires. It contributes to confus-
ing happiness and prosperity,
which are not the same thing. Poli-
cies, advertising campaigns and
television programmes promise
happiness through immediate sat-
isfaction. Happiness is not only a
right, it is also an obligation. We
have to be happy, dynamic and
have success — these are the criteria
of selection in professional life.
Those people who do not manage
to achieve this state are placed at
the margins of social life. They
then blame themselves, they un-
dervalue themselves, and think that
they are not up to what is expected
of them. Society also tends to sub-
stitute mental blame and the idea of
sin with self-contempt.

In order to create a euphoric en-
vironment, society even comes to
invent new festivities which we
may term commercial because
they are without meaning and tra-
dition. They do not celebrate any-
thing in the history of society and
they do not contribute to social ties
because people meet in cities to
celebrate themselves on the pretext
of an artificial event (white night,
music day, science day, wealth day,
or even the sinister Halloween
which cultivates the most imagi-
nary fears and involves regres-
sions, etc.) During these periods
the special days of the calendar
year are neglected, of both a reli-
gious and civic nature, as though
we had to forget our history and the
contribution that Christianity has
made to our societies. In this way
society has a depressive relation-
ship with what has established it
and constructed it and it becomes
ashamed about its own origins.

In a world without limits that
disrupts the existent signs but
which refuses to inspire itself to or-
ganise life, anxiety and depressive
states can only emerge. Cinema
and television products, novels,
and also most of the video games
for children and adolescents, are
for the most part illustrated with
degenerative, deforming, criminal
and catastrophic images. The indi-
vidual imagination is impregnated
with such models which have no
positive results for the individual
and the social fabric. It is no longer
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a matter of having hope, of work-
ing to build a better world, of
knowing how to forgive and
achieve renewal, but of directing
oneself towards a future of night-
mares. The Western world is no
longer led by the utopian philoso-
phies of the enlightened who
promised progress and the happi-
ness of man liberated from nature
and from God. Separated from
these ideas, which, indeed, have
become marooned, man encoun-
ters once again his own existential
worries because he does not know
the meaning of his own destiny.
The contemporary approach is that
of fear, which, indeed, has outlined
to us a universe in which we should
distrust everything. This fact fos-
ters violence, calumny, and to sub-
jection of everyone to everybody
else’s judgement. Contemporary
culture knows only how to reflect
on the meaning of anxiety, guilt,
suffering, and the evil inherent in
the human condition. This malaise
of civilisation leads people to com-
miserate on their own lives and the
lives of others with a judgement on
existence. We must always look for
a guilty person, judge him, con-
demn him, and then turn him into a
scapegoat. Christ, however, freed
us from this predominant vision of
guilt and guiltiness.

The future has always been un-
certain for man but it has now be-
come disquieting, and there is the
sensation that man can no longer
control the consequences of human
action for the earth and that this
will have harmful effects on future
generations. Within such a total
historical immaturity we have lost
the sense of conserving life for the
generations to come. In this way,
we work and build solely for the
present-day generation, with the
aim of taking advantage of every-
thing. Until a few years ago, for ex-
ample, schools and universities
were built with the intention that
they would last over time and
would communicate the impor-
tance of the transmission of things.
The constructions of today’s
world, within a decade, fall into ru-
ins and demonstrate the low view
that people have of education and
the young generations.

Society has become narcissistic
and is a source of existential de-
pression because people, who see

themselves as the centre and the
reference point of life, easily un-
dervalue themselves. In a society
that at the same time becomes less
supportive and is permissive and
lax, depressive personalities re-
buke themselves for not having the
freedom to be different. Depres-
sion becomes a mistake when it is
not a human weakness in a person
who until a short time ago could be
supported in a more structured en-
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vironment and with much more so-
cialised relationships.

The declaration of the death of
God and the rejection of transcen-
dental values have left man alone
with himself. This is certainly
nothing new. The environmental
culture which aims at the ‘individ-
ual’ in order to make him believe
that he is left entirely to himself
seeks to eliminate the entire tran-
scendental and spiritual dimension
of life in the name of the secular.
Ideas are principally addressed to
immediate self-interest and at
times fall into a dramatic approach
to the simple acts of life such as the
upbringing of children and adoles-
cents, in relation to whom, in fact,
adults are lost. The mass media
foster individualism when they ap-
ply pressure to the juridical power
and want to make a problem of so-
ciety an individual and specific
case, as we have seen recently in
France with euthanasia applied to a
young patient, an act for which the
mother declared herself responsi-
ble. Society also loses the meaning
of the universal values that build
up the person and which enable us
to live together. It is as though we

were in a world without laws
where each person tries to justify
his or her own narcissistic behav-
iour by asking the legislature to
pass laws that can legitimise sub-
jective needs and special interests.
Personalities also live in confu-
sion and disorder. They are lost,
have no confidence in themselves,
and encounter difficulty in accept-
ing themselves. They express a
need for recognition that can no
longer take place starting with
common values but only through a
constant desire to affirm them-
selves, by any means, in relation to
other people. Such a situation gen-
erates mental doubts about facing
life — doubt about oneself arises
and there is a feeling that one is de-
prived of internal resources. In a
society that suggests that more
than one life should be realised at
the same time, for many people it
becomes difficult to become estab-
lished and involved within such a
disintegrated vision of existence.

3. A Feeling of Powerlessness

Contemporary personalities are
locked into subjectivism and run
the risk of living in an idealistic
and disenchanted universe with a
feeling of powerlessness in relation
to the difficult realities of life. Peo-
ple may come to believe that they
are experiencing unprecedented
sufferings and difficulties in histor-
ical terms, but in fact these have al-
ways been present in the human
condition. This is because it is
more interesting to respond to the
question about the direction to take
and give meaning to one’s own ex-
istence than pity one’s life or try to
flee from it.

In the present day mentality we
encounter a logic of powerlessness
in thinking about the world in
which we live and the vision that
we have of ourselves. Contempo-
rary man has the tendency to live
as though he were the victim of his
life, of society and of his own up-
bringing, and he at times con-
demns himself for not shouldering
his own responsibilities. He thinks
that he is sick and he turns to med-
icine which should be able to solve
all his existential problems because
its purpose is to treat and heal ill-
nesses. Ethics of malaise increase
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the opportunities for the social sys-
tem to try to compensate for what
people are unable to achieve in
their inner lives. The most charac-
teristic example of this is the inva-
sion of psychological emergency
units that were created to deal with
accidents or dramatic events when
people need support — for example
when they have to rapidly repair
their homes after a flood. This phe-
nomenon demonstrates the inva-
sion of society, which thereby tries
to take on responsibility for the
subjective life of individuals and to
entrust that life to social assistance.

The rise in suicide levels (in
young people and the elderly), the
increase in violent crime, the
degradation and destruction of the
environment in its various forms,
of goods and of objects, in order to
give oneself the impression that
one exists through an ‘eroticisa-
tion’ of violence, and the cynical
and asocial approach employed by
the mass media in addressing
young people, all exalt the primary
and compulsive character of be-
haviour, They demonstrate that
what is legal and seeks to ensure
the social fabric is not always
known about.

Lastly, the absence of ties afflicts
with an extraordinary breadth the
marital and family universe. Di-
vorce, which has been constantly
increasing, makes emotional life
increasingly fragile and fosters an
alteration in that life so that the
family is no longer a place of trust
and safety for adults and for chil-
dren. In such conditions, many
young people are not encouraged
to commit themselves to the unifi-
cation of their own lives of impuls-
es and drives because their rela-
tionships with other people are not
always gratifying. Adults do not
know how to address their own af-
fective difficulties, the problems of
communication between the mar-
riage partners, and the stages in the
life of the couple, and thus they
break their relationship at the
smallest conflict. Thus we have en-
tered a society of fracture and the
absence of ties. There only has to
be a conflict or a lack of under-
standing in the couple for the mar-
riage partners to believe that they
no longer love each other and to
decide to separate. Divorce, which
has been made increasingly easy

by the law, which at the outset
wanted to limit it or to reduce it,
has in reality become a point of ref-
erence. In creating social reality
the law has led in recent years to a
constant increase in this phenome-
non, which, indeed, undermines
people and society. This fracture
acts as a model for young people
who see adults solve their prob-
lems through separation. Young
people come to doubt themselves
and the relevance of commitment
within marriage when they aspire
to it. Society itself does not empha-
sise commitment and stability in
relations when it declares that it
wants to legitimise de facto unions,
which do not have the same value
of the couple that is formed
through, and committed to, mar-
riage between a man and a woman.
Society creates depressive condi-
tions in order to destabilise people
who no longer have confidence in
themselves, and we may indeed
ask ourselves whether they know
why they live, work and love.

4. A Psychic Implosion

Given that society does not lay
enough stress on the values of life,
it creates uncertainty and fear in
people who turn in on themselves
in the hope of finding in their own
mental lives what society does not
provide them with. This turning in
on oneself is without doubt a re-
flection of deprivation which is the
consequence of the individualistic
philosophy derived from liberal-
ism. In this way the person is re-
turned to his subjectivity and not
finding what he is searching for he
runs the risk of losing his own
identity because he divides his re-
search into single aspects of him-
self. In fact, we live in a disinte-
grated society that has the most
contradictory reference points and
fosters, on the one hand, the devel-
opment of broken down personali-
ties who encounter great difficulty
in unifying themselves psychologi-
cally and morally.

In the absence of cultural, moral
and religious resources, contempo-
rary personalities become internal-
ly emptied. Children and adoles-
cents are highly sensitive, ex-
citable, and manifest serious diffi-
culties at the level of concentra-

tion. They often remain at a level
of sensory psychology and suffer
in going on to a rational psycholo-
gy. Most people, both young peo-
ple and adults, develop a psycholo-
gy based on the imagination and a
psychology that is also weak. This
psychology is more important for
their narcissistic perceptions than
for the discovery of reality. The
smallest problematic event wounds
them and disturbs them, and they
thus demonstrate a lack of resis-
tance when faced with the frustra-
tions of life. These personalities at
times organise themselves around
a false ‘self” and express difficul-
ties in belonging, in taking posses-
sion of their selves. They live in
appearances and outside their own
inner lives.

Contemporary ways of living do
not help people to deal with the
mental conflict that exists between
the needs of the internal life and
the needs of reality. The process of
internalisation is poor and the in-
ternal life is neglected when the
person, closed up in his or her own
narcissism and in his own self-suf-
ficiency, does not manage to inte-
grate the riches of culture, religion
and morality. He or she denies
these resources in believing that he
or she does not need them. Only
appearances, the image that he or
she wants to give of himself or her-
self through various physical mod-
ifications and with the intention of
being recognised by other people,
really matter. The contemporary
enthusiasm of young people about
appearing in television pro-
grammes enables us to understand
that they want to become stars, and
it also expresses their wish to be
appreciated at the same time as be-
ing in a situation of personal inse-
curity. They want to be seen and to
be remembered at a physical level.

The body has become the identi-
ty support of people, who, because
they do not manage to be accepted,
invent an imaginary body for
themselves. The portrayal of this
body in the contemporary world is
broken down and the mode of
dressing with spacious and asym-
metrical clothes is a symptom of a
body that knows no limits. It is al-
so an expression of the flight from
the real body, which is transformed
through tattoos, piercing, scarring
and self-mutilation, as though
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these people wanted to silence
their worries and find new limits.
In this way people manifest their
fears about accepting their own re-
al bodies because they do not man-
age to work out all their internal
tensions caused by their lives of
impulses and drives. They try to
flee by acting on their bodies,
whilst their inner lives continue to
experience a confusion at the level
of identity. They have more a tribal
view of their bodies than a person-
al one; they do not manage to take
on board their own specific charac-
ter: their idea of their own bodies is
depressive.

The body is reduced to skin be-
cause contemporary fashion in-
volves first and foremost its desta-
bilisation in order to show its sur-
faces in an entirely naked state. But
this phenomenon goes beyond this
specific reality: under the false pre-
text of spontaneity and freedom
from oneself, the exhibition of nu-
dity has become dominant. Thus it
is that an increasingly large num-
ber of media figures appear naked
in newspapers. This is because, in
fact, they have nothing to say. It is
true that when one no longer
knows what to say, how to speak or
how to formulate ideas, one shows
the world one’s body. Commercial
society exalts this vision of a psy-
chotic body. The images of the
mass media, through advertising
and television, come to predomi-
nate over ideas, and as the years go
by they produce scenarios that in-
cite people to become physically
and sexually impulsive. This
‘eroticisation’ of social portrayals
creates a climate of sexual arousal
and of movement towards action
with the body which changes ideas
about one’s relationships with oth-
er people. The desire to impose
oneself and to take possession of
others is a characteristic of gaining
power in order to take advantage of
an individual rather than taking
part in a relational process in order
to know him, understand him, ap-
preciate him, and make projects. In
this way sexuality is detached from
the meaning of love and becomes
an activity involving play that is
principally narcissistic but is also
depressive, as is borne out by the
requests for consultation by young
people and adults who want to free
themselves from a sexuality of the

imagination created for solitary
pleasure and which does not allow
a real encounter with a loved per-
son. They discover that they have
been deceived by the social models
to which they adhered. In such a
context, and paradoxically, sexual
aggression and acts of violence in-
cite people to act in an impulsive
way. There is thus a move from the
social portrayals of the body and
sexuality to what is built up at a
practical level, where people are
searching for forms of behaviour
that are healthier and more authen-
tic.

The forms of behaviour that I
have described above strive to lig-
uidate, suppress and avoid every-
thing that takes place in the interior
life of a person, rather than work-
ing it out through various activities
— reflecting on oneself, reading, re-
ligious and moral searching, and so
forth.

5. Anxiety about living

In existential crises anxiety is of-
ten the first form of suffering that
manifests itself. Anxiety about liv-
ing, about knowing about what one
does in one’s own commitments
and activities. “What is the point of
all these efforts?” “What is the pur-
pose of everything that I do every
day?’ ‘“What is the point of my ex-
istence?’ The vertigo of anxiety in-
vades and inhibits most of the
functions of the life of the psyche.
In commiserating himself on his
life, the individual pities himself,
undoubtedly because he feels that
he has lost the meaning of his own
existence.

Anxiety about living is a special
feature of human psychology
which clinical literature on mental
life has known how to put in its
proper perspective. The psychoan-
alyst Mélenie Klein was the first
scholar to try to identify the roots
of this anxiety in the birth of the
psyche of children. Clinical experi-
ence and theoretical formulation
have confirmed the validity of her
research. Dr. Klein was able to
demonstrate that from an early age
a child is animated by aggressive
drives to impose himself on life, to
obtain food to meet his own needs
and to obtain human presence in
order to gain support. The first as-

pects of his personality rapidly
manifest themselves when he
works through his own sensations,
despite the positive approaches of
his parents. The child goes through
depressive periods, not in a med-
ical sense but in the sense that he
has to renounce certain things in a
bad spirit in order to reach new
things, such as his mother’s breast.
In the same way the child experi-
ences moments when he thinks that
he is persecuted because he thinks
that he is undergoing attacks from
people that he loves because of the
wrong that he thinks he causes be-
cause of his aggressive drives. We
find this form of behaviour in ado-
lescents or in adults who are treat-
ed by psychotherapy or psycho-
analysis and who unconsciously
feel a strong sense of guilt and suf-
fering because of their inability to
repair the harm they think they are
guilty of because of their interior
aggression. They often want to
change their position and project
their own torment externally by ac-
cusing the medical doctor who is
treating them of causing them
harm. They express complaints
that lead them back to primitive
frustrations that are still active.
They feel persecuted and attacked.
Anxiety involving a sense of perse-
cution has become a dominant phe-
nomenon in order to escape a feel-
ing of personal guilt, which is of
course imaginary. Feelings of love
disappear and other people become
a bad object — they can no longer
be loved. The other person thus has
to be accused and rebuked and ag-
gressive drives towards him or her
appear to be justified. This is a way
of reinforcing anxiety about being
persecuted and of fleeing from
guilt and desperation. It is interest-
ing to observe this first movement
in the life of the psyche, which is
designed to work out aggressive
drives and guilt. In the best of cas-
es these are reorganised into love
for other people and the working
out of the person’s drives. But they
can also continue in a situation of
permanent conflict in those who
cultivate constant hostile ap-
proaches in relation to their parents
and life. Such people engage in a
process involving their own educa-
tion, society and the Church.

Like boredom in relation to life,
anxiety is not extraneous to the pri-
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mordial anxiety experienced by the
ego of the subject in relation to the
threat of destruction that comes
from its aggressive drives. Such
drives are so strong that they are a
danger perceived by the child him-
self. One need only observe how
small children or children at nurs-
ery school if they are not controlled
by adults allow themselves to be
moved by their own violence
against themselves and others. If a
milk-fed child had the possibility
to use the nuclear bomb to obtain
his bottle right away he would not
hesitate to use it. But, luckily
enough, children develop defen-
sive activities to protect them-
selves and direct such aggression
outwards, believing that the threat
comes from the outside. This al-
lows them to locate parental fig-
ures and reality in a better way. The
love of their senses protects them,
reassures them, and supports them,
telling them that life is possible and
giving them the instruments by
which to discern its pathway and
its journey.

Conclusion

Whatever form it takes, depres-
sion always has psychological and
spiritual consequences. Its spiritual
consequences will be examined in
another paper that I will give. Be-
fore that, we can advance the prin-
ciple that the life of the psyche of a
depressed person is marked by an
anxiety about annihilation, that is

to say of being deprived of one’s
own instruments of survival, not
being able to exist for others or for
an ideal. Here we encounter not
only the experience which is un-
dergone at the beginning of life but
a reality that is inherent in the hu-
man condition and which is ex-
pressed in living badly, in melan-
choly and in depression. The an-
cients already observed and re-
flected on this phenomenon. Some
of the first Christian monks lived
out this trial in their ascetic way of
life. It was known by the term of
‘sloth’, which means the suffering
of being in this world and whose
consequence is a lack of interest in
life. But sloth was linked to the
spiritual life and was felt in the
sphere of the wish for God and a
creative relationship with Him.
Depression, on the other hand, is a
way of being deprived of oneself
and of being put out of action.
However, in the modern world
there is a connection between sloth
and depression. The feeling of
powerlessness and a loss of mean-
ings has often been described as
one of the component parts of de-
pression. Although depression is
an illness that has to be treated, un-
derstanding it cannot be reduced to
a mere individual affection, above
all because this malady and this
suffering are widely experienced.
It does not only involve medicine;
it also involves social conditions
because the points of reference of
people are confused and the needs
of the spiritual life are not respect-

ed by listening to the word of God.
This is because depression cannot
be interpreted as the trial of being
oneself given that contemporary
personalities should do without
transcendent values and invent
their lives on their own, relying on-
ly on their own subject forms of
self-interest. Depression, and in
particular existential depression,
demonstrates a deeper reality
which began with mankind and
which is manifested through rejec-
tion of, and lack of adherence to,
life. Sadness cannot be solely the
central emotional phenomenon of
depression in which the individual
is sad because of something: he is
sad in himself because of an interi-
or uncertainty and a lack of self-
fulfilment. Recourse to drugs in the
members of the young generation
conceals this reality when they try
to fill their internal void through
cannabis, searching for new stim-
uli through cocaine, and the
achievement of a greater perfor-
mance through ecstasy. They are
fighting against an existential de-
pression that comes, on the one
hand, from a rejection of accepting
and entering life. Today’s man, like
yesterday’s man, is involved in the
same question: how to learn to love
life so as to find realisation in his
humanity and discover the mean-
ing of existence.

Rev. TONY ANATRELLA
Psychoanalyst and Specialist
in Social Psychiatry,

Paris, France.
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4. Depression and Religious Crisis

‘One cannot understand
how one can move forward with-
out faith’

1. Introduction
1.1. Three Preliminary Premises

1.1. In our Western culture, al-
though it is defined as being one of
‘prosperity’, symptoms that we
could define as ‘depressive’ are be-
coming increasingly widespread.
Today depression is an illness that
is in fashion. It could be diagnosed
in anyone who has existential prob-
lems.

1.2. And nobody doubts that the
old shape of our lives is disappear-
ing and that the world and religion
are undergoing a deep crisis, with-
out anybody being able to know or
define this crisis in its totality and at
the level of its relationships.

1.3. What is not equally evident
is that the existence of a strong link,
of a deep and secret character, be-
tween depression and a spiritual cri-
sis, is certainly not something that
in fashion. This is because we are
used solely to the evidence of the
external, denying what is vital for
every man, that is to say that the in-
ternal has its own breath and pro-
vides oxygen to the whole of the be-
ing, which in this internal place is
the cement upon which every stable
tie with other people is based and
perhaps, for some people, the cor-
nerstone that allows us to feel dwelt
in by the Other, and that only thanks
to them - God and other people — is
our spirit nourished, breaths, and
becomes mobile, burning and
friendly.

At the present time these healthy
and health-inducing ties where they
are not denied are certainly lacking,
and thus our culture and individuals
manifest the easy tendency of the
‘minimum effort’, which fosters an

increase in depression. The so-
called ‘chronic illnesses’ are such
because we have not descended to
that central privileged point of our
inner selves. And because we do not
have the strength that dwells there
we are obliged to repeat ourselves
unceasingly, like a child whose par-
ents do not want to listen to him and
who makes a martyr of everyone
with his persistence.

1.2. The Crisis of our Spirituality

We must admit that we are reach-
ing a point when external goods —
prosperity and material possessions
— are taking the place of spiritual
goods as an ideal. This trend is cre-
ating a notable dissociation and a
denial of the role that our spiritual
needs play in life. Although materi-
al well being is increasing, our need
to love — that supreme and unique
religious norm which is the highest
defence against depression — is ne-
glected and can even succumb.

For this reason, we grasp for ex-
ternal satisfactions, whereas the dif-
ficult struggle for inner wealth and
peace of conscience are left to
chance, thereby giving rise, in my
opinion, to the roots of the contem-
porary religious crisis. Our strug-
gles — between love and hatred, be-
tween anger and patience, between
compulsion and the ascetic, receive
very little help from our care and
our conscious efforts. It is certainly
the case that our great need to en-
courage and nourish love and sup-
press and modify hatred are looking
for new paths in life, but as an indi-
vidual internal question this re-
ceives little direct support.

In depression, the spirit falls
silent and life is absent when we do
not place trust in them, when we de-
spise them, oppress them, or shut
them up like children in a dark
room. When this occurs, suffering,
injury, trials and pain arise.

In the depressed person life, does
not seem to be life, history and the
movement of life seem to be sus-
pended, hope does not know what
to hope, and being does not exist —
it becomes limited to being a possi-
bility of which the person is not
aware. The depressed person does
not fear death, and does not wait for
it; death is the depressed person
himself or herself. In this experi-
ence nothing manages to calm or to
reconcile. Nothing assures the de-
pressed person that he or she is go-
ing through a process of a recapitu-
lation of his or her life which has
two aspects — life and death, which,
indeed, are two inseparable neigh-
bours and sisters.

However, under this thick frozen
covering life goes on without any-
one realising the fact, not even the
depressed person himself or herself.
Only here does life continue to exist
like an activated spy who resists
like a survivor during a war. And in
this deep covering of our inner
selves is born that mysterious abili-
ty to be born again, to lose oneself
in another person, and to locate
oneself again elsewhere.

In this sense, complaints and
symptoms are the result of a negoti-
ation between the call to life and the
fear of living. The curative glance is
happy to identify the two forces
present, but firmly chooses one of
the two — that of the timid and vac-
illating desire that tries to make it-
self heard and to find a road be-
tween the thin surfaces of anxiety
and the ditches of guilt.

2. The Roots of Depression:
Significant Losses and Attacks
on Everything that is Good

Religion and existential psychol-
ogy coincide in pointing to two
great causes that are at the origin of
depressive suffering — one is the
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loss of significant objects and the
other is the bad structuring of the
destructive impulse.

2.1. Both around us and in our
inner world many losses exist

The loss can come from child-
hood, when a father or a mother die
or abandon their family. The loss
could be more recent, for example
when a father or a mother who is
loved or hated left this life without a
word of reconciliation. Perhaps the
loved person has not died but has
gone away and loves another per-
son.

How can the depressed person
demonstrate the guilt that he or she
feels at having failed, his or her
anger at being abandoned, his or her
desolation at being left on his or her
own, abandoned, without any re-
ward or reconciliation?

There is also pain caused by the
loss of childhood or fear of growing
up, or by the loss of youth, beauty
and virility. In the background there
is the fear of becoming dependent
on other people and causing them
worry and problems.

Pain such as this creates despera-
tion. The depressed person is full of
a heavy and grey indifference; to-
wards people who were previously
important for him or her as well.
Love has drawn away, leaving that
depressed person with a perception
of its absence.

2.2. Depression
as ‘separateness’

‘I am very troubled when I hear
someone happily say ‘I do not be-
lieve in God’. I have the impression
that in following fashion and the
most obtuse permissiveness we are
losing the most valuable thing that
we possess, and that, unfortunately,
in this same movement the virus of
depression is taking control of us’.

From a religious point of view,
the key word to understand depres-
sion is ‘separateness’. The radical
evil, which is a source of all depres-
sive experiences, comes from the
fact that we wrongly believe that
we are separated from God, from
ourselves and from other people.

The feeling that we have damned
and destroyed our relationship with
God and what it symbolises — its tie
with the paradigm of goodness —

decreases the trust of the depressed
person in the sincerity of his or her
subsequent relationships and makes
him or her doubt his or her own ca-
pacity to love and to be good.

Doubts about the Supreme Good
can also arise. Under the pressure of
depressive worry, faith and trust in
good objects are usually shaken.

Significant changes in mood oc-
cur with a greater probability in
those who have not established
their connection with God in a se-
cure way and are not able to feel
gratitude towards Him.

To the significant loss of God is
added the grave destruction of the
rhythm of time. The depressed per-
son loses his or her selective mem-
ory and is unable to see himself or
herself and read himself or herself

in his or her own past; he or she
does not accept the present, is full
of suffering and loneliness, and
above all does not have a future be-
cause in the very movement of the
loss of God he or she has also lost
transcendence.

The loss of the future, on which is
based the ‘meaning of life’, disturbs
the time that is experienced. Thus,
for example, the attempt to cancel
Christian roots from the European
Constitution falsifies our past and
for this reason colours it with a de-
pressive tinge.

To employ an expression of Si-
mone Veil, such contempt for time
is something that belongs to crimi-
nals, prostitutes, and slaves. It is,
therefore, a badge of disgrace.

For this reason, when depressed

people dig into their pasts they dis-
cover that these losses are more
painful and greater than is the case
with people who are not depressed,
even though one is dealing with
small betrayals, disloyalties, acts of
cruelty, condemnations, threats, re-
bukes, acts of cowardice, jealousies
and acts of ingratitude that take
place in every community that is
not led by love and by persons.

2.3. The deep effects of
separateness: it attacks
the unconscious

Each form of depression and its
symptoms are internal and make
faith in love difficult. All these dan-
gers tend to distance us from inner
goodness because of fear of the dis-
appointment, being abandoned and
insecurity that threaten us.

The feeling of injury caused by
separateness (from God, from other
people and also from ourselves), the
great anxiety that this causes and
the resulting uncertainty about the
goodness of the representatives of
good, have the effect of increasing
our voracity, our compulsion, and
our destructive impulses.

Voracity first of all. The lack of a
connection with the sources of God
and its representatives provokes an
interior emptiness that the numer-
ous things of this world cannot fill.

Man, however, tries to fill this
void and embarks on the unstop-
pable mechanism of compulsion.
The compulsion of being, or the
compulsion of greed and its equiva-
lent, ambition, which is bound up
with rivalry and competition in hu-
man relationships.

Lastly, the emergence of destruc-
tive impulses. Because of this
emptiness and dissatisfaction, inter-
nal anger sets in motion the mecha-
nism of hatred. The consequence of
this is impoverishment because
such anger impedes integration and
synthesis.

3. Treatment.
Escaping Depression

The experiences that are ‘deep
rudders’ — love, creation and reli-
gious experiences — confer the role
of structuring the individual. They
are the basis of every faith, every
birth, and every rebirth.
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3.1. Admitting the bitter taste
of truth

The greater the crisis within us
and our world, the more abundant
the request for revelations of vary-
ing levels of truth and truthfulness.
It is also certain that in the main
only false answers are obtained to
authentic questions.

The first duty of the depressed
person who really wants to be
treated, that is to say who wants to
change his or her anxious fear, is to
let himself or herself drop without
a complaint, without reserve and
without grimaces, like a tired child
who is dropping from sleep and
falls asleep in the first place that
can be found.

It should not be thought that this
means making suffering chronic.
We are dealing here solely with a
second chance that a depressed
person can give himself or herself
in order to walk towards his or her
own deep vitality. In order to
achieve this what is needed that, in
an impulse of faith of a rare quali-
ty, pain is received, accepted, ab-
sorbed and ingested, and this re-
quires the giving of a meaning to
feelings and a great capacity to
deepen experiences.

The monks of the West, the wise
men of the East, the fathers of the
desert, and the luminaries of Islam
all dedicated their lives to entering
the paths that lead to the inner life.
And they well knew that to reach
the core of this inner space —
wherein dwell the times and the
places supported by grace — it is
necessary to enter mystery through
that depressive hole, admitting this
suffering, this fall and this silence,
as though it were a connection be-
tween life and death.

3.2. Beginning with our
inner selves and broadening
and strengthening
the weak heartbeat of life

Seriousness and doing things
well have no meaning if desire is
not vital, the heart lively and the
lungs ‘scarlet’. These deep areas of
our inner selves need to be nour-
ished, protected and cared for with
concern and attention. A warm
contact with other people is the
principal nourishment of the heart.

Both in the Gospel and in daily

life there are beings who embody
truth. They are at one and the same
time authentic, truthful, testers and
tested. Without employing speech,
they bring out the naked reality of
those people who draw near to
them. Such a process of revelation
arises from their own approach of
desire and truth in relation to
which we feel the yearning and the
value of daring to be, ultimately,
ourselves; of suppressing our exis-
tential ankylosis, of contemplating
without pleasure our timidity and
our afraid apprehensions.

3.3. Giving time to the pathway
of treatment

Transgression feeds guilt and
this nourishes forgiveness and
reparation (Winnicott). In the same
way, this last leads to the accep-
tance of ourselves, to care and con-
cern, to goodness, to being con-
cerned about other people, to good
sense, which in turn generates love
for God (the Gospel). Thus trans-
gression of the law is the pathway
towards the feast of the father (the
prodigal son: ‘there is more rejoic-
ing in heaven for a sinner who re-
pents...”).

4. Psychological and Spiritual
Therapies: Reparation
and Reconciliation

‘Only what we have assimilated,
expressed and incorporated into
our inner selves through confes-
sion and forgiveness can we un-
derstand and has full meaning. Al-
lowing ourselves to forgive in the
presence of another person is an
alchemy that animates, reanimates
and vivifies’.

Religion and analytical therapy
agree on the following principle as
well: when a presence becomes an
absence, this object can be recreat-
ed, brought into play, and replaced
by our inner space thanks to repa-
ration and reconciliation. When
this takes place, another presence
is born which is even more present
than the previous one, given that it
is internal, and this means that life
continues on its pathway despite
lack and death. The so-called
‘working out of mourning’ shares
the fact that in addition to lack it
implies certain forms of working

out something, which are them-
selves examples of fullness taken
from emptiness, achievements that
transcend loss, glances that de-
spise death, and images of resur-
rection.

4.1. Reconciliation as acceptance,
better relationships with
ourselves and with other
people and a clearer
perception of external and
internal reality

The situation of accepting our-
selves certainly gives rise to great
spiritual pain and guilt, but it also
creates feelings of consolation and
hope that in their turn make per-
sonal unity less difficult. This hope
is based upon a growing uncon-
scious knowledge that the idea and
the experience of God and other
people are not as bad as they were
felt to be during the dissociated as-
pects of depression.

For this reason, depression is a
repairer of one’s own being. The
depressed person has learnt that
the only point of support that is
worthwhile is a warm and stable
inner being in contrast to the
feverish search for multiple and

shallow contacts which once
characterised his or her existence.
Healing has given him or her over
to his or her inner self. For the in-
dividual who has died and risen
again this is the foundation of an-
other way of taking on himself or
herself. In escaping from the de-
pressive void the person turns to-
wards his or her inner self because
he or she has experienced the pre-
cariousness and the lack of mean-
ing of the external.

But reconciliation also acts as a
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repairer of other beings. The abil-
ity to accept loneliness allows the
reconciled person to understand
and to console the pain of others,
given that he or she has a person-
al knowledge of reparation and
resurrection. When he or she
takes on the suffering of his or her
neighbour and shares it, that suf-
fering is transformed into con-
cern, compassion and responsi-
bility.

Reconciliation is also creative.
It loves the world so it is valued
and does not fear it so much as not
to transform it. It captures within
itself that tenderness and that vio-
lence that engender animated ex-
istences and living words.

When reconciliation can be
brought to such depths, the perni-
cious effects of depression de-
crease and there is a great trust in
constructive and repairing forces.
The result is greater tolerance of
one’s own limits and better rela-
tionships with other people, as
well as a clearer perception of in-
ternal and external reality.

Thus, with respect to compul-
sion ‘William James observes that
more depressed people are cured
through religious conversion that
by all the medicine of the world. It
is believed that this continues to
be true despite the great advances
achieved by modern psychiatry’.

Reconciliation when marked by
these characteristics gives us
above all else a healthy relation-
ship with God, with our Father,
and with our Redeemer, Jesus
Christ, a ‘yes’ to grace and to the
task of loving each other.

4.2. Reconciled acceptance
promotes satisfaction

Whereas the state of non-recon-
ciliation is a source of great un-
happiness, the act of reconciling is
seen as a sub-stratum of the men-
tal states of satisfaction and peace,
and lastly of wisdom. In fact, this
is also the basis of the human re-
sources and the elasticity that can
be observed in those who recover
their spiritual peace even after go-
ing through great adversity and
moral pain. This approach, which
includes gratitude towards the
pleasures of the past and the plea-
sure of what the present can give,
is expressed in serenity.

4.3. Gratitude as an antidote
to depression

The more one experiences grati-
fication in the act of engaging in a
relationship with God and with his
analogues, the more pleasure and
gratitude are felt at the deepest lev-
el, and this plays an important role
in every sublimation and in the ca-
pacity to repair.

Gratitude is closely bound up
with generosity. Inner wealth de-
rives from having assimilated
good so that the individual be-
comes able to share his or her own
gifts with others. In this way it is
possible to internalise a more pro-
pitious external world and as result
a feeling of enrichment is created.

After the depressive chill, be-
cause reconciliation is born from
death, the spirit experiences free
giving, the received and the given.
This freely received and given life
teaches something about the mys-
tery of lineage and paternity.

Through the feeling of gratitude
the believer opens up to his or her
own history and to history, which
are both histories of salvation.

The opposite pole is the sick
memory, which is concerned and
at times completely possessed by
resentment, by rancour, and by a
lack of satisfaction. The grateful
person does not take pleasure in
constantly touching old wounds.
His or her feeling of gratitude shed
light constantly and helps other
people to free themselves from
complaints and accusations.

5. A New Life: Renewed
and Resuscitated Experience

‘The psycho-hygienic impor-
tance of therapy is incommensu-
rable against the fear installed by
Jesus. Even if consider the ques-
tion simply from the point of view
of the history of comparative reli-
gions, we can clearly see that Je-
sus is the only founder of a religion
to have eliminated the element of
the depressive mood from religion’
(Bernhard Hassler).

To face depressive death and be
reborn is the history of every au-
thentic depression baptised or oth-
erwise with the name of depres-
sion by medicine. To be depressed
and then recover means assimilat-

ing that life is more free and that
desire is capable of being reborn
and being resuscitated.

5.1. In depression recovering
‘health’ involves recovering
the meaning of life

Desire is a way of ‘being pre-
sent’ of ‘giving meaning’ in con-
tact with oneself, with the uni-
verse, and with the absolute.

Desire enormously mobilises
the meaning of life. It is known
that neurosis and depression as-
sault individuals who have be-
come petrified in a single approach
to existence. For this reason, a re-
turn to the recovery of the meaning
of one’s own life is the crucial and
primary point of therapy, given
that it is the fundamental instance
of every intention directed towards
deepening the self.

Escaping from  depression
means being able to say once again
that this ‘meaning’ acts in the
space of the inner self — to learn
once again to live, to allow those
balsams and those forms of treat-
ment to work within us, which
console and take away guilt, and
have been present one after the
other in our histories.

Finding again — outside our-
selves or inside ourselves — a place
in which there is meaning, must
take place at the same time as the
discovery of meaning, its use, the
pleasures and the consolations that
it provides, and the freedom of
which they are the humble instru-
ments.

In this way, a piece of bread and
a glass of wine that are received
and incorporated as symbols and
‘meaning’ represent all the good
things of this world, and for Chris-
tians they represent to the full the
good loving nature of God. Pro-
foundly incorporated, a tiny parti-
cle of bread can ensure that the in-
finite of our inner being, the infi-
nite of the world, and the infinite
of God enter into play.

6.1. In depression regaining
‘health’ means recovering
basic trust

It is necessary to have nothing to
lose, to hope for nothing from
one’s own strength, not to uphold
the compulsion to be, and not to



42

DEPRESSION

believe in survival, in order to trust
in resurrection. Radical hope
amidst desperation and trust in full
dismay is mystery: the mystery of
life, which is stronger than death.
Such basic trust, which emerges
from the depths of being, after a
purifying journey through depres-
sive death, is a foundation of reali-
ty, the truth of being and the truth-
fulness of one’s relationships with
the world and one’s own history.

6.3. In depression regaining
‘health’ involves recovering
authorisation to love
and to be loved

I possess ‘life’ if I allow my de-
sire to operate in my body, in my
history and in my world; I love if I
accept, if I hope for, the same free
and trusting movement by another
person from his or her desire. This
trusting and loving approach can
be called ‘authorisation’.

One dies if one is not loved and
one lives again if one is loved. For
this reason, this authorising look,
this loving relationship, is the first
of the ‘actions’ of the person who
has taken on the task of restoring

life, a history, an original sover-
eignty.

A mother, for example, is the
first granter of this ‘authorisation’,
this love that authorises. The first
offering of her breast, as an answer
to the first hunger experienced by
her child, teaches the newly-born
child that need announces joy, that
internal emptiness is matched by
external abundance, and that it is
sweet to ask and to receive. But
this approval of initial need is ex-
tended during a life revivified by
every experience that involves an
answered request.

For believers, the supreme giver
of authorisation is God, who is to-
tal love and total readiness to help.

As regards non-believers, I
would like to recall that young de-
pressed psychiatrist who tried to
commit suicide. After recovering
he asked a friend what he had to do
in order not to fall into the same
kind of suffering. His friend said to
him: ‘I have a trick for those peo-
ple who do not believe in God. To
feel alive and real you must allow
yourself to be touched each day by
something or by someone’. We
should allow other people to nour-

ish our hearts, we should exchange
great and emotional signs of life:
we should allow them to interfere
with us, that is to say animate us
with a glance, a spoken word, a
gesture, and if possible a caress.

I would like to finish my paper
with an appeal to implement every
ounce of authorising goodness that
exists in God, in the world, in com-
munities, in people, and in the
things which give a ‘meaning’ to
our lives.

The move towards the depres-
sive tendency in our society is
strong. For this reason, I believe
that the disciplines that are dedi-
cated to looking after minds and
bodies must form an alliance with
the health-giving reconciling re-
sources of religion in order to pro-
vide, without any delay, necessary
support for inner honesty and well
being, which form a part of inner
emotional reality and are a source
for loving communication with the
outside world, wherein, of course,
dwell our brothers and sisters.

Rev. MARIANO GALVE MORENO
Psychologist,
Saragozza, Spain
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5. The Suicide Crisis

Introduction

Suicide is a crisis — for the indi-
vidual, for the family and for the
community. Suicide is a unique
kind of death, and the most malig-
nant manifestation of depression.
If ever a condition begged for an
integrated understanding that takes
into account social, theological, bi-
ological, clinical, and subjective
factors, this one does. Suicide and
suicidal behaviour are the end re-
sult of very complex interaction. It
is very rare for suicide to be based
on a simple and logical decision.
Suicide is the culmination of a
long process in which people in
various ways try to reduce their
profound emotional pain.

Many of those who commit sui-
cide visit a non-mental health clin-
ician or someone else in the help-
ing professions — including the
Church — during the last month of
their lives.

Since a suicide crisis is so com-
plex there are also many ways to
intervene and to prevent suicide.
And another very important aspect
— when the disaster has struck — is
to care for the bereaved and espe-
cially for suffering children who
are left. On the one hand, ad-
vances in medical technology
bring more complex (medical, le-
gal, moral, and ethical) controver-
sies regarding life and death. On
the other hand, depression and sui-
cide have been with mankind as
long as there have been written
records.

We all tend to interpret things
on the basis of our own experi-
ences, of our own perceptions. But
we must also, within the confines
of respect for the privacy of indi-
viduals, deal as openly as possible
with the members of the commu-
nity when we are dealing with de-
pression and suicide. My presen-

tation is based on my own daily
work as a Swedish physician in a
university city in northern Europe,
where suicide is treated as a med-
ical and psychiatric emergency.
But it is an incontrovertible fact
that suicide is a world-wide major
health problem with many differ-
ent aspects to it.

Definitions

Previously we have heard statis-
tics describing the depression epi-
demic. There has been a hope that
this crisis has been declining.
However, it has in fact increased
despite the availability of better
knowledge and treatment options.
We have also heard that approxi-
mately one million people will die
from suicide annually. In the last
45 years suicide rates have in-
creased 60% world-wide. One
suicide is committed every 40 sec-
onds around the world. In the U.S.
a youth commits suicide every
two hours. Suicide claims more
adolescents than any disease or
natural cause. Suicide is among
the three leading causes of death
among those aged 15-44. And
still, there are far more suicidal at-
tempts and gestures than actual
completed suicides. It is important
to keep in mind that there are ap-
proximately 10-20 times more at-
tempted suicides than completed
ones.

However, statistics about sui-
cide are difficult to collate, and
may be inaccurate because of the
sensitivity of the issue. In some
countries suicide still is an ab-
solute taboo. Lost in the reporting
are also misclassifications of the
cause of death, accidents of unde-
termined cause, and so-called
chronic or silent suicides (such as
substance abuse, or poor adher-

ence to medical regimens). It is al-
so a paradox that while depres-
sions are well-defined medical en-
tities, and as such also official di-
agnoses and easier to evaluate sta-
tistically, suicides are not always
treated as separate medical entities
and therefore much harder to col-
late reliable statistics about. De-
spite this, official statistics should
not, as a rule, be believed to be
misrepresentations. However, a
word of caution is needed in rela-
tion to the interpretation of rates in
countries with small populations,
where a few more — or a few less —
suicides can greatly modify rates.

Progression of suicidal
behaviour

There are a few technical defin-
itions that may be of help:

Suicidal thoughts — having
thoughts about killing oneself.

Suicidal gestures — self-direct-
ed, potentially harmful behaviours
which do not result in physical in-
jury.

Attempted suicide — self-inflict-
ed harm in which a person’s intent
was to kill him or herself but was
unsuccessful in doing so.

Completed suicide — a suicide
attempt that results in death.

But it must be emphasised that
there are also a significant number
of so called silent suicides, mainly
among the elderly, where self-star-
vation and medical non-compli-
ance leads to death. These silent
suicides are never found in the sta-
tistics.

Another type that is very sel-
dom recognized is suicidal ges-
tures in children, who for instance
may intentionally take an over-
dose of whatever pills they find in
their parents drawers, often to get
attention for their problem.
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Risk factors

Risk factors include previous
suicide attempts, a close family
member who has committed sui-
cide, past psychiatric hospitalisa-
tion, recent losses (such as deaths,
divorce, job or other position, ho-
nour), social isolation, migration,
drug or alcohol abuse, exposure to
violence; often in combination
with male gender. Other risk fac-
tors are different types of child-
hood trauma, such as neglect,
physical or sexual abuse. The sin-
gle most important risk factor for
a completed suicide is previous
attempts.

Often psychiatric disorders are
components on the way towards
suicide, mainly depressive disor-

ders (50-90%) and/or alcoholism,

in some cases schizophrenia
(5%). Depression is thus regarded
as one main risk factor for suicidal
behaviour. But depression is sel-
dom sufficient in itself. Most sui-
cide victims have received no
treatment for depression and lack
of resources does not explain this
in all cases. The antidepressant
treatment of depression before
death has been found in too many
cases to be absent or inadequate.
Feelings of hopelessness, help-
lessness, worthlessness and lone-
liness may be overwhelming. An-
ticipated or recent stressful events
can finally trigger suicidal behav-

iour (such as changing job or
schools, career changes).

It can never be said too often
that all of us have the responsibil-
ity to be alerted by these warning
signs.

Stages in Suicide Planning

In the resolution phase the indi-
vidual is struggling with the moral
and ethical issues surrounding
suicide, asking themselves if or
not suicide is a sin, and what ef-
fect it will have on loved ones and
friends. Often those around them
notice this as a period of extreme
anxiety and agitation. Next, the
second stage, or the initiation
phase, the individual formulates
actual plans. Finally, a stage of
postponement ensues, often ob-
served as a time when the individ-
ual, paradoxically, can relax, and
bide his time.

Protective factors

Work, family, parenthood and a
stable social net-work, in general,
protect against suicide. Participa-
tion in religious activities may or
may not be protective. Historical-
ly, suicide rates among Catholic
populations have been lower than
among Protestants and Jews. It
may be that a religion’s degree of
orthodoxy and integration is a
more accurate measure of risk in
this category than simple institu-
tional religious affiliation. It is,
for instance, well known that
Catholics who have migrated to
another country, have a higher
risk of suicidal behaviour than
those left in the ‘old’ country.

Prevention
and Intervention

Suicidality can be treated both
on the individual level and in soci-
ety. Previously mentioned protec-
tive factors should always be tak-
en in account. Prevention includes
education within the community
about the problem of suicidal be-
haviour. Not only medical health
care but all organisations in the
community can, and should, be
involved in this work. Access to

common means of suicide should
be restricted (such as poison con-
trol, controlled prescription of
drugs, gun safety).

An attempted or completed sui-
cide can have a powerful effect on
the surrounding community. There
are indeed conflicting reports on
the incidence of a contagious ef-
fect creating more suicides. Ade-
quate steps have to be taken when
there has been a suicide in the
community. There should be clear
plans and guidelines, involving
staff members and administration
with protocols and clear lines of
communication. Such inventories
should be made in advance so as to
find professional medical, social
and psychiatric help. These guide-
lines are necessities in schools,
working places and in dioceses
and parishes.

Barriers to Treatment
and Intervention

The attitudes towards suicidal
behaviour vary between different
regions. In some countries or cul-
tures suicide is an absolute taboo.
Despite this, suicidal behaviour
also exists there. And, on the indi-
vidual level, for the untrained per-
son, suicide may generate such a
high anxiety that the problem is
dealt with by thoughts of denial.

Physician-Assisted Suicide

The current debate is centred on
physician-assisted suicide rather
than on euthanasia or on ‘proper’
suicide. Some have argued that
physician-assisted suicide is a hu-
man alternative to active euthana-
sia. Others believe that the dis-
tinction between physician assist-
ed suicide and euthanasia is capri-
cious. The intention in both cases
is to bring about a patient’s death.
It is well-known that in most cas-
es a depression is involved and
hidden here.

Despite the abhorrence that
many physicians and medical eth-
ical experts express towards
physician assisted suicide, poll af-
ter poll shows that many ‘ordinary
citizens’ would favour physician
assisted suicide in certain circum-
stances. Even if many profession-
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al associations of the medical
community have opposed physi-
cian assisted suicide I must strong-
ly urge that this should continue to
be brought up on the agenda.

Other forms of suicidal
behaviour

Self-mutilation can be regarded
as another contemporary type of
suicidal or self-destructive behav-
iour. People harm themselves in
many ways, including burning or
scratching, pulling out hair, hit-
ting their bodies against some-
thing, drinking heavily or taking
excessive amounts of drugs. Here
we are confronted with activities
with a high physical risk, but for
the individual not necessarily with
a suicidal intent. But it is always
an indication of an underlying
problem and is often kept secret.
And it is a challenge for the med-
ical profession.

The media are filled with re-
ports of killings where ‘suicide’ is
also included as a means to inten-
tionally cause harm to other peo-
ple for a political cause, some-
times under the guise of religion.
We hear about so called ‘suicide
bombers’ or ‘suicide blasts’. This
type of self-sacrificing suicide
has nothing to do with depression
in the medical sense. Neverthe-
less it has great impact on our at-
titude towards suicide, life and
death.

Physician-assisted suicide and
these latter forms of suicidal be-
haviour are thus not necessarily
associated with depression in the
medical context but are important
aspects of present-day threats to
human life.

The Swedish experience

Sweden is a small country of
only 8.9 million people. Today,
our standard of living is among
the highest. Approximately 8 per
cent of Sweden’s gross national
product amounts to health and
medical services. Our people are
among those who live longest. Al-
most 18 per cent of Sweden’s
population are over 65 years old
and 4.7 per cent over 80 years old.
The average life expectancy is

76.1 years for men and 81.4 years
for women.

The Swedish health and med-
ical services are organised into a
uniform, nation-wide program
that gives each person access and
the right to the best available care.

In Sweden, health care is re-
garded as the responsibility of the
public sector and this stems from
traditions dating back to the 16th
century. Only 8 per cent of physi-
cians work in private practice.
The Ministry of Health and Social
Affairs draws up general plans for
services. The government’s Na-
tional Board of Health and Wel-
fare is the main agency for
Swedish health care. It supervises
public and private medical care
and plans national services.

There are about 27,400 physi-
cians in Sweden. General practi-
tioners at health centres provide
medical treatment, advisory ser-
vices and preventive care. The
school health services regularly
check the health of school chil-
dren.

In Sweden suicide is responsi-
ble for about 1,500 deaths each
year. By way of comparison, ap-
proximately 600 persons are
killed in traffic accidents yearly.
Swedish women are likely to ex-
perience episodes of major de-
pression twice as much as men.
However, for suicide male gender
dominates. The rates among ado-
lescents have increased markedly,
and in the 15-44 age group suicide
is the main cause of death. De-
pression is the most common ex-
perience in elderly suicide vic-
tims, while alcoholism is the most
common diagnosis in the younger.
Several professions have been
noted as having suicide rates
higher than would be expected.
Surprisingly, female physicians
are one example. But in general,
higher rates of suicide are more
frequent in occupations of lower
prestige and salary.

Our national program for suici-
dal prevention is based on a na-
tional strategy developed by the
Centre for Research and Preven-
tion of Suicide and Mental IlI-
Health (N.A.S.P.) in collaboration
with the W.H.O. in Geneva, and
has resulted in six regional net-
works. Educational efforts are
particularly aimed at psychia-

trists, psychotherapists, psycholo-
gists and social workers, but also
at general practitioners. There are
also guidelines available for sui-
cide prevention in schools. A
great deal of emphasis has been
put on education especially at the
primary care level and by remov-
ing barriers to treatment and in-
creasing access to help. This can
be exemplified by a successful
project from the province of Got-
land, but such efforts have to be
ongoing.

Even if much of the function is
interdisciplinary and has an inte-
grated approach, it is the case so
far that organisations like the
Churches in Sweden have not
been involved more than on a vol-
untarily and individual basis.
However, this has resulted in sev-
eral crisis telephone hotlines
aimed at different groups — chil-
dren, students, adults for exam-
ples, but much more needs to be
done.

Concluding remarks,
future perspectives

Suicide is a medical issue. But
it is also a social, moral, econom-
ic and a political issue as well. It is
important to remember that at
least 10% of people who complete
suicide do not have any known
psychiatric diagnosis.

General remarks on prevention
of suicide in society

People do not choose to be de-
pressed. There are biological, bio-
chemical, environmental and so-
cial factors that can lead to de-
pression. Most suicidal persons
do not want death. They just want
their emotional pain to stop.

Open debate and honest ex-
change of viewpoints are needed.
We must deal with the suicide
crises as a public health crises.
Health care policies must provide
adequate insurance, home care,
and hospice services to all appro-
priate patients. National and inter-
national efforts (W.H.O.) to pre-
vent suicide must be encouraged.
Prevention centres, crisis listening
posts and telephone hot lines like-
wise. Not only patients, physi-
cians and staff, but also organisa-
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tions outside the health care sys-
tems need to be involved and edu-
cated about depression, pain man-
agement, palliative care and qual-
ity of life. Basic professional edu-
cation and training programs need
to treat death, dying, and pallia-
tive care and give the attention
these important aspects deserve.
Young children especially must
be taught how to cope with diffi-
culties.

Community organisations in-
cluding the Church should be in-
volved in the prevention of sui-
cide with own established guide-
lines. Any parishioner who ex-
presses suicidal ideas or a threat to
end their life should be promptly
referred to a doctor or a psychi-
atric service.

Helping victims become survivors

Victims, who are they — the
committer, the person who tried to
commit suicide but survived, or
the family and friends around? No
survivors walk the same path to-
ward recovery. Survivors have
different methods of coping, but
must be encouraged to move for-
ward on life’s journey, and where
applicable, also continuing as par-
ticipating members of the
Catholic Church or other congre-
gations of faith.

Almost without exception a
completed suicide leaves people
with a complex process of griev-
ing. We must reach out to the vic-
tims and their families and com-
municate sincere commitment for
their spiritual and emotional well
being. There is no doubt that indi-
viduals close to the suicide victim
may have years of distress, be-
cause of the unanswered ques-
tions about the death and the as-
sumptions of guilt for the persons
action’s. In a non-judgmental way
we must relieve the tremendous
burden of guilt and failure. And
sadly, often a previously stable so-
cial network around the family
too often disintegrates after a sui-
cide, creating also secondary loss-
es. Counselling and support are
essential cornerstones.

Efforts must therefore be fo-
cused not only on medical depres-
sions, but on other factors as well
to prevent suicide — since even
when effective treatment of de-
pression is available it has failed
to make a significant impact on
suicide rates.

Dr. BENGT J. SAFSTEN,
Dept. of Internal Medicine
University Hospital
(Akademiskasjukhuset)
Uppsala, Sweden
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6. The Biological Model and the Psychological
Model of Depression

‘Go into a garden of plants, of
grasses and of flowers, however
smiling it may be, in the best season
of the year, and wherever you look,
you cannot but fix your gaze on af-
fliction; that whole family of plants
is in a state of suffering; suffering
rules. There, that rose is offended
by the sun, which gave it life; there,
that lily is sucked by a bee in its
most sensitive, vital parts; here a
branch is broken by the wind and by
its own weight; and the gardener is
wisely cutting the sensitive parts of
plants, with his nails or with a
blade’.

What appears at a superficial
glance as a full expression of vitali-
ty, in the multitude of colours,
sounds and scents of a garden,
when more closely examined by
Leopardi (in his Zibaldone of 1826)
is in fact intrinsically linked to a
condition of suffering.

Evolutionary life, in fact, is a set
of relations, of forms of co-evolu-
tion, of infinite networks of macro-
scopic and microscopic interac-
tions, interactions between living
beings, and between biological
species and ecosystems.

In this context is to be located de-
pression, which is a weakening of
the neuro-psychic tone that in-
volves the affections and the psy-
chosomatic condition of man.

When one refers to the affections,
one is referring to feelings, emo-
tions and moods.

Feelings are affective charges
that are experienced by the self, and
their typical polarities move be-
tween the sphere of pleasure and
the sphere of pain. However, in
seeking to understand the origins,
the relationships and the meaning
of the affective experience, which
accompanies the history of each
and every man, and in order to un-
derstand its influence in determin-
ing and conditioning moods, feel-

ings and emotions in terms of their
most significant aspects, it is of in-
terest and help to refer to certain re-
alities from an evolutionary point of
view.

In this approach we can say that
affective ties are the evolutionary
result of what has been biogeneti-
cally separated with the dissocia-
tion of motility from primitive in-
stinct.

The control of motility, that is to
say of behaviour, with cultural evo-
lution of a neo-cortical nature be-
comes no longer instinctive but in-
stead moves under the control of
the conscious part (the self) of man.

The affective ties, from this point
of view, dissociated and differenti-
ated from the instincts during the
course of evolution, and permeated
by culture and civilisation, con-
serve their influence on the evolu-
tion and development of culture,
maintaining those original adaptive
values that are the guarantors of the
original ecological evolving equi-
librium which works for the full re-
alisation of man in every culture.

We are dealing here with geneti-
cally codified functions that work
for the realisation of a progressive
cultural and environmental integra-
tion of an affective kind.

Indeed, during the course of evo-
lution a biochemical system, which
is plastic in its relationship to differ-
ent cultures, 1is selected and
evolves, and this means that man is
organised for conditions of attach-
ment of an affective character in re-
lation to situations and other peo-
ple.

This biochemical system re-
sponds with the synthesis of en-
dogenous substances (which are re-
sponsible for situations of depen-
dency and abstinence of an affec-
tive character) to all those variable
environmental and cultural condi-
tions that are indispensable for the

survival of the individual and for
the continuation and evolution of
the species through the conserva-
tion of the primitive ecological
equilibrium.

Through such mechanisms man
becomes biologically predisposed
to experience the most significant
affective ties of his existence.

To return to the subject of depres-
sion, however, it should be said that
this is a universal emotion and state
of mind that belongs to the daily
lives of individuals. In clinical prac-
tice, although depression is a well-
defined element from a phenome-
nological and psychopathological
point of view, there is not always a
clear and net distinction between
the respective physiological and
pathological spheres of this state.
For this reason, the elements that
represent the affective and emotion-
al modulation of the symphony of
life can be confused with the symp-
toms of fracture of the ideo-affec-
tive harmony, that is to say the
pathognomonyms of mental distur-
bance. In addition, the stigma of a
psychiatric definition of clinical de-
pression helps to make the interpre-
tational aspect of the feelings con-
nected with it, and the correct as-
sessment of what should be done,
more complex and ambiguous in
character.

Given that the universality of
these emotions in the normal course
of life in reaction to stressing events
and experiences of loss can expand
to the point of reaching real and au-
thentic clinical situations that can
lead to medical observation, it is ab-
solutely necessary to possess clini-
cal instruments and instruments of
deep knowledge in relation to the
definition and delineation of the
emotional and affective problems
of the general population in order to
engage in suitable and adequate
clinical and therapeutic choices.
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Clinical depression is an un-
healthy sadness that be expressed in
different levels of severity from
light disturbance to the overall de-
struction of the individual. Over re-
cent decades a large number of sci-
entific works have been produced
which have increased our under-
standing of the causes and patho-
genesis of depression. A variety of
psychological, interpersonal and bi-
ological factors are involved which
clinics have associated with an
equally various abundance of inno-
vative forms of treatment.

But the habitual vice of psychia-
try of separating the sources of
knowledge in relation to the subject
of depression rather than integrat-
ing them still leads today to the bio-
logical and psychological models
of interpretation of depression be-
ing in opposition to one another.

According to the first model, as
an object of study on the part of the
neurosciences depression is a phe-
notype that is complex and hetero-
geneous in its biological expression
and its aetiology. Genetic studies
have helped to clarify certain as-
pects of this heterogeneous charac-
ter of depression but we are still far
from establishing the relevant mol-
ecular foundations of this condi-
tion, although a certain level of ge-
netic variability in the genes of the
serotonin system seems to con-
tribute to the risk of an outbreak of
depression or some of its clinical
aspects. Greater risk of a depressive
episode increases with the number
of genes that are shared with a fam-
ily member who has suffered from
depression, but in genetic terms,
and given the level of risk that has
been found, a certain overlapping
with bipolar disturbances and schiz-
ophrenia is also to be encountered.
These biological data lead us to re-
flect on the meaning of genetic risk
observed in families and on its rela-
tive specificity. It is probable that
genetic studies must abandon the
phenotype category definition of
depression and begin to employ
psychopathological dimensions in
order to delineate sub-groups that
are present in functional psychoses.

Progress in the field of the
biotechnologies has called into
question the simplistic and erro-
neous belief that a single system of
neurotransmission can be altered by
depression and that a specific treat-

ment is possible. Molecular biology
and genetics have suggested other
possible chemical alterations of the
brain, in addition to the simple par-
ticipation of the system of
monoaminergic neuro-modulation,
which, indeed, has been the classic
hypothesis in this field.

Although anti-depressives have
been used at a clinical level for over
fifty years, no agreement has as yet
been reached on the precise mecha-
nisms of their action at a molecular
level.

The therapeutic protocols of the
treatment of depression have under-
gone notable development over the
last two decades, with the establish-
ment of pharmaceutical treatment
as the form of action that is most
correct at a clinical level.

The present-day availability of a
relevant number of active mole-
cules in the set of symptoms in the
case of depression co-exists with a
refinement of the noxographical
and diagnostic approaches to the
disturbances of the spectrum of de-
pression which are individually at-
tributed to the prevalent dysfunc-
tion of a neurotransmitter system.

In searching for a common de-
nominator in the great variety of ac-
tive principles that we now have
available, one could observe that
each of them, independently of the
category to which they belong, is
able to increase the cerebral avail-
ability of the biological amines, that
is to say nor adrenalin, serotonin
and dopamine.

The first differentiation to be
made is that between the old and
new generation molecules. The
action on the receptors of the tri-
cycle anti-depressives (TRC) and
of the monoaminoxidasis in-
hibitors (IMAO) has turned out to
be not very selective. Over the last
decades, thanks to new methods of
investigation (binding techniques,
assessment of the activities of the
AMP cycle), empirical attention has
been drawn, for example, to numer-
ous interactions at the level of the
receptors in the case of the TCA tri-
cycle anti-depressives: alphal and
alpha2 receptor adrenergics, beta 1
adrenergics, SHT2 and SHTIA
serotoninergics, muscarinic recep-
tors, D2 dopaminergics and H1 and
H2 hystaminergics.

The blocking mechanism on a
large number of receptor systems,

however, is the reason for the fre-
quent side effects associated with
the use of TCA tricycle anti-depres-
sives.

This plurality of actions at the
level of the impact of drugs on re-
ceptors, although supported in the
clinical field by a large number of
successes at the level of treatment,
and although in addition it guaran-
tees anti-inhibiting or sedative anti-
depressive effects, all too often also
constitutes the weak side of this ap-
proach to treatment.

Nor adrenalin and serotonin are
certainly involved in the mecha-
nisms of depression. The scientific
evidence suggests that double ac-
tion anti-depressives that affect two
monoaminergic systems can be
very effective and have a shorter
period to take effect than pharma-
cies that act on a single monoamin-
ergic system.

In addition, there is evidence to
support the view that there is a rela-
tionship between depression and
the therapeutic effects of the classic
anti-depressives based upon the ac-
tion of different biological systems.
For example, the peptide system
that involves the CRH (corti-
cotropin release hormone), the cor-
tisol and the functional state of the
respective receptors, or the systems
that transmit the intracellular signal
with the cAMP on the transcription
factors such as the CREB and the
neurotopins, or the immunity sys-
tem and the citosins, or glutamater-
gic transmission, or the neuropep-
tide system of the P substance, or
neuroactive steroids and neuroglia.

I have emphasised these techni-
cal examples in order to bring out
how the biological aspect is in cor-
relation with the set of symptoms
and treatment. These are new and
varied biochemical hypotheses
about depression and the possibili-
ties of following new therapeutic
pathways. In reality, it is not possi-
ble to state that we really know
about the exact causes or the precise
processes that bring about depres-
sion or lead to the improvements
that are currently attributed to the
pharmacological treatments now
available. For that matter, we await
great help from the biotechnologies
in improving our understanding of
the relationship between the ner-
vous system, the endocrinal system
and the immunity system, with their
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respective intracellular cascades,
and the final outcomes of genetic
expression and proteic functions in
conditions of depression. This ad-
vance in understanding will allow
more effective pharmacies that are
more selective and rapid in their ef-
fects, and in the future, with the
help of psychogenomics, it will also
permit the creation of different
made to measure drugs for different
patients.

Indeed, geneticists have predict-
ed that the advances achieved by
their discipline will revolutionise
our understanding of human ill-
nesses, unhealthy forms of behav-
iour, and their forms of treatment.

For example, pharmacogenomics
is a powerful instrument that can be
employed to identify genes corre-
lated with anti-depressives or corre-
lated with other effective therapeu-
tic manipulations.

Hundreds of fragments of cDNA
as genes correlated with anti-de-
pressives (ADRGs) have been al-
ready identified. Some of these
‘candidate genes’ can codify shared
functional molecules induced by
treatment for chronic depression
with anti-depressives. The estab-
lishment of the role of different
molecules in the neural plasticity
induced by a pharmacy means that
we are near to transforming the di-
rection of research into the biologi-
cal bases of anti-depressives. Such
detailed knowledge, indeed, will
have profound effects on the diag-
nosis, prevention and treatment of
depression. One may expect that

the new biological approaches that
go beyond the ‘monoaminergic hy-
pothesis’ will in the future shift the
paradigms of research in relation to
anti-depressives.

Such references to the future and
references to technology in the as-
sessment of biological models is in
opposition to the humanism of psy-
chological models, a humanism that
at times flows over into pure philos-
ophy. And just as many of the bio-
logical and biochemical interpreta-
tions of the last decades belong to
the history of psychiatry, so the
model of ‘orality’ or introjected ag-
gression of Abraham, or of the loss
of objects of Freud, or of the de-

pressive position of Klein belong to
classic psychodynamic literature.
The cognitive triad of Beck or the
theory of attachment of Bowlby be-
long to history, even though these
last interpretations have allowed the
construction of a bridge between
the bank of psychology and that of
biology through evolutionistic biol-
ogy, as, indeed, was observed at the
beginning of this paper.

According to this approach, hu-
man beings at every stage of their
development are ‘compromises’ in
their constant adaptation to changes
in their environment. Employing a
neo-Darwinian perspective, evolu-
tionistic psychiatry suggests that
whereas natural selection does not
delineate the illness in itself, it does
delineate its human traits and thus a
person’s vulnerability to illness.

The concept of ‘vulnerability’ is
without doubt one of the strong or-

ganisers of contemporary psycho-
logical and psychiatric knowledge,
both because of the summarising
vision that it proposes as regards the
multifactoriality of the genesis of
psychic disturbance and mental ill-
ness, and because of its marked
clinical and pragmatic inclinations.
In this sense, the concept of vulner-
ability should be understood in the
heuristic meaning of the term rather
than in the descriptive-naturalistic
sense (of a ‘predisposition to’). The
individual is vulnerable because he
or she is subjected to biological and
psychosocial variables that interact
with personological factors, which
are biologically predisposed and
modified by the impact of the envi-
ronment on genetic self-expression.

In line with this hypothesis, de-
pression is a human emotion that
can be a positive response of sur-
vival and which, for this reason, is
not always pathological. Depres-
sion is said to bring about a reduced
relative or absolute availability of
vital energy at a given moment
when the quantity of environmental
requests becomes exaggerated in
terms of the capacities of the indi-
vidual concerned. The perception
of a reduction in energy leads at a
physiological level to a re-adapta-
tion of expectations in relation to
the environment, with a consequent
reduction of the pressure that comes
from that environment.

The variability of the different
factors involved in the genesis of
clinical depression can, therefore,
be of influence in terms of greater
vulnerability (the bio-psychological
factor in mutual interaction) and of
the requests of the environment (the
psycho-social factor in mutual in-
teraction). It is from this point of
view of interaction that the social
origin of depression, which was
born as a sole hypothesis in the ear-
ly 1970s, acquires value. This hy-
pothesis emphasises the importance
of taking into account the context
and the meaning of the causal and
proximate factors, and the factors
that can be traced back to the per-
son’s entire life history. The indi-
vidual and social historical element
provides elements of knowledge of
a comparative and developmental
perspective by emphasising a bio-
logical and psychological individ-
ual human nature and a shared na-
ture of a social kind that brings in
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the complete variety of the cultural
settings. This is a serious bio-psy-
cho-social perspective.

In particular, therefore, the ap-
proach of social psychiatry seeks
today to understand dynamics
within an overall context within
which a given psychopathological
phenomenon arises and takes on
relevance with all its biological
and/or psychological determinants.
The individual impact of a mental
pathology can be measured on the
basis of the choice of sentry symp-
toms that condition to varying de-
grees the psychic functioning of
the individual. But to measure a
human, emotional, behavioural,
and cognitive phenomenon with-
out taking into consideration the
collective determinant amounts to
rendering abstract a concrete ele-
ment of the sick person’s difficul-
ties in living. It means justifying
the withdrawal of the depressed
person from the sphere of social in-
teraction in the name of obtaining
the minimal individual damage
possible.

In addition, the collective impact
of a correct psychosocial approach
to the defence of mental health, al-
though it is not measurable, is of
such a character, when it takes

place, to render the assessment of
the outcome incontestable.

In this sense it is of fundamental
importance to perform the role of
promotion of a complementary
perspective in the psychiatric dis-
ciplines through attention focused
on the world of the attitudes, val-
ues and beliefs that underlie the
being of the individual in his or her
own world of relations with the en-
vironment. This is a humanistic
and dynamic approach to measur-
able phenomena applied to the ob-
ject of study, ‘man’ in his entirety.

This does not mean a wish to
withdraw own actions from judge-
ments as to their efficacy: quite the
contrary. The development of the
integration of culture, society,
mental health, mental disturbance
and mental illness must be carried
out (by social psychiatry) in the
clinical field in order to produce a
synthesis between culture and psy-
chobiology, with the promotion of
a real and authentic ecological ap-
proach to man and his health.

And specifically in the clinical
field, attention to the social must
flank biological psychiatry in the
assessment of the dynamics of the
collective experience both as re-
gards the biological manifestations

of mental illness and its forms of
treatment. It is not enough to con-
fine ourselves to considering the
mere biochemical mechanism of a
pharmacy and its action at the lev-
el of symptoms, with a measure-
ment of its effects as well, neglect-
ing thereby the impact on the indi-
vidual of the collective judgement
on being afflicted by a mental dis-
turbance or taking a psychotropic
drug.

A fundamental victory at the
level of an overall vision of the ex-
perience of the sick person has
been represented by the introduc-
tion, in almost all the experimental
clinical work carried out in recent
years, of parameters for the assess-
ment of quality of life. This is cer-
tainly a subjective element, but in
the age of the need to objectify
everything, to provide a measure-
ment of the satisfaction with one’s
life of an individual and to make it
an outcome indicator seems
nonetheless to be a major suc-
cess...while awaiting, that is, the
advances achieved by the future of
the neurosciences.

Prof. ADOLFO PETIZIOL
President of the European Society
of Social Psychiatry
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7. Stress, Burnout, Mission and the Media

Introduction

My reflections this afternoon are
based upon my experience as a
clinician with over 30 years expe-
rience and, in particular, upon my
work of the past ten years as Presi-
dent of the Southdown Institute in
Ontario, Canada. The Southdown
Institute is a multidisciplinary resi-
dential psychiatric facility that
treats severely ill priests and reli-
gious from across the world.
(Thus, my presentation reflects the
past 10 years — not my past few
weeks at my new assignment at
Georgetown University!)

Imagine, for a moment, the fol-
lowing situation: It is late on a Fri-
day afternoon. I am in my office at
the Southdown Institute. Earlier
during the day, a very experienced
clinician came in to see me about
his growing sense of hopelessness
around the widening scandals in
the church. A dedicated, wonderful
layman, he said, “I wonder if the
walls here are big enough to con-
tain all the tears...” A priest patient
had tried to asphyxiate himself ear-
lier that day, (fortunately, unsuc-
cessfully). A female borderline pa-
tient had once again found a way to
mutilate herself. A steady proces-
sion of very stressed and deeply
saddened religious superiors and
bishops had been in and out of my
office all day. Just as I was looking
forward to a day off, the phone
rang and it was a reporter from the
National Post (a Canadian news-
paper) wanting an interview. A typ-
ical day in the life of a health care
administrator. Is it any surprise
that I began to experience difficul-
ty getting to sleep at night?!

My situation is not all that dis-
similar from many persons in lead-
ership who are faced with over-
whelming demands on their time
and emotions. And, as if the usual

demands of leadership today were
not enough, add to the picture the
reality of living in a postmodern
global environment in which we
feel far less secure than we did ten
years ago, We are all too aware of
our fragility and vulnerability as
human beings. Terrorism, war,
and a range of environmental cata-
strophes have taken their silent toll
on us. Then, for us in North Amer-
ica, this includes being shaken by a
church in a serious crisis of credi-
bility. We are all, to some extent,
contending with sufficient stress to
make it difficult, even for the
hardiest among us, to maintain a
sense of equilibrium.

This is simply to say that it
should not seem unrealistic or
aberrant for us to feel defensive,
anxious, perhaps irritated, when an
“outsider” like a representative of
the media, suddenly steps into our
chaotic worlds and seeks to “do a
story”. At times such as this, we
can feel quite vulnerable, exploit-
ed, caught off-guard. In such a
state, it becomes difficult to con-
sider media professionals as col-
leagues and potential assets in try-
ing to present a truthful and re-
sponsible picture to the public. We
have all, at one time or another, ex-
perienced journalistic distortion
and the sensationalizing of events;
we may have found ourselves at
times victimized by unscrupulous
reporters. Clearly, there are per-
sons in any profession who do
their colleagues a disservice be-
cause of their poor adherence to
the ethical principles inherent in
their disciplines. This is sadly true
in our own ministries as priests
and religious, it is true for those in
healthcare services, and it is true in
professions such as journalism and
reporting. It is beyond our ability
to control any professional person
who deliberately chooses to sensa-

tionalize, exploit or distort the
truth. The media portrayal of a
culture narcissistically focused
and engaged in self-serving ex-
ploitation of others clearly has
heightened our sense of social
angst. That being said, we cannot
blame the media for our global re-
ality anymore than we can place
blame any one group for the perva-
sive conflicts inherent in our trying
to live our lives meaningfully in
this postmodern context. It would
be dangerous for us to categorize
an entire profession based upon
the unscrupulous behaviours of a
minority. (For example, to say that
all media personnel are deter-
mined to exploit or promote hedo-
nism is analogous to saying that all
clergy are sexually acting out).
Both statements are perilous; both
are founded on bias and igno-
rance.)

My focus this afternoon will be
on what we can do by means of in-
ternal preparation to contend with
the noxious effects of stress, espe-
cially as related to engaging the
media in highly sensitive situa-
tions — whatever they may be —
that deeply affect our lives as
Catholic leaders. 1 will address
some considerations pertaining to
the management of stress, in gen-
eral. Then, I will focus on two
components that I believe can as-
sist us in lowering our own stress
levels when we are engaging with
the media: that is, 1), substantive
“inner work™ that is grounded in
community and prayer; and 2), the
development of an effective media
strategy that restores some sense
of being in control in the midst of
very stressful situations. I realize
this is quite an ambitious undertak-
ing in a short amount of time, and
beg your indulgence for not being
able to develop the topic as fully as
the material warrants.
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Stress, ‘Burnout’ and Effective
Performance in the Workplace

Stress is a physiological re-
sponse to persistent pain, feelings
of heightened danger, or fears of
being harmed. Clearly, reading the
newspapers, listening to television
and radio, by which we are bar-
raged by a steady stream of global
catastrophes, increases stress. The
euphemistic non-clinical term,
“burnout” is frequently used collo-
quially to describe the experience
of someone who has had pro-
longed exposure to a highly stress-
ful situation and who experiences
a combination of emotional and
physical responses. Among a myr-
iad of descriptors used to delineate
this transient situation are: anxiety,
depression, irritability, anger, di-
minished self-esteem, self-re-
proach, difficulties in concentra-
tion, problems in decision-making,
and mild impairment in otherwise
good judgment.

Some researchers have ques-
tioned whether a heightened orien-
tation to others’ needs places care-
givers at greater risk for “burnout”
or depression. In other words,
might we ourselves be more sus-
ceptible to stress because of our
roles in ministry and in the helping
professions? Interestingly, and al-
beit, fortunately for us, this hy-
pothesis was not supported.
(Bersoff and Glass, 1982; Thomas
and Keznioff, 1984).' Concern for
others is not a necessary factor
contributing to depression.

Historically, significant bodies
of research on stress have identi-
fied certain factors that seem to
help persons contend with, con-
tain, or overcome stress in the
workplace. It was generally
thought that if people had a suffi-
cient degree of autonomy, felt in
control of certain aspects in their
environment, had developed effec-
tive negotiating strategies, and had
opportunities for professional de-
velopment and good communica-
tion, stress would be significantly
lowered and productivity height-
ened. The meta-analysis of re-
search during this period in the
1980’s further identified several
other major factors that enhanced a
person’s capacity to resist the dele-
terious effects of stress and main-
tain physical and emotional bal-

ance as he or she faced disturbing
events. These additional factors
included: physical health, ade-
quate self-esteem, social support,
and a sense of control over one’s
life.?

Of particular interest is a fasci-
nating recent longitudinal study
conducted by Cary Cherniss and
published in a book entitled Be-
yond Burnout,’ in which she stud-
ied professional caregivers over
the course of a ten year period.
Cherniss’ research revealed curi-
ous findings that suggested that
these earlier factors were not
enough to prevent stress and
burnout. In tracking research sub-
jects over the course of a decade, it
was discovered that there were
some notable exceptions to the
earlier hypotheses suggesting that
as long as people had a sufficient
degree of autonomy, felt relatively
in control in their environment,
had adequate negotiating strate-
gies, opportunities for professional
development and good collegial
communication, stress would be
significantly lowered and produc-
tivity heightened. Cherniss’ re-
search revealed that even after
these factors were attended to,
many of the research subjects were
still  experiencing heightened
stress. Some had dealt with their
stress by settling into safe niches —
no longer engaged in creative pro-
jects, but rather choosing to lapse
into familiar routines in an effort to
assuage stress and bind the subjec-
tive anxiety they felt. This occur-
rence most certainly did not serve
to enhance the mission of their
various service organizations.
Employees manifested little enthu-
siasm or passion for the work they
were doing. Many had become
quite complacent and had, despite
all predictions, drifted into feeling
pervasively stressed, if not bored.
What accounted for these find-
ings? If all the requisites were ap-
parently in place to offset this hap-
pening, why did these service
providers feel so stressed?
Cherniss discovered that the key
factor missing in these individu-
als’ experience was a strong sense
of moral purpose in the work they
were undertaking.

Furthermore, in the study, a sta-
tistically significant sub-group
within the total population of re-

search subjects was identified that
did not become victims of stress.
The individuals in this sub-group
worked in settings in which all the
conditions typically associated
with the development of extremely
high levels of acute stress and
“burnout” were present. They of-
ten worked seven days a week,
year in and year out, had little au-
tonomy, and were routinely ex-
pected to carry out very menial
tasks. (The sub-group actually
comprised a group of women reli-
gious.)

What factors differentiated this
group from the others? Stress was
mitigated in the face of a com-
pelling sense of “moral purpose.”
We might call this a strong sense of
mission. If persons felt that they
were simply part of a service de-
livery system, they were at far
greater risk of becoming victims of
burnout and debilitating stress —
regardless of all the efforts made to
ensure a healthy workplace envi-
ronment. Making application to
our ministry, therefore, it would
seem that a significant antidote to
the noxious effects of stress is our
overt awareness of our participa-
tion in the healing mission of Je-
sus.

In order to remain viable agents
in the living out of the Gospel, all
of us who serve in our institutions
must continually assess whether
our way of addressing the mission
is adequate to responding to criti-
cal needs of our times. People
who have become settled and sat-
isfied, passive and comfortable, or
paralyzed by anxiety are incapable
of making the radical adaptations
required in a continually changing
global environment. They endan-
ger the future life of their institu-
tions, the well-being of those
whom they serve, and ultimately
inflict damage on themselves.

For health care administrators
and direct-line service providers,
there is clearly an increased risk
for the injection of debilitating
stress, leading to diminished per-
formance and disillusionment.
This risk becomes intensified
when there is little experience of
belonging to a community of col-
leagues who share in the mission,
who have a strong sense of moral
purpose. The sense of corporate
mission, a connection between
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one’s spirituality and the daily
work undertaken, and a passionate
commitment to the healing min-
istry of Jesus help to mitigate the
noxious effects of stress. Let me
share with you an example of how
a group of us narrowly escaped
slipping into the negative space of
shared depression, burnout and ex-
cessive stress and anxiety.

One day during the height of the
sex abuse crisis, a group of col-
leagues and I were talking about
what we needed to do in order not
to become angry, resentful, rude or
defensive when we were confront-
ed by a myriad of reporters and
journalists who were under dead-
lines to get stories written. Even
more seriously, we began to dis-
cuss what we needed to do so that
we would not internalize the an-
guish and the anxiety that was sur-
rounding us. One psychologist
mused that perhaps what we need-
ed was for the 110 of us on staff to
take a day apart from the patients
and pray together. After checking
with the other members of the
staff, that is precisely what we did
— obtained clinical coverage, and
spent a day in prayer for our pa-
tients, for the church, for one an-
other. We recognized the toll that
was being taken on all of us; we
were able to name our feelings; we
knew what we needed to in order
to feel re-inspirited. We were cor-
porately refusing to slip into be-
coming merely a good health care
delivery system. We were becom-
ing a community of caregivers ever
more deeply immersed in a heal-
ing mission together. No one of us
was alone.

As I felt the support of my col-
leagues and had taken the time for
personal prayer and prayer with
them, I found my stress level sig-
nificantly decreased when re-
porters appeared at the doorstep. 1
felt I was part of a community of
men and women who were pas-
sionate in their commitment to
help others experience the healing
power of God. My anxiety abated;
my thinking became clearer; my
sense of reclaiming appropriate
control increased. I no longer felt
the burden of events rested solely
on me, not did I hold such fear of
making a mistake. We were in this
together and it was sacred work.
When we do not feel supported or

have lost sight of the meaning of
what we are doing, we are in in-
creased danger of slipping into
patterns of withdrawal and psychic
safety. When this occurs, we do
not participate in the mission to the
extent to which we once aspired.
Like the research subjects, we are
likely to find ourselves becoming
overly irritable, stressed, defensive
and anxious. In this state, the me-
dia become just one more irritant
in an already overly demanding
day.

I share this incident with you not
because I was responsible for tak-
ing the initiative to minister to the
group of caregivers — it was a col-
league, whose intuitive sense of
the precariousness of our corpo-

rate persona protected us. I share
it with you because I believe in
some providential way that my
colleague guided us toward taking
action that freed us and, thankful-
ly, freed me to respond in greater
freedom and courage in the midst
of an extraordinarily difficult set of
circumstances. Unaware at the
time of Cherniss’ research, we ac-
tually had substantiated her find-
ings. Community, personal and
communal prayer, deliberate re-
flection on the meaningfulness and
sacredness of the work in which
we are engaged — this is the
preparatory inner work needed to
inoculate ourselves against the
deleterious effects of stress. As
Viktor Frankl so eloquently wrote,
“Suffering ceases to be suffering in
some way at the moment it finds a
meaning, such as the meaning of
sacrifice.”™

Working with the Media

Another component that can as-
sist us in lessening the likelihood
of responding defensively or feel-
ing victimized is to obtain proper
training in managing the media.
This is part of reclaiming a sense
of control. It allows us to address
some of the factors identified by
researchers as beneficial in lower-
ing anxiety. Along with the colle-
gial reflective inner work neces-
sary, I believe we can help our-
selves to reframe the crises which
precipitate media involvement.

It is understandable that we feel
intimidated when faced with re-
porters. We may feel fearful of
making an irretrievable error that
will become immediately public;
we may experience ourselves be-
ing defensive or incompetent; we
can feel out of control; leading us
to greater passivity in our respons-
es than would normally be our
style. In short, the situation serves
to highlight our vulnerabilities re-
sulting in stress levels that are per-
sonally quite destructive if we
have not done our personal inner
work and if we have not anticipat-
ed the potentially stressful situa-
tion. Furthermore, the heightened
public visibility of a negative situ-
ation or distorted portrayal of a
contentious situation by the medial
can lead toward a social contagion
of stress, a culture of tinder-box
tension, and an exacerbation of
distrust. In light of this, a serious
question we must ask ourselves is:
How might we assist our commu-
nities to grow stronger in confi-
dence in the compassionate care of
God? Or, in other words, how will
we counter postmodern decon-
struction with Gospel-focused re-
construction?

Thus, in addition to the immer-
sion in prayer and communal
grounding in the compassion of
God, we must also take into con-
sideration some very practical
concerns. A colleague from the
media’ strongly urged us to en-
gage in a disciplined preparation
for dealing with reporters and
journalists. He suggests that we
pre-emptively develop a plan for
the media management of crises
in anticipation of the likelihood of
something happening that will
draw media attention. Such a plan
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should be clear in delineating who
will handle the situation publicly.
It should include developing a
media relations and crisis com-
munications policy and proce-
dures. Certainly, many groups
have such a policy, but anxiety
still abounds. Planning without
training is not sufficient. Training
and practice are strong antidotes
to anxiety and must be included in
any media management plan.
Taking part in workshops de-
signed to assist leaders in manag-
ing the media, identifying and
practicing delivery techniques,
and learning about common traps
one can fall into help leaders feel
more in control of the situation
and less apt to get caught in a
quagmire of debilitating anxiety.

When we can engage reporters
in asking us the questions we want
to be asked; when we have become
at ease avoiding common pitfalls
of personal opinion, over-spon-
taneity, or foretelling the future;
when we have avoided addressing
a topic we are not expert in, to
name a few, we are well on our
way to regaining a sense of per-
sonal control and authority in rela-
tion to the media. We are well on
the way to mitigating anxiety and
the concomitant experience of
stress.

To summarise, Frank Emmer-
son, a consultant who trains lead-
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ers in working with reporters and
journalists, suggests a seven-point
crisis communication strategy that
should be developed by every
leader who is faced with the likeli-
hood of engaging with the media.
Using such a strategy is a means of
binding anxiety and the debilitat-
ing effects of undo stress inherent
in these situations.

Plan: develop media relations
and crisis communications poli-
cies and procedures

Collaborate with experts in the
media field to solicit guidance and
support

Train: ensure all staff are aware
of these policies and their roles

Prepare: identify potential is-
sues and prepare crisis communi-
cations briefs

Anticipate: monitor emerging
“hot” issues

Respond: deal with immediate
issues

Evaluate: review the adequacy
and effectiveness of policies and
procedures and revise as needed.

When such a strategy is in place,
we are less likely to feel incompe-
tent, out of control, and terror-
stricken when faced with a poten-
tial media event. I would hasten to
reiterate, however, that strategy
alone is not sufficient. We must at-
tend to the reflective, collegial in-
ner work that keeps us clear-eyed
and steady in our commitment to

the healing mission of the Jesus.
As my colleague so poignantly
said, “The walls of this place are
not big enough to contain the
tears.” But when we have the sup-
port and prayer of one another
through whatever crisis befalls us,
the communion of human hearts in
the compassion of God can sustain
more than we can ever imagine.

Sister DONNA J. MARKHAM, OP
Special Assistant to the President,
Director of Leadership Initiatives,

Georgetown University,
Washington (U.S.A.)
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AQUILINO POLAINO LORENTE

8. Is Depression Solely a Matter
of Medical Intervention?

Introduction

Science is not reality and al-
though it helps us to know reality it
also helps in other circumstances to
mask reality and even to alter its
nature. Contemporary science uses
‘models’, pre-fabricated analogies
of reality, so that in replacing phe-
nomena and events with its ana-
logues they become more easily
observable, quantifiable and utilis-
able than reality.

Science addresses reality from a
point of view, from a perspective
that necessarily must be limited and
reductive, and this imposes a nec-
essary abandonment of the remain-
ing dimensions of reality which, by
definition or by design, are exclud-
ed from its approach.

Hence Frankl concludes as fol-
lows: ‘science is a necessary elimi-
nation of the omnidimensional
structure of reality: science has to
mask and to exclude; it must pre-
tend and act ‘as though...”. Specif-
ically for this reason, the part (the
discoveries of science) must not be
taken for the whole (the reality to
which the part that has not been
studied belongs).

Natures puts up a certain resis-
tance to being known by man. The
illness of depression is a fundamen-
tally natural phenomenon, although
it is open to culture which without
doubt also exercises an influence
upon it.

Like many other illnesses, it, too,
is influenced by a vast range of psy-
chological factors that shape its
clinical development and psycho-
logical manifestations together
with those that shape its intensity of
expression, its frequency, and its
duration.

Despite this resistance to being
known about, in recent decades ad-
vances have been made in our

knowledge about, and the treat-
ment of, depression. This has come
about principally as a result of the
advance and clearly innovative
contribution of anti-depressive
pharmacies and certain forms of
psychotherapy.

But without any doubt today we
are still far from having therapies
that are effective in all cases. Both
because of the complexity of these
disturbances and because of the
residual ignorance that at the pre-
sent time is to be found in the pre-
sent state of our understanding of
them, we must acknowledge the
fact that in some situations there is
a certain level of failure in the treat-
ment of a small number of patients
afflicted by depression, which au-
thorities in the field estimate at
ranging between 15% and 20%.

There thus arises the concept of
resistant forms of depression, that is
to say forms of depression that do
not respond and that are refractory
to the various pharmacological/psy-
chotherapeutic strategies that are
presently employed to treat them.

The phenomenon of depression
seems at times to behave like an
obstinate fact that conceals the
truth about it not only from the gaze
of those who are curious or of out-
siders but also of very expert spe-
cialists in psychiatry.

In such cases a different strategy
has to be employed: the studiositas
approach to the phenomenon of de-
pression, that is to say study and re-
search. Only when a medical doc-
tor dedicates himself entirely and
generously to the study of the ill-
ness can the morbose fact — hither-
to resistant — reveal its inner self
and consign the truth about itself.

Perhaps for this reason the treat-
ment of depression will be effective
— will be real treatment — only if the
experts dedicate themselves to its

study without holding back any ef-
fort and by addressing it from a
new and much more open perspec-
tive that, at the same time, is not
without strong passion.

Science always proceeds by suc-
cessive approximations, going from
what is simple to what is complex.
Science is not complete knowledge;
it is not final and hermetic knowl-
edge that cannot be improved upon.

Science presents us with the
truths — truths that are always cir-
cumscribed and temporary — that it
has obtained by deducing them
from reality by that cumulative
process of which it is itself consti-
tuted. Hence one can state that
there is at the present time no scien-
tific question that is closed or
whose causal factors are complete-
ly known.

It is more the case that man — and
especially the scientist — gets tired
in studying these factors without
ever reaching an identification of
the ultimate explanatory reason. In
this framework one must recognise
that science offers us almost always
penultimate explanations. This is
because almost always the phe-
nomenon that is studied — and de-
pression is a good example of this —
is also open to the beyond, is near
or distant to what transcends it, and
at the same time as making us ad-
vance offers us a rather circum-
scribed and reduced explanation
that is never completely definitive.

A psychiatrist is a person who
has to treat a patient with depres-
sion who does not respond to phar-
macies or to psychotherapy. In his
therapeutic work the specialist very
often proceeds by the trial and er-
ror and correction of the error sys-
tem when he prescribes this or that
anti-depressive pharmacy or cer-
tain combinations of anti-depres-
sive drugs, and he tries to do the
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same in relation to the psychothera-
peutic strategies that he employs.

This mode of proceeding would
be more productive if it was more
effectively based, that is to say if
the medical doctor was more in-
formed about, and nearer to, the
contribution made by basic science.
Whatever the case, one cannot say
that this practice is deplorable be-
cause, as Aristotle said, ‘to know
what we must do, we must do what
we would like to know’.

Hence ethical limits must always
be respected and the ‘will to treat’
by the standard programmes that
are now available to us must be met
in the treatment of depression.
Such a way of proceeding in taking
decisions about therapy also has a
relevant scientific validity.

Contemporary psychiatry is im-
mersed — and no other choice is
possible — in the knowledge society,
a society characterised not only by
knowing more but also by a better
exchange of the knowledge that we
already possess.

The therapeutic potential of pre-
sent-day forms of psychiatric treat-
ment is not mere knowledge de-
rived from already acquired knowl-
edge. The therapeutic strategies
that we should use should not be
surrounded by the halo of mere in-
ertial clinical practice.

We need to turn to innovative
processes that reach the basis of
other alternative procedures which,
although they are at the present
time still concealed, can be re-
vealed at any time and become or
be raised to the status of forms of
new emerging knowledge that are
of direct and immediate relevance
to core questions such as those
forms of depression that so engulf a
sick person in lacerating pain.

But beyond this prudent way of
dedicating himself to a patient
within the context of clinical prac-
tice, the specialist senses, perceives
and knows that his own patient not
only must collaborate with his
medical doctor but must also per-
sonally become involved in order
to counter the lack of mental health
that he is suffering from.

We specialists feel that we are
called upon during the actual mo-
ment of the suffering of our pa-
tients with depression. But we are
aware that if the sick person and the
social environment do not collabo-

rate the problem will not be solved
and will take a much longer time to
be effectively dealt with.

For this reason, with the patient
emphasis must also be placed on
the fact that ‘the illness you have
acquired without you playing any
part cannot be treated without you
playing a part’. Something similar
should be done with his family rel-
atives and with his social environ-
ment, although in this context the
action of the specialist is much
more limited because of the simple
reason that his role does not always
coincide with that of a family ther-
apist and even less with that of an
expert in political science.

In definitive terms one is dealing
with alleviating the pain of patients
suffering from depression and the
pain of their family relatives so that
once the illness has been overcome
they can be integrated again into
society, develop their potential to
the benefit of other people, and
achieve their goals.

What does depression, in its out-
break, development and complete
cure involve? Only the action of the
medical doctor? Only the wish to
be treated of the patient? Both? Are
there not at times many other fac-
tors that influence the outbreak and
manifestation of depression, fac-
tors that in some way involve the
medical doctor and the patient?
Does not something similar occur
with respect to other numerous fac-
tors on which a cure ultimately de-
pends?

As things appear, the treatment
of depression is not merely a matter
of the role of the medical doctor.
Depression cannot be treated by his
action alone, but at the same time
without such action, without such a
rigorous intervention, it cannot be
treated either. We have to put to-
gether the two wills, that of the pa-
tient and that of the medical doctor,
as though they were one much
stronger will with a common goal —
the complete overcoming of this
lacerating illness — and when this is
not possible the shared aim should
be the achievement of relief and the
partial recovery of the patient.

In the lines that now follow I will
attempt to survey the factors that
escape the action of the medical
doctor and can have a positive or
negative impact on people in the
illness of depression.

Biological Factors that Bear
upon Depression

At the present time there is unan-
imous agreement amongst the re-
searchers of the scientific commu-
nity that there are numerous biolog-
ical factors that are probably at
work in the different kinds of de-
pression that have been diagnosed.

It is very possible that in the near
future we will be able to specify
these factors with greater rigour
and precision so that once they
have been identified they can be
used as effective predictors. Thus
the psychopharmacies that should
be specifically prescribed for each
kind of depression will be deter-
mined and a rapid therapeutic re-
sponse will be obtained from pa-
tients.

There can be no doubt that bio-
logical factors are tout court the
emblematic element and the key to
the etiological study of the illness
of depression, as, indeed, has been
demonstrated in numerous scientif-
ic publications (Polaino-Lorente,
1978a and 1986).

And yet despite such knowledge
— in which so much hope is placed
—no expert in the field can conceal
the fact that the psycho-pathologi-
cal profile of patients with depres-
sion does not at the present time
complete a description that is fully
satisfying in the tackling of these
problems. It is more that the oppo-
site occurs. Indeed, the vast scien-
tific literature that is now available
to us lays much emphasis on the
relevance that psycho-social fac-
tors have in the genesis, establish-
ment and persistence of depression.

This means that with regard to
the possible categories of depres-
sion that in the future may be estab-
lished for the identification of pa-
tients suffering from depression we
should consider as being of in-
escapable importance the greater or
lesser weight that these psycho-so-
cial factors exert in the emergence
or otherwise of resistant forms of
depression (for a survey see Po-
laino-Lorente, 1985a and 1985b;
1995).

Given that one is dealing here
with answering the question posed
in the title of this paper, a rich list of
data will now be offered, data that
we now have available on the most
important psycho-social factors
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that exercise an influence in cases
of depression. One understands,
firstly, that many of these factors
can be modified by the sick person
himself, by his family relatives or
by society as a whole, and secondly
that these factors are not a matter
for the medical doctor given that
they escape the ethical range of his
profession and it is not his respon-
sibility to act upon them.

But one should not, therefore,
conclude that there is unanimous
agreement amongst researchers on
the importance that should today be
attributed to these factors.

Psycho-social Factors
that Bear upon Depression

Numerous factors are referred to
by the various schools and the dif-
ferent theories of psychopathology
when they have considered depres-
sive behaviour.

Amongst those that stand out, to
judge from the scientific literature
to which they have given rise, we
should mention the following: ear-
ly emotional deprivation caused by
the loss of a parent or the separation
of the parents; low self-esteem (Po-
laino-Lorente, 2003a and 2003b);
stressing life events; the absence of
social support and a suitable family
climate; the style of communica-
tion between the marriage partners
and the diminution or abolition of
communication on the part of par-
ents with their children; an increase
in emotional dependence and con-

flict between the marriage partners;
social vulnerability and adaptive
difficulties; the framework of an al-
tered personality (Polaino-Lorente,
2003c); feelings of insecurity and
guilt etc. (Polaino-Lorente, 1984).

Debate and polemic have fol-
lowed one another and they appear
to continue in relation to this prolif-
eration of factors — some of which
have still not been verified suffi-
ciently through requisite empirical
investigations. Notwithstanding the
absence of strength in many of
these theories, it should be pointed
out that despite themselves they
have contributed to our more com-
plex and realistic knowledge of the
illness of depression, as well as to
more effective developments in the
sphere of psychotherapy, a subject
that will be addressed later in this
paper.

The fact that women are more
vulnerable to depression than men
has given rise to many hypotheses,
of a hormonal, genetic, education-
al, cultural (etc.) character, but at
the present time it is not yet possi-
ble to completely verify these theo-
ries or to reject them.

There can be no doubt that some
forms of depression appear to be
connected with personality disor-
ders (Polaino-Lorente, 2003c and
1983a). However, at the present
time we do not know if these pre-
sumed disorders are caused by
structural personality factors or, in
opposite fashion, if such alterations
are the consequence of stressing
life events: the absence of neces-
sary love during childhood, the ed-
ucational and upbringing models to
which a person is exposed, emo-
tional deprivation or the way in
which a person expresses his emo-
tions.

Whatever the case, there is a dif-
ference between the way in which
depression is manifested in men
and in women, as well as in the lev-
el of incidence of depression
amongst the sexes. Styles of com-
munication are given great empha-
sis by the researchers belonging to
the Bristol group (cf. Keitner,
Miller, Epstein and Bishop, 1990).
It appears that patients with depres-
sion have a style of communication
with their marriage partners that is
very different from the one they
adopt with people who are outside
their families.

The style of communication of a
depressed man is characterised by
tension and hostility, elements
which become normal when the de-
pression disappears. In depressed
women the most characteristic indi-
cator of their style of communica-
tion is manifestations of anxiety
and hostility, elements which con-
tinue even after the depression has
gone away.

In both marriage partners the way
of responding to these depressive
styles changes: women who are not
depressed usually respond with
anxiety, whereas husbands that are
not depressed become much more
independent of their wives.

Paradoxically, this style of com-
munication varies in both cate-
gories when their relationships
with each other and their relation-
ships with other people are ob-
served. This demonstrates that the
family climate, when one of the
marriage partners is afflicted by de-
pression, is a factor that increases
the probability of bad marital adap-
tation and the emergence of con-
flicts between the marriage part-
ners, two situations which, because
of their proximity, stability and in-
tensity, could be seen as factors that
increase the risk of falling victim to
depression.

During the depressive episode
husbands become more dependent
on their wives, although they be-
come more independent when their
wives are depressed. In opposite
fashion, depressed women patients
usually adopt a passive, aggressive
or regressive approach to their hus-
bands, which encourages their hus-
bands to avoid them, flee from the
situation, and not pay them due at-
tention.

Depressed men, instead, adopt a
more dependent position in relation
to their healthy marriage partner,
who usually respond by protecting
them and displaying a maternal ap-
proach. In synthesis, the style of
communication within the couple
in which one member suffers from
depression is marked by emotional
tensions, negative attitudes and
dysphoric disturbances which then
come out in very concrete and irrel-
evant problems and distort the fam-
ily climate in an excessive way to
the point of generating an unbreath-
able atmosphere of emotional
alienation.
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Within the context of the family
the depressed person is protected,
but at the same time he is excluded
from the family organisation, an
exclusion that is perceived by the
sick person as frustration and loss
of status. This provokes aggressive
forms of behaviour in him towards
the other members of the family
which thus perpetuates the con-
flicts that are already present
(Gasto, Vallejo and Menchén,
1993; Polaino-Lorente, 1983b).

Although many of these observa-
tions are rigorous they should
nonetheless be integrated better
with clinical data because other-
wise they cannot be generalised
and their predictive effectiveness
becomes rather limited as regards
the therapeutic strategies that
should be employed in the case of
depression.

Whatever the case, these results
partially match those obtained by
the New Haven group during the
1970s (Weissmans and Paykel,
1974). The results in North Ameri-
can cases where the husband or the
wife are depressed is incontestable
— a diminution of communication,
an increase in conjugal dependency
and conflict, and tendency to con-
trol the other person with reference
to the manifestations of their symp-
toms.

In this research there are also sig-
nificant differences between men
who are depressed and women who
are depressed. In the case of
women, the level of repercussions
on social relationships is more
global and holistic than is the case
with men; the retrieval of these re-
lationships once depression has
been overcome is slower in the case
of women than in the case of men;
and social adaptation after the ill-
ness has been defeated is less satis-
factory in the case of women than
in the case of men.

Previous manifestations of de-
pression could have a certain value
at the level of explanation because
of the greater incidence of depres-
sion in women and the fact they
suffer more relapses than men do
(Polaino-Lorente, 1983a). There is
nothing surprising in the fact that a
more prolonged exposure to previ-
ous factors impoverishes or ruins a
woman’s social competence and
abilities, and that with an alteration
in her personal relationships she

takes refuge in the family environ-
ment, a process that in such condi-
tions can in absolute terms help to
achieve an overcoming of her de-
pressive disturbance.

It is also not strange that there is
a greater incidence of infantile de-
pression amongst the children of
depressed mothers than amongst
the children of depressed fathers
(Polaino-Lorente, 1987a), leaving
aside the fact that this greater inci-
dence may be caused by other fac-
tors that are not tested in this and
other research, such as, for exam-
ple, the interaction and the affec-
tion between children and their
mother and between children and
their father.

From the point of view of social
vulnerability, the early loss of one
or two parents may be seen as a
powerful factor in engendering a

risk of depression (Polaino-
Lorente, 1987a and 1987b). In a
group of 458 women who were di-
agnosed as being afflicted by
chronic or acute depression, 22%
had lost their mothers and 17% had
lost their fathers before the age of
eleven. In the control group of
women who were not depressed
these levels were only 6% and 12%.

According to the data that we
have available this isolated factor
does not seem to have sufficient
weight to give rise to depression —
another factor has to be added to it.
When it is associated with another
generating factor in women who
had lost their mothers before the
age of eleven, the risk of depression
rose by 46%.

Together with the death of one of
the parents one should also consid-
er the separation of one of them
one or two years before the age of
seventeen; the loss of a sibling be-
tween the ages of one and seven-
teen; and the death of one of the
spouses at any age.

These risk factors are correlated
with other factors of vulnerability
to depression such as low levels of
intimacy with the husband and the
absence of female friends with
whom to talk in a confidential way.

The above factors usually con-
tribute indirectly to delineating cer-
tain unsatisfactory conjugal rela-
tionships. First of all because they
foster the formation of an altered
personality, and secondly because
they generate feelings of insecurity
and guilt (Polaino-Lorente, 1991a
and 1991b) in young women who
try to overcome such feelings by
marrying very early in order to alle-
viate their need for protection,
which, for that matter, is not some-
thing that augurs well for future
happy relationships.

The above data, however, should
not be seen as factors that specifi-
cally provoke depression. In fact,
on their own they are usually insuf-
ficient to explain the pathogenesis
of depression.

Their explanatory importance is
greater and more plausible in those
atypical depressive disturbances
that are not connected with biolog-
ical factors in patients where in
some way personality disturbances
are present, that is to say distur-
bances specific to depression,
which usually respond the worst to
pharmacological treatment.

But we should not forget that in
much of the research that is now
available to us certain positive
characteristics in people are not as-
sessed which could be seen as fac-
tors that neutralise the risk of de-
pression and as a result play the
role of factors that increase resis-
tance to suffering from depression.

Whatever the case, Andrei and
Brown (1987) believe that the risk
of suffering chronic depression is
associated in women with three
possible variables: the absence of
social support, low self-esteem and
early emotional deprivation caused
by the loss or separation of their
parents. This group found in a pre-
vious work that the rehabilitation of
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chronically depressed patients was
frequently preceded by the pres-
ence of neutralising events.

For Hirschfeld et al. (1986) the
only predictive variable of chronic
depression found in ninety patients
with greater depression was neuro-
sis, with early loss of a parent,
stressing life events and the ab-
sence of social support being irrele-
vant.

For their part, Matussek and
Wiegand (1985) found in a sample
of ninety five people with endoge-
nous depression and fifty seven
people with neurotic depression
that what most influenced neurosis
in women was the infidelity of their
parents or their divorce or their
separation (Gasto, Vallejo and
Menchon, 1993; Polaino-Lorente,
1981).

As regards the higher or lower
relevance of social support to de-
pression, there are many questions
that still have not been answered.
On the one hand, it is necessary to
assess the quality of social support
taking into account its broad versa-
tility in different human groups.

On the other hand, a deficit of so-
cial skills — which necessarily in-
volves a greater absence of social
support — is present in many people
before the depressive framework
appears. This deficit is usually cor-
related in a significant way with
low self-esteem, which at times
could be interpreted as an effect of
depression during a long period in
which it appears in a sub-clinical
form (Polaino-Lorente, 1988 and
2003a; Polaino-Lorente and Buc-
eta, 1982; Polaino-Lorente and
Garcia Villamisar, 1982, 1984 and
1985).

In testing this hypothesis one
should conclude specifically the
opposite — that the absence of so-
cial support is not a cause of de-
pression but its consequence. It
could also happen that greater or
lesser social support is completely
independent of the appearance of
the depressive framework and that
instead it operates as a variable
modulator of its expression in
terms of symptoms — less social
support meaning a greater expres-
sion of symptoms.

Finally, the analysis, the identifi-
cation and the isolation of each of
the psycho-social factors that were
cited above in order to achieve a

rigorous assessment of the role that
they play in generating depression
and making it chronic is not realis-
able in practical terms. Indeed, all
these factors are cited together with
a certain frequency in people suf-
fering from depression and interact
with each other with mutual effects
(acting together, neutralising each
other, multiplying each other, di-
minishing each other).

Hence it is clear that future re-
search is required in which in a rig-
orous way — if this is possible — one
establishes the relative and/or ab-
solute weight of each of these fac-
tors, considered independently, as
well as the interplay of the forms of
synergy and antagonism that can
take place between them when they
are examined together or affect a
specific patient.

Until this has been established
one must conclude that low social
support increases vulnerability to
depression only in those patients
that have been exposed to unavoid-
able and stressing events over a
prolonged period of time (Catalén,
1990).

Psycho-social Factors and
the Response of Depression to
Pharmacies and Psychotherapy

The relevance achieved over the
last decade by psycho-social fac-
tors in relation to the analysis of af-
fective disturbances owes much to
cognitive theories (cf. Polaino-
Lorente, 1983b, 1987a and 1987D,
1995, and 2003a and 2003b). But in
their turn cognitive-behavioural
theories would probably never
have come to be used in the clinical
treatment of depression if a change
in the paradigm of basic research
has not taken place with the subse-
quent introduction of the concept of
‘learned helplessness’ (on this point
see Vazquez and Polaino-Lorente,
1981, 1982; Polaino-Lorente and
Vazquez 1982a and 1982b; Po-
laino-Lorente, 1986, 1991a, 2000,
and 2003a),

Thus, for example, for Ezquiaga
Tarras and Garcia Lopez (1986)
neither life events nor stressing fac-
tors seem to have had an influence
upon, or to have prognosticated, the
response to therapy in a group of
seventy-seven patients diagnosed
as severely depressed according to

the criteria of DSM-III. The au-
thors conclude that the chronic
stressing factors studied by them
and which continue to influence the
patient during the course of treat-
ment do not seem to do so in a sig-
nificant way when it comes to their
response to therapy.

Something analogous happens
with the life events which they also
studied, and this despite the greater
emphasis on their etiological role in
depression attributed to them by
other authors. In this publication
these authors explicitly refer to life
events that are independent of the
psychic pathology and which oc-
curred prior to the onset of the
symptoms of depression, as well as
to others that were not controllable.
In this sample none of the factors
referred to above seem to have in-
fluenced the response of the patient
to therapy.

Thase and Howland (1994) stud-
ied the possible relationship be-
tween psycho-social factors and
depression. These authors found
that the forms of depression studied
were associated with the following
characteristics: the presence in pa-
tients of neurotic personality traits,
a high level of dysfunctional atti-
tudes, and the persistence of stress-
ing life events.

In their view one can establish a
differential predictive profile of the
patients to predict whether they will
respond or otherwise to the use of
psychopharmacies and whether
their response to the action of psy-
chotherapy will be poor — in this re-
search reference is principally made
to cognitive-behavioural therapy
and to interpersonal therapy.

The most telling aspects amongst
the patients that did not respond to
cognitive therapy were the follow-
ing: the chronic level of the illness,
a high level of dysfunctional atti-
tudes, not being married, and the
presence of other illnesses which at
the same time led to other diag-
noses. According to the results of
this research, only 25% to 50% of
depressed patients responded to
cognitive therapy, as long as this
was employed at the beginning of
their treatment.

In opposite fashion, amongst pa-
tients that did not respond to phar-
macological treatment the charac-
teristics that were more frequently
encountered were the following:
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grave alterations and neurotic as-
pects of the personality, a high lev-
el of dysfunctional attitudes, and
inadequate social support. These
data argue in favour of the presence
of two very different profiles in pa-
tients that did not respond to one or
other of these therapies.

Phillips and Nieremberg (1994)
acknowledge that in depressed pa-
tients where there is a borderline
personality disturbance an associa-
tion of pharmacological treatment
and psycho-social treatment is to be
recommended because with the
employment of only one of them it
is very difficult to obtain a satisfac-
tory result at the level of therapy.

In research carried out by the au-
thor of this paper and his collabora-
tors (Polaino-Lorente, Maldonado
Buitrago and Barcelo Iranzo,
1991a and 1991b, 1992 and 1993),
in which three groups of eight pa-
tients each were treated with cogni-
tive therapy, psycho-pharmacy
therapy and mixed therapy, greater
effectiveness was found in the case
of pharmacological strategies than
in cognitive therapy when each of
these was used separately, and this
was especially the case in terms of
the length and the economic cost of
these actions.

Indeed, although in the group of
patients subjected to mixed therapy
there was a significant response to
therapy, nonetheless there was a
higher number of patients who re-
sponded (50%) in the sub-group in
which only psycho-pharmacy ther-
apy — without any support from
cognitive therapy — was employed.

In this research a comparison
was made with the results obtained
with pharmacological treatment
used by other authors, involving
the employment of the ‘5-HT cock-
tail’ (phenelcine, 1-trypophane and
lithium; Barker et al., 1987) in pa-
tients with chronic depression who
did not respond to tricyclical anti-
depressives.

On the other hand, some of the
psychological effects that are pre-
sumably modified by cognitive
therapy (the cognitive symptoms of
depression, self-esteem and control
locus) are also modified and cer-
tainly in a very effective way by
psycho-pharmacological treatment.

According to our results, both
self-esteem and the cognitive self-
assessment of the set of symptoms

of depression (using the Beck ques-
tionnaire) improve in patients treat-
ed with pharmacies. These two
characteristics, however, never
manage to reach the levels obtained
in non-depressed people in the con-
trol group with which they are
compared, at least during a period
when the treatment is continued for
six months. This leads the authors
to suppose that at times the cogni-
tive variables can have a greater
explanatory value in relation to
what is presented by the clinical de-
velopment of patients with depres-
sion.

In an analogous way, patients
treated exclusively with pharma-
cies had modified their control lo-
cus (a decrease in external compe-
tence), even in a significant way, by
the end of the study.

To summarise, exclusively phar-
macological treatment manages to
provoke and install a certain level
of internal competence in the con-
trol locus of these patients, which
also emerges as a improvement in
their style of competence and the
assertiveness experienced by them.

At this point pharmacological
treatment managed to bring out a
new cognitive restructuring of the
patient which, for that matter, re-
mained stable during the continua-
tion of the therapy with certain lev-
els of internal competence (the Rot-
ter scale), which in practice were
not different from the results ob-
tained in the healthy people of the
control group.

Certain Psycho-social
Predictors of Response
to Therapy for Depression

At the present time we have
available psycho-social predictors
of depressive disturbances that are
reliable and have been rigorously
established. However, I will now
list some of those that in the
presently available scientific litera-
ture seem to be the most relevant,
to the point of being a point of ref-
erence that at times can be of a cer-
tain utility in directing medical
doctors in their work.

1. In depressed women and be-
fore the illness makes its appear-
ance an impoverishment of their
personal relationships was found,
as well as a dilution in their work

capacities and an increase in their
affective dependence.

2. In patients that suffer from an
acute depressive episode one can
establish a predictor as to their re-
covery on the basis of the general
effective working of their families.
The greater the effective working
of their families the more rapid
their recovery (Keitner et al.,
1990).

3. Depressive illness in elderly
patients is higher the lower the lev-
el of the social support they re-
ceive.

4. In depressed women social
support correlates with the re-
sponse to pharmacological treat-
ment. The lower the level of social
support the more likely is it that
they will be resistant to the admin-
istration of pharmacies (Gasto,
1993).

5. The speed of the response to
therapy correlates in both sexes
with the social support they re-
ceive. The higher the level of social
support, the more rapid the re-
sponse.

6. The presence of negative psy-
cho-social factors seems to prog-
nosticate a worse development and
evolution of depression in women
than in men.

7. Having available a greater or
small repertoire of assertive forms
of behaviour is not to be seen as a
rigorous predictor of future depres-
sions but probably has a greater
predictive importance in relation to
the development of the illness, the
appearance of relapses and the fu-
ture retrieval of personal relation-
ships.

8. Cognitive disturbances and
depressive attributions can have a
relative predictive value in relation
to vulnerability to relapses and the
development of a chronic character
to depression.

9. When cognitive distortions ap-
pear only during the course of the
illness they usually respond better
to biological forms of treatment. In
opposite fashion, if the cognitive
style and the attributive distortions
are chronic and independent of
mood disturbances the use of cog-
nitive therapy is advisable, together
or otherwise with pharmacological
treatment.

10. The early loss or separation
of parents (before the age of
eleven) should not be seen as a pre-
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dictor of depression if it is not asso-
ciated with other factors of vulner-
ability caused by stressing life
events (Andrews and Brown,
1987).

11. A high rating in the level of
neurotisisation measured by any
scale can be considered as a predic-
tive variable of chronic depression
(Hirschfeld et al., 1986).

12. The infidelity of the person’s
parents, their divorce or their sepa-
ration can be considered as risk fac-
tors leading to a neurotisasation of
depressed women that can hinder
the response to treatment with anti-
depressives (Matussek and Wie-
gand, 1985).

13. Unavoidable stressing life
events triple the incidence of de-
pression, whereas low social sup-
port doubles the incidence of de-
pression (Gasto et al., 1993).

Depression in Elderly People
and Cognitive Theories

Cognitive and behaviour theories
are especially recommended in the
case of elderly people suffering
from depression, although obvious-
ly enough their effectiveness is a
little less than in the case of adult
and young patients. Such measures,
in opposition to what in principle
one might suppose, have shown
themselves to be effective. And at
the present time they are much
more precise and effective because
today our societies marginalise el-
derly people so intensely.

Many of these procedures can in
addition be used as programmes in
institutions (hospices etc.) where
elderly people reside and lack the
required stimuli. It is curious here
that Abraham, at the age of almost
ninety, expressed his surprise at the
good response of a depressed elder-
ly person to the psychotherapeutic
treatment he had received.

Community psychology and so-
cial psychotherapy, today as yester-
day, have found in cultural therapy
a splendid ally in the modification
and/or prevention of depressive be-
haviour in elderly people.

While I write these lines it is cal-
culated that in the capital of Madrid
alone there live more than three
hundred thousand people above the
age of sixty-five, who, of course,
do not receive necessary forms of

care and are even deprived of affec-
tion and of the cultural stimuli to
which as persons they have a right.

This fact seems to confirm the
social diagnosis made by Lasch
(1979) who typified our contempo-
rary culture as a culture of narcis-
sism — a culture in which every per-
son relies on himself alone and is
horrified by old age and radically
marginalises the elderly.

The use of cognitive therapy
(henceforth CT) has its origins in
the year 1960 when the psychoana-
lyst Beck discovered the ineffec-
tiveness of psychoanalytical thera-
pies, and especially those which re-
volved around sexual conflicts.
Beck (1976) then stated that de-
pressed and elderly patients suf-
fered depression more because of
their thoughts and ideas than their
sexual conflicts.

In concrete terms some of these
thought and ideas mean that the
subject assesses himself negatively
and wrongly perceives reality in a
negative way, having a negative
view of what will happen in the fu-
ture. This author then introduces
certain strategies that in an active
and structural way could be useful
in the modification of the negative
ideas and thoughts of depressed
patients.

This therapeutic approximation
gives great importance to the men-
tal portrayals made by patients,
mental portrays which, as relevant
internal stimuli and automatic
thoughts, mould and shape the de-
pressive style of behaviour. These
automatic thoughts are usually

vague and not always well formu-
lated, they do not arise from a re-
flective consideration of reality,
and they are very difficult for the
patient to stop, who, indeed,
strongly believes in them despite
their unreality and their lack of
connection with logic (Polaino-
Lorente, 2000b and 2000c).

Cognitive theories postulate that
these thoughts, as cognitive styles,
are an important etiological factor
in the production of dysphoric feel-
ings, disordered forms of behav-
iour, and psychiatric symptoms.

As a result, in patients with de-
pression there is an excess of nega-
tive cognitions that tend to persist
and whose intensity evolves in par-
allel with the intensity of the set of
symptoms of depression. Hence the
depressed person perceives himself
in a negative way, also perceives
the world negatively and has a neg-
ative view of the future.

These cognitions are organised
in the form of cognitive schemata
that bring with them assumptions,
premises, inferences, attributions
and ways of thinking about reality
that are typically depressive, and
which at the same time also gener-
ate perceptions, expectations and
forms of behaviour of a depressive
character in the patient.

What one is dealing with in this
strategy is, in the final analysis, the
construction of a new cognitive
style, anew way of thinking, which
is able to act in an opposite way to
the typical cognitive profile of de-
pression. This takes place by a cog-
nitive route to modify (or restruc-
ture) the depressive way of think-
ing and through this to bear upon
depressive feelings.

Over the last quarter of a century
cognitive therapies have demon-
strated their effectiveness in the
treatment of depression. These re-
sults are congruent with much of
the clinical information available to
us, such as the fact that there are
forms of depression provoked by
psychological factors that act as
trigger mechanisms, precipitators,
generators or perpetuators of de-
pressive symptoms (Akistal et al.,
1978; Blaney, 1977). The fact is
that other depressive frameworks
are strongly connected with the
flow of stimuli that come from a
person’s environment and their
negative or positive impact on him,
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as a result of which it is supposed
that their change can lead to a mod-
ification of the depression (Paykel
et al. 1975; Polaino-Lorente,
1984a; Shipley, 1973 etc.). And
when a depressed person perceives
that he can exercise a certain con-
trol over his environment, his de-
pressive  symptoms  improve
(Lewinsohn, 1984).

I myself have addressed this sub-
ject on many occasions (Polaino-
Lorente, 1984a, 1984b, 1985,
1987, 1997, 2000 and 2003c¢), and 1
thus direct the reader to these publi-
cations for further information on
this matter.

I will now summarise the specif-
ic characteristics of cognitive ther-
apy (CT):

1. Cognitive therapy is a struc-
tured form of therapy that is rigor-
ously planned for the treatment of
factors of a specifically cognitive
character involved in forms of de-
pressive behaviour, whether these
are of a moderate or severe type.

2. CT involves a set of integrated
strategies by which the patient and
the therapist work together in an
active way.

3. CT has the following objec-
tives: 1) to identify and modify the
cognitive alterations of the patient;
2) to bring out in an explicit way
the cognitive pattern underlying the
depressive behaviour; 3) to in-
crease the repertoire of adaptation
of the patient to solve his problems;
4) to examine, together with the pa-
tient, the evidence to support and
not to support his distorted auto-
matic thinking.

4. CT employs strategies and sit-
uations that are projected ad hoc in
the identification of the cognitive
disorders of the patient. To this end
behavioural tasks are assigned to
the person suffering from depres-
sion so that he can experience and
record the situations and problems
that he considers to be especially
insuperable. Through empirical
proof and oral analysis the beliefs
and the modes of attribution in
which his depressive cognitive pat-
terns are situated are clarified.

5. CT trains the patient through
the employment of these strategies
so that the patient himself can ob-
tain the relevant information and so
that by helping himself through its
use he can increase the interpreta-
tion/attribution of the stimulating

situations that hitherto have been
functionally depressed.

6. CT helps the patient fo learn
and accept his altered construction
of reality. This is the first step that
must be taken in the treatment of
his depressive symptoms. While
the therapist trains the patient in
this activity he can introduce strate-
gies for action that he considers rel-
evant in line with the needs of the
patient and his circumstances.

7. The therapist must, in agree-
ment with his patient, select the
sphere around which his work must
be centred. In cognitive therapy ap-
plied to depression certain mo-

ments and cognitive manifestations
are of primary importance. I will
summarise below — by way of pro-
viding an orientation — some of the
preferential aspects on which the
therapist should concentrate and as
far as possible act with the strate-
gies for action that he considers
most relevant.

a. Premises and/or assumptions
that are deduced in a persistent and
repetitive way.

b. The most frequent themes and
stereotyped conclusions engaged in
and reached by the patient, whatev-
er the situations of stimulus that
surround him.

c. Feelings of disapproval, nega-
tive self-esteem and/or dependency
provoked both by his cognitions
and by his family ecological envi-
ronment. Unreal premises that sup-
port these negative assumptions.

d. Mlumination of the way in
which the patient examines, attrib-

utes and processes the stimulatory
information of his environment to
deduce these erroneous conclu-
sions.

e. a re-examination with the help
of the patient of the cognitive
process that generates these erro-
neous conclusions so that the pa-
tient can learn other cognitive
strategies to counter such conclu-
sions.

f. The reformulation and reattri-
bution of the patient’s perceptions
and cognitions in order to establish
more real and suitable behaviour.

g. The observation and registra-
tion of the extreme contingencies
that bring out this negative cogni-
tive set which they reactivate or
support. The proposed modifica-
tion of these contingencies.

h. The training of the patient in
the assessment and reformulation
of the strategies and hypotheses
suggested by his therapist so that he
can test or reject their validity and
effectiveness in relation to the
modification of his behaviour.

i. These strategies must be struc-
tured in a clear way by following
the objectives and the sequence of
the steps or stages to be followed.
Flexibility in planning is very ad-
visable and must be done in rela-
tion to the development experi-
enced by the sick person.

j- The therapist must not base his
strategies on authoritarianism or
suggestion. Every area of the pro-
gramme must be based on facts that
can be verified by the patient and
by the therapist. Through the analy-
sis of these data the patient can as-
sess the results that are achieved
and thereby modify his system of
attribution.

k. The therapist must try to limit
his action without discussing or
seeking to invalidate the argu-
ments, the interpretations or the
feelings of the patient. His mission
is confined to observing, quantify-
ing, recording and assessing the de-
pressive behaviour of his patient.
Later on it is upon this assessment
that the explanatory hypotheses are
based, and on the basis of such hy-
potheses that the strategies to be
used are planned.

In Beck’s view (1976) the em-
ployment of cognitive therapy in
the treatment of depression is rec-
ommended in the following situa-
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tions: the failure of the response to
therapy on the part of the patient af-
ter the appropriate use of two anti-
depressive pharmacies; a partial or
unsatisfactory response to adequate
doses of anti-depressives after a
partial or total lack of success fol-
lowing the isolated use of other tra-
ditional forms of psychotherapy;
the existence of a diagnosis of mi-
nor affective disorder or reactive
depression; the presence of depres-
sive feelings in reaction to environ-
mental events; the presence of a
correlation between these feelings
and negative cognitions; the ab-
sence of hallucinations and forms
of delirium with a capacity to con-
centrate and the memory still in-
tact; an inability to tolerate the
medication employed both because
of its undesirable side effects or
because it is believed that there is
an excessive risk for the patient.

To the indications made by Beck
I would add others: the age of the
patient, given that young people re-
spond better than elderly people
and adults to these strategies; the
patient’s cultural level (the higher
this level the more easily one ob-
tains a good response to therapy);
verbal fluidity and intellectual ca-
pacity and the motivation and the
expectations that the patient has in
relation to these measures.

The personality of the therapist
is also a factor that contributes in an
important way to the outcome of
the treatment, and thus this should
always be assessed when this is
possible.

Situations where the combined
use of CT and psycho-pharmacies
is advisable are as follows: major
depressive episodes that decrease
after the use of anti-depressives and
in which there is a decrease in veg-
etative symptoms; recurrent forms
of depression in which medication
is effective; patients with depres-
sion in which family relatives have
responded well to the anti-depres-
sive treatment; patients with de-
pression whose response to med-
ication is partial or incomplete; pa-
tients in whom compliance with
curative treatment is very poor and
whose compliance improves after
CT; patients with intermittent de-
pression caused by maladjusted be-
haviour and functions.

A combination of both proce-
dures was studied more than a

quarter of a century ago by three
different teams (New Haven-
Boston, Baltimore and Philadel-
phia) under the direction of the
Psychopharmacology  Research
Branch of the National Institute of
Mental Health.

The results obtained by these
three teams matched in indicating
that psychotherapies act specifical-
ly on non-specifically depressive
areas of behaviour (personal rela-
tionships, adaptation to the envi-
ronment, addressing stress etc.) but
when they are associated with them
the effectiveness of therapy in de-
pression can be reduced.

At the same time it also emerged
that pharmacies have a positive ef-
fect on psychotherapy and make
the patient more accessible to these
approaches.

On the other hand, psychothera-
py can help to optimise the compli-
ance of a patient with pharmaco-
logical treatment. Although it ap-
pears that both methods act selec-
tively on these very different be-
havioural areas and sets of symp-
toms (independent effects), each of
them interact with each other and
reinforces their effectiveness (inter-
action effects).This brings out how
depression is not exclusively a mat-
ter for the medical doctor, although
its treatment depends largely on
him it does not depend exclusively
on him.

However, not everything can be
remedied through the use of psy-
chopharmacies. Other areas of the
personality of the patient should al-
so be addressed, such as some of
his abilities and skills which, with-
out being directly involved or influ-
enced by the depression, can help
to alleviate it or to improve it.

Another question that has to be
addressed in greater depth in the fu-
ture is that of the consequences
produced by depression in the so-
cial and personal relationships of
the patient. I am referring here, ob-
viously enough, to the dual tie that
exists between psycho-social fac-
tors and depression. Hitherto
greater emphasis has been placed
on the etiological role played by
psycho-social factors in the field of
depression. The role played by de-
pression in the deterioration of the
psycho-social dimension of the
chronically depressed person has
either been ignored or underesti-

mated, and the same may be said
about the fact that if such conse-
quences improve then the depres-
sion is lightened.

Thus, for example, we do not
know what the consequences are of
depression in the life of a patient
for his personal relationships, his
family life, his conjugal existence,
his professional and vocational
adaptation, the dynamics of his per-
sonality, the upbringing of his chil-
dren and so forth. These is even
more serious because depression
can also generate effects because of
its chronic level in the family rela-
tives and in the people closest to the
patient through their relationships
with him (Polaino-Lorente, 1984
for a survey see Gasto, Vellejo and
Menchon, 1993, pp. 71-5).

But the family can also do much,
indeed a great deal, for the patient
with depression, but this will be
discussed in the last section of this

paper.

What Can the Depressed Patient
do to Alleviate his Illness?

It is not always easy to answer
this question and certain distinc-
tions must be made. It should be
said that the most rigorous answer
to this question has two faces: the
patient can and cannot improve or
alleviate his illness.

The patient with depression in
general can do very little in a nar-
row sense to alleviate his illness
with a certain efficacy. In this sense
one should say that the patient must
seek the help of an expert and be
sent as soon as possible to a spe-
cialist.

But in another sense the patient
can do a great deal to alleviate his
illness. We have available a long
historical tradition of patients who
have written their ‘pathographies’
and the remedies that they used to
bear the illness of depression in a
more effective way. Such is the case
for example with Richard Burton
(1577-1640) who in his work The
Anatomy of Melancholie (1621) de-
clares that he used to modify ‘his
pessimistic judgements and even to
express a joy in living” when he was
in conversation with people whose
company was pleasant.

Many other suggestions can be
found in the work De Arte Medica
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by Alejandro de Tralles (525-605),
in works by Andrés Piquer (1711-
1772), and in the Tratado de la Ma-
nia by Philippe Pinel (1745-1826).
Some of these suggestions are now
obsolete, but some of them are not
(cf. Chinchila, 1846).

Today as yesterday it would be
very advantageous to dedicate
more attention to these questions,
given that it is helpful to train and
help the patient with depression so
that he can help himself.

Whatever the case, it is helpful to
remind the patient that he should
comply with the indications and the
rules that are given to him by the
specialist, whom he should consult
as regards everything connected
with his illness. It is not at all advis-
able for him to treat himself with
pharmacies; the more time he
spends in bed the more difficult it
will be for him to escape his de-
pression; physical exercise or some
kind of sport are very useful in ad-
dressing the illness he suffers from;
he should not stay at home watch-
ing television but must go out and
walk down streets and begin to take
up again those small things that be-
fore his illness made him feel hap-
py; not talking to other people is
not a good travel companion for
this illness: he must retrieve — al-
though this has its price — the rela-
tionships and social relationships
of his friendships; he must try to
have a full day, even if this amounts
to various kinds of small activities;
etc.

At the present time spiritual re-
sources are almost completely ne-
glected but they can be effective in-
struments in improving the pa-
tient’s quality of life and the illness
from which he suffers. In reality, a
great deal of research has still to be
carried out in this area because as
clinical experience teaches us
Catholics — specifically because of
their system of beliefs (hope, suf-
fering has a meaning, the existence
of a life beyond this one, the com-
munion of saints, etc.) — find it eas-
ier to create an important barrier of
resistance to suicidal ideas, worry
about their illness, etc. Their beliefs
increase their tolerance to frustra-
tion and reinforce their spirit of
strength in bearing the sufferings
that afflict them.

This and other advice, although
necessary, is not sufficient. The

family must warned and directed
towards what should be done or
otherwise with its sick member.

Depression and Pastoral Care

But before concluding this paper
by referring to the role that the fam-
ily must play in depression I would
like to make a few brief reflections
about pastoral care for a depressed
person.

Depression afflicts equally be-
lievers and non-believers and thus
one cannot attribute depression — as
was thought a few decades ago — to
problems connected with a lack of
consistency between one’s faith
and one’s behaviour, even though,
without doubt, this can be one of
the many factors that at times influ-
ence its appearance in the bio-psy-
cho-social context in which the ill-
ness occurs.

It can happen that in a very broad
framework of multifactorial and
pluricausal aetiology that people
should be warned that the fight
against this illness is something
that concerns everyone and espe-
cially those who are most directly
involved in the field of pastoral
care.

As a result there must be an end
to the pseudo-spiritualist and erro-
neously psychotherapeutic label
that caused so much suffering to
these patients in the past, and a
recognition once and for all that a
person has the right to be ill with
depression, that it is something
connected with the human condi-
tion itself, and that the person must
be understood in his suffering.

Spirituality and care for souls, to-
gether with psychopharmacology
and psychotherapy, are today some
of the principal ingredients in the
treatment of the depressive illness.
These principal factors are also rel-
evant to prevention, an area in
which educators must be involved.
It is not the case that because there
are more priests there should be
less psychiatrists, not least because
some priests suffer from depres-
sion. As a result, with more de-
pressed priests there should be
more psychiatrists to look after
them. One is not dealing here with
the false alternative ‘priests or psy-
chiatrists’ but of their union — “pas-
tors and psychiatrists’.

During my long professional ex-
perience as a psychiatrist which has
lasted almost four decades I have
been able to observe that pastoral
action — and more specifically the
sacrament of penitence — can help
to improve this suffering, especial-
ly in people who after many years
of silence have not dealt with their
feelings of guilt caused, for exam-
ple, by having had an abortion.

Biographical and vocational
crises are an area in which the pres-
ence of depression is especially fre-
quent. In this case the work of the
psychiatrist and the psychothera-
pist must be adapted to, and con-
verge with, that of the priest or the
person who welcomes and accom-
panies the spiritual journey of the
patient. In these circumstances an
excellent welcoming of the sick
person — which should not be judg-
mental but understanding — and one
that leads him to ask for forgive-
ness and to forgive himself and to
reaffirm himself in his personal
values is usually highly effective at
the level of therapy and in achiev-
ing his restoration to health.

Praise for the Family in the
Context of Depressive Illness

Depression is one of the most
important burdens — according to
the epidemiological data we have
available it is the most frequent
psychiatric illness today — that the
family has to bear, whichever fami-
ly member is suffering from it. At
the present time, the psychopatho-
logical effect that depression gener-
ates in the children of depressed fa-
thers are unknown, as are the dam-
aging effects of it on the marriage
partner when the other partner is af-
flicted by it.

The emergence of the illness of
depression in the family context
without doubt involves damaging
effects for the members of the fam-
ily but the impact of this illness is
not confined to these effects alone.

Beyond these, the family can al-
so do a great deal to improve the
depressive illness of one of its mem-
bers. One should not forget that the
family is the place where the per-
son is treated as a person. This
should be borne out by all the fam-
ily members who through their care
and their stimulating approach do
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their utmost to ensure that their sick
family relative is treated as a per-
son.

For this reason, depression is al-
so an excellent scenario in which
the family members can realise
themselves as persons. By ‘realisa-
tion” is meant here a process by
which a person can give impor-
tance to that most difficult and
complex goal — a successful life, a
fulfilled biography. In the particu-
lar case of the family one of whose
members suffers from depression,
the values that each of the family
members implements through care
for the patient matches the values
to which the sick person is ex-
posed, and in which, indeed, he can
Srow.

The self-realisation of the
healthy family members and the
sick person can and must coincide.
If the family members exercise pa-
tience and tact in stimulating the
patient, in addition to helping him
in his illness, this will probably
help them to grow and develop; if
the family members ask more of
themselves in order to speak in a
particular way about their success-
es, then the same will happen to the
patient. In this way, the self-realisa-
tion of the family members who
look after the sick person becomes
a justifying, evaluative and legit-
imising criterion for the self-reali-
sation of the patient.

After a certain fashion a self-re-
alisation is not possible — whatever
the context in which this is studied

— that does not sooner or later in-
volve the self-realisation of these
same values in a specific context,
situation or environment. This
means that self-realisation — even
though it does not stop being a per-
sonal process — ends up by being
something that is transpersonal,
something that transcends the per-
son who is realised.

The presence of illness in the
family context invites us to escape
from anonymity and to mark our-
selves out in a participatory and
solidarity-inspired way so that the
personal realisation of the family
members is constructed through the
personal self-realisation of the pa-
tient to whom these family mem-
bers dedicate themselves.

For this reason, freedom is a con-
ditio sine qua non for those who re-
ceive or give themselves to another
person in the family context. The
other person in the family is much
more than an object perceived by
objective knowledge. The other
person is a person who must devel-
op and fully achieve his freedom to
fulfil himself. I collaborate with his
freedom and I help him to be that
which he has freely chosen. Be-
cause of this solidarity-inspired
help, this participation in the
process of self-realisation of the
sick person, the family members
are a part of participated and par-
ticipating self-completion when
they become aware of the value of
their freedom. As Jaspers writes:
‘we become aware of our freedom
when we see that others place their
hope in us’.

As a result, the family member
who looks after a patient with de-
pression will feel himself called up-
on to improve himself personally
because through his personal com-
pletion he can contribute to the
happiness of others. And who can
deny himself a small effort to make
happier specifically that person
who is suffering?

The ideal to which we call the
family paideia is certainly very de-
manding and ambitious. But we do
not assume that such was not previ-
ously the case because, as Garcia
Morente points out(1975) as re-
gards the educator, ‘the profession
that I would have chosen is very
demanding and exclusive if it
makes a man complete. Not only
does it call on the public part of

one’s personality but also the pri-
vate and inner parts. .. For a teacher
to give his whole life to his profes-
sion he will reserve nothing to him-
self, he will give everything and af-
ter a certain fashion he will sacri-
fice himself entirely to the altar of
his duties’. These words can be ap-
plied and are specifically required
in relation to those pastors who de-
vote themselves to care for these
sick people.

This last statement can be sub-
scribed to in the most radical form
as regards any family member who,
in agreement with what has been
said above, gives himself entirely
to this gigantic, emblematic and
necessary task of taking care of
those who, being nearer to us and
being one of us, no longer need our
attention.

Prof. AQUILINO
POLAINO-LORENTE
Chair of Psychopathology,
the Complutense University,
Madrid, Spain.
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PAUL POUPARD

9. The Depressive Ideas
of the Contemporary World

1. For me it is a great joy to
share with you certain opinions of
the Pontifical Council for Culture
on ‘the depressive ideas of the
contemporary world’. My point of
view will certainly not be that of
the medical doctor, of the psycho-
analyst, or of the sociologist, but
that of the Christian humanist who
perceives in the dominant culture
numerous points of fracture in
which man finds himself in a lim-
it-situation and becomes particu-
larly vulnerable, to the point of
falling into the various symptoms
of depression, in which, from
Prometheus to Sisyphus, post-
modernity seems to sink into Nar-
cissus.

I cordially greet Your Eminence,
and your collaborators of the Pon-
tifical Council for Health Pastoral
Care. The subject of ‘depression’
deserves the greatest attention
from the Church, and it is my hope
and wish that the proceedings of
this eighteenth international con-
ference will be able to make a con-
tribution to this.

2. Medical doctors define de-
pression as ‘a pathological mood
disorder’ that is expressed, among
other things, in a spreading sad-
ness, dark thoughts, a folding in on
oneself, and obsession with death.
Depression is experienced as fail-
ure, an experience of emptiness
that devastates an entire life and
makes it slide into an abyss. The
depressed person thinks that he
can go on no longer, that he is an
abyss, at the mercy of a tide that
dismantles, crushes and drowns
him. Then fear arrives, which can
become terror. In his eyes is to be
found the shaken light of one who
believes that he has seen the void.
Ennui takes hold of that person.
His will abandons him. Indiffer-
ence paralyses him. Nothing has

meaning: a tenacious nausea in-
vades him, to the point of hope-
lessness and a desire to die.

This inner drama, which afflicts
far too many people (men and
women, young people and adults,
rich and poor, artists and the great
of this world, as well as sportsmen
and humble artisans), undoubtedly
finds in contemporary culture ag-
gravating factors that are translated
into the figures and statistics that
we know and which so dismay us.
Everything takes place as though
the dominant culture provokes in
our contemporaries — and here I
employ an image borrowed from
geology — a crack in the deepest
part of their being, then a fissure,
and finally a crevice between the
plates of identity, which instead
should come together for the de-
velopment of the multiple poten-
tialities that are available to us.
Prised apart, these ‘plates’ allow
depression to slide in, the bearer of
regression in relation to oneself
and aggression towards others,
with disdain for an ideal of life and
its value that structures personality.

Ten years ago our friend Tony
Anatrella, in an edifying essay,
said no to the depressive society:
‘threatened by implosion, in which
the individual, in the absence of
any project or dimension outside
him, is led back to his subjectivity
alone...A ‘téte a téte’ destroyer in
an interiority in crisis and a life of
drives that is installed at its first
stages; a regression whose effect is
also to dissolve social ties in con-
tempt of the roots of our civilisa-
tion’.!

3. The human person, in fact, is
rich in a great variety of dimen-
sions, and it is from their flowering
that culture is born — the source of
civilisation in its various elements.
“The word ‘culture’ in its general

sense’, emphasised Vatican Coun-
cil IT in its pastoral Constitution on
the Church in the contemporary
world, ‘indicates  everything
whereby man develops and per-
fects his many bodily and spiritual
qualities; he strives by his knowl-
edge and his labour, to bring the
world itself under his control. He
renders social life more human
both in the family and the civic
community, through improvement
of customs and institutions.
Throughout the course of time he
expresses, communicates and con-
serves in his works, great spiritual
experiences and desires, that they
might be of advantage to the
progress of many, even of the
whole human family’ (Gaudium et
spes, 53).

The only culture is that by man,
through man and for man. The
document of the Pontifical Coun-
cil for Culture, ‘A Pastoral Ap-
proach to Culture’, observes that
‘culture is so natural to man that
human nature can only be revealed
through culture.”> We need, there-
fore, to discern what in the domi-
nant culture perverts man and
damages his development, ‘his in-
telligence and his emotions, his
quest for meaning, his customs
and ethics, and his openness to
transcendence.” The counter-val-
ues that break apart the harmony
of a culture, the domain in which
men and peoples cultivate their re-
lationship with nature and their
fellows, with themselves and with
God, are the product of depressive
ideas that bear within them in em-
bryonic form the destruction of the
humanity of man and disfigure it —
to the point of making it incapable
of recognising itself in what it ex-
periences.

4. Human life is fulfilled in the
different modalities of human ac-
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tivity. For man, to exist does not
mean to exist ‘simpliciter’: he is
everywhere and at the same time
homo faber and homo amicus, ho-
mo politicus and homo sapiens,
and — of this we are convinced —
homo religiosus. In the view of
philosophers, unity is acquired
both according to form and ac-
cording to purpose. We may ob-
serve that a human person is per-
fectly ‘unified’ to the extent to
which he is fully bound to his pur-
pose, and not only through the sub-
ject himself that acts. The personal
unity of a being — that by which he
recognises himself — in conformity
with what he tries to construct and
what makes of him a unique origi-
nal being different from other be-
ings, is built through his own ca-
pacity to achieve the goal to which
he has committed himself in a life
project. It is, therefore, the require-
ments of work, of friendship, of
social life and of intelligence, to-
gether with aspiration to transcen-
dence, that will allow man, insert-
ed into a culture — on the condi-
tion, certainly, of being reunited —
to unify his own life in a harmo-
nious development of the poten-
tialities that animate him. If the
unity of the person is that of the
spirit, it is clear that this spirit in
man is incarnated and is fulfilled
solely in an existential and not ab-
stract dimension.

In contrary fashion, the root of
the loss of personal unity is to be
located in the dominant ideas of
contemporary culture which tend
to despise work, to pervert the ties
between men, both in friendship
and social life, to close down the
development of intelligence in an
‘impasse’, and to deviate man
from his pathway to God. I would
like to call these ideas ‘depressive’
because they are the cause of an
explosion in our cultures which
runs the risk of placing the men
and women of our time in what the
philosopher Jaspers calls ‘limit-
situations’, which are deeply
destabilising and factors that lead
to the explosion of the personality.
They are like walls that rise up in
front of us under the influence of
these depressive ideas. In order to
knock them down we need
strength, perseverance and lucidi-
ty, with the help of the grace of
God. But it is also the duty of the

Church to propose an alternative to
these ideas in an authentic pastoral
approach to culture inspired by
Christian humanism, which is in
its turn nourished by the Gospel.

5. Man is ‘at a primary level’
homo faber. The dimension of
work, the production of fine and
good works — kala kagata, as the
ancient Greeks said — and of
everything that is useful to the dai-
ly life of individuals and peoples,
is fundamental to the life of man
and is a constituent feature of his
nature. As we well know, it is
through work that man enters into
contact with the universe, that he
‘dialogues’ with matter so as to
recognise it and transform it, re-
specting its intrinsic order. Al-
though the works produced
through labour do not orientate
man in a narrow sense, we can see
that all the limit situations experi-
enced in the order of doing have
greater repercussions at a psycho-
logical level. It is the fact that
work is the most conscious activi-
ty of man that makes it an ex-
tremely strong conditioning, if not
indeed the dominating, force of
our daily lives. As Pope Paul VI
emphasised in his encyclical Pop-
ulorum progressio: ‘God gave
man intelligence, sensitivity and
the power of thought - tools with
which to finish and perfect the
work He began. Every worker is,
to some extent, a creator - be he
artist,  craftsman, executive,
labourer or farmer... Further,
when work is done in common -
when hope, hardship, ambition
and joy are shared — it brings to-
gether and firmly unites the wills,
minds and hearts of men. In its ac-
complishment, men find them-
selves to be brothers.”® Failures in
this field will have as a conse-
quence important repercussions
on a person’s psychological equi-
librium. We need, therefore, to un-
mask the depressive ideas of dom-
inant culture in this field, those
ideas that lead to impasse and per-
vert the human dimension of the
artistic and work activity of man.

In the field of the arts strictly
speaking it is evident that the idea
of art without ideal value, the pro-
motion of works that have mean-
ing solely for a public whose mor-
bid imagination they feed on by

proposing to it the exposition of
the darkest areas of the psychology
of disorientated men and women,
offer favourable terrain for depres-
sion. In his ‘Letter to Artists’ of
Easter 1999, which I had the joy to
present to the international press,
the Holy Father John Paul II, quot-
ing his compatriot Cyprian Nor-
wid, stated: ‘beauty is to enthuse
us for work, and work is to raise us
up’. There can be no doubt that a
symphony by Beethoven, ‘la
Pieta’ by Michelangelo and ‘le
Madonne’ by Boticelli introduce
us, through beauty, into a world of
meaning. In contrary fashion, con-
temporary works, which express a
corrupt ugliness, make us think, in
their provocation, that there is no
meaning in anything and that the
abyss is the beginning and the end

of all things. These deviances of
contemporary art in part find their
origins in Nietzsche’s idea of the
superman, the depressive idea par
excellence, because this idea intro-
duces us to a feeling of absolute
creative identity that is totally illu-
sory. There is, in fact, nothing
more destabilising than an insur-
mountable illusion, a source of
closure, and the temptation of the
superman opens up an abyss that
sooner or later provokes the verti-
go of the person who has the in-
genuousness to believe that he is a
god in the exalted state of discov-
ering that he is a creator.
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6. The activity of doing or mak-
ing also has the purpose of im-
proving man’s life conditions. The
development of industry, which is
the consequence of advances in
technology, the globalisation of
trade and international finance, the
standardisation of products gener-
ated by the singular capacity of the
mass media to spread single mod-
els throughout the world that often
have no other value than that of be-
ing profitable, are also conse-
quences of a depressive idea of so-
ciety. This industrialised world
promoted by the economic ambi-
tions of certain ‘powers’ to the
detriment of the most noble ideas
of development — ‘the new name
of peace’, to employ a phrase of
Paul VI in his encyclical Populo-
rum progressio quoted below —
and distributive justice (which re-
quires the distribution of wealth),
is the consequence of depressive
ideas that are widely spread in
modern society. Pope John Paul 1T
says the same thing when he con-
demns ‘structures of sin’: that is to
say the development — willed by
some people — of gigantic struc-
tures that generate gigantic “prof-
its’ to the total detriment of human
dignity, and which have no other
result than the destruction of the
human person, opening up authen-
tic springs of depression. This is
the whole subject of the encyclical
Laborem exercens, which has al-
ready been referred to in this pa-
per, in which the Pope addresses
‘work, the key to the social ques-
tion” and offers a strong analysis of
the depressive ideas of the contem-
porary world in the sphere of hu-
man work, which has been per-
verted in its profound essence by
the ‘various trends of materialistic
and economistic thought’ (n. 7).

In recent years a new challenge
has arisen. When the artisan pro-
duces his work he works with ma-
terial from which he learns a cer-
tain realism: he discovers the fu-
ture that is inherent in ‘things’, the
order of nature of which he is nei-
ther the author nor the master, and
this contact makes him noble by
committing him, at the same time,
to the road of humility. Today we
observe with deep sadness that a
by no means derisory number of
scientists want to intervene in life,
and in opposition to the funda-

mental order written into nature, at
all levels of its various manifesta-
tions. The declared aim is to ‘pro-
duce’ human beings through the
technique of cloning. Do we not
encounter here an absolute super-
ego that expresses itself through
the scientist in the form of mera-
temptation, and which in the long
term can only sink humanity itself
into a terrible depression: life
would become no longer the fruit
of shared love and responsible
freedom? What would the free-
dom to conceive — which is often
the sole real wealth of the poorest
—become in the face of the ‘work’
of scientists who seek to ‘manu-
facture’ a superior race? Would it
then be necessary to legislate, lim-
it and as a result attack such free-
dom? More than towards an im-
passe, it is towards the edge of a
frightening precipice that deviated
science runs the risk of dragging
mankind.

7. Man is homo amicus. Able to
enter a relationship with his fellow
man, he discovers in another a per-
son who is able to share with him
‘the joys and the hopes, the sad-
ness and the worries’ of daily life.
Friendship is realised is a mutual
personal giving based upon re-
spect, trust, and loyalty. Friendship
allows the exchange of ‘secrets’
whose sharing expresses commu-
nion between two beings and seals
the harmony of their wills. The
death of friendship (and the be-
trayal of a secret is such a betray-
al), the inability to make friends
(which leads to a closure into lone-
liness), the deviancies of looks that
do not see the other person any
longer as an object of desire, all the
illnesses of non-love that develop
in the dominant culture, can only
involve dramatic consequences for
the equilibrium of individuals
whose depression they foster by
depriving them of that friendship
that orientates them in relation to
their special meaning. Here, as
well, we can refer to the encycli-
cals of the Holy Father. I am think-
ing in particular of Veritatis splen-
dor, but also of Evangelium vitae
and Fides et ratio, which offer
deep analyses of depressive ideas
in the various realms of morality,
the vision of human beings and
life, the orientation of intelligence

towards the true and of the will to-
wards good.

Culture, that context in which
we develop as human persons, in-
evitably influences our way of per-
ceiving other people. The sophisti-
cation of an education that has de-
veloped down the centuries in the
whole of a society irrigated by
Greco-Latin humanity and in-
spired by the Gospel has produced
notable fruits in the regulation of
ways of thinking in society. Edu-
cation in virtue, the presentation of
models of courage and loyalty — I
am thinking here of the Greek ide-
al proposed by Homer to young
generations through the mythical
figures of Ulysses and Antigone —
and awareness of the good to be
pursued and the evil to be rejected
in a decisive fashion, allow men
and women to live in the right har-
mony and to have lasting ties of
love and friendship.

In contrary fashion, the philoso-
phy of Sartre of ‘hell is other peo-
ple’, the Freudian psychoanalyti-
cal vision that reduces man to his
drives, the orchestration of adver-
tising campaigns that exalt the fe-
male body with an artificially al-
tered deceptive aestheticism, the
strong invitation to sexuality —
which is often not confessed —
even at an early age when the per-
sonality of a young person is not
yet formed, are all examples of the
depressive ideas of the contempo-
rary world. The damage caused by
the popular ‘feuilletons’ that are
sluiced through the television
channels at low cost, to the point
of reaching the most remote parts
of the world, are certainly the
product of depressive ideas whose
aim is to make money to the total
detriment of values that allow man
to develop as the image and like-
ness of his Creator and Father. The
audio and visual barrage that is so
obstinately pursued is translated
into an exacerbated exaltation of
the senses. The declared aim is to
excite forms of concupiscence by
pushing the limits that society tol-
erates to the extremes, but which at
the same time it ceases to push fur-
ther and further back, while the in-
tolerable of yesterday becomes the
banal of today. The effects are dra-
matic, you know them, and I do
not want to tarry in dwelling upon
them.
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However, I would like to bring
out the destructive effects of this
invasive culture of the mass media
on the family, the fundamental unit
of society. We can observe that the
culture of the contemporary world
is the bearer of ideas about the
family that lead to its fracture, that
is to say to its destruction, which is
not without its effects on society it-
self. The dual purpose of marriage,
the mutual love of the spouses and
the procreation that comes from
this love, is gravely called into
question by the development of
the ideology of ‘everything is al-
lowed” and by a search ‘at any
cost’ of personal development. Ac-
cording to widespread ideas,
women find their own develop-
ment only in autonomy (which in
reality is illusory) that will give her
a job outside her home, and not in
the beauty of a motherhood that
has flowered in her family and in
the deeply committed upbringing
of the ‘flesh of her flesh’. We can
observe that the idea that only a
condom can effectively defend a
person against AIDS is not only a
shameful shortcut that deceives
people about the very nature of hu-
man sexuality but also impedes the
posing of the fundamental ques-
tion about the full development of
man: what kind of relationship
does it create amongst people? A
deep reflection on this subject
would certainly encounter one of
the most destabilising depressive
ideas of dominant culture. As re-
gards the depressive ideas of the
contemporary world that endanger
marriage and the family, I take the
liberty of referring you to another
important document of the Holy
Father, the apostolic exhortation
Familiaris consortio, the fruit of
the Synod of Bishops of 1980.

8. Homo politicus is also the
subject of the depressive ideas that
are widespread in modern culture.
This is not the place to address the
broad subject of man and politics,
but everybody knows the situa-
tions of injustice and lack of rights
that generate the Machiavellian
ideas that govern the political sys-
tems of numerous nations. Some
of the depressive ideas in the con-
temporary world have their origins
in the way in which people are
treated in modern society. It is sig-

nificant that Pope John Paul II has
felt the need to write various ‘Let-
ters’ addressed to groups of people
that experience — because of very
widespread depressive ideas — sit-
uations of injustice and lack of re-
spect for their dignity. Thus his
‘Letter to Families’ of 2 February
1994, ‘Letter to Children’ of 13
December 1994, ‘Letter to
women’ of 29 June 1995, ‘Letter to
Artists’ of 4 April 1999, and ‘Let-
ter to Elderly People’ of 1 October
1999. We should not forget in this
list his ‘Letter to Priests’ of Good
Friday of 2003: priests, like all
consecrated people, are continual-
ly faced with challenges posed by
depressive ideas and the Christian
communities of our individualised
societies must work to help them
and engage in self-protection.

9. Man is also homo scientificus.
The explosion of scientific knowl-
edge, the loss of a wisdom that
unites knowledge and orders it to
man, the centre and culminating
point of the universe, the tempta-
tions that I have brought out of the
superman of Nietzsche which,
through the advances of technolo-
gy in the field of the life sciences,
open up grave horizons of uncer-
tainty for mankind, are further sit-
uations that generate depressive
ideas. At the same time the drama
of the separation between faith and
reason generates, in its deeply in-
jurious consequences, numMerous
depressive ideas that are especially
tenacious. ‘As a result of the crisis

of rationalism, what has appeared
finally is nihilism. As a philosophy
of nothingness, it has a certain at-
traction for people of our time. Its
adherents claim that the search is
an end in itself, without any hope
or possibility of ever attaining the
goal of truth. In the nihilist inter-
pretation, life is no more than an
occasion for sensations and expe-
riences in which the ephemeral has
pride of place’ (Fides et ratio, n.
46).

Vatican Council II reaffirmed
the legitimate autonomy of the sci-
ences in the field of research that
belongs to them, and refused any
right to dictate from the outside
how research should be carried
out. The only limit is the dignity of
man. In fact, the advances in sci-
ence have contributed to a spectac-
ular advance in technology and
have conferred upon man a power
whose use involves the posing of
grave questions. How, in fact, can
we not observe that advance in
many areas of our knowledge is far
from always being accompanied
by equal progress in moral values?
Science has a limit because it
comes from the dignity of man,
that man who is the subject and the
end of all his knowledge. Science
loses its own dignity of human
knowledge when its advances take
place at the price of the violation
of human dignity. To invert the re-
lationship of knowing about man
and of knowing for man would
mean to return to the dark and in-
human experience of Auschwitz,
where medical doctors carried out
experiments on prisoners who
were considered in the Nazi logic
as inferior beings and not as per-
sons. In the face of the temptation
of recent developments in bio-
genetic research and experiments
involving the cloning of human
embryos that are seen as mere ob-
jects, we need to emphasise once
again that progress which reduces
man to an object can never been
seen as real progress.

The culture of truth is without
doubt the anti-depressive of intelli-
gence that to be itself must redis-
cover its own fundamental orienta-
tion towards truth. This is what is
outlined by the Holy Father in his
masterful encyclical Fides et ratio,
in which he offers a reflection on
the very roots of the depressive
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ideas that pervert and obscure rea-
son: ‘It should also be borne in
mind that the role of philosophy it-
self’, observes John Paul II, ‘has
changed in modern culture. From
universal wisdom and learning, it
has been gradually reduced to one
of the many fields of human know-
ing; indeed in some ways it has
been consigned to a wholly mar-
ginal role. Other forms of rational-
ity have acquired an ever higher
profile, making philosophical
learning appear all the more pe-
ripheral. These forms of rationality
are directed not towards the con-
templation of truth and the search
for the ultimate goal and meaning
of life; but instead, as “instrumen-
tal reason”, they are directed — ac-
tually or potentially — towards the
promotion of utilitarian ends, to-
wards enjoyment or power (n. 47).
And referring to his first encyclical
letter, Redemptor hominis of 4
March 1979, this philosopher-
Pope brought out the conse-
quences of such a deviance of rea-
son in the field of work: “The man
of today seems ever to be under
threat from what he produces, that
is to say from the result of the
work of his hands and, even more
so, of the work of his intellect and
the tendencies of his will. All too
soon, and often in an unforesee-
able way, what this manifold activ-
ity of man yields is not only sub-
ject to ‘alienation’, in the sense
that it is simply taken away from
the person who produces it, but
rather it turns against man himself,
at least in part, through the indirect
consequences of its effects return-
ing on himself. It is or can be di-
rected against him. This seems to
make up the main chapter of the
drama of present-day human exis-
tence in its broadest and universal
dimension. Man therefore lives in-
creasingly in fear. He is afraid of
what he produces — not all of it, of
course, or even most of it, but part
of it and precisely that part that
contains a special share of his ge-
nius and initiative — can radically
turn against himself” (Fides et ra-
tio, n. 47).

From Michel Foucault to
Claude Lévi-Strauss, post-modern
anthropology has dug a depressive
abyss that is without precedent.
The former proposes to direct man
towards an ‘anthropological sleep’

which, thanks to structuralist eu-
thanasia, could become a real and
authentic ‘death of man’.* And the
latter concludes his mythological
trilogy not, as Wagner did, with the
twilight of the gods, but with the
‘twilight of men’, with the word
‘nothing’ .’

10. You know that the study of
non-belief and of religious indif-
ference is one of the principal tasks
entrusted by the Holy Father to the
Pontifical Council for Culture. It is
specifically on this subject that the
proceedings of the next plenary
session of our Dicastery, to be held
in March 2004, will dwell. Today
we can observe that there is no
longer a precise geography of non-
belief, such as the Berlin Wall of
sad memory. But if the three hun-
dred replies received to out
preparatory inquiry demonstrate a
militant atheism that is losing
vigour and does not have great in-
fluence, they also emphasise that
above all in cultures with a Christ-
ian tradition there has been devel-
oping an attitude of contempt, hos-
tility and derision towards reli-
gion, and above all to Christianity,
which the powerful modern mass
media have been disseminating in
a shameless way. Today we are
faced with a dilution of religious
feeling in a culture that is falsely
ascetic. In his apostolic exhorta-
tion Ecclesia in Europa the Holy
Father warns the European conti-
nent about the temptation of ‘the
dimming of hope’ in an age that
appears to be a ‘time of bewilder-
ment’ (n. 7). Amongst the depres-
sive ideas that present themselves
today as a challenge to Christian
hope, how can we not ask our-
selves about that strange faculty
that has appeared today in the full
light of day of a total amnesia in
relation to the Christian roots that
have given and continue to give
life to a culture of a wonderful fer-
tility, and the dramatic aphasia of
intellectuals and political leaders
who seek to act on behalf of hu-
manism, but who instead gravely
mutilate man in completely forget-
ting about his origins and his ends?
An addition of scepticism cannot
organise an existence. The culture
that rejects the absolute has come
to absolutise the relative, and a so-
ciety of unbelievers cannot but be-

lieve. Thus it was that the last cen-
tury tragically idolised race, class,
ethnic group and science, and with
lethal consequences. The domi-
nant culture exacerbates the drive
of desires, the search for pleasures,
the pursuit of having, of knowing
and of power. But deprived of his
anchorage in God, man, who was
created in His image and likeness,
does not know how to rediscover
his own face in what is a shattered
looking glass. Each piece reflects
only a part of that image. The frag-
ments are taken for a whole,
whose coherence has, in fact, dis-
solved into fragments. Whether
one is dealing with the economy,
politics, the family, social life or
the mass media, the incomplete
image that each of the pieces re-
flects is reduced, it is though it
were wounded, and this involves a
growing absence of trust on the
part of human beings in relation to
their own humanity. The person
becomes fragile, the social tissue
unravels, and the nation breaks up.
We see peoples waste away while
they flow over with prosperity but
no longer have an essence. The ex-
cessive bestowing of value on sex-
ual pleasure deprives them of the
irreplaceable joy of fatherhood
and motherhood. This mortal dis-
association to which Pope Paul VI
in vain tried to draw people’s at-
tention (which was distracted by
the dominant culture) over thirty-
five years ago in his encyclical
Humanae vitae, is without doubt
the most dramatic depressive peril
of the hegemonic culture of rich
countries: ‘love’ without children
and children without love. Today,
many children feel that they are
dying because of the fact that they
are orphans. They desperately
need to be loved. And they are im-
mersed in an ocean of images
whose destructive abundance dis-
mantles them, in that other mortal-
ly depressive disassociation be-
tween the hypertrophy of the
means we have available and the
atrophy of the ends we pursue.

11. Homo religious. Dear
friends, the depressive ideas of the
culture of the contemporary world
are infinite in number, and they
take many forms that endanger the
humanity of man. In the face of the
existential void to which these
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ideas lead, and to address all the
influences that exist without
falling victim to them, Viktor
Frankl, a neurologist in Vienna and
a professor at Harvard, Stanford,
Pittsburgh and Dallas, who died in
1997 at the age of ninety-two, up-
held, in his too often forgotten
book Le dieu inconscient, ‘the
power of dissent of the spirit’. He
began with the principle that ‘the
fundamental need of man is not
sexual reward or self-appreciation
but fullness of meaning’.® In this
lapidary statement, which turns
upside down the depressive philos-
ophy of the Freudian school, he
opened up the question of ‘the will
to meaning’. The neuroses that tor-
ment the research of certain psy-
chologists and psychiatrists and
thus easily open up a path to de-
pression are primarily the expres-
sion of a being that is frustrated
and thus inclined to the vertigo of
the existential void. Modern man,
prey to the depressive ideas of the
contemporary world, is touched to

his depths in relation to his reasons
for living. And it is here, the heart
of his desires, and to the point of
his malaises and existential frus-
trations, that we must reach. To
this end we are offered the path-
way of the Gospel, the creator of
culture because the bearer of the
Truth of man, and of the Truth
about man, revealed by that God
who took on the face of man in Je-
sus Christ, Son of the Virgin Mary,
to share with us the love of the Fa-
ther.

The antidote to the depressive
ideas of our time is faith in he who
told us: ‘I am the way, the truth,
and the life’. The Gospel makes us
share in the secret of the joy given
to us by Christ that allows us to
live out the days of the week with
a heart dressed in festive clothes.

Joy is that gift of God of which
the Church is the bearer for our de-
pressive cultures. ‘I love those
priests’, Julien Green confided to
his diary, ‘who come from the
New Testament with the Good

News in their eyes’. ‘Joy’, writes
Paul Claudel, ‘is the first and last
word of the Gospel’.”

His Eminence Cardinal
PAUL POUPARD,

Prefect of the Pontifical Council
for Culture,

the Holy See.
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10. The Results of a Mental Health Survey:
a Focus on Depression

The papers that have preceded
my paper during this interesting
first day of this conference have
clearly brought out how in mental
health in a really special way two
inseparable elements are con-
joined — existential malaise and bi-
ological malaise. Within the con-
cept of existential malaise it is pos-
sible to identify three further
spaces of meaning connected re-
spectively with the psychological,
spiritual and social dimensions of
the human person. From the litera-
ture that we have available on the
subject, and not least the informa-
tion supplied by the World Health
Organisation, it emerges that the
manifestation of the depressive
state is to be traced back both to
the biological and behavioural fac-
tors of the individual and to his or
her life conditions: poverty or
wealth, deprivation, both from an
educational and employment point
of view, a lack of prospects, loneli-
ness and social isolation, and ten-
sions in the family or at the work-
place. Depression is a common ill-
ness that can afflict us all; it is an
illness that does not respect in a
special way gender differences —
even though it is more common
among young women — or age dif-
ferences. From a sociological
point of view, we could say that
social malaise intertwines in vari-
ous ways with individual malaise,
overlaying it and at times bringing
it about. The study of depressive
psychopathology, therefore, if car-
ried out from an exclusively mi-
cro-perspective, or with reference
solely to the psychological dimen-
sion of the individual, can be re-
ductive.

Thus, in the definition of the re-
search project, and in particular in
the creation of the instruments by
which to gather information, a
mixed approach was chosen that

took into account the above-men-
tioned dimensions, but from a
macro-perspective, in order to
identify a series of constituent ele-
ments of our society that after a
certain fashion ‘act the individual’,
to employ Durkheim’s notion,' al-
though at the same time acknowl-
edging that the person and his or
her will have the ability to react
and direct in relation to his or her
existence.

The hypothesis of the work: be-
ginning with a holistic concept of
man and accepting the theoretical
postulate that defines mental ill-
ness and in particular depression
as an illness in which elements of a
biological, psychological, spiritual
and social character play their part,
the aim of the project was to verify
whether certain psycho-social fac-
tors that can favour its manifesta-
tion, such as a widespread expo-
sure during the course of one’s
lifetime to the risk of experiencing
critical events that set in motion
processes of deprivation, exclu-
sion and social marginalisation;
the inadequateness of systems of

social protection; and the critical
character of contemporary family
contexts, are also the expression of
the crisis of cultural and religious
values of contemporary societies.

The objectives of the survey car-
ried out by the Pontifical Council
can be summarised as follows: the
definition of certain latent struc-
tures of the social/cultural and
family context in which mental ill-
nesses manifest themselves; the
identification in the local Church-
es of pastoral programmes on the
subject; the identification of
Catholic structures for the provi-
sion of assistance to, the accompa-
nying, and the treatment of, pa-
tients and their family relatives,
with a description of the various
models of intervention; and a com-
parison between the perception of
the phenomenon by bishops and
the actual experience in the field of
the directors of the Catholic cen-
tres that had been identified.

The methodology: this survey
was carried out with a methodolo-
gy that was different to the one
employed in the surveys of the
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past of this Pontifical Council,
which were concerned with the
subjects of the health of women,
AIDS, and Catholic hospitals. In-
deed, given the sensitive character
of the subject it was thought advis-
able to refer to two different
sources of information: the one
hundred and twenty-seven bishops
who are responsible for pastoral
care in health in one hundred and
twenty-one countries throughout
the world, on the one hand; and the
directors of Catholic centres or
structures that provide assistance
to patients with problems of men-
tal health, on the other. Thus two
different instruments of informa-
tion gathering were created, that is
to say two questionnaires, within
which, however, we envisaged the
insertion of a battery of shared
questions in order to allow a com-
parison between the perception of
the phenomenon by the bishops
and the experience in the field of
the directors of the centres that had
been contacted. This research is
still underway, and for this reason
the results are provisional and nec-
essarily partial given the large
number of aspects that were ad-
dressed during the course of the
survey. In this paper, therefore, an
attempt is made to present only
those data that can offer, in this
context, certain points of reflection
on depressive psychopathology.

However, from a first examina-
tion of the survey at its present
stage it is clear — and this is some-
thing that we expected — that this
subject is encountering major dif-
ficulty in making headway in the
field of pastoral care in health: the
percentage of replies, so far a little
more than 20%, is very much low-
er than was the case with the sur-
veys carried out in the past by this
Pontifical Council. Mental illness
continues to be the Cinderella of
socio-health care questions and
pastoral work and endeavour.
However, a space remains to ask
whether, perhaps, specifically
where the human mind gets ‘lost’,
it is not even more necessary — if
not indispensable — to provide the
support of the spirit, the warmth of
a comfort that goes beyond re-
sponsibility and treatment, in order
to open the suffering person to a
space of trust and hope.

An important aspect of this sur-

vey was that an opportunity was
provided to draw up a map of the
Catholic structures working in this
specific area of assistance and pas-
toral care in health (thirty one so
far), a map that was enriched by a
great deal of information about the
kinds of structures involved; about
the number and types of profes-
sional figures working in them;
about the services offered by them
and their waiting lists; about their
sources of finance; about the so-
cio-demographical characteristics
of those who use them; about the
prevalent pathologies or mental
disturbances; about the modalities
of approach to the patient and in-
novative therapeutic pathways;
about the activities envisaged at
the level of primary, secondary
and tertiary levels; about the links
with the formal and informal insti-
tutional realities of the local area;
and about courses of pastoral train-
ing and the study and investigation
of ethical questions connected
with the care and treatment of a
person with mental health prob-
lems.

First Results

First of all it is interesting to be-
gin with the analysis of the results
that emerged from the answers to
the battery of questions shared by

the two groups of respondents —
the bishops and the directors of
centres. In the first part of this bat-
tery of questions those addressed
were asked to express their views
on certain aspects of contemporary
society in their own countries that
they believed could influence the
origins and spread of mental ill-
nesses, with special reference to
depressive disturbances. These as-
pects were grouped beforehand in-
to three macro-areas relating to the
system of cultural and religious
values, the situations at risk and
systems of social protection.

A joint analysis of the answers
about ‘situations at risk’ and the
‘systems of social protection’ of
the various countries allowed a de-
finition of certain latent structures
with a social profile within which
depressive psychopathology arises
and is nourished. It would appear
that certain social factors lead peo-
ple to enter a state of crisis. In par-
ticular, from the information con-
tained in this table we can see the
importance of difficulties in ob-
taining employment and its precar-
ious character, together with the
weakening in the networks of in-
tra-family help and difficulties in
the management of emotional life.
These are followed in order of im-
portance by poverty, lack of edu-
cation, and processes of social ex-
clusion.

Table 1 — Questionnaires answered by the Bishops (B) and the
Directors of Centres (D). On the basis of your experience, to what
extent do you believe that the following aspects of contemporary
society in your country can have an influence on the emergence and
spread of mental illnesses) (analysis of multiple replies).

SITUATIONS AT RISK Number Percentage Percentage
(B-D) of replies of cases
(B-D) (B-D)

Precariousness of means of subsistence, poverty 21-24 12.5-11.2 80.8-88.9
Lack of education/training 18-22 10.7-10.3 69.2-81.5
Precariousness of employment 21-22 12.5-10.3 80.8-81.5
Difficulties in obtaining employment 20-22 11.9-10.3 76.9-81.5
Weakening of help networks and ties of solidarity 18-23 10.7-10.7 69.2-85.2
Alienation of human rights 9-14 5.4-6.5 34.6-51.9
Processes of exclusion, social marginalisation 14-23 8.3-10.7 53.8-85.2
Wars 6-9 3.6-4.2 23.1-33.3
Terrorism 5-8 3.0-3.7 19.2-29.6
Bad education as regards the management

of feelings in relational life 18-19 10.7-8.9 69.2-70.4
Processes of detachment from reality/recourse

to virtual reality 6-8 3.6-3.7 23.1-29.6
Conditioning influences of the environmental

context 12-20 7.1-9.3 46.2-74.1
Totals 168-214 100.0-100.0 | 646.2-792.6
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These data bring out two impor-
tant contexts in which each indi-
vidual is involved to the full — the
world of work and the world of re-
lationships. To express the point in
terms of the thinking of Bourdieu,?
this is the area in which each per-
son employs his or her economic
capital and his or her social capi-
tal: in this area the person can get
lost and never find himself or her-
self again. Difficulties in finding
employment involve difficulties in
obtaining one’s own indepen-
dence, in being able to make pro-
jects for the future, and it can also
mean not being able to maintain
one’s family and not being able to
offer one’s children that one want-
ed them to have. These difficulties
also grow greater when the rela-
tional dimension becomes weak-
er: the crisis of the family help net-
works is a given fact that affects
not only most European countries,
as the recent Eurostat statistics
bring out, but also the poorest
countries of the world in which the
processes of post-colonial assimi-
lation and inculturation have lac-
erated the foundations of the na-
tive cultures, causing thereby a
disappearance of the traditional
forms of solidarity and support
which sustained groups or individ-
uals in difficulty in the villages
and small towns of the rural re-
gions. The human experience
seems to be precipitating towards
an increasingly accentuated indi-
vidualistic dimension that is trans-
lated into bad education as regards
the expression of one’s own feel-
ings in relational life: the incapac-
ity to look at, and open oneself up
to, other people with trust; diffi-
culties in overcoming the loneli-
ness of a society that is, indeed,
not very welcoming and not very
attentive to the needs of the per-
son.

So do mental illness, and in par-
ticular depression, have something
to do with the systems of social
protection? From a first analysis of
this group of answers depression
seems to have much to do with
governments that support a culture
that proposes models of behaviour
marked by success, wealth and
self-affirmation, but which does
not manage to guarantee a suffi-
cient fairness as regards health
care, economic and social policy.

Table 2 — Questionnaires answered by the Bishops (B) and the
Directors of Centres (D). On the basis of your experience, to what
extent do you believe that the following aspects of contemporary
society in your country can have an influence on the emergence and
spread of mental illnesses) (analysis of multiple replies).

SITUATIONS AT RISK Number Percentage Percentage
(B-D) of replies of cases
(B-D) (B-D)
The low level of faimess of economic policies 14-20 21.2-22.5 70.0-80.0
The low level of fairmess of health care policies 17-17 25.8-19.1 85.0-68.0
The low level of fairess of social policies 14-20 21.2-22.5 70.0-80.0
Contradictions between objectives and the
implementation of policies by the governing classes 13-18 19.7-20.2 65.0-72.0
Corruption 8-14 12.1-15.7 40.0-56.0
Totals 66-89 100.0-100.0 | 330.0-356.0

As can be observed from this
table, both the bishops and the di-
rectors of centres agreed that there
is a basic weakness in the systems
of social protection and that a low
level of attention is paid to guaran-
teeing measures that express social
fairness. The policies that are most
affected by this problem seem to be
primarily health care policies, fol-
lowed by socio-economic policies.
This weakness of the systems of so-
cial protection, which become
translated into a gap between the
objectives proposed by the domi-
nant culture and the means that are
available to achieve them, can set in
motion processes that in many cas-
es becomes expressed in depressive
psychopathology. The American
sociologist Merton,® sixty years
ago, identified five forms of social
behaviour that correspond differ-
ently to the ability of an individual
to adapt to the cultural values pro-
posed by the cultural context of ref-
erence and to the means allowed to

that end. Each one of us is propelled
by the social context in which we
live to attain those goals, but it is
equally true that not all of us have
the same means to get there. It is the
poorest people, the less educated
people, those who are unemployed,
those who do not have a family at
their shoulders or one that they have
themselves established, who are al-
so the most disadvantaged. A sys-
tem that is not committed to pro-
tecting these people by supporting
them and accompanying them on a
pathway of psycho-social inclusion
exposes the individual to an ‘aban-
donment’ that is translated into de-
viant forms of behaviour, to employ
the sociological meaning of this
phrase, such as life on the streets,
being tramps, alcoholism, and
drug-addiction. Depression, there-
fore, is a psychosocial malaise that
has its roots in a society that ex-
cludes rather than includes, that re-
jects rather than welcomes, and that
abandons rather than protects. We
need policies that assume responsi-
bility for the problems of citizens
by guaranteeing them fairness at a
social, economic and health care
level.

If the reactive manifestation to
things going wrong can be traced
back in a sociological sense to the
concept of Merton of ‘abandon-
ment’, in psychopathological
terms such a manifestation be-
comes conflict, the disorganisation
of behaviour, emotional and moti-
vational destabilisation, a distur-
bance/symptom of the malaise of
the contemporary human condi-
tion. As can be seen from this
table, the answers of both the bish-
ops and the directors of centres
identify the states of worry and
frustration as being amongst the
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most widespread disturbances;
these are followed by disappoint-
ment and low self-esteem. In sum-
marising form, this amounts to a
personalogical failure, the collapse
of the system of expectations, a
failure to meet the need to give full
meaning to one’s own existence.

ject poverty of daily life. When ref-
erence is made to ‘empowerment’
in the projects for co-operation de-
signed to achieve growth and devel-
opment the following is meant:
restoring trust in a person’s own
means, strengthening the processes
of self-esteem, and supporting en-

Table 3 — Questionnaires answered by the Bishops (B) and the
Directors of Centres (D). On the basis of your experience, to what
extent do you believe that the following aspects of contemporary
society in your country can have an influence on the emergence and
spread of mental illnesses) (analysis of multiple replies).

Number Percentage Percentage
(B-D) of replies of cases
(B-D) (B-D)
Anxiety 21-26 9.3-9.2 77.8-92.9
Frustration 21-26 9.3-9.2 77.8-92.9
Boredom 14-18 6.2-6.4 51.9-64.3
Disappointment 19-23 8.4-8.2 70.4-82.1
Low self-esteem 19-25 8.4-8.9 70.4-89.3
Feeling of inadequacy 18-20 8.0-7.1 66.7-71.4
Non-acceptance of the limits of the human
dimension 11-16 49-5.7 40.7-57 1
Aggression 17-14 7.5-5.0 63.0-50.0
Alcohol addiction 22-23 9.7-8.2 81.5-82.1
Drug addiction 18-20 8.0-7.1 66.7-71.4
Dipendence on ideal images 10-24 4.4-85 37.0-85.7
Forced dependence on other people 12-14 5.3-5.0 44.4-50.0
Dependence on absolute value models 7-12 3.1-4.3 25.9-42.9
Difficulties in expressing one’s own feelings 17-21 7.5-74 63.0-75.0
Totals 168-282 100.0-100.0 | 646.2-1007.1

The individualistic model that
dominates in contemporary society
places the subject in his or her rela-
tionship to the other person exclu-
sively within a dynamic of compet-
itive comparison. Life is a race to
affirm oneself over another person.
The failure to achieve this objective
brings to the fore a widespread
sense of inadequacy, another factor
indicated by those who filled in the
questionnaire, which takes the prac-
tical form of different modalities of
pathogenic behaviour that oscillate
between passivity and aggression.
These are approaches in which a
person’s striving for equilibrium
can at times result in recourse to al-
cohol or the use of drugs. This read-
ing of the data, which is applied to
countries that belong to regions of
development and opulence, may
appear distant from the reality of
those people who live in conditions
of deprivation. However, such is
not the case. Worry and existential
frustration are manifested even
more in those people who, lacking
the suitable means and funds, des-
perately strive to ‘survive’ the ab-

tire populations that are abandoned
to themselves in overcoming a feel-
ing of inadequacy so that they take
their own destinies into their own
hands.

Emphasis should be laid on the

data on how aggression is an ele-
ment of grave disturbance that char-
acterises the depressive state. It can
at times express itself in violent
forms of behaviour within the fami-
ly context as a compensation for the
frustrations and disappointments
accumulated in outside contexts.
Aggression feeds on itself by pro-
voking in the subject contradictory
feelings that range from a feeling of
guilt to that of revenge. The family
is often the principal victim of this
reality both because of the difficul-
ties it encounters it carrying out the
difficult task of helping and looking
after the depressed person, given
the lack of suitable services with
which to tackle the problem, and
because families are abandoned to
themselves by governments with
‘weak’ policies and rather unstruc-
tured policies in the field of mental
health.

But the family does not form a
part of this analysis by this route
alone. The present critical state of
family contexts is one of the aspects
that would seem to have most influ-
ence in a significant way on the
pathogenesis of depressive states
according to both the perception of
bishops and the experience of the
directors of centres. In the next
table the factors that are indicated
are in large measure data that refer
to the increasingly widespread
breakdown of families, together
with the progressive weakening of
the value of the institution of mar-
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riage, which in turn is accompanied
by a significant increase in the num-
ber of separations and divorces, and
the lack of communication within
the nuclear family. People do not
spend much time together, there is
no dialogue, there is no exchange of
views, and there is no authentic ex-
perience of sharing. We seem to
have before us a widespread inabil-
ity to experience a communion of
intentions, the sharing of a common
life project.

sal cultural and religious values of
a secular and ecclesial citizenry
have an influence on the emergence
and spread of depressive psy-
chopathology. In the next table it is
possible to identify the aspects on
which both the bishops and the di-
rectors of centres agreed and which
prevalently relate to the crisis of
values of reference, the exaggera-
tion of desires, and a culture that is
strongly orientated towards hedo-
nism.

Table 4 — Questionnaires answered by the Bishops (B) and the
Directors of Centres (D). On the basis of your experience, to what
extent do you believe that the following aspects of contemporary
society in your country can have an influence on the emergence and
spread of mental illnesses) (analysis of multiple replies).

Number Percentage | Percentage
(B-D) of replies of cases
(B-D) (B-D)

Imbalance between male and female roles 14-18 5.2-5.9 53.8-66.7
Lack of parental figures as reference points 22-25 8.2-8.3 84.6-92.6
Separations and divorces —

breakdown of family units 23-23 8.6-7.6 88.5-85.2
Loss of the value of marriage as an institution 19-23 71-76 73.1-85.2
Lack of communication — dialogue 23-25 8.6-8.3 88.5-92.6
Lack of time to be together 20-21 7.5-6.9 76.9-77.8
“Immaturity” of the parents 19-24 71-79 73.1-88.9
Conflict and disharmony between the parents 22-24 8.2-7.9 84.6-88.9
Delegation of responsibility to third parties 12-17 4.5-5.6 46.2-63.0
Delegation of responsibility to institutions 13-13 4.9-4.3 50.0-48.1
The weakening of shared life projects 17-18 6.3-5.9 65.4-66.7
Inadequate preparation for married life 20-22 7.5-7.3 76.9-81.5
Conflict between parents and their children 21-25 7.8-8.3 80.8-92.6
Aggressive or violent behaviour within

the family unit 23-25 8.6-8.3 88.5-92.6
Totals 268-303 100.0-100.0 |1030.8-1122.2

This is a mirror of the dominant
individualistic culture. It also
brings out the lack of mature
parental figures that are able to be a
point of reference for their own
children, who are able to propose
models in which they can recognise
themselves. Loneliness insinuates
itself into the family unit to the
point of becoming devastating.
Feeling alone when one is amongst
one’s nearest and dearest amplifies
the feeling of anxiety and worry.
And unfortunately these states of
mind increasingly connote the hu-
man condition of the new genera-
tions.

At the end of this first vision of
the psychosocial and family con-
text in which mental illness, and in
particular depression, emerge, we
can but try to understand if and to
what extent the weakening and/or
disappearance of certain transver-

dents give less stress to, although
they do not underestimate, the same
critical factors. These first data pro-
voke sociological reflection: every
person acts within a given cultural
system. The contemporary system
of cultural norms would appear to
be directed towards the exaggera-
tion of individualistic models in
which appearance and the external
dominate the space of the realisa-
tion of the human person. A domi-
nant culture that leads towards the
external to the detriment of the in-
ternal, where appearing and having
prevail over belonging and being. A
culture in which desire is a right:
everything is contained in desire; in
desire the very object of desire dis-
appears. And when the desire can-
not be realised or is not attainable,
incurable lacerations are provoked,
which are followed by frustration
and annihilation - the precursors of
depressive psychopathology.

It is within this framework that
the contribution of pastoral care in
health is to be located. To this end,
the survey wanted to express the
opinions of bishops responsible for
pastoral care in health in the various
countries involved in the survey on
the state of pastoral action in rela-
tion to this sensitive subject.

First and foremost, those who an-
swered the questionnaire were
asked about the existence of a pas-
toral programme in the various lo-
cal Churches dedicated to the sub-

Table 5 — Questionnaires answered by the Bishops (B) and the
Directors of Centres (D). On the basis of your experience, to what
extent do you believe that the following aspects of contemporary
society in your country can have an influence on the emergence and
spread of mental illnesses) (analysis of multiple replies).

CULTURAL AND RELIGIOUS VALUES Number Percentage Percentage
(B-D) of replies of cases
(B-D) (B-D)
Crisis of values of reference
(life, family, education) 23-22 17.6-15.9 88.5-91.7
Selfishness 13-19 9.9-13.8 50.0-79.2
Hedonism 20-18 15.3-13.0 76.9-75.0
Technological culture/technologism 9-9 6.9-6.5 34.6-37.5
Search for the impossible 8-7 6.1-5.1 30.8-29.2
Exaggerated desires 17-20 13.0-14.5 65.4-83.3
Cultural conflict 8-8 6.1-5.8 30.8-33.3
Magic rituals 12-13 9.2-94 46.2-54.2
Denial of transcendence 8-13 6.1-9.4 30.8-54.2
Ethical and religious relativism 13-9 9.9-6.5 50.0-37.5
Totals 131-138 100.0-100.0 | 503.8-575.0

It is clear that these aspects are
more emphasised by the Church re-
spondents whereas the lay respon-

ject of mental health. As is clear
from the next table, over 60% of
bishops declared that no pastoral
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programme in this field yet existed,
which confirms that there is still a
long and difficult pathway to travel
as regards making the action of the
Church on behalf of those who suf-
fer from these pathologies more in-
cisive.

- Pastoral action in the field of
prevention, both through support
for people at risk and through an in-
tense activity of providing informa-
tion to the community about both
the physical and social effects of the
abuse of such substances as drug

Table 6: The existence of a pastoral programme of the local Church
dedicated specifically to the subject of mental health/disturbance
(distribution of absolute and percentage values)

Absolute values Percentage values
Yes 8 30,8
No 16 61,5
No answer 2 7,7
Total 26 100,0

It seems that just as is the case
with civil society, so also with the
Church community it is necessary
to work in favour of greater sensiti-
sation in relation to these subjects,
as regards which precise pastoral
guidelines have not yet been devel-
oped. In this sense, this internation-
al conference, which is dedicated
specifically to depression, a trans-
versal psychopathology affecting
the developed and developing
worlds, is an important moment for
reflection on the relaunching of
pastoral commitment in this very
difficult area which is often neglect-
ed — I would dare to say forgotten —
by the civil world.

However, in our survey we at-
tempted to investigate the contem-
porary state of affairs to the full in
order to identify, within pastoral
programmes that are now under-
way, guidelines for action and im-
plementation that could be sugges-
tions for the work of other Church-
es in this field.

From an analysis of the objec-
tives of the pastoral programmes
now underway it was possible to
identify five principal lines of ac-
tion:

- Pastoral action that places sick
people and their family relatives at
the centre of things as recipients
and agents of evangelisation.

- An intense action of sensitisa-
tion of the local political decision
makers, and of civil and ecclesial
society, on the importance of de-
fending the rights of people with
mental health problems, in order to
promote new attention and consid-
eration of the questions and issues
that bear upon the suffering of the
human mind.
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and alcohol, whose use can be cor-
related to the presence of mental ill-
nesses and/or depressive distur-
bances.

- Pastoral action directed towards
the rehabilitation of people with
mental illness so that they can re-
turn to their family, working, and
relational lives.

- And lastly, a training action di-
rected towards preparing pastoral
workers in the field of mental health
who will not only be able to accom-
pany people with these problems
but also to identify innovative pas-
toral strategies suited to tackling
this phenomenon in an effective
way.

However, this planning does not
seem to be accompanied by an ade-
quate availability of human and ma-
terial resources that are sufficient to
meet all the commitments that the
above mentioned objectives would

require. In the majority of cases the
bishops in their answers expressed
themselves by referring to the pres-
ence of ‘competent Christians who
do their best’ or to ‘groups of young
people, small Christian communi-
ties, teams of professionals with
good will’ — all this is voluntary
help. They also refer to chaplains,
and male and female religious. In
general, there was a complaint
about a lack of stable and qualified
personnel with specific profession-
al and pastoral responsibilities.
From the answers given by the
bishops one can see a difficult at-
tempt to do what is possible in the
circumstances, in conditions which
are mostly difficult, in which it is
necessary above all else to chal-
lenge the stigma and the prejudice
connected with a phenomenon that
scares people, which arouses fear
and distance.

The bodies through which pas-
toral care in health is expressed in
this field are units of pastoral work-
ers involved in providing services
in the field of mental health, hospi-
tal chaplainries active on this front,
and at a higher level psychiatric
committees for pastoral encourage-
ment in specialist clinics and de-
partments for spiritual assistance
for people with mental illnesses.

An attempt was then made to ex-
plore the forms of co-ordination of
such pastoral programme in the lo-
cal area and the level of satisfaction
in relation to such forms of collab-
oration. From the answers given by
the bishops, the diocese would ap-
pear to be the reality in the local
area that acts as a catalyst for such
forms of pastoral action — it is fol-
lowed by connections with the
parishes and the health care struc-
tures. However, the level of satis-
faction that was registered is not
very encouraging and this demon-
strates the difficulties that these
programmes have to deal with
every day. Attention should, how-
ever, be paid to the encouraging
fact about collaboration with the
prison institutions. We are led to
ask ourselves whether it is not the
case that perhaps specifically
where man seems to have lost
everything, reason and freedom, it
is pastoral action that opens up to
man a space of trust and hope to
which the conscience more than
reason can entrust itself. And man
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opens to ‘salvation’, to the search
for himself, other people and God,
whatever his Faith may be.

There is not enough time in this
paper to go beyond this analysis
and discuss the results of this
work. However, 1 believe that
there is enough here to grasp the
extent to which work in the field of
mental health is for all health care
workers — both lay and religious —
a challenge and a mission at one
and the same time. A challenge
against the prejudice and fear that
surround these pathologies, and
which makes not only those who
suffer from mental illness but also
their family relatives more alone.
A mission because the relationship
with people with problems of
mental suffering requires more
than any other relationship the
courage to recognise in the other
person the image of Christ who
calls us to an act of love, and the
image of the Good Samaritan be-
comes once again its symbolic ef-
figy. To end this paper, I would
like to briefly recall the story of an

encounter that was narrated by
Mother Teresa of Calcutta in a
speech that she gave in 1979 in a
Carmelite church in Dublin and in
which she seemed to me to sum-
marise perfectly the ‘hunger’ for
love of our time, of which without
doubt depression is one of the
many possible expressions. It is
the story of a boy met on the street
on a pavement in the middle of the
night because he had been turned
out of his home by his mother.
When the sisters returned the boy
had taken an overdose and had to
be taken to hospital. Mother Teresa
remembered: ‘I could not but think
that perhaps his mother was one of
those people who worked for our
hungry people of India. And here
was her son who was hungry, hun-
gry for her, hungry for love, hun-
gry for her care, and she refused
him it. Bring love into your homes.
If you really love God you will be-
gin to love your children, your
husband, your wife. Where are the
old people? Why are they not with
you? And where is the handi-
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capped child? Why is he not with
you? That child, that old person,
young fathers, young mothers, is a
gift of God’.*
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1. The History of Depression

It seems that the Greek physi-
cian Hippocrates (lived between
the 5"-4" century B.C.) one day
paid a visit to the home of the
philosopher Democrites, whose
friends believed that he was dis-
playing signs of mental imbalance.
Democrites was engaged in carry-
ing out dissections on animals and
studying their entrails. On this oc-
casion, the Greek philosopher, al-
most as though he wanted to justi-
fy his behaviour, is said to have in-
formed Hippocrates that he, too,
had a certain interest in the nature
and causes of madness. He is said
to have added that given that he
wanted to write on the subject he
had cut up the animals not out of
contempt for the gods but to ex-
plore the location and the nature of
bile — to the excessive quantities of
which the cause of madness was
commonly attributed.

At the time of Hippocrates both
black and yellow bile were held to
be closely connected with anom-
alies in behaviour and that it was
possible to distinguish angry or
melancholic temperaments accord-
ing to the prevalence of one of these
two fluids. For that matter, yellow
bile and black bile were then con-
sidered to be, together with blood
and phlegm, the fundamental hu-
mours of the human organism, and
it was believed that when there was
perfect balance and harmony be-
tween them they were able to main-

tain the physical and mental health
of the individual.

In particular, black bile (called in
ancient Greek melagkolia) was de-
scribed as a dense, cold, dark and
fluid that was also an irritant. It was
thought that it was located in the
spleen and could also be produced
by evaporating the watery compo-
nent of the other humours. It was al-
so believed that black bile, whenev-
er it prevailed over the other fluids
of the body, could flow out of its
natural place within the body, be-
come inflamed and corrupted, and
finally obscure the mind. Melan-
choly, which, it was believed, was
produced because of an excess of,
and alteration in, a corporeal hu-
mour, was thought to have primari-
ly mental symptoms, such as sad-
ness, fear, loss of appetite, sleep
disturbance, hallucinations, and
delirium.

For Hippocrates, treatment for
melancholy involved restoring the
excess humour to its harmonious
balance with the other three hu-
mours. To achieve this, he advised a
regime of hygiene and diet, which
were united and not separate, above
all in the case of patients who were
not very co-operative. This regime
involved taking medicines (such as
bear’s foot and mandrake), which,
because of their purgative and
emetic properties, were thought to
be able to eliminate the excess of
black bile. Such herbs were usually

gathered by the rizotomoi with spe-
cial precautions and rituals because
of the symbolic connotations that
were uniformly attributed to them.

However, during the post-Hippo-
cratic period other plant substances
were also used in the treatment of
melancholy. Thus, for example,
Crisippos of Cnid recommended
cauliflower; Philistion and Plistoni-
cos advised basil; and Philagrios
prescribed a potion based on ginger,
pepper, epithem and honey.

Aristotle (384-322 BC) was a
disciple of Plato (427-347 BC),
who himself saw certain types of
madness as a gift from the gods.
Aristotle himself associated melan-
choly with mental brilliance and ar-
gued that an excess of black bile
could help artists, philosophers and
even politicians to excel in their
fields. In addition, for Aristotle the
heart, which he saw as the chief
centre of life and the location of the
sensorium commune, sent the very
hot vapours produced within it to
the brain, which then proceeded to
cool them and to condense them. In
this way the activity of the heart
could in its turn be cooled and
calmed.

In Alexandria, during the Hel-
lenic age, Herophilos and Herasis-
tratos, both experts in anatomy, pro-
vided a new view of the brain,
which, they said, constituted the lo-
cation of the mental functions.
Herasistratos, in particular, also



DOLENTIUM HOMINUM N. 55-2004

81

studied melancholy and diagnosed
it successfully in Prince Antioch -
who was in love with the second
wife of his father — as an ‘amorous’
form. In this case the cure lay in at-
taining the object of his love, as in-
deed occurred when his father
agreed to follow the advice of the
physician.

In Rome, during the first century
BC, Asclepiades of Bitinia, in op-
position to moral doctrine and as a
follower of the theory of solids, pre-
scribed that people suffering from
melancholy should have various
kinds of baths, suitable diets, and
well-lit environments. He also ad-
vised that a reassuring and encour-
aging approach should be adopted
in relation to such patients. During

the same epoch the compiler of en-
cyclopaedias, Aulus Cornelius Cel-
sus, in his De Medicina described a
number of cures to be used for the
insomnia suffered by people with
melancholy: placing an oil of gin-
ger and iris on the patient’s head,
mandrake fruits under the sick per-
son’s ears, the consumption of a
poppy or henbane extract, and the
placing of scarifying cups on the
neck of the patient.

Seneca, the philosopher who
lived between the first century be-
fore Christ and the second century
after Christ, provided an accurate
description of melancholy and sup-
plied those who were suffering
from it with suggestions in the
forms of exhortations and consola-
tions.

During the first century AD, Ru-
fus of Epheseus also studied melan-
choly, which he described and sub-
divided into various types all of
which were characterised by the
specific location and action of black
bile. He also described the delirious
forms of melancholy. As regards
forms of treatment, he prescribed
rules of hygiene and diet, bleeding,
and a purgative that was made up of
dodder, epithem and aloe.

Soranus of Epheseus, who lived
between the first and second cen-
turies AD, was another student of
melancholy, and following the doc-
trine of solids he attributed it a con-
striction of the fibres that were said
to make up the human body. He de-
scribed the principal symptoms of
this malady: silent sadness and un-
motivated weeping, anxiety, pros-
tration, gastric disturbances, and
animosity towards the sufferer’s
relatives. As regards treatment he
advised above all else cataplasms to
be applied to the stomach or back at
the level of the shoulder blades. In
addition, he did not neglect pre-
scriptions of a psychological-be-
havioural character and recom-
mended the relatives of the patient
to make him or her watch happy
comedies and engage in pastimes
that would occupy the mind. He al-
so urged them to express admira-
tion and interest in what he or she
managed to do.

Areteus of Cappadocia, who
lived during the second century
AD, studied and described melan-
choly on more than one occasion
and for its treatment prescribed
purgatives and cholagogues which
contained, among other substances,
such elements as bitumen, sulphur
and alum. Areteus also thought that
there was a possibility of a constitu-
tional predisposition to melancholy
and that the state of melancholy
was a pathological extension of a
normal psychological condition. He
also stated that this illness could be
completely cured or could reappear
again after a number of years.

Claudius Galenus (130-200 AD),
a tenacious upholder of the doctrine
of humours, attributed melancholy
to an excess of black bile and distin-
guished three types of melancholy.
The first was due to the presence of
black bile in the main in the brain;
the second was caused by the
spread of this humour through the

blood to the whole of the organism,
including the brain; and the third
was provoked by the blockage of
the same humour in the hypochon-
driac region with the resultant pro-
duction of toxic exhalations that
could rise to the brain and influence
its workings. He described the
symptoms of sadness and anxiety,
as well as the delirious thoughts of
people suffering from melancholy
(one patient, for example, thought
he was made out of shells and he
was afraid that passers-by would
break them; another was afraid that
Atlas, tired of bearing the world on
his shoulders, would drop it and kill
everybody). Galenus advised pa-
tients to engage in a regime of hy-
giene and diet and thus, for exam-
ple, they had to avoid food that re-
sembled the black and bitterness of
black bile. However, he also pre-
scribed medicines such as, for ex-
ample, a mixture of plantain, man-
drake, lime flowers, opium and ru-
cola.

The authors who lived in the
epoch immediately after that of
Galenus (such as Oribasius of
Pergamen, Alexander of Tralles,
and Paul of Egina) did not move
from the general Hippocratic-
Galenic approach in their interpre-
tation and treatment of melancholic
disturbances. The Fathers of the
Church, although they generally ac-
cepted the Galenic system, often
displayed a tendency to see depres-
sive symptoms not as an example of
illness (that is to say as melancholy
and thus caused by physical factors
and medically treatable) but as sin
(that is to say as sloth and thus to be
attributed to diabolical temptations
and treated with religious prac-
tices). Thus St. Cassian, for exam-
ple, described a condition in monks
that was encouraged by a solitary
existence and which was charac-
terised by sadness and worry and
made them lazy and unable to per-
form their duties. In such cases, the
most suitable treatment, he thought,
could be an act of penitence or a
corrective punishment. However, to
prevent the sin of sloth he advised
banishing laziness through work,
and above all kinds of work that re-
quired a certain level of physical ac-
tivity. For that matter, the person
suffering from melancholy, who of-
ten gave the impression of hating
his or her own life and of harbour-
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ing a lack of trust in divine mercy,
expressed an approach that was cer-
tainly deplorable for every good
Christian. The depressed person,
absorbed by his or fears and his or
her forms of delirium, at times
seemed to have lost the powers of
reason, the divine gift that differen-
tiated man from animals. This situ-
ation could easily be interpreted as
a sign of divine disapproval and
such disapproval was closely con-
nected with the condition of the sin-
ner.

Arab physicians at the time of
the highest splendour of that civili-
sation (the last centuries of the first
millennium and the first centuries
of the second millennium AD) also
studied depression. Generally, they
were influenced by the doctrines of
Hippocrates and Galenus. Najab ud
din Unhammad (who lived be-
tween the ninth and tenth centuries)
described in particular a form of
depression characterised by taci-
turn and agitated behaviour accom-
panied by insomnia and antipathy
towards one’s fellow men. He also
described a second form of depres-
sion which was marked by sadness
and anxiety. In both cases, he pre-
scribed regimes based on hygiene
and diet, baths, and at times bleed-
ing as well. Avicenna (who lived
between the tenth and eleventh
centuries AD) opposed the view
that the symptoms of depression
derived from the influence of devils
and believed that it was an illness
that could be treated with medi-
cines (for example he prescribed
Aaron’s beard for such patients).
And the Arab historian Usama ibn
Mungidh, who lived in the thir-
teenth century, tells of a dispute be-
tween a Frankish medical doctor
and an Arab medical doctor over
the case of a woman afflicted by
‘consumption’. The former gave an
interpretation that was purely phys-
ical and proffered prescriptions re-
lating to diet, whereas the latter
gave an interpretation based on the
action of devils and thus proposed
rituals involving exorcism.

Constantine the African, who
lived during the eleventh century in
North Africa and Italy, was the au-
thor of the tract De melanconia, one
of the first medical texts to be en-
tirely dedicated to the subject of de-
pression, and in which the Greco-
Roman tradition became fused with

the contribution made by Arab au-
thors. The set of symptoms of the
illness were accurately described,
as well as its different clinical forms
and its various causes. The book
then described the treatment for de-
pression, which was in the main
connected with hygiene and diet
(the climatic and environmental
context, food, the balance between
the retention and the expulsion of
organic material, physical activity,
the sleep rhythm in relation to wak-
ing hours, and the sphere of emo-
tions and passions). The pharmaco-
logical forms of treatment are then
also considered, and these are in
general based on purgatives or di-
aphoretics which were used to
achieve the rapid expulsion of the
greatest possible quantities of black
bile, which was held to be responsi-
ble for the state of illness. The plant
remedies proposed included: bear’s
foot, cassia, colocynth, rhubarb,
thyme, saffron, almonds and pista-
chios.

St. Ildegard, the abbess of the
convent of Bingen in Germany who
lived during the twelfth century, be-
lieved that melancholy was closely
connected with original sin and di-
rectly engendered by the devil.
Against this condition she advised
remedies which were seen as ex-
pression of divine benevolence and
taken from the three kingdoms of
nature (for example, a potion in
which blood, mallow, olive oil and
vinegar were combined).

In medieval Europe these were
long in fashion in the treatment of
mental illness, rather like those
broadly based potions that were
proclaimed to have prodigious
health-bestowing virtues that were
derived from the rarity or high val-
ue of their ingredients. Remedies or
therapeutic practices were often
employed which enjoyed a high
reputation because they connected
with famous physicians of the past
or to the patron saints of a particular
illness. At times medicines and po-
tions were prescribed on the basis
of magical beliefs or supposed as-
trological influences.

During the Renaissance, the con-
dition of depression began to be
seen in a different light from what
had been prevalent during the me-
dieval period. In particular, the
philosopher Marsilio Ficino (1433-
1499), as had been previously been

the case, for that matter, with Aris-
totle, defined the melancholic tem-
perament and the manifestations of
melancholy as a characteristic of
the man of genius involved in the
arts, the sciences, and politics. In
the view of Ficino and the neo-Pla-
tonic circle connected with him, the
person suffering from melancholy
was associated from birth with the
planet Saturn, a planet that was seen
as ambivalent and capable of ensur-
ing both brilliance and creativity on
the one hand, and inertia and inac-
tion on the other. For some time as-
trology had argued that the various
astral spheres influenced the lives
of those who were born under their
sign. Thus people born under
Jupiter were bloodthirsty; those
born under Mars were angry; and
those born under Saturn were
melancholic. Until the Renaissance,
however, artists and writers were
associated with Mercury, the planet
of swift motion, as well as being the
god who protected trade, com-
merce, and the sciences. People
born under this sign were thought to
be industrious and dedicated to
study. But during the Renaissance
the Saturnine temperament gradual-
ly replaced the mercurial tempera-
ment as the prerogative of the cre-
ative and innovative genius. At the
same time, artists began to bring out
or to emphasise the melancholic as-
pects of their character, which, in-
deed, was a kind of guarantee of
their brilliance. In a kind of text-
book on hygiene to be used by writ-
ers (De vita triplici, 1489), Ficino
was full of advice as to how to over-
come the malign influences of Sat-
urn: sufferers had to follow rules re-
lating to hygiene and diet, cultivate
music, and thank the planet Jupiter
so as to add ‘joviality’ to the basic
melancholy of the artist. The
French physician Jean Fernel
(1486-1557), in his classification of
mental illnesses, distinguished
three kinds of melancholy: a sad
form, a form marked by lycan-
thropy, and a form with excitement
(mania). He also placed within
melancholy, which he attributed to
damage to brain, those forms of
persecution mania where there no
fever or agitation was present.
Joahnnes Weyer (1515-1588),
who came from Brabante, saw
melancholy as the chief affliction of
people who were accused of witch-
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craft. For this physician, many of
the experiences described by so-
called witches were probably the
fruit of their disturbed imaginations
rather than the result of the real ac-
tion of the devil. It was thus to be
recommended that they should be
examined by a medical doctor
rather than by a priest.

André Du Laurens, who lived be-
tween the middle of the sixteenth
century and the first decade of the
seventeenth century, wrote Dis-
cours des maladies mélancoliques
(1599) and prescribed rules relating
to hygiene and diet to his patients.
In particular, he counselled the in-
halation of various perfume
essences and looking at bright
colours. In addition, he recom-
mended pleasant occupations and

I

company, and did not neglect the
use of medicines, which were usu-
ally based on plants.

In 1586 Timothy Bright (1551-
1617) published his A Treatise of
Melancholie, in which he made a
distinction between the physical
form of melancholy to be attributed
to black bile and the mental form to
be attributed to spiritual worries
and preoccupations. For the first, he
mostly advised treatment based up-
on diet and medicines, and for the
second he proposed religious and
psychological practices.

In 1621 Robert Burton (1577-
1640) published his famous trea-
tise Anatomy of Melancholie, in
which, when referring to the previ-
ous literature on the subject, he de-
scribed the symptoms, categories

1!

and treatment of melancholy. In his
book he emphasised, in particular,
the possible suicidal behaviour of
people suffering from melancholy
and descriptions were given of
many delirious ideas rooted in de-
pression (for example believing
that one is a fragile as glass, as
heavy as lead, as light as a feather,
as inflammable as straw, etc.) The
plant-based substances proposed
by Burton included dandelion, ash,
willow, tamarisk, poppies and
Aaron’s beard. There were also
magical prescriptions, such as
wearing a ring made from the rear
right hoof of a donkey.

In order to illustrate the interest
of authors and the educated public
of the age in the broad variety of
symptoms connected with depres-
sion, reference may be made to the
following works:

Maladie d’amour ou mélancolie
erotique (1612), by the Frenchman
Jacques Ferrand; Dignotio et cura
affectuum melancholicorum (1622),
by the Spaniard Alphonso de Santa
Cruz; and Dissertatio medica de
nostalgia” (1688), by the Swiss au-
thor Johannes Hofer.

Between the seventeenth and
eighteenth centuries certain inter-
pretations arose relating to the
symptoms of depression that de-
parted from the traditional attribu-
tion of it to the action of black bile.
Thomas Willis (1621-1675), work-
ing under the influence of the theo-
ries of iatrochemistry, attributed the
genesis of melancholy to an excess
of salinity in the blood that was held
to be capable of altering the confor-
mation itself of the brain. Thomas
Sydenham (1624-1689) empha-
sised the importance of the weak-
ness of blood in hypochondria, a
weakness that had to be strength-
ened with corroborative medicines,
which were primarily iron based.
Hermann Boerhaave (1668-1738),
in the wake of the theories of iatro-
chemistry, attributed the cause of
depression to an increase in the oily
components of blood with an ac-
companying reduction in the blood
flow to the brain and a weakening
of the secretions of the nerves.
Frederic Hoffmann (1660-1742) at-
tributed melancholy to a spasm of
the dura mater which caused diffi-
culties for the circulation of blood
in the brain. George Cheyne (1671-
1743), in his book The English Mal-

ady, dwelt upon the environmental
causes of depressive hypochondria
(in particular, he referred to the
damp and heavy climate of the
British Isles and the rhythm of life
in the major cities).

However, towards the end of the
seventeenth century black bile still
held a certain relevance in the inter-
pretation of the symptoms of de-
pression. Thus, for example, Anne-
Charles Lorry (1726-1783) distin-
guished ‘humour melancholy’
(marked by disturbances in diges-
tion caused by an excess of black
bile and to be treated by purgatives)
from ‘nervous melancholy’ (char-
acterised by convulsions due to ten-
sion in the fibres making up the hu-
man body and to be treated with an-
ti-spasm  tonics).  Pierre-Jean-
Georges Cabanis (1757-1808) ar-
gued in favour of the existence of a
‘melancholic temperament’, which
he held to be centred round the he-
patic system, which itself was seen
as a favourable terrain for the for-
mation of a depressive illness.

Philippe Pinel (1745-1826) saw
melancholy as an exclusive idea
(monomania) involving a false
judgement of the sick person about
his or her own body which wrongly
led him or her to think that he or she
was in danger. Jean-Etienne-Do-
minique Esquirolle (1772-1840)
coined the term ‘lipemania’ for de-
pression, and this he defined as
‘monomania characterised by par-
tial delirium and a sad and oppres-
sive depression’. This author thus
distanced the illness from every ref-
erence to black bile.

The alienists of the first decades
of the nineteenth century were un-
der the influence of ‘romantic psy-
chiatry’ and attributed all forms of
mental illness to an imbalance in
the soul. They also resorted to so-
called ‘moral treatment’ in trying to
cure depression, which involved an
attempt to combat and remove the
delirious core identified within the
patient through the employment of
a pedagogic approach. Thus, for ex-
ample, recourse was made to the
‘pitying fraud’ (in this practice the
therapist won the trust of the patient
by pretending at the outset to share
his or her beliefs so as to correct
them later on), and if this treatment
was not engaged in then patients
were procured pleasurable sensa-
tions, at times alternated with un-
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pleasant sensations, so that the first
were increased in their intensity by
the second, or an attempt was made
to provoke sudden emotions in pa-
tients by surprising them with aural
or visual stimuli.

However, during the first half of
the nineteenth century people still
prescribed, in their treatment of
melancholy and hypochondria —
and this despite the change in inter-
pretations as to their pathological
origins — certain pharmacies that
belonged to what had become a
long tradition such as purgatives,
fluidifying medicines, and diges-
tives. Physical therapies were also
used with a notable frequency, prac-
tices such as the immersion of pa-
tients in water, the use of showers,
or placing patients in revolving
chairs.

Towards the middle of the nine-
teenth century, in a development
line with the progressive shift of
psychiatry from the field of philo-
sophical speculation to the field of
scientific research (above all in the
neuroanatomical and neurophysio-
logical spheres), doctors began to
understand depressive illness as an
organic disturbance of the brain.
Thus, for example, Théodore Her-
mann Meynert (1833-1892) postu-
lated that melancholy derived from
a deficit of cerebral energy usually
connected with ischemia. Other au-
thors of the same period, basing
themselves on autopsy reports on
patients afflicted by depression, re-
ferred to differing causes that in-
volved an altered functioning of the
brain such as anaemia, hyperemia
or edema.

Jean-Pierre Falret (1794-1870)
noted in his patients a frequent
move from depression to mania,
and used the term ‘circular mad-
ness’ to describe an illness charac-
terised by a succession of two op-
posing polarities in mood. In study-
ing depressive behaviour he also
carried out research into suicide.
Similar observations on swings be-
tween depression and mania also
appear in the work of Jules Bail-
larger (1809-1890), who described
what he called ‘double madness’,
and are referred to by Karl Ludwig
Kalbaum (1828-1892), who re-
ferred in his writings to ‘Vesania
typica circularis’.

In the second part of the nine-
teenth century no particular

progress was achieved in the treat-
ment of depression compared to
what had been attained during the
previous period. Side by side with
medicines that were already known
(such as arsenic, strychnine, stro-
phantus etc.), new pharmacies were
also used, such as anaesthetics, or
the first hypnotics, which were pro-
duced at the end of the century by
the pharmaceutical industry. Cer-
tain therapies that had meanwhile
appeared in medicine, such as ani-
mal magnetism, hypnotism and
electric therapy, were also used.
Many alienists, however, still
looked after depressives or
hypochondriacs with a wait and see
approach. They often confined
themselves to preventive or accom-
panying methods by prescribing
pleasure trips or stays in spas to
their richer patients.

In his classification of mental ill-
nesses, Emil Kraepelin (1856-
1926) associated mania and depres-
sion in the ‘manic-depressive psy-
chosis’, which he thought could be
divided into three kinds of sets of
symptoms (bipolar, unipolar and
mixed). Apart from the case of
‘evolutive melancholy’, his progno-
sis for such afflictions was not
favourable. Subsequently, Ernst
Kretschmer (1888-1964) used the
term ‘cycloid personality’ to de-
scribe the various affective tem-
peraments that had a predisposition
to manic-depressive psychosis. The
psychological traits of the “tipus
melancholicus” were described
some decades later by Tellembach.

Sigmund Freud (1856-1939) pro-
duced a psycho-dynamic interpreta-
tion of depression. In Mourning
and Melancholy (1917) he empha-
sised how these two conditions
were linked by the loss of an object
with a strong emotional resonance
with the introjection of unresolved
negative feelings. Melanie Klein
(1882-1960), for her part, thought
that the depressive experience was
fundamental in the development of
children.

Psychotherapy (from psycho-
analysis to behavioural therapy)
presented itself during the first half
of the twentieth century as a form of
innovative treatment in the cure of
depression, not least given the mea-
gre results obtained by contempo-
rary biological psychiatry.

Towards the middle of the twen-

tieth century two treatments began
to be used which were shown to be
especially effective in the case of
depression: electro-shock treatment
and psychopharmacies. The first
was introduced into psychiatry in
1938 by Ugo Cerletti (1877-1963)
and then quickly spread to the main
Western nations. As regards the sec-
ond, towards the end of the 1950s
‘anti-depressive tricycles’ and the
so-called ‘anti-MAOQOs’ (inhibitors
of the amino-oxidases inhibitors)
made their appearance. There then
the followed the discovery of ‘ben-
zodiazepines’ for use in anxious de-
pression, the use of lithium in the
prevention of manic-depressive
psychosis, and in more recent years
the second generation (‘atypical’
and ‘serotoninergic’) anti-depres-
sives. During the last decades of the
twentieth century various biochem-
ical theories on the origins of de-
pression emerged and these brought
out the determining role of the neu-
rotransmitters.

Thus it is that melancholy, in the
space of a few thousand years, has
passed from being attributed to the
influence of injurious black bile, to
the role of the sinister planet Saturn,
and on to the still in part obscure
laws of neuroscience

Prof. MASSIMO ALIVERTI
Neuropsychiatrist,

Professor of the History of Medicine at
the University of Milan-Bicocca,
Lecturer in the History of Psychiatry at
the University of Milan.
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2. Depression and Christian Hope

My paper has been preceded by
numerous other contributions that
have illustrated the psychological
phenomenon of depression from
various points of view. Aware of the
limits to my knowledge as regards
the subject of depression, I would
like, nonetheless, to express certain
concepts in relation to this question
by basing myself not on scientific
cognitions but on human experi-
ences and the experiences of a
priest that are certainly painful and
have impressed upon me memories
that cannot be cancelled out.

It is difficult to try to set out sta-
tistics on depression in the past,
both because we do not have data
derived from careful observation
and because it is not always easy to
identify the specific states of mind
of historical figures as being what
we today call depression.

1. Depression as Seen
by a Pastor of Souls

I believe that unanimous agree-
ment exists on the fact that the phe-
nomenon of depression is complex
and that it is the outcome of various
causal elements, some of which are
connected with the deep structure
of the psychology of a person. Of-
ten there exist hereditary factors. In
addition, specific powerful trajecto-
ries of the educational and upbring-
ing process can exercise a consider-
able influence. The personal history
of those who suffer from depression
provides, to varying degrees, ele-
ments that explain this phenome-
non, and which, as in the case of
other factors, can point out a route
by which to diagnose the problem,
assess its depth, and discern in
which direction, and how, the treat-
ment should be directed.

Depression is a state that has a
certain similarity to hopelessness,
with the loss of hope, with a feeling
of permanent frustration, with the

perception that one’s own existence
is a failure and is a ‘tunnel with no
end’. At times the characteristic of
depression is that this state of hope-
lessness is seen as a paralysing real-
ity in which the subject experiences
a sensation of impotence in exercis-
ing his own capacities, and as a re-
sult feels that his life is useless. It is
not strange, therefore, that depres-
sive states, in their deepest expres-
sions, can lead to a psychological
discouragement that sees the only
way out as being the end of one’s
existence, that is to say taking one’s
own life.

Given that a human being is a
psychophysical reality, we should
bear in mind that both the diagnosis
and the treatment of depression de-
pend upon physiological, psycho-
logical and spiritual elements that
are interdependent.

In addition, there are factors that
can lead to a predisposition to de-
pression, although this phenome-
non does not always necessarily
emerge. One of such factors is per-
fectionism, that is to say a dispro-
portionate ambition to obtain per-
fect results. At an apparent level,
such a kind of ambition could be in-
terpreted as being responsibility.
However, in reality it denotes a lack
of realism, a lack of readiness to ad-
mit one’s own limitations. The per-
son who allows himself to be trans-
ported by extreme perfectionism
can fall into a hypercritical ap-
proach towards himself and be
threatened by a feeling of frustra-
tion which roots itself to the extent
to which self-criticism becomes ex-
acerbated and destroys that healthy
appreciation that everyone should
possess in relation to their own pos-
sibilities.

Another important factor can be
the structure of a subject who has
paranoid characteristics. This is a
very serious factor that cannot be
easily reversed. A person who has a
paranoid tendency is to a certain ex-

tent impermeable to experience.
Where perfectionism exhibits an
exacerbated self-criticism, the per-
son suffering from paranoia has a
greatly weakened sense of discern-
ment in relation to his own limita-
tions and responsibilities. Naturally,
he blames others for his own fail-
ures, and this approach leads him to
see other people as constituting a
universe of adversaries and ene-
mies. Hence, as a result, his isola-
tion, which takes a dual direction.
On the one hand, the subject be-
comes discouraged because around
him he sees only negative signs,
and, on the other hand, he provokes
refusal on the part of the people
who surround him who, indeed, are
unable to accept the accusations
that they wrongly receive every day
from the subject himself.

We need to ask whether depres-
sion can be produced when in an
absolute sense elements or psycho-
logical predispositions do not exist
that can foster depression. We may
say that a healthy personality, that
is to say a personality that is in a
profound sense well structured and
balanced, does not constitute
favourable terrain for depression. It
can happen, however, that external
circumstances that are extremely
unfavourable may provoke a psy-
chological disruption that leads to
depression or accompanies it.
Amongst such circumstances we
may list the following: great fail-
ures at the level of a person’s emo-
tional life, financial disasters, the
appearance of an incurable and
long-lasting illness, conflicts be-
tween duties that appear to be in op-
position with each other and irrec-
oncilable, an inevitable loss of sta-
tus, and a sense of lost honour
which cannot be regained through
the usual channels. I would like to
express, but only as a hypothesis,
that the most adverse and persistent
circumstances do not manage to
produce depression when the per-
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son who experiences such circum-
stances has a well structured and
spiritually well constructed person-
ality. I would say that in such condi-
tions depression, if it is produced, is
less deep and has greater possibili-
ties of being overcome.

What has been said hitherto in
this paper leads me to think that the
psychological limits of a person
who suffers from depression must
be taken into consideration very se-
riously when the malady has to be
diagnosed, its immediate and re-
mote causes discerned, and treat-
ment for it has to be drawn up.

Behind the various kinds of de-
pression, and I say ‘different’ in the
sense of the psychological substra-
tum which is its basis and the exter-
nal circumstances that act as a deto-
nator or catalyst, there are certain
varying shared elements.

One of these is loneliness. A de-
pressed person totally loses the ca-
pacity to communicate because he
believes that he will not be under-
stood or because he requires a kind
of understanding that goes beyond
that which commonly exists in hu-
man beings in the same conditions.
If the feeling of solitude is suc-
cumbed to, the isolation of the de-
pressed person becomes more acute
and a lack of confidence in the pos-
sibility of finding understanding
and help increases. In this way, de-
pression creates conditions that are
highly unfavourable to its being
overcome.

Another element is a certain
paralysis of activity. The depressed
person experiences an exacerbation
of his own sense of self-criticism
and tends to colour his own possi-
bilities of action with negativity.
Even when he receives stimuli that
should give him courage he tends to
underestimate them and not to see
them as objectives or as generous
expressions of benevolence. The
person who suffers from a state of
depression perceives so many diffi-
culties and so many negative fac-
tors that he does not where to begin
or how to re-begin. This negative
horizon works as an insuperable
brake and throws the patient into a
paralysis of abstraction in which ru-
minating on his condition has an
important and even preponderant
place in his captiousness.

From a psychological point of
view, a person who has fallen into

depression needs human company
that helps him to overcome loneli-
ness and isolation; he needs to en-
gage in satisfying activity that is
successful and to discover those fis-
sures in his own personality that
have allowed the depressive state to
filter through. All this is much easi-
er to describe than to achieve
specifically because the person who
suffers from depression is in a situ-
ation of negativity or at least of dis-
trust in relation to those who sur-
round him and he tends to avoid
that which could require of him a
change in his passive and ruinous
activity. The person who adopts the
profoundly human role of extend-
ing a helping hand to another per-
son who manifests symptoms of de-
pression must equip himself with
great constancy in order to win the
trust of the patient and to ensure
that the patient becomes detached
from the psychological low state of
‘I can’t’, which, indeed, constitutes
the shell that impedes him from re-
ceiving help and from beginning
the work of recovery.

In what I have just read out I have
allowed myself to express a simple
and certainly superficial and partial
judgement of what constitutes de-
pression that is based on my daily,
human and priestly experience. I
have not made particular reference
to the drama of suicide to which the
most serious cases of depression
lead. If I do refer to this tragic reali-
ty it is because its incidence seems
to have increased in a significant
way in certain sectors of Western
societies and because its spectre of-
ten accompanies those who suffer
from depression. For this reason,
one is not dealing here with an un-
real hypothesis or with a hypothesis
bearing a low probability. Perhaps
we can say that this is a risk that
should be borne in mind from the
moment when the syndrome of de-
pression appears with a degree of
gravity.

Depression, therefore, is a reality
that belongs directly to the field of
competence of psychology but one
cannot and one must not neglect its
relationship with faith, morality,
and spirituality. For this reason, al-
though the support of a psychiatrist
is important and often necessary, a
priest, in his capacity as a confessor
or a spiritual director, in the same
way as a member of the laity who is

qualified in the ways of the spirit,
can provide a relevant and comple-
mentary support in the process of
recovery from depression.

2. The Spiritual Aspect of
Recovery from Depression

It is clear that if the depressed
person is a believer, indeed a
Catholic with a clear knowledge of
faith and doctrine about almighty,
provident and merciful God, and
about man in his quality as a crea-
ture who bears the mark of sin but

who has received the gift of grace,
which is effective in ‘bringing out
sons of Abraham from these stones’
8Mt 3:9), very solid elements exist
by which to achieve the overcom-
ing the world of shadows, of inse-
curity, of frustration and of mental
paralysis into which he has de-
scended.

The certainties of faith for the de-
pressed person are points of support
that are solid and valid and in which
he can find security and relief. To
understand that depression is extra-
neous to the paths of God, that it is
a purifying trial, that it is not an in-
escapable determinism, and that,
whatever the case, the grace of God
is always present and operative so
that even in this concrete case the
truth of the word of Holy Scripture
which lays down that ‘everything
helps to assure the good of those
who love God’ (Rm 8:28) is rele-
vant — to understand all this is al-
ready a very great advance on the



DOLENTIUM HOMINUM N. 55-2004

87

journey to overcoming pain. In pas-
toral care for those who suffer from
depression a primary place is occu-
pied by everything that can
strengthen the faith of the depressed
person, and by ‘faith’ is meant cer-
tainty as regards the goodness and
the wisdom of God, the destiny of
happiness that God wants for all
men, the merciful love with which
God attends to the salvation of men
- to the point of giving His Son (cf.
Jn 3:16), the paternal and tender
welcome with which God receives
those sons of His that have drawn
away from Him (cf. Lk 15:11-24),
the knowledge that God has of our
limitations and our weaknesses (cf.
Ps 103, 104), and thus of the merci-
ful goodness of His judgements re-
garding our failures and our falls.

Given that a depressed person
suffers a feeling of loneliness and of
not being understood — which may
not correspond to objective realities
but which constitutes a subjective
perception — a return to the certain-
ty of faith that it is in God ‘that we
live, and move, and have our being’
(Acts 17:28), amounts to a recovery
of a ‘spiritual atmosphere’ that is
propitious in achieving an over-
coming of that negative sensation
of the person who may think that
his existence is without meaning.
To believe with certainty that God
is near to me, that He ‘penetrates
me’, and that he is closer to me than
I am, is a key experience by which
to return to seeing life with opti-
mism, without, however, ceasing
thereby to perceive one’s difficul-
ties and obstacles with realism.

Knowing and believing that God
knows our defects and our limits
better than us and that His judge-
ment about our erroneous actions is
perfectly lucid when it comes to the
factors that attenuate our blame-
worthiness, is a spiritual approach
that helps to free us from a hyper-
critical judgement — which is often
simplified — as to our responsibili-
ties and our faults. The facts that
have just been listed constitute the
characteristics of the Gospel of Je-
sus, expressed in words or phrases
although they underlie many ap-
proaches that are equally or more
expressive than declarations of con-
cepts.

If the patient recovers a feeling of
trust in God, the loving Father, as
well as in his own possibilities, a

great step forward in his recovery
will have been achieved.

3. The State of Depression
and the Christian Virtues

Given that the ‘spiritual struc-
ture’ of the Christian lies in the car-
rying out of good acts that we call
‘virtues’, and given that the virtues
are interconnected, it will not be su-
perfluous to remember that the state
of depression requires in particular
the exercise of certain virtues and at
the same time an opportunity for
their growth and development.

First of all, there is the virtue of
faith in God and in His attributes.
Only in the light of faith in God is it
possible to look with serenity on the
paradox of the good God, He who
loves the good of men and the
Almighty One, on the one hand,
and on the other, the existence of
evil, above all moral evil, but also
physical evil, especially when this
afflicts innocent creatures. Only in
a spirit of faith can we share the
statement made by St. Paul that
‘everything helps to assure the good
of those who love God’ (Rm 8:28)
and the projection of this in the
teaching of St. Augustine to the ef-
fect that ‘God would not allow evil
if were not sufficiently powerful to
derive a good from evil itself’. The
apex of this paradox is without
doubt the drama of Calvary, where
the most ferocious of injustices, the
most abject forms of cowardice,
and the dirtiest forms of political
opportunism made up the external
framework of the most positive and
generous act of love of God for
mankind, namely the redemption
and salvation of humanity through a
murder, which was the external
form of the sacrifice of reconcilia-
tion.

To the virtue of hope I will de-
vote a number of reflections later
on, at the end of this paper.

The charity that is born from the
love that God has for us and which
precedes any act of love of ours lo-
cates man in the perspective of the
benevolence of God, His initiative
both in the order of the creation and
in the order of salvation, of the free-
giving of His love which has no
limits but those of being defeated
by forms of ingratitude expressed
by men towards it. The contempla-

tion of this incomparable love can
do nothing else but provoke an an-
swer of love, and we know that this
answer is already a gift of the love
of God that infuses charity into the
soul together with the gift of justifi-
cation and grace. To know how to
love and go through the long list of
gifts that we have received from
God is, as St. Ignatius of Loyola
says at the end of his ‘Spiritual Ex-
ercises’, a good pathway ‘to obtain
love’. From this point of view, de-
pression must be seen as a form of
participation in the passion and the
cross of Christ and as a painful real-
ity that allows us ‘to pay off the
debt which the afflictions of Christ
leave still to be paid, for the sake of
his body, the Church’ (Col 1:24).

In a concrete situation of depres-
sion the ‘cardinal’ and ‘moral’
virtues also enter the picture.

The exercise of prudence chiefly
follows two directions. The first is
the decision to ask for advice and to
accept it within the framework of
consulting specialists and an exact
following of the forms of treatment
that are prescribed. The second be-
longs to the framework of calibrat-
ing activity so that too much is not
asked of oneself, on the one hand,
and not succumbing to the tempta-
tion of inactivity, on the other.

Justice finds expression in seeing
medical care and treatment as a trib-
ute due to one’s health, as an oblig-
ation that derives from the gift of
existence received from God, and
in seeing that looking after oneself
or not is not something to be decid-
ed by the arbitrary will of man.

Strength plays a role of extreme
importance because a depressed
person experiences discourage-
ment, pessimism, and a feeling of a
lack of motivation to go on living
and to address the challenges of his
life. For the patient, life appears
hard and marked by a level of diffi-
culty that his own condition tends to
overestimate. Great strength is re-
quired to address discouragement,
to be constant as regards treatment,
and not to neglect daily activities
despite a lack of will power and a
feeling of uselessness.

Temperance or moderation are
exercised in observing due propor-
tion as regards inactivity. A de-
pressed person tends to be inactive
and such inactivity deepens his
state of dissatisfaction and frustra-
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tion. It may happen, however, that
making an effort is counterproduc-
tive. Here temperance proceeds
gradually with prudence, justice
and strength.

Hope requires special discussion.
The principal object of this theolog-
ical virtue is God Himself, because
He is the full and definitive blessing
of the human person. Because of
hope, man looks to eternal blessing
as something that fills his aspira-
tions and that can be reached thanks
to the help of man. Theological
hope, therefore, refers to the ulti-
mate purpose of man, to that for
which man was created and to
which he must direct all his deci-
sions in a mediated and non-medi-
ated way. Generally, depression
does not call into question the ulti-
mate destiny of the person who suf-
fers from it. Indeed, the depressed
person experiences a radical
malaise in relation to his own life in
this world and sees death as libera-
tion from the pessimism that in-
vades him. It is not that he despairs
of his eternal salvation. Rather, that
he does not see how he can inte-
grate his state of dissatisfaction and
psychological paralysis with his du-
ty to go on living and thereby de-
serve eternal blessing. The de-
pressed person is unable to under-
stand how the pathway towards
eternal life may have to be followed
through a trial that shakes to the
roots the meaning of temporal life,
and this to the point of seeing his
own annihilation as a good, Para-
doxically, the person who is in a
state of depression sees death as a
good, to the point to taking recourse
to suicide, but without understand-
ing the incongruity between his re-
bellion in the face of existence and
his desire to possess God as a
supreme blessing. It should be
pointed out that depression has in-
gredients that call into question
faith and charity and that it also has
others that obstruct the exercise of
Christian hope, in the sense of dis-
associating final blessing from a
pathway that appears to be incon-
sistent with the desire for happiness
that lies in the heart of every man. It
is as though there was a fracture be-
tween the existential situation that
he perceives and the anxiety for
happiness that corresponds to the
promises made by God. For this
reason, it is possible to think that

the relationship between Christian
hope and depression is to be princi-
pally located not so much in rela-
tion to God as the blessed object
and ultimate finality of man but in
relation to forms of aid that come
from God and without which the
depressed person cannot reach his
ultimate goal, that is to say in a rela-
tionship with the grace that makes
possible acting supernaturally.
What burdens and tries the de-
pressed person is powerlessness as
regards overcoming a state of inner
disassociation, of dissatisfaction
and of paralysis, as a simultaneous
weakening of trust in the fact that
God is near to him, that He supports
him and that His grace has the pow-
er to enable the depressed person to
overcome the shadows that obscure
the horizon of his existence to the
point of making him perceive life as
something that does not have mean-
ing. Were a psychological phenom-
enon such as depression to have a
purely theological key, it could be
defined as a kind of radical Pela-
gianism which lacks trust in God,
who saves and can, and wants, to
save always.

The person who undergoes the
severe experience of depression
needs, from the spiritual point of
view, to retrieve a deep trust in God
the Saviour, whose grace has the
power to overcome the most lacer-
ating trials to which is subjected the
complex reality of our psychoso-
matic being. Believing in the power
of grace is the necessary pre-condi-
tion to rejecting the temptation of
hopelessness; it means feeling the
nearness of God, even amidst dark
mists and disorientation; it means
being convinced that our afflictions,
and especially those that are most
profound, are at one with the salva-
tion that is achieved through the an-
nihilation of Christ (cf. Ph 2:6-9), in
which each and every Christian, in
belonging to him, must share in a
personal and diversified way.
Hence silent and trusting prayer
supported by the passion of Christ
and his glorious resurrection is a
pathway to acquiring that inner
peace and that trust in God and one-
self that make up the antidote to
desperation.

The Christian life is organised
around the celebration of the sacra-
ments. Three of the sacraments
have a special relationship with de-

pressive states, and they are: the
Most Holy Eucharist, Penitence,
and the Anointing of the Sick.

Participation in the Eucharistic
Sacrifice has a special meaning for
the person who suffers from depres-
sion. In this participation we en-
counter the moment of prayer in the
garden when the acute concern of
Jesus was translated into a copious
sweating of blood (Lk 22:44), and
in particular when he was on the
cross and pronounced the words:
‘My God, my God, why hast thou
forsaken me’ (Mt 27:46; Mk
15:34). However, given that the
paschal mystery is revealed by the
resurrection of Christ, and that the
Christ received in the Eucharist is
the Risen One in his state of glory,
Holy Communion has a fruit of vi-
tality and joy for every believer, but
is this in particular for the believer
who suffers and shares in an exis-
tential way in the annihilation of Je-
sus.

The Sacrament of Penitence has a
singular relevance for the person
who suffers from depression if at
the origins of his state there are
grave and reiterated moral disor-
ders. The forgiveness of sins can
have an especially positive influ-
ence on the disturbances that are the
consequence of such behaviour.

The Anointing of the Sick is a
sacrament that can be of great help
to those who suffer from depres-
sion. Not only somatic illnesses or
illness of old age require the help of
this sacrament — psychological dis-
turbances that can lead to imper-
illing a person’s life or seriously
threaten its harmony can also re-
ceive benefit from this sacrament,
which helps a person to carry his
cross, supports the spirit of the per-
son who suffers the laceration of his
own inner equilibrium, and can also
help to restore health.

It is completely natural for the
Christian suffering from depression
to turn his gaze to the Most Holy
Virgin. She had many moments of
spiritual pain: the prophecy of the
sword of pain that would go
through her soul (cf. Lk 2:35); the
flight to, and exile in, Egypt (cf. Mt
2:13-15); the loss of the Son of God
in the temple (cf. Lk 2:41-50); and
her painful presence at the foot of
the Cross (cf. Jn 19: 25-27). We do
not know the inner state of Mary
during these moments of painful
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suffering and nothing allows us to
think that her spirit suffered a state
of psychological depression. On the
contrary, we may suppose, given
that she was preserved from sin and
its consequences, that her soul was
always in a healthy equilibrium and
in profound harmony. But her expe-
rience of pain gave her a special ca-
pacity to feel pity for those mem-
bers of her son subjected to afflic-
tion and to obtain consolation on
their behalf, joy and strength amidst
trials, and especially in the field of
depression.

4. Conclusion

The Western world, which is
characterised today by secularisa-
tion, by a public refusal to acknowl-
edge that its Christian roots are an
essential part of its identity, by
moral relativism thanks to which
the most aberrant forms of behav-
iour acquire citizenship and recog-
nition in civil legislation, and by a

level of prosperity that is extended
to vast sectors of society to the dis-
advantage of the existences of a no-
table number of people who live in
a state of poverty, if not, indeed, in
abject poverty, is the world that ap-
pears to be the most afflicted by the
scourge of depression. This phe-
nomenon is not limited to specific
social strata but is present at a very
high level in people who suffer a
permanent tension because of needs
that they are not able to satisfy. This
makes them sink into dissatisfac-
tion in an environment that is reject-
ed and cannot be experienced with
realism, strength, and trust in God.
We are deeply convinced that a
gaze of faith at one’s own existence,
helped by recourse to prayer and
the support of various people, can,
from different points of view, be a
valid support by which to avoid iso-
lation, abstraction, inaction, and
low self-esteem. All of this is able
to form a very positive constellation
by which to overcome a psycholog-
ical state that is painful and ex-

hausting. I think that the supernat-
ural aspect and a strengthening of
hope in God, who supports, helps
and saves, are key elements in the
retrieval of a positive vision of one-
self and the world, the only vision
that corresponds to Christian opti-
mism, which believes firmly in
God, the merciful Father, in His son
Jesus Christ, the Good Shepherd
and Saviour of mankind, and in the
Holy Spirit, who is the author of the
Christian news and joy in the work
of God, and in our vocation to per-
fect blessedness. The injunction of
St. Paul: ‘Joy to you in the Lord at
all times; once again I wish you joy’
(Phil 4:4), is an always valid pro-
gramme and a characteristic of
every disciple of Christ.
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3. Moral Theology, Depression,
Subjective Moral Reference Points and
Objective Moral Reference Points

Melancholy, sadness, loss, guilt,
desperation, the contraction of the
time and space that are experi-
enced, and death, are all experi-
ences specific to the phenomenon
that receives the name ‘depres-
sion’ and upon which psychiatry,
philosophy and theology reflect.
Moral theology, with the instru-
ments that are specific to it, also
asks itself about the problems and
questions that are raised by depres-
sion. The way in which this phe-
nomenon is listened to and known
has in itself an ethical relevance.
This will be the first point ad-
dressed in this paper. I will then
move on to examine briefly the re-
lationship between the voluntary
and the involuntary. The relation-
ship between these two dimen-
sions has a special relevance in the
genesis of the feeling of guilt,
which is itself an important ele-
ment in the psychodynamics of de-
pression. We will thus see how it
can be differentiated at a conceptu-
al level from the meaning of sin
and of forgiveness. These are valu-
able distinctions if we do not want
to nourish a petrifaction of a per-
son’s memory in relation to the
past and a closure to the future and
to hope. A brief observation about
the illicitness of suicide will end
the analysis.

Ethics and a Multidisciplinary
Approach

The first point is already implic-
it in the way in which this confer-
ence is proceeding and it is of a
methodological character. An ethi-
cal value is already present in the
choices regarding knowledge be-
cause one is dealing here with ar-

bitration between different forms
of rationality. The phenomenon of
illness 1is, indeed, supra-deter-
mined in the sense that different
factors converge and interact in ill-
ness, and these are factors that are
studied by differentiated disci-
plines with their own operational
instruments and interpretive mod-
els: behaviour cannot be explained
with reference to a single cause,
whether it is physical, mental or
social in character. This should be
borne in mind, albeit in the knowl-
edge that it is neither possible nor
correct to study a phenomenon
when one has at one and the same
time the conceptual instruments of
different disciplines: we need to
break down the nucleus of perti-
nent meanings through the use of
different methodologies. In this
undertaking emphasis should be
laid on the role of the human sci-
ences. Their contribution involves
induction from anthropological
prior understandings even before
the production of isolated data and
theoretical systems. Indeed, they
not only provide specific forms of
knowledge, they also shape the
sensibilities according to which
man is perceived and studied.
Psychiatry is in an intermediate
position between the objectifying
medical model and the interpretive
model, and in which the subjectiv-
ity of the person who provides
treatment takes part in the subjec-
tivity of the person who is being
treated by mobilising his or her
own set of intentions in a
hermeneutic circularity. In basic
terms, one is dealing here with the
self-implicative component: un-
derstanding always involves self-
comprehension. Recognition of
the supra-determination of the ill-

ness is a reference to the relativity
of psychiatry: we are faced with
this problem whenever we forget
that the knowledge and operative
paradigm of psychiatry is only one
possible others.

The social sciences refer to val-
ues in order to give a reason to be-
haviour. But the move from values
that are observed (and because
they are observable such values
that can be placed in the same
realm as the facts or states of
things of the natural sciences) to
values that are judged to be effec-
tively valid (in a surreptitious or
unknowing way) is a form of natu-
ralistic fallacy.' Ethical theology,
therefore, should examine the
meanings emphasised by the hu-
man sciences by comparing their
worth with the Christian interpre-
tation of life. This brings into play
partial meanings, but to appreciate
them it is necessary to refer to the
overall purpose of living, with
which they necessarily interact in a
consonant or dissonant way.?

As regards the identification of
depression, we turn in this under-
taking to psychiatry, although we
are aware of the large number of
orientations that we can encounter
within this discipline. Psy-
chopathology with a phenomeno-
logical orientation places depres-
sive phenomena within two funda-
mental categories.” On the one
hand, there is reactive sadness or
neurotic depression, which is also
called psychic or motivated de-
pression; on the other hand, there
is endoreactive sadness, which
emerges when the cause for the al-
teration in mood has disappeared
but the depression still remains. In
this second area we encounter de-
pression as a real and authentic ill-
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ness or clinical melancholy, which
is also termed ‘psychotic’ and de-
scribed as life sadness.

A third kind of sadness can be
defined as existential and does not
refer to a situation that is specifi-
cally pathological. In dynamic
psychiatry a distinction is made
between simple and melancholic
depression, which also involves a
disturbance of the ego that endan-
gers identity. Three kinds are de-
scribed: the ‘depressive position’,
which is always experienced; neu-
rotic depression, which is an alter-
ation in mood, and psychotic
melancholy, which can involve
disturbances of the personality.

As can be seen, these approach-
es do not create a ‘sick person’ as a
hypostasised entity who is differ-
ent from a ‘sick person’, but fos-
ters a qualitative idea of the illness
as an imbalance in the forces or
components that are present in all
human beings. Those people who
provide treatment are no exception
to this and are seen more as being
similar to their patients than differ-
ent from them. One can see how,
from an ethical point of view, such
an approach is not irrelevant.

The Voluntary
and the Involuntary

Moral life involves an exercise
of responsible freedom in manag-
ing and giving form to what be-
longs to our interior life, which is
made up of feelings and affections,
impulses and phantoms. However,
this power is not absolute. And it is
here that the distinction between
the voluntary and the involuntary
comes into play. What is experi-
enced in depression and the forms
of behaviour that derive from de-
pression — as for that matter is the
case in every other mental illness —
are influenced by unconscious
forms of determinism. One cannot
escape such conditioning factors
but this does not mean that we ex-
clude free initiative from the sub-
ject in giving them an orientation
and a configuration. The voluntary
has its roots in the involuntary. We
are indeed controlled by the forces
of the unconscious, but this is not a
total control. Freedom under the
movement of grace shapes interior
reactions and the psychic world,

even if the component attributable
to freedom is always very difficult,
if not impossible, to assess from
outside: ‘one can never conclude
from the presence of a neurotic
motivation that there is a certain
absence of a spiritual-ethical moti-
vation’.* That is to say, psychic
causality can be present but this
does not necessarily exclude every
other motivation. “We judge the
conscience from the outside. But
we dot not seek to judge the hid-
den secrets of the heart’, said St.
Augustine when speaking about
suicide.” In more classic terms, we
could speak about relationships
between the mental life and holi-
ness, to which we all, even when
we are ill, are called. This, howev-
er, does not remove the fact that an
absence of freedom is a deep
wound and should be seen as an
objective evil or disorder.

The point is well brought out by
the title itself of this paper, which

PN

refers to the need to link, contem-
poraneously, objective moral ref-
erence points and subjective moral
reference points. An ethical dis-
tinction in relation to these two di-
mensions is always important. But
this is especially the case in de-
pression, a condition that involves
feelings of guilt being at the centre
of its own psychodynamic. This
sense of guilt springs from a nar-
cissistic wound that leads to a fall
in self-esteem, however one may
wish to interpret the elements that
are in conflict: the components of
the personality (the ego, the super-
ego, the ideal ego) or tensions be-
tween ideals and reality. We are,
therefore, in a situation in which

the confusion of disorder and sin
can be particularly devastating,
when, that is to say, the disorder,
the involuntary, is seen as the re-
sult of will. And this can take place
specifically in the logic of the ill-
ness where it is a strategy of the
desire for omnipotence seeking to
recover a little of the omnipotence
that has been lost.

Feelings of Guilt

For moral theology, the relation-
ship that exists between a feeling
of guilt and a feeling of sin is of es-
pecial interest, above all in order to
promote a better understanding of
what fosters access to the experi-
ence of forgiveness. When one
speaks about sin, indeed, the dis-
tinction between sin and a feeling
of guilt is not always clear. This is
a confusion that generates a large
number of painful and useless mis-

understandings. A feeling of guilt
is a feeling of unworthiness and
unease that emerges after an act or
an approach which is seen as mis-
taken.” At times reference is also
made to remorse. This word brings
out the two components of the ex-
perience. Remorse refers, on the
one hand, to aggression directed
towards oneself because of the dis-
appointment that the action has in-
volved; and, on the other hand, to a
wounded emotional life, which
does not like seeing one’s self-im-
age ruined by the wrong that has
been done (whether it is real or
imaginary).

The central characteristic of a
feeling of guilt is that one is deal-
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ing with an experience that takes
place, at a fundamental level, in re-
lation to the different aspects of the
personality that each one of has
within ourselves, that is to say the
ideal elements and our perception
of our own present situation. When
the prohibitions of the superego are
broken, or a person is not up to the
ideal image of himself or herself to
which he or she is attached, a feel-
ing of guilt emerges. In itself this
experience is a useful alarm bell: it
helps us to become aware that
there is something that is inade-
quate in our exterior behaviour or
our interior attitudes. However,
this feeling of guilt can be exces-
sive or indiscriminate when there
is no proportion between the
‘wrong’ that has been done and the
feeling of disturbance that has
arisen as a result.

Punitive forms of behaviour can
then manifest themselves. The
court inside us asks for atonement
and reparation, and thus we place
ourselves in situations that harm us
or prevent us from obtaining suc-
cess, thereby condemning our-
selves to failure, Or even, when
the feeling of guilt fluctuates with-
out a known reason within our in-
terior, we engage in a bad action in
order to have a point to which to
attach that feeling. Committing a
wrong in order to find a plausible
reason for a feeling of guilt that
would otherwise be inexplicable
offers some release because it
gives some reasonableness to the
situation as well as bestowing the
illusion of knowing, of knowing
ourselves, and of controlling our-
selves. An analogous variant is an
ability to tolerate success. I am re-
ferring here to those cases in
which one does not manage to be
happy with simplicity in response
to a gift or to be pleased with a re-
ward of some kind received at
work. In these cases, the result is
that the whole of our personality
is, as a result of that interior court,
in a state, as it were, of arrest, and
becomes paralysed. And it is here
that neurotic guilt emerges, runs
off the rails into pathology, and re-
quires technical help in order to be
clarified and managed.

In order to escape from these un-
pleasant feelings of inadequacy,
which at times are also well rooted
in reality, we adopt defensive

stances with the intention of reas-
suring ourselves and treating the
narcissistic wound. There is a rigid
search for an impossible perfec-
tion that involves difficulty in ac-
cepting reality as it is and commit-
ting oneself to transform it into a
practical reality of actual situa-
tions. Attitudes arise which are in-
tolerant towards ambivalence and
limits, a defensive closing up with-
in the person, and a flight from the
present in the search for perfect re-
alities that exist only in the imagi-
nation or for a past made up of re-
grets. These are all signs of an in-
sufficient acceptance of the truth
about oneself and other people.

|

But there is also a positive way
of living out a feeling of guilt. A
sense of guilt then becomes a stim-
ulus to assess one’s actions and at-
titudes in a realistic way and to
open oneself up to improvement.
This is a useful feeling which
points to the presence of some-
thing wrong. One should then as-
sess whether this is really some-
thing wrong and what its dimen-
sions are. And one should also
consider whether the subsequent
development will lead to a repair-
ing/absolving, an opening of one-
self up to a future improvement, or
whether the patient is stuck on
self-condemnation and self-deval-
uation. This second possibility can
lead to depressive sadness. It is
rather frequent during our epoch,
both because of the excess of
ideals that the world of the mass
media proposes to us (which are

often false but not for this reason
less incisive) and because of the
pitiless character of the require-
ments that the superego and the
ideal ego make of us.

A Feeling of Sin and Access
to Forgiveness

Whereas a feeling of guilt is
something that unfolds amongst
the different components of the
personality, a feeling of sin is, in-
stead, a large relational reality. It is
measured in terms of a wrong done
to another person, in an active
sense or by omission: it is a rejec-

E
,

tion of the promotion of life and
freedom which involves caging
oneself and others up inside one’s
own hopes or using him or her for
one’s own purposes. For this rea-
son, sin, rightly understood, leads
a person out of the narcissistic log-
ic of a selfish and self-referential
game of mirrors — it shifts atten-
tion away from oneself to one’s
neighbour. To acknowledge that
one is a sinner involves, in this
sense, opening up to the Other,
who makes himself present in the
interior evidence of the subject.
One thus understands why in
our narcissistic society there has
been a decrease in the practice of
confession. Or why it becomes ex-
hibitionist confession, which is at
the service of a misunderstood
grandeur (in wrong) of the ego. A
correct practice of reconciliation,
which involves the confession of
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one’s own sin, also means, from
the point of view of identity,
recognition that the agent and the
wrong that he or she has been able
or is able to do are not the same
thing. It means to de-identify one-
self with one’s sin: the dignity of
the person transcends the wrong
that he or she commits. Between
the subject and his or her actions,
whether they or right or wrong,
there is a connection, but the sub-
ject and the actions are not equiva-
lent.

An acknowledgement of the fact
that one is a sinner does not mean
thinking of oneself but recognising
that to that call, to that need of the
other person, one responded
wrongly or one failed to respond.
For this reason, one becomes
aware of sin thanks to a revelation,
a word that comes from the other.
In Holy Scripture this takes place
through listening to the word of
God, that is to say through inter-
personal communication with the
Other par excellence. As can be
seen, between a feeling of guilt
and feeling of sin there is a
progress towards the truth of
things and liberation — forgiveness
becomes possible.

Asking for forgiveness is differ-
ent from apologising. In the first
case, we are dealing with an action
that one tried to avoid but which
nonetheless took place. Forgive-
ness, however, involves as its first
characteristic recognising that we
are ourselves responsible (when it
is asked for), or other people
(when there is agreement about it)
are responsible, for the action.
This moment of recognition as re-
gards responsibility is a sensitive
one. It means taking seriously the
ability of man to be alienated, to
reject life and love, to do wrong
and do himself wrong. Sin is not
condescension and false indul-
gence. To forgive another person
means to recognise that he or she is
responsible for that wrong that he
or she has committed. Forgive-
ness, therefore, includes a moment
of accusation. In order to be re-
spectful it requires a bilateral and
consensual procedure. I can not,
that is to say, forgive a person who
does not understand that he or she
is responsible for his or her own
action or who does not acknowl-
edge that that action is wrong. A

unilateral initiative of forgiveness
amounts at the level of meaning to
a demonstration of a readiness to
engage in reconciliation; it can
make evident a propensity of the
spirit of he or she who expresses it.
But if it does not envisage a mo-
ment of listening and communica-
tion with the other person, it can be
violent and generate resentment
and aggression.

Forgiveness is not, therefore,
made up of amnesia. The wrong
that has been done has conse-
quences and forgiveness is often
not able to eliminate them. Instead,
forgiveness is made up of an offer
of a future to the relationship,
which is held to be stronger than
what, with its weight, tends to in-
terrupt that relationship. Forgive-
ness is an offer of a future to a per-
son who has no excuses and this
despite the wrong that he or she
has done. Forgiveness, therefore,
involves a distinction between the
sin and the sinner. It judges the sin
as such but absolves the sinner.

To summarise, forgiveness is a
free gift of a future to a person who
recognises — and shoulders the re-
sponsibility for — his or her own
mistakes. We find this in the Lord
in its pure state: God believes in
man, He still trusts man and
specifically trusts man when man
has lost trust in himself. If forgive-
ness is accepted, it breaks the nar-
cissistic wish for continual refer-
ence (which is disappointing to
varying degrees) to one’s own ego.
In this way, the strength and the
wish to commit oneself to the gift
of the future, freed from fear and
self-contempt, can be rediscov-
ered.

This argument is especially rel-
evant for our subject because
within depression there is a distor-
tion of the time that is experi-
enced.® It is certainly the case that
we should distinguish between
sadness, which we could call nor-
mal and which is caused by an ex-
ternal event involving loss, and
pathological or endogenous de-
pression. In the first case, the di-
mension of the past tends to be-
come stressed and to cause an im-
balance in the ordinary flow of the
time that is experienced. Memo-
ries of previous events emerge
with greater relevance and nourish
nostalgia. But despite this, the pre-

sent remains open to the future as a
horizon of meaning so that a per-
son’s memory remains able to gen-
erate creative activity, if not, in-
deed, to give depth to reflection on
existence and to touch upon the in-
finite, and thus it is that one speaks
about existential sadness.

In the case of clinical sadness,
on the other hand, the passing of
the time that is experienced slows
down to the point of closing down
the horizon of the future. A per-
son’s memory becomes fixed on
the past. The patient perceives that
he or she is not keeping pace with
the flow of time: a kind of lag be-
comes established as a result of
which he or she feels that he or she
is perennially late, much like the
patient to whom Minkowski refers
who believed that the watch in his
hospital was a few hours behind
compared to the watch in the next-
door house.’ The past is obliterated
and the past engulfs the present,
‘freezing the future and feeding
guilt, the experience of guilt,
which spreads with the disappear-
ance of the future: of hope and for-
giveness (which cannot exist with-
out hope’.” The future tends to
take the form of waiting for an im-
minent punishment, as a misfor-
tune that is required by the need
for atonement. This difficulty that
is experienced in enrolling in the
future is expressed in language:
the past is the place of regret about
what was lost or lament about
what was not done, and the future
is a spokesman of threats about a
forthcoming atonement.

In this situation, the temptation
arises to embrace death, which is,
indeed, the greatest temptation of
these dark moments of suffering.

Suicide and Depression

In the tradition of moral theolo-
gy the arguments that support the
illicitness of suicide were codified
by St. Thomas Aquinas." They are
basically three in number. First of
all, suicide contradicts the natural
inclination towards self-preserva-
tion and due love for oneself. The
second argument comes from Aris-
totle,"” and sees suicide as iniuria
communitati, that is to say as an act
of injustice committed against the
society to which a man belongs:



94

DEPRESSION

given that his life has meaning and
value for other people, a man who
commits suicide fails to perform
his duty to them and causes them
harm. The last argument, going
back to Plato, states that life is a
gift of God, who is therefore its
owner: man cannot see himself as
its master by exercising a right that
is not his. This would mean not ac-
knowledging the sovereignty of
God. These arguments have, in
substance, been repeated during
the course of the successive devel-
opment of thought on the matter,
and were authoritatively taken up
in Evangelium vitae (n. 66).

It is certainly the case that the
advance in knowledge about psy-
chodynamics has brought out mo-
tivational aspects to suicidal be-
haviour that could not be appreci-
ated in previous epochs. Although
one cannot completely solve the
element of mystery that is to be
found in suicidal behaviour, it has
been possible to penetrate more
deeply into the meanings that this
action can express. We thus learn
that often the person who commits
suicide does not always seek death
as such but more a path by which
to solve the existential problems
that he or she perceives as being
urgent.” In cases of depression,
the motivations involved can cov-
er a very broad spectrum." They
can be determined by aggressive
impulses — at times directed to-
wards oneself because of an over-
ly demanding superego or to es-
cape an internal persecutor (a ‘se-
cret executioner’) in the game of
object relations. But in other cases
such aggression can be directed
outwards as a punishment for peo-
ple who, as the real targets of that
suicide, will experience the self-
elimination of the subject as a de-
feat. At other times, instead, ag-
gression plays a rather unimpor-
tant role and it amounts in large
measure to a wish to be reunified
with a lost object of love on whom
the person who commits suicide
feels dependent and whom he or
she seeks to reach by choosing
death.

It was perhaps because of a
greater sensitivity to the presence
of conditions and influences in this
sphere that the new Code of Canon
Law (1983) mitigated the severity
of its predecessor (1917)" and

ceased to list people who had com-
mitted suicide amongst those ex-
cluded from a Church burial and a
funeral mass."

The human sciences, therefore,
throw light on the sphere of the in-
tention and the effective freedom
of the agent — two qualifying as-
pects of the actus humanus. This is
of determining importance for the

very definition of suicide, which
takes into account not only the em-
pirical description of the act with
which a person chooses, or expos-
es himself or herself to, death, but
also bears in mind the interior ap-
proach that is expressed in that act:
to dispose of one’s life as though it
were an individual possession,
currently rejected and despised, is
a closure to every further prospect
of meaning.

This clarification allows to spec-
ify how all those cases in which
exposure to death, even certain
death, takes place on behalf of a
value that is higher than physical
life cannot be defined as acts of
suicide. The most explicit example
of this is the death of Father Kolbe,
which points to a disposing of
himself by man in the exercise of a
free responsibility towards the
Creator, who is the foundation of
that freedom (and not its antago-
nist). We will not consider here
those actions that leave room for
greater uncertainty in terms of in-
terpretation, to which work on
case studies has been amply dedi-
cated.

All this, however, does not re-
move the illicitness of suicidal be-
haviour, as some theologians to-
day argue when entering into dia-
logue with the utilitarian approach
to life, which is today so prevalent

in our society, and demonstrating
its intrinsically contradictory na-
ture. The core of such an argument
is to do with the very notion of life.
Life is not a reality in relation to
which man is in an external and
neutral position, beginning with
which he chooses whether it is
convenient for him to go on living
on the basis of a calculation that
compares costs and benefits so that
he can maximise his well-being
and minimise his sufferings. In ac-
tual fact, at the outset we are al-
ready inserted into life, from
which we gradually emerge as
conscious beings. The river of life
in which mans finds himself im-
mersed is made up not only of his
corporeality but also of cultural
and relational mediations. Man
finds himself immediately rooted
in a life endowed with meaning,
which precedes him and which is
an event and a promise to which he
should give his consensus in a
process of openness to transcen-
dence.” This means that each one
of us is not an isolated individual
who comes prior to his or her rela-
tionships with other people, who is
committed to producing meaning
on his or her own, with his or her
own actions, and without reference
to the relationships in which he or
she encounters, and acts with, oth-
er people. For this reason, to see
inter-subjective relationships as a
subsequent addition in which each
person arbitrarily decides whether
it is convenient to become in-
volved or not, does not in the least
seem to be respectful of the condi-
tion of man and the real develop-
ment of his existential parabola.
The choice of suicide is a decla-
ration of the senselessness of life,
but in the light of what has been
said above, this is contradictory: it
seeks to go beyond the contradic-
tions experienced in life but it
would like to obtain this result by
eliminating the very assumption
that would allow them to be over-
come. In fact, only by continuing
to live would it be possible to solve
the contradiction, namely by open-
ing oneself up to a new future. In
addition, in suicide a false autono-
my is affirmed, an autonomy
based upon the misapprehension
that meaning can be produced on
one’s own, through one’s own ac-
tion, whereas in fact it can be
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grasped only on the basis of the
trust that each person places in the
reasons in favour of good that life
presents him or her with. Here also
emerges that intimate correlation
between the ethical aspect and the
religious aspect of every human
existence, and this is because act-
ing is possible only on the basis of
trust in a good that from the outset
cannot be totally possessed, nei-
ther intellectually nor in terms of
its practical expressions.

In the tradition of the Bible this
trust is placed in the specific
promise made by God. In the con-
tradictory situations of trial and of
failure as well, man reaffirms his
faith in this promise of salvation,
knowing that it cannot be pro-
duced by his own action. We can
turn to the figures of Elijah (1
Kings 19:4) or of Jonah (Jonah
4:3-8), or even to the less immedi-
ate figure of the wise man Qoelet,
to find examples in this sphere. In
all these cases the importance
emerges of prayer, as an example
of dialogue with the Lord of life,
and as a place for the regeneration
of the reasons for one’s own trust
and hope. Here the man of faith
engages in an experience of near-

ness, first of foremost of nearness
to God, and identifies the paths by
which to make himself a neigh-
bour at both an interpersonal and
structural level. This is a task
which, although its outcome is not
taken for granted (as is demon-
strated by the interlocutory con-
clusion of the tale of the recalci-
trant Jonah), presents itself in all
its urgency, in line with what has
often been emphasised - in our cul-
ture as well.

Rev. CARLO CASALONE SJ,
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Consultor to the Pontifical Council
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4. Pastoral Care: The Rejection of Suffering
and the Search for Personal Wellbeing

Introduction

Suffering is a reality that hu-
man beings cannot avoid. From
birth until death we meet suffer-
ing in its different expressions:
loneliness, physical pain, moral
defects, broken relationships,
sadness, tiredness, guilty feelings,
starvation, depression, oppres-
sion, alienation, anomie, anger,
and varied forms of weakness.

Our Holy Father, Pope John
Paul II, offers us a key insight
from which to begin this consid-
eration when he says: “...what
we express by the word “suffer-
ing” seems to be particularly es-
sential to the nature of man. It is
as deep as man himself, precisely
because it manifests in its own
way that depth which is proper to
man, and in its own way surpass-
es it. Suffering seems to belong to
man’s transcendence: it is one of
those points in which man is in a
certain sense “destined” to go be-
yond himself, and he is called to
this in a mysterious way.”'

Itis also clear that suffering and
pain are frequently associated
with the evil that is present in the
world. On one hand, it can be
considered a consequence of evil.
On the other, we can say that suf-
fering is itself an evil, a limita-
tion, negation of a determined
good. Suffering is evidence of our
own limitations, our finitude, and
regarding it from only this per-
spective prompts us to reject it.

The contemporary dominant
culture, deeply marked as it is by
hedonism, and tainted by the cul-
ture of death’ has taken a clear po-
sition before the mystery of suf-
fering and pain. The world flees
from suffering, seeking a desper-
ate escape, adopting an attitude

which seeks to evade pain by all
means. However, the problem
runs deeper than the mere avoid-
ance of suffering. It concerns an
immature and evasive position re-
garding life. On a cultural level,
this position could be expressed
by the maxim: “Seek pleasure
and comfort always and every-
where in all the ways you can”.

Without faith, it is easy to iden-
tify pain as evil. Regarding pain
as only an evil leads inevitably to
desperation. That is a major rea-
son why many people with an es-
sentially secularist understanding
of life invest tremendous efforts
to escape from this reality.

Despite our formidable techno-
logical and scientific advances,
humanity cannot rid itself of pain
and death. Aware of these funda-
mental concerns regarding the
person, Vatican II posed the ques-
tion: “What is this sense of sor-
row, of evil, of death, which con-
tinues to exist despite so much
progress?’

Avoiding these questions will
not make them disappear. We
need to answer them. We can say
that by engaging the problem of
pain and suffering we respond to
an imperative of our heart and
open the doors to faith. In the
depths of the human heart is an
insistent need for answers on this
matter, and one important imper-
ative of faith is to respond to the
call of the Lord to live and pro-
claim the answer that Jesus him-
self gives to the question of pain
and suffering.

The Lord Jesus has not come to
free us from suffering but to lead
us through it to the discovery of
its inner meaning. In his earthly
life he lived the experience of suf-
fering intensely. Nothing human

is foreign to Christ, with the ex-
ception of sin.* In Jesus the Lord,
all our questions about pain and
suffering find their source of
meaning and come to resolution.
In the suffering Christ we discov-
er that pain loses its overwhelm-
ing load of negativity, and suffer-
ing becomes an occasion for
growth in love and hope. The
meaning of suffering has been un-
covered, disclosed by the Cross
and it points to a plentiful joy be-
cause of the Resurrection. By the
light of the cross, we can discover
the fundamentals of a sort of ped-
agogy of God. Jesus, our model
and teacher, wants to shape and
form us by this dialectic of “joy
and pain” that is the pathway to
life in its fullness.

When we speak of a pedagogy
of “pain-joy” or “joy-pain” we
are asserting that in the Christian
life there is a dynamic process
where both realities intertwine
like the threads of a fabric. How-
ever, it 1s not a matter of succes-
sive moments of pain followed by
joy, but the same dynamism
where for the most part joy and
pain occur in the same moment.
Looking carefully at the life of the
Lord and his Blessed Mother we
can discover that “Christian joy”
subsists even in pain, just as hope
rises in the midst of the most dra-
matic situations.

In this way, the cross is trans-
formed from its original status as
an instrument of torture and
death, to a new significance as the
sign and instrument of salvation,
reconciliation, redemption, and
hope. The Lord Jesus continually
invites us to deepen our under-
standing of the mystery of human
suffering and to allow it to be-
come a process of spiritual
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growth and a source of redemp-
tion. That is what Saint Paul ex-
presses in Colossians by saying:
“In my flesh I complete what is
lacking in Christ’s afflictions for
the sake of his body, that is, the
Church”.?

In 1981, shortly after the assas-
sination attempt which nearly
took his life, Pope John Paul
wrote a powerful Apostolic letter
entitled  “Salvifici  Doloris”.
While enjoying the status of au-
thoritative papal teaching, this
document also gives us a moving
and experientially grounded testi-
mony of the Holy Father’s own
experience and reflection on the
mystery of suffering. In the very
first paragraph of this document
we read:

“Declaring the power of salvif-
ic suffering, the Apostle Paul
says: “In my flesh I complete
what is lacking in Christ’s afflic-
tions for the sake of his body, that
is, the Church”. These words
seem to emerge at the end of the
long road that winds through the
suffering which forms part of the
history of man and which is illu-
minated by the Word of God.
These words have as it were the
value of a final discovery, which
is accompanied by joy. For this
reason Saint Paul writes: “Now I
rejoice in my sufferings for your
sake”. The joy comes from the
discovery of the meaning of suf-
fering, and this discovery, even if

it is most personally shared in by
Paul of Tarsus who wrote these
words, is at the same time valid
for others. The Apostle shares his
own discovery and rejoices in it
because of all those whom it can
help — just as it helped him — to
understand the salvific meaning
of suffering.”®

Connecting our human experi-
ence of suffering with the suffer-
ing of Jesus offers a totally new
interpretation of its mystery. Such
a perspective challenges to their
core the assumptions and pre-
sumptions of a consumerist cul-
ture of pleasure and instant grati-
fication closed in upon itself. This
vision invites us to enter more
deeply into the notion of a ‘Di-
vine pedagogy’ associated with
the mystery of suffering.

Original Sin

The perennial question con-
cerning evil and its consequences
is dramatically urgent at this point
in human history. Why suffering?
Why spiritual, psychological,
physical pain? Why so many rup-
tures and disharmonies? When
we contemplate the evil in the
world and compare it with the
goodness of creation we are im-
pelled to seek answers, explana-
tions. Through the contemplation
of nature and by Revelation the
human being can attain some un-
derstanding about the human vo-
cation for communion and partic-
ipation’, and also, about the pres-
ence of evil.

Created by God, we experience
our being as a participation in
God’s own being and love. It is
clear that the dynamism present at
the core of our interiority, is an
impulse in the direction of happi-
ness tending towards the discov-
ery of truth and meaning.® In con-
sequence, our actions tend to
strive towards horizons of infinity
and plenitude. We feel a call in
our inmost depths to respond in
freedom to the Lord.’

‘We know that God, in an effu-
sion of divine love, creates the
human being and invites him to
be in relationship with him. God
also invites us to be in commu-
nion with ourselves and with oth-
er people.

Due to the rebellion of our first
parents, sin entered the world and
is transmitted with its conse-
quences from generation to gen-
eration. This rupture, which in the
language of theology is described
as “original sin,” has marred cre-
ation and given rise to the evil we
see in the world. Human reflec-
tion across cultures, time, and
even variant systems of religious
belief concur that there exists a
“fundamental” rupture close to
our origins, and ascribe to this
rupture the genesis of the evil we
face."

Though created in love, from
the beginning human beings re-
jected the love of God, and there-
by rejected life in communion
with Him. Humanity opted to
build a kingdom without God. In-
stead of paying adoration to the
true God, it paid adoration to
idols created by human hands,
things of the world, and became
self-adoring. That is the funda-
mental wound which humanity,
in isolation from God, inflicts up-
on itself. The world has thus been
opened to evil, death, violence,
illness, hate and fear. Our happi-
ness and inner harmony, and also
the brotherly relationship be-
tween humans has been pro-
foundly disturbed. Wounded and
broken by sin at the core of his
humanity, man severed his union
with God, thereby becoming sub-
ject to the experience of various
kinds of slavery and weakness."

Now, as in the past, sin shows
itself as rupture. Moreover, it is a
dynamism of rupture, a sort of an-
ti-love. This dynamism “will be a
permanent obstacle for the
growth in love and communion of
human beings. This reality will
manifest itself not only in the
hearts of people but from the dif-
ferent structures created for the
human person. The sin of our first
parents has left indelible and de-
structive imprints”'> in our an-
thropology at all levels of our ex-
istence, — spiritual, psychological
and physical.

Despite this tragic moment of
“the fall,” God’s promise nour-
ished the hope of his children.
Humanity witnessed the fulfil-
ment of God’s wonderful promise
in the Incarnation of the Eternal
Word.
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In the Post-Synodal Apostolic
Exhortation Reconciliation and
Penance, published on 2 Decem-
ber, 1984 Pope John Paul devel-
ops a most insightful approach to
the mystery of sin and evil and
their consequences. His exegesis
of the parable of the Prodigal Son
gives us a clear understanding of
how our rupture with God has
caused us to suffer the conse-
quences of ruptures within our-
selves, with others and even with
our environment. He has power-
fully exposed the deepest desire of
our hearts: to be reconciled with
the Father, with ourselves, with
our brothers and sisters and with
nature. Jesus is presented in this
Exhortation as the Reconciler."

Sin and its Attendant
Consequences

Because of original sin, the
fruit of a free but mistaken
choice, evil is introduced tragical-
ly into human life and into the
world. Even more, that first un-
fortunate choice has defined a
pattern for further similar choices
leading to the same poisoned
fruit.

Every time a human person ex-
ercises his freedom he opts for Ais
vision of things, and this vision,
ratified by concrete choice and
action, produces a culture. When
freedom is activated in wrongful
choice, man acts against God, and
in a word, he sins. By doing so,
and as a consequence of his op-
tion, he is introduced into a suici-
dal dynamic that brings into the
present the tragedy of that origi-
nal Fall in the garden of Eden.
Called to happiness in commu-
nion with God, self, with others
and with nature, by sinning man
refuses this call. The bonds of
communion are broken or weak-
ened and the heart becomes divid-
ed. Opting to define one’s own
good without reference to God,
the person so choosing moves
forward on the road to spiritual
death."

The first victim of the choice of
sin is the one who chooses to sin.
By sinning a person denies the
dynamism printed in the heart by
God. The sinner plunges into a
world of illusions and error. Sin’s

interior rupture exacerbates the
existent disorder already present
in his wounded nature. Isolated
and interiorly divided, the sinner
becomes even more alienated in
the awareness of being a creature
loved by God and invited to par-
ticipate in a communion of love,
but now in refusal of that very
communion that gives life."”

The consequences of personal
sin are terrible and tragic for the
sinner. Cut off from the source of
life and profoundly divided with-
in, the sinner is caught in a snare
from which he cannot escape
without the intervention of divine

love. Sin does not stand alone in
him. Even the more intimate and
private sin extends its evil to oth-
er human beings and structures
surrounding the person, thus
manifesting in a negative way the
unity and interdependence of hu-
mankind.

What is said of rupture in the
personal realm can also be ap-
plied to the culture in which we
live. Pope John Paul has called
these processes and manifesta-
tions a culture of death.” In this
forum we do not have the leisure
to consider further development
of this theme, except to remark its
formative influence on what
some have described as a “de-
pressive society”. Certainly, in
those nations sometimes de-
scribed as “developed,” we can

observe that the dominant secular
culture in this twenty first century
has scant understanding of suffer-
ing because of its horizontal pre-
conceptions and the closed para-
digms of materialism and individ-
ualism. This dominant culture has
a profound impact on our under-
standing and way of life. The ne-
cessity of an evangelisation of
culture" is one of the most impor-
tant tasks before us as Church.

Addressing the theme of social
sin, Pope John Paul observes:
“...by virtue of human solidarity
which is as mysterious and intan-
gible as it is real and concrete,
each individual’s sin in some way
affects others. This is the other as-
pect of that solidarity which on
the religious level is developed in
the profound and magnificent
mystery of the communion of
saints, thanks to which it has been
possible to say that “every soul
that rises above itself, raises up
the world.”"

Drawing these observations to-
gether, there is no doubt about the
importance of our striving for ho-
liness as a personal and a social
imperative. We already have the
grace we need to co-operate with
the call to holiness. Our striving
leads us to seek to be fully recon-
ciled” with the Lord, regaining
our inner harmony, health and
self-mastery in a deep experience
of communion with God, our-
selves, others and with nature.

Depression

We turn now to a more immedi-
ate consideration of the topic of
depression. It would be totally
unfair, untrue, and harmful to
suggest that all the suffering we
experience is a consequence of
our own particular sins. However,
the particular sins of each of us
influence the fabric of the human
community of which we are part.
We suffer the consequences of
evil acts, whether our own or
those of others, and this kind of
“solidarity in sin” extends to the
whole human family.

During this conference we are
addressing the specific human ex-
perience of depression which in
its complex reality affects vast
numbers of persons, and is the
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cause of incalculable and fre-
quently intense suffering. Faith
reflection on this ubiquitous hu-
man problem cannot fail to ex-
plore its meaning and seek for
remedies within the context of a
Christian anthropology. This per-
spective both invites and chal-
lenges a rich dialogue with the
fields of medicine, psychiatry,
psychology, and social science.
Fifty years ago Pope Pius XII in a
discourse regarding the appropri-
ate orientation of Psychology and
Psychotherapy noted that: ““...man
is a transcendent unity in tenden-
cy toward God” — (L’homme
comme unité transcendante en
tendance vers Dieu)” .* This affir-
mation proposes a truth about the
human person that needs to be re-
garded as the corner stone of all
else that we say concerning hu-
man health.

According to the American Na-
tional Institute for Mental Health,
”a depressive disorder is an ill-
ness that involves the body,
mood, and thoughts. It affects the
way a person eats and sleeps, the
way one feels about oneself, and
the way one thinks about things.
A depressive disorder is not the
same as a passing blue mood. It is
not a sign of personal weakness
or a condition that can be willed
or wished away. People with a de-
pressive illness cannot merely
“pull themselves together” and
get better. Without treatment,
symptoms can last for weeks,
months, or years. Appropriate
treatment, however, can help
most people who suffer from de-
pression.”

Throughout this address I refer
to “depression” with this descrip-
tive definition in mind and draw-
ing upon biblical data that con-
firms our understanding of de-
pression as a complex bio-psy-
cho-spiritual experience.”’ Some
data and observation from the
world of science will be instruc-
tive as to the extent of the disor-
der and its relationship with the
spiritual and religious dimension
of the person.

According to a recent “Psycho-
logical Bulletin” published by the
American Psychological Associa-
tion: “Depression and depressive
symptoms are among the most
common of all mental disorders

and health complaints. Through-
out the world, as many as 330
million people may suffer from
depression at any given time,
with prevalence estimates rang-
ing from 2%-3% for men and
5%-12% for women (American
Psychiatric Association, 2000).
Approximately 20 million visits
to physicians in 1993-1994 in-
volved reports of depressive
symptoms (Pincus et al., 1998).”*
If these numbers represent an ac-
curate description of the extent of
the phenomenon, they challenge
us to look deeply at our readiness
to respond to this specific kind of
suffering of so many brothers and
sisters in our particular churches.

In an informative research arti-
cle published in The Canadian
Journal of Psychiatry, March
2002, entitled “Canadian Psychi-
atric Inpatient Religious Commit-
ment: An Association with Men-
tal Health,” we find the following
research results: “A total of 59%
(of the research sample) believed
in a God who rewards and pun-
ishes, 27% had a high frequency
of worship attendance, 35%
prayed once or more daily. More
frequency of worship attenders
had less severe depressive symp-
toms, shorter current length of
stay, higher satisfaction with life,
and lower rates of current and life
time alcohol abuse, when com-
pared with those with less fre-
quent or no worship attendance.
In contrast, private spirituality
was associated with lower de-
pressive symptoms and current
alcohol use only, and prayer fre-
quency had no significance asso-
ciations”.” The information cap-
tures our attention.

In research reported in the
“Handbook of Religion and
Health” concerning the role of
health and religious professionals
in interaction with patients in hos-
pitals in the United States, evi-
dence is given regarding the posi-
tive influence of religion in the
healing process. Speaking of
health professionals it is said:
“After... reviewing the research
on religion and health, we ex-
plored the implications of this re-
search for doctors (medical physi-
cians, psychiatrists, and psycholo-
gists) and for other health profes-
sionals (such as nurses, social

workers, counsellors, and physi-
cal and occupational therapists).
We focused on how the research
findings apply to the everyday
work of caring for patients... Med-
ical education is increasingly
training physicians to address the
religious and spiritual needs, or at
least to consider the religious
backgrounds of patients when
making decisions about health
care”.*

Regarding religious profes-
sionals, we read in the same re-
search: “The research that
demonstrates a link between reli-
gious or spiritual factors and
health, particularly mental health,
has significant implications for
clergy. This is especially true for
chaplains because of the increas-
ing pressure placed on them by
hospital administrators to demon-
strate the impact of their work on
health outcomes. The research
has shown us that the vast major-
ity of patients, both medical and
psychiatric, have religious and
spiritual needs that likely impact
their ability to cope with illness
and affect the speed at which they
recover. Chaplains are uniquely
positioned to meet spiritual needs
of patients, and they are the only
professional in the health care set-
ting that is trained to do this”.”

The infiltration of secular hu-
manism into many aspects of aca-
demic life has significantly im-
peded the presentation of a reli-
gious or Christian perspective of
the human person. Especially in
many medical and nursing
schools, there is an absence of a
solid theologically grounded un-
derstanding of suffering and of
hope. It is also true that a general
understanding of the bio-psycho-
spiritual unity of the person has
been greatly diminished. These
are cogent and compelling rea-
sons for us to seek new opportu-
nities to make present to the
world of science, medical educa-
tion and practice the rich heritage
of Christian anthropology.

While depression has risen to a
new prominence in our age, it is
not a phenomenon that is peculiar
to our times. The early monastic
tradition generated some especial-
ly interesting approaches to de-
pression. Terms like “sadness” or
the trilogy of characteristics of
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“acedia-sloth-sadness” associated
with depression are very well de-
scribed and treated in the monas-
tic experience of earlier times in
the Church, as for instance in spir-
itual masters like John Casian.*
Early monasticism sometimes
viewed the experience of depres-
sion in association with capital
sins and prescribed for its cure the
biblical remedies of conversion of
mind and heart.”

For multiple and complex rea-
sons there is an explosive emer-
gence of depression-related ill-
ness in our present time. While
clearly a medical and mental
health concern, this also points to
a cultural crisis that requires at-
tention. Depression is an illness
that affects particular people, but
we also need to take stock of the
cultural references that may con-
tribute to the disorder. The cosmic
vision and manner of understand-
ing and interpreting life are sig-
nificant contributory influences
to depression. Secularism, post-
modern relativism, hedonism and
the different epistemological
crises prevalent in many sectors
of contemporary society generate
a culture that places people at
high risk of a loss of meaning in
life and a consequent state of
hopelessness.

On a cultural level, we find a
“functional agnosticism™* in the
understanding and lifestyle of
many men and women of our
time. Many people, including
those who profess religious ad-
herence, live as though faith has
no relevance to the real issues and
questions of life. At the level of
concrete daily life, they conduct
their lives according to the closed
horizons of rationalist functional-
ism. The criteria and values of
this “functional agnosticism” are
closed to the Gospel. Also, the
quest for comfort and sensate
gratification as ultimate goals in
this culture truncate the human
yearning for the infinite. Togeth-
er, these factors build a real “cul-
ture of acedia” in which the inner
dynamism that seeks transcen-
dence and profound meaning in
life are dormant. The result is a
certain renunciation of human
identity.

In stark contrast to this func-
tional agnosticism is the vision of

a Christian anthropology that re-
gards the human person as creat-
ed by God and called to partici-
pate in God’s own being and di-
vine love. The dynamism present
at the core of our being orients us
to seek for ultimate happiness and
profound meaning. Living and
acting in accord with this dy-
namism opens our horizons to the
infinite and the quest for the full-
ness of life. When the human
spirit is formed in this vision, we
become alert to the call in our in-
most depths to respond with free-
dom to the Lord.

Influenced by the “culture of
death” many people in the world
today either reject or ignore the
quest for the infinite. Conse-
quently, there is a diminishing un-
derstanding of the meaning of
suffering from a Christian per-
spective and a withering of the
ground of hope. An eclipse of co-
herent belief in the mystery of the
Incarnation leads to an impover-
ished understanding of the goal
and potential of human existence.
Lacking an adequate self-under-
standing, and with a weak or ab-
sent theology of the cross and its
promise of a share in the joy of
the Resurrection of the Lord Je-
sus, many of our contemporaries
become prey to the seduction of
the culture of death.

With horizons closed to what
lies beyond the horizontal plane
of existence, the dominant secular
culture leaves us with an incapac-
ity to face pain, suffering, or any
form of discomfort. In combina-
tion, the premises of this culture
close out the possibility of a dia-
logue with the deeper implica-
tions of human experience, leav-
ing only a form of superficial psy-
chologized self-understanding
that does not have the capacity to
propose adequate or lasting reme-
dies for the disorder of depres-
sion. Even in these circum-
stances, the quest for wellbeing
continues to emerge as a deep im-
pulse of the human heart. In the
timeless words of Saint Augus-
tine of Hippo we discover the
depth of psychological and spiri-
tual wisdom of Catholic tradition
concerning this quest when he
writes in the opening meditation
of his confessions: “...you have
made us and drawn us to yourself,

and our heart is restless until it
rests in you.”” It is only in the
discovery of God and the gra-
cious design of providence that
the human striving for ultimate
happiness and completion can be
realized. In affluent societies this
reflection regarding the quest for
happiness is a fruitful way to in-
vite people to rekindle the search
for truth and for God.

Bio-Psycho-Spiritual Illness

Depression is a disorder, an ill-
ness. The term “depression” is not
properly applied to a light or even
an intense state of sadness, if it is
situational and transitory. Every-
body at one time or another expe-
riences sad or blue moments. The
disorder we call depression has
characteristic symptoms. For
clarity in this presentation I will
summarize from the professional
descriptions available to me the
chief indicators or symptoms by
which the illness is recognized.

There seems to be agreement in
the scientific literature that in or-
der to consider a person to be suf-
fering from the illness of depres-
sion, several of the following
symptoms would need to be si-
multaneously present for a signif-
icant period of time (minimally
one week):

Persistent sad, anxious, or
“empty” mood; feelings of hope-
lessness, pessimism; dispropor-
tional feelings of guilt, worthless-
ness, helplessness; loss of interest
or pleasure in hobbies and activi-
ties that were once enjoyed; de-
creased energy, psychomotor re-
tardation or agitation, fatigue, be-
ing “slowed down”; difficulty con-
centrating, remembering, making
decisions; insomnia, early morn-
ing awakening, or over-sleeping;
appetite and/or weight loss or
over-eating and weight gain; panic
or anxiety attacks; thoughts of
death or suicide, or suicide at-
tempts; restlessness or irritability;
persistent physical symptoms that
do not respond to treatment such
as headaches, digestive disorders,
and chronic pain.”

Even a cursory view of the not-
ed symptoms reveal what a bur-
densome load this disorder con-
stitutes for someone suffering
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from it, especially if there is no
“meaning” for the experience.

Studies reveal that certain types
of depression run in families, indi-
cating that inheritance may play a
role in contributing to biological
vulnerability to the disorder. Fam-
ilies in which members of succes-
sive generations suffer from bipo-
lar disorder show that those who
have the illness manifest a some-
what different genetic makeup
than those who do not become ill.
Curiously, the reverse is not true;
not every family member who has
the genetic vulnerability to bipo-
lar disorder necessarily has the ill-
ness. This seems to indicate that
other factors such as stress may be
the precipitating cause of the on-
set of the illness. While there is
evidence of generational transfer
of major depression in families, it
can also occur in people who have
no family history of the disease.
The disorder is often associated
with changes in brain structures or
brain function. Frequently, the on-
set of depression is triggered by a
combination of genetic, psycho-
logical, and environmental fac-
tors, in particular intensely stress-
ful events or situations. Subse-
quent episodes of the illness may
be triggered by only mildly stress-
ful experiences, or even none at
all. Whatever the cause or precip-
itating circumstances for the onset
of depression, the role of religious
experience and firmly held con-
victions of faith occupy a key po-
sition in the restoration of mental
balance and healing from the dis-
order.”

Saint Paul offers us an anthro-
pology that is clear in its defini-
tion of what he calls “pneuma”
(spirit) as distinct from —
“psiqué” (soul), “kardia” (heart),
and “nous” (mind). He also dis-
tinguishes “pneuma” from those
aspects of the person which he
names “soma” (body) and “sarx”
(flesh). The significance of these
distinctions is that they give foun-
dation to the theological and
philosophical tradition that con-
siders “pneuma”, the spiritual el-
ement of our anthropology, as
constitutive of the human reality
and different from our psyche
and/or reason. For instance, we
read in Paul’s letter to the Thessa-
lonians: “May the God of peace

make you perfect in holiness.
May He preserve you whole and
entire, spirit, soul, and body, irre-
proachable at the coming of our
Lord Jesus Christ”.” The Augus-
tinian and Thomist traditions also
witness to the value and singular
presence of the “spirit” or “ani-
ma” in the human being as dis-
tinct from the body, from reason
and from emotions.

Refinements and development
of these and similar subtle dis-
tinctions in anthropology are be-
yond the scope of this presenta-
tion. I mention them only in sup-
port of the proposition that the
human person needs to be consid-
ered as a “bio-psycho-spiritual”
unity. Failure to maintain this per-

spective is what contributes most
to the incompleteness of some
contemporary psychological the-
ories. Regarding the human per-
son as a unity of all three ele-
ments or dimensions calls for tak-
ing each aspect seriously and see-
ing them in their interconnected
relationship and meaning.

For any discourse on illness
and healing to be complete, the
totality of the elements or aspects
that constitute the human person
need to be considered. The “bio-
psycho-spiritual” dimensions of a
human person are different as-
pects of our anthropology, always
united and in total interactivity. In
this vein we might take account
of the impact of God’s grace and
the power of the Sacraments as
important factors that contribute
to achieving and maintaining psy-
chological and bodily health, in
addition to their immediate spiri-
tual effects, as we can witness in

pastoral experience. There are
demonstrable instances in daily
pastoral life of authentic healings
that come about by someone ac-
cepting the Word of the God, by
receiving the grace of the sacra-
ments, by prayer, or by perfor-
mance of the works of mercy.
‘While consideration must also be
given to the power of autosugges-
tion, clearly the influence of grace
accomplishes marvellous things.

For a thorough understanding
of depression, all of these ele-
ments of the human person must
be considered. Even with a firm
grasp of the “bio-psycho-spiritu-
al” unity of the person, there re-
mains a further risk of separating
out one or other of these dimen-
sions. This is what we might call a
psycho-spiritual  reductionism.
One can deny or minimize the
physical or biological aspects of
depression. No matter what caus-
es an episode of depression, all
the three elements of the person
are affected and need to be treat-
ed. While avoiding a bio-psycho-
logical bias in treating depres-
sion, it is also important to avoid
psycho-spiritual ones. There is a
biological and organic aspect of
depression and it needs to be in-
cluded in any adequate approach
to understanding or treating the
disorder. At times psycho-spiritu-
al problems may have a somatic
cause, as in other cases physical
disorders may have a psycho-
spiritual foundation. The point
here is that all three dimensions of
the human person relate in a con-
stant interaction and one cannot
treat one aspect without having an
impact on the others. Clinical ex-
perience shows that in treating
certain forms of depression ap-
propriate medication may be the
most effective first response, fol-
lowed by psychological, spiritual
and communitarian support that
allows the patient to regain their
health and inner equilibrium.

It is important to note that there
are many and varied causative in-
fluences that contribute to depres-
sive disorders. At times a person
may simply experience the con-
fluence of demands and situation-
al pressures in life as beyond
one’s capacity to sustain. Espe-
cially, when one’s circumstances
of life lose their significance and
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the structures that support mean-
ing are weakened, intense pres-
sure or stress can bring on a de-
pressive response. The process
has its own dynamism and
whether or not the person is con-
scious of the lack of adequate
support in his personal environ-
ment and framework of meaning,
the consequence is a situation of
disequilibrium.

As someone suffering from de-
pression becomes more aware of
their need for support and regains
the ability to assess their situation
with some objectivity, recovery
becomes much more probable. In
most cases in which the disorder
persists, it seems to be related to
the inability to escape from a
completely subjective perception
of the factors that cause us pain.*

Processes and methods of inter-
preting one’s experience are fre-
quently a more relevant consider-
ation than the simple presence of
stress factors. It is not uncommon
for depression to be triggered by
intense personal frustration occa-
sioned by unrealistic expectations
of our performance, by false in-
terpretations of reality, by inter-
nalizing feelings of inferiority or
inadequacy, or by clinging to in-
appropriate aspirations incapable
of fulfilment. Other factors that
may play a significant role in con-
tributing to depression, particu-
larly in the values of the current
dominant culture are the inordi-
nate stress on the perfection of
bodily image, pressures to excel
achievable models of physical
performance as we see in the
world of sport competitions, an
inordinate assessment of the val-
ue of material wealth, success,
fashion or pleasure.

While there are many organic
causes and consequences of de-
pression, the rediscovery of an in-
tegrated Christian vision of the
person and of society holds an
immense potential for effective
responses to this disorder. The ob-
jective and hopeful interpretation
of personal life and of social real-
ities that Christian belief brings
offers a powerful antidote to the
frenetic pressures in a secularized
world. To discover meaning in
life and its struggles, and to inter-
pret one’s personal and social
framework with evangelical crite-

ria offer powerful sources for au-
thentic healing. Different thera-
pies need to keep in mind the es-
sential unity of the human person,
and the potential for growth and
positive change. This process of
interior transformation, which in
biblical language 1is called

“metanoia,” points to the capacity

in the human person for profound
personal change through the ac-
tion of grace working upon the
mind and the heart. This interior
conversion or “metanoia’ leads
to a reconfiguration of feelings
and the evangelisation of our be-
haviour.*

Pastoral Reflections

Some of the new expressions of
the action of the Holy Spirit in the
Church today, such as the rise of
new ecclesial movements and
new communities of Christian
life, hold great promise in terms
of addressing the real and urgent
needs of our day. In many of these
movements there is a developed
sensitivity for understanding the
influence and impact that secular
culture and its values bring to
bear on life in the contemporary
situation. The new ecclesial
movements offer promising inter-
pretations, creative solutions and
pastoral insights to many contem-
porary challenges.” Various in-
sightful pastors have understood
this interesting evidence of the

work of the Spirit in our day, pro-
viding us with thoughtful and en-
gaging studies.*

What we find in some of these
movements is a re-discovery of
the ancient wisdoms of the
Church brought forward with
new vigour and in new expres-
sions. The ardour with which

these new “‘ecclesial expressions”
interact with the culture creates
what at times is a powerful source
of deeper comprehension of cer-
tain challenges and problems of
our day. This is especially true of
those movements which have em-
braced the importance of solidari-
ty, communion, and compassion-
ate understanding of the suffering
that results from the absence of
meaning.

Some of the successful experi-
ences we have witnessed in the
life of certain new communities
can be related to the intensely
hopeful vision of life that is fos-
tered by their integration of the
perspective of faith into daily life.
This is much more than a mere
cheerfulness or optimism. Nor is
it a matter of measuring the
greater or lesser incidences of de-
pression amongst adherents of the
movements. What they offer is a
clear spiritually informed and
grounded understanding of life
that draws upon the fonts of
meaning in the confession of
Christian faith. Alert to God’s
pedagogy in daily problems and
struggles, they foster a strong cli-
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mate of mutual accompaniment
among their members. Some of
these movements seek to recreate
the life of the first communities
who celebrated their faith in
Christ — crucified and risen in glo-
ry, living profound bonds of soli-
darity and loving communion.”

I would like to mention some
means or ways drawn from pas-
toral experience in the life of the
new movements that seem to hold
special promise for our focus on
the disorder of depression and the
quest for wellbeing:

a. Conversion of the mind and
heart — the experience of
“metanoia”: “Transform your-
selves by the conversion of your
mind...”. In the permanent con-
tact with cultural aggression
some movements have developed
clear Catholic positions and crite-
ria for the formation of their
members. We note the concern
and the contribution of many of
the founders of these movements
for the analysis of contemporary
culture, and the proposal of effec-
tive pastoral solutions to various
crises and problems.

b. Emphasis on a vibrant spiri-
tual life, growing in an effective
and affective relationship with the
Lord. Different methodologies or
spiritualities are espoused by var-
ious movements, but with real ar-
dour.

c. Sacramental Life: promoting
an openess to the grace of God as
a source of strength in daily life.

d. Appreciation for the beauty
and power of the Church’s liturgy
to evangelize and transform our
lives by bringing us into contact
with the most sacred realities

e. Sustained encounter with the
Word of God which as a “two-
edged sword...” penetrates and
shapes our thoughts, feelings and
actions according to the mind of
the Lord.

f. Living life as a celebration.
This is expressed in the joy of be-
ing in community, by the produc-
tion of art and music and poetry,
and in the consecration of tempo-
ral realities to God’s purposes.

g. Clearly identifying the role
of the community in the Church
and heeding the universal call to
holiness through different min-
istries and vocations.

h. Commitment to solidarity

with needy people and those who
are suffering.

i. Fostering a realistic position
before life that is rooted in a ma-
ture faith and hope. Integrating
faith with the challenges and dif-
ficulties of daily life within a
broad understanding of life ac-
cording to the gospel.

j- Deep experiences of reconcil-
iation and of self-acceptance.

k. The integration of personal
talents with professional, techno-
logical and secular formation for
the transformation of culture ac-
cording to God’s plan. Height-
ened awareness of the importance
of work.

1. Faithfulness to the Church,
her Magisterium, and her pastors.

m. Creativity in methods of
evangelisation.

n. Seeking to have an undivid-
ed Catholic heart; loving the
Church and thinking with her.

o. Engagement with the apos-
tolic endeavours of the Church.

p- Commitment to life in com-
munity, marked by a joyful open-
ness to new members. Friendship
fostered as a motivational and as-
cetical way to conversion.

q. Formation of those members
called to Holy Orders that is con-
sistent with the spirituality of the
movement; fostering  sound
homiletic, intellectual, spiritual
and pastoral training.

r. Embrace of a well-grounded
Mariology that understands and
promotes the role of our Blessed
Mother in the lives of the mem-
bers.

s. Cherishing and supporting
the family as a “school of virtue”
and as the locus for a strong com-
mitment to the Church and in tes-
timony of love to the culture.

t. Coherent witness of life in
secular environments. Living life
in a positive and hope-filled way
while engaging the struggles of
the day as a means to evangelize
the culture.

u. Knowledge and use of tradi-
tional and new methodologies
within the Church’s life.

v. Openness to spiritual accom-
paniment or spiritual direction.

Most of the ways and means of
life mentioned above are con-
crete, appealing and attainable for
almost any person seeking the ex-

perience of Christian community.
‘When embraced, these methods -
“always old and always new,”
hold great promise for the re-
building of our parishes and com-
munities with a new Gospel-root-
ed vitality. The importance of the
formation of an authentic Christ-
ian community is that it provides
an environment for personal and
communal growth. It also creates
a climate in which healing from
the wounds and stressful experi-
ences of life, is enhanced through
the wisdom of a faith imbued vi-
sion of the “mystery of man.”
Faith, and its communal expres-
sion in community does not dis-
solve the tensions of life, but it of-
fers a pathway to that destination
which lies ahead of us and for
which we yearn with certain
hope. In the rich and profound in-
sight of Monsignor Luigi Gius-
sani about the nature of the Chris-
tian community we read: “Alone,
we cannot be ourselves. The com-
pany, which will be called the
Christian community, is essential
for man’s itinerary. ... The Christ-
ian concept of human existence
foresees that the human commu-
nity will never wholly adhere
with its freedom to the condition
to which Jesus harkens us. There-
fore, the life of humanity in this
world will always be sorrowful
and confused. But the task of
those who have discovered Jesus
Christ — the task of the Christian
community — is precisely to bring
about, as much as possible, the
solution to human problems on
the basis of Jesus’ call.”*®

Our parishes and communities
need to become more fully con-
scious of their role as centres of
meaning, and as places for heal-
ing and belonging. The joy and
purpose that comes from an en-
gaged life of faith, the strong
bonds of solidarity and commu-
nion, and a vibrant awareness of
the presence of God are potent
features in the life of a Christian
community that diminish vulner-
ability to the ravages of stress and
depressive disorders. Special pas-
toral attention might be given to
the formation of counsellors who
are well versed in the human sci-
ences and in theology so as to be
ready to offer effective help to the
growing number of persons who
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struggle with depression and the
management of high levels of
stress in their lives. We need the
very best of insights, the most ef-
fective therapies that science can
offer, but even more, we need the
certainty and joy of faith in the
mystery of the Incarnation as the
event which has transformed his-
tory, the truth of which we are
called to recognize with love.
“The task of the Christian is to
fulfil the greatest function in his-
tory — to announce that the man,
Jesus of Nazareth, is God.”* To
take this mystery seriously means
that the struggles and problems of
life as expressions of the reality of
the world are not foreign to faith
or to the intervention of God.

Humility and Hope

Precisely because of God’s
choice to send His Son to us in
concrete human nature, we need
to recognise and accept the totali-
ty of our human condition with all
of its fragility and potential for
greatness, with its misery and its
dignity, as aspects of the profound
mystery of humanity. To live in
this truth of our real identity be-
fore God, the source and origin of
our being, is to be like the Virgin
Mary — humble and free in the
complete acceptance of her status
as a creature, entirely open to
God.

The virtue of humility is indis-
pensable in the healing process
because it opens the suffering
person to the profound meaning
of his experience, and elevates
the human struggle to its highest
dimension as the yearning for the
fullness of “salus-health-salva-
tion”.* We recall that magnifi-
cent passage in Matthew’s Gospel
where Jesus tells us: “Come to
me, all who labor and are heavy
laden, and I will give you rest.
Take my yoke upon you, and
learn from me; for I am gentle and
lowly in heart, and you will find
rest for your souls. For my yoke is
easy, and my burden is light.”*'

Every person who is willing to
enter into the depths of his hu-
manity through suffering, discov-
ers on the one hand a desire for
fullness and infinitude, and on the
other — his fragility and contin-

gency. In the experience of our
own frailty and vulnerability we
discover that whatever physical,
psychological or spiritual limita-
tions we encounter, the Lord in-
vites us to respond to his call and
to find in him our strength and
salvation. The truth of our hu-
manity is revealed to us by suffer-
ing in that it brings us to the
source of truth, “the Word was the
real light that gives light to every-
one”.” Hope is the gift and
promise of our encounter with the
Incarnate Word. This encounter is
the opening to our true life, as so
eloquently expressed in the
Council document on the Church
in the Modern World:

“He Who is “the image of the
invisible God”, is Himself the
perfect man. To the sons of Adam
He restores the divine likeness
which had been disfigured from
the first sin onward. Since human
nature as He assumed it was not
annulled, by that very fact it has
been raised up to a divine dignity
in our respect too. For by His in-
carnation the Son of God has
united Himself in some fashion
with every man. He worked with
human hands, He thought with a
human mind, acted by human
choice and loved with a human
heart. Born of the Virgin Mary,
He has truly been made one of us,
like us in all things except sin. As
an innocent lamb He merited for
us life by the free shedding of His
own blood. In Him God recon-
ciled us to Himself and among
ourselves; from bondage to the
devil and sin He delivered us, so
that each one of us can say with
the Apostle: The Son of God
“loved me and gave Himself up
for me”. By suffering for us He
not only provided us with an ex-
ample for our imitation, He
blazed a trail, and if we follow it,
life and death are made holy and
take on a new meaning”.*

What we said earlier concern-
ing the mystery of suffering is
brought to its fullest meaning
when we understand our experi-
ence as a participation in the life
and suffering of Christ. Without
meaning, suffering crushes us and
drives us to despair. Set in the
light of Christ’s suffering love on
the Cross, our suffering becomes
a means to bring us beyond the

limits of our finitude. It remains,
nonetheless profoundly mysteri-
ous. Pope John Paul captures this
exquisitely when he writes:

“...Human suffering evokes
compassion; it also evokes re-
spect, and in its own way it intim-
idates. For in suffering is con-
tained the greatness of a specific
mystery. This special respect for
every form of human suffering
must be set at the beginning of
what will be expressed here later
by the deepest need of the heart,
and also by the deep imperative of
faith. About the theme of suffer-
ing these two reasons seem to
draw particularly close to each
other and to become one: the need
of the heart commands us to over-
come fear, and the imperative of
faith — formulated, for example,
in the words of Saint Paul quoted
at the beginning — provides the
content, in the name of which and
by virtue of which we dare to
touch what appears in every man
so intangible: for man, in his suf-
fering, remains an intangible
mystery.”*

Conclusion

The object of pastoral care in
the presence of human suffering is
ultimately to nourish that hope
that is born of the Gospel. This is
the hope that does not disap-
point.*® Walking humbly on the
journey of life with our fellow
travellers, we are all subject, one
way or another, to the burden of
suffering and pain. Taught by the
mystery of Christ’s Cross, we are
invited to embrace our human
struggle as the pathway to that
fullness of life that is our deepest
longing. This is what we have
called the divine pedagogy of the
Cross. The voice of love calling
out to us from the One who hangs
upon the Cross, invites us to re-
spond, to accompany Him in His
anguish, to look with Him beyond
the limits of the encroaching dark-
ness to where the brilliant light of
eternity shines upon us. This is the
call of the Infinite that stirs us to
the utter depths of our existence.

Nourished by the divine
promises, the Christian, aware of
being a pilgrim in this earth, lives
in a permanent “tension-toward.”
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Relying on Christ’s promises and
not on our own strength we move
forward through the dark mystery
of suffering enlightened by
Christ. Even in the midst of trials
and suffering we are offered joy
in the sure knowledge that God is
with us and that our cries are
heard. Yearning with all our
strength for the fullness of life
and wellbeing, we turn to the
Lord of life, saying:

Hope, O my soul, hope. You
know neither the day nor the hour.
Watch carefully, for everything
passes quickly, even though your
impatience makes doubtful what
is certain, and turns a very short
time into a long one. Dream that
the more you struggle, the more
you prove the love that you bear
your God, and the more you will
rejoice one day with your
beloved, in a happiness and rap-
ture that can never end.*

H.E. Msgr. JAMES M. WINGLE

Bishop of St.Catharines,
Canada
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5. Inter-religious Dialogue:
the Meaning of Depression and Existential
Malaise Seen from the Perspective of Religion

ABRAMO ALBERTO PIATTELLI

5.1 The Jewish Vision

According to experts, the caus-
es of depression are not complete-
ly clear. A large number of factors
work together to bring it about: a
genetic predisposition, socio-en-
vironmental factors and psycho-
logical factors. Situations of
hopelessness, worry, marginalisa-
tion, alienation, pain, and mourn-
ing bring about this condition,
which, indeed, is so frequent
nowadays.

In this paper I would like to refer
to cases of depression that are to be
found within the Jewish communi-
ty and to try to identify its causes
and focus on the contribution that
Judaism can offer to a solution to
this problem in the light of its mil-
lennia-old tradition

From an examination of the con-
dition of a depressed person, what
most provokes anxiety and interest
is to see that in such a person every
vital dynamism is suppressed and
this is translated into a strong
diminution in that person’s inter-
ests and initiatives; indeed, to the
point of reducing the activity of
the subject to a state of complete
inhibition.

This is a condition, to tell the
truth, that is the outcome of a jour-
ney that has led the individual to
detachment from the society that
surrounds him, to his marginalisa-
tion from the group in relation to
which he should have sought to
strengthen his ties and interests.

In a society in which individual-
ism is exalted and relationships be-
tween people are limited, every in-

dividual runs the risk of being
alienated and isolated by society.

In this dramatic context we
would do well to remember the
words of Holy Scripture: ‘it is not
good that man is alone’. According
to the Creator, it is not good to ex-
ist alone.

From a theological point of
view, the human community
works against the loneliness of
man and the loneliness of God.
Thus it is that a Midrash states:
‘since the first day of the creation
the Holy One, may He be blessed,
has wanted to enter into commu-
nion with the terrestrial world and
live amidst the creation together
with His creatures’.

A philosopher of our time, L.
Fuerbach, in analysing the diologi-
cal doctrine of Martin Buber, stat-
ed among other things that ‘the hu-
man being, taken individually, is
not in himself the essence of man,
both as an ethical and a thinking
being’. This essence is to be found
in the unity of man with his neigh-
bour.

Every Jew who leads an exis-
tence according to the dictates of
tradition knows how close the rela-
tionships are that link him with so-
ciety as a whole. In the same way,
society as a whole cannot ignore
the condition of the individual hu-
man being but must, rather, see
him as an integral part of itself.

National memories unite all
Jews and support them in their
mission. The same may be said of
daily religious practice, which en-

sures that a bond exists between all
the members of the community.
For a Jew, the bond with the com-
munity is essential. The whole of
Jewish practice is constructed in
such a way that the individual
finds his proper role in that com-
munity.

Let us examine, for example,
what Rabbi J.D. Soloveitchik de-
fines as the ‘community of
prayer’. By this he means a com-
munity united in shared pain, in
shared suffering, and also in
shared joy. According to the Jew-
ish tradition, the language of
prayer must always be in the plur-
al so that the praying person al-
ways associated his own neigh-
bour with the supplications that are
expressed. Individual prayers, that
is to say those expressed at times
of illness, mourning or other criti-
cal moments, must also be ex-
pressed in the plural. A person af-
flicted by mourning receives the
prayer: ‘may the Almighty console
you together with those that suffer
because of the fate of Zion and
Jerusalem’, while a sick person re-
ceives the prayer: ‘I pray that heal-
ing be sent to this person and to all
sick people’. In this way the whole
community takes upon itself the
suffering of another person and
works for his reconnection with
the community.

Each of the practices of Judaism
has a socialising value. The cele-
bration of the various religious
events works to exalt the meaning-
ful participation of each individual.
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For example, the celebration of
‘Kippur’, the day of atonement
when the community passes the
whole day in reflection, in fasting,
and in prayer, to seek forgiveness
both from God and men, is an im-
portant opportunity to re-establish
ties between all the members of the
community, in solidarity and in the
reaffirmation of a shared destiny.
Without doubt, the celebration
of ‘Seder’, the paschal supper,
when every Jew relives the ancient
experience of slavery in Egypt and
his liberation, is an important mo-
ment both for the individual and

KAMEL AJLOUNI

for society as whole. This is a
process involving the actualisation
of past events in which every par-
ticipant is called to express his
own questionings and offer an-
swers about the meaning of this
celebration.

The correlation that exists be-
tween the individual and society,
and the obligations that derive
from this correlation, are the foun-
dation of the whole of Judaism.

During our time, in which the
most evident symptom of depres-
sion lies in the marginalisation of
the individual and his non-rele-

vance within society, the Jewish
tradition emphasises the value of
the participation of the individual
in the life of the community, pre-
cisely because in this context man
is called by his destiny to manifest
all his dignity. The concern of the
community in relation to the indi-
vidual who suffers from depres-
sion involves freeing this person
from worry, paralysis and despera-
tion.

Prof. ABRAMO ALBERTO
PIATTELLI
Rabbi of the Jewish Community of Rome

5.2 Depression and Treatment in the Light
of the Koran and the Sunnah

God has shown in His Glorious
Book and the holy prophet
Muhammad — peace be on him —
has pointed out numerous guide-
lines which would protect a believ-
er from depression and many psy-
chological disease before their in-
cidence, provide him with immu-
nity against such aliments and lead
him through to recovery and deliv-
erance if he fell victim to them.

It is true that medicine has
achieved a tremendous advance-
ment in the treatment of bodily dis-
eases, but psychological diseases
which have proliferated with the
progress of materialist civilization
cannot be treated and resisted, nor
can man have the immunity and
power to counter them with mod-
ern medicine, despite its tremen-
dous advancement: psychological
diseases also need to be addressed
through belief in Great God and
His Most Beautiful Names.

This will be clarified in the fol-
lowing paragraphs:

1. Conception of divinity in the

Glorious Koran. Its Effect on Psy-
chological Health: God is the Lord
of all worlds, Most Gracious,
Most Merciful. These are among
the attributes and most beautiful
names of God which a Muslim be-
lieves in and repeats in his prayer
and acts of worship and uses as
guides throughout his life. These
attributes fill a believer’s heart
with the love of his Lord who
looks after him, bestows his bless-
ings on him and extends his mercy
to him. If a believer does good,
God will be more benevolent to-
wards him, and if he does wrong
God will open wide the door for
him to enjoy his forgiveness and
enables him to repent, correct his
behavior and return to his Lord.
God-be He exalted — says in this
respect:
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(Say: “O my Servants who Have transgressed against their souls!
Despair not of the Mercy of God: for God forgives All sins: for He is
Oft-Forgiving, Most Merciful”. (Surat al Zumar39, verse 53)
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The main reason why man col-
lapses before life’s stresses,
strains, demands, fears and risks is
that he does not find the shelter
and safe haven where he will find

his tranquility, rest and serenity.
True faith is the place of refuge
and haven within which a believer
hears the call of his Lord who
says:
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(Or, who listens to the (soul) Distressed when it calls On Him, and who
relieves. Its suffering) (Surat al-Naml, 27, verse 62)

God be He exalted also says:
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(Say: “Who is it that Sustains you (in life) From the sky and from the
earth? Or who is it that Has power over hearing And sight? And who Is it
that brings out The living from the dead And the dead from the living?
And who is it that Rules and regulates all affairs? They will soon say,
“God”. Say, “Will ye not then Show piety (to him)?” (Surat Viunus,

10,verse31)

He also says:
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(Say: “Who is it That delivereth you From the dark recesses Of land and
sea, When ye call upon Him In humility And silent terror: ‘If He only
delivers us From these (dangers), (We vow) we shall truly Show our
gratitude’? “Say: :1t is God That delivereth you From these and all
(other) Distresses: and yet Ye worship false gods!” (Surat al-An’am 6,

verses 3,64)

The dark recesses of land and
sea here means their horrors and
the hardships, disasters and risks to
which man is exposed.

The Glorious Koran has drawn
attention to cases where man
breaks down when he is deprived

of a blessing or when beneficence
and mercy are restored to him, and
how a believer holds firm to pa-
tience when he loses a favor and
resorts to thanking God when he
enjoys this favor. God be He exalt-
ed says:
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(If We give man a taste Of Mercy from Ourselves, And then withdraw it
from him, Behold! He is in despair And (falls into) blasphemy. But if We
give him a taste Of (Our) favours after Adversity hath touched him, He is
sure to say, “All evil has departed from me: Behold! He falls into
exultation And pride. Not so do those who show Patience and constancy,
and work. Righteousness; for them Is forgiveness (of sins) And a great
reward. (Surat Hud, verses 9-11)
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2. There should be no despair,
no despondency. The true believer
is fortified by his faith against any-
thing that causes despair, hopeless-
ness and frustration before hard-

ships and ordeals. In this respect
he is guided by holy Koranic vers-
es and prophet Muhammad’s ha-
diths (sayings). In this context,
God-be He exalted — says:

"olaal #J|J. }l.l_,:.md.lxu!_,_,ﬂf! o akls ﬂ.h_;—ml.m d—dwﬂ;l u!_,
107/ sn " a1 550l say Salie (e oldn (o 4 s
(If God do touch thee With hurt, there is none Can remove it but He: If He

do design some benefit For thee, there is none Can keep back His favour:
He causeth it to reach Whomsoever of His servants He pleaseth. And He

is The Oft-Forgiving, Most Merciful) (Surat Yunus 10,verse 107)

3. Following the example of
prophet Muhammad-peace be on
him-who faced the severest
calamities and difficulties without
being weakened, yielding or losing
heart. In fact he turned misfortunes
into gifts, and converted adversity

into prosperity. Meanwhile his
Lord told him not to fret himself to
death while he experienced obsti-
nacy, rejection and harm by his
own people. Here Almighty God
says to Muhammad:

— 6 ig<I "l Bsall 134 Isiads ol O a7 e cliais pals dllats
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(Thou wouldst only, perchance, Fret thyself to death, Following after them,
in grief, If they believe not In this Message) (Surat al-Kahf, 18, verse 6)

4. Worship, remembrance of
God, supplication and sincere re-
liance on God. This includes sur-
rendering oneself to God, revival
of one’s heart by remembrance of
God, sincere dependence on God,
entrusting one’s affairs to Him and
expectation of reward from Him;
emancipation from the burdens of
materialism, from clinging to the
embellishments of this worldly

life; purification from disobedi-
ence and sins that overburden the
soul and reduce it to a mere cap-
tive of its passions and carnal de-
sires, so that if a person lost these
transitory pleasures his life would
become oppressive and he would
be into the bitterness of affliction
and dejection. In this context,
Almighty God Says:

"lyaain] yhol Gadll Ll b [003 4S5 ¥y J 1y S, rgﬁ-” 9 Sil
il Jn..ul u"'h.r""-'t.}l |,I_,h'fj Lp_;JL-n“ I:...a.'.”l ol -h}L-nJu J.».—GJL:
gaally hsall e v e nSglily [is 503 ¥ oSy chiad Sy o Sl ol

pibial 13l fop pleall sy Slpallly Guis¥ly JIge¥l (o paiiy

Loy piy O Slslie ppule olily] Gpaal; Gl Ly ol B 16 Lunas
157-152 534l " skl ma oy,

(Then do ye remember Me; I will remember You. Be grateful to Me, And
reject not Faith. Ye who believe! Seek help With patient Perseverance And
Prayer: for God is with those Who patiently persevere. And say not of
those Who are slain in the way Of God: “They are dead”. Nay, they are
living, Though ye perceive (it) not. Be sure we shall test you With
something of fear And hunger, some loss In goods or lives or the fruits
(Of your toil), but give Glad tidings to those Who patiently persevere,
Who say, when afflicted With calamity: “To God We belong, and to Him
Is our return”: They are those on whom (Descend) blessings from God,
And Mercy, And they are the ones That receive guidance). (Surat al-
Bagarah 2, verses 152-157).

o
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Belief in the Hereafter and its ef-
fect on protection against these
disease and the treatment thereof:-

To believe in the hereafter
widens the believer’s horizon and
outlook to life so that he may not
suffer from the straits of this
world. Thus a true believer is not

when he achieves his worldly aims
and if he fails to achieve that, he
will feel weak, depressed and ru-
ined and think that he has lost
everything.

This is what the Holy Quran
draws attention to where God
says:

the one who is contented only

MY e o padll dine 131y clegia sl dine 13] e pla Bla Slusyl )
foslas o pgllpal b Gudlly [osadls ppidla o pa Sudll finliall
iy olde oo pd Gadlls [ondll psas O sbsaan Gudlly fasadls Sl
35-19 goladl M hpe Se Slia b olils1" Jlad dd J L sk,

(Truly man was created very impatient; Fretful when evil Touches him;
And niggardly when Good reaches him; Not so those devoted To Prayer:
Those who remain steadfast To their prayer; And those in whose wealth
Is recognized right For the (needy) who asks And him who is prevented
(For some reason from asking); And those who hold To the truth of the
Day Of Judgment,; And those who fear The displeasure of their Lord, For
their Lord’s displeasure Is the opposite of Peace And Tranquillity; And
those who guard Their chastity, Except with their wives And the
(captives) whom Their right hands possess, For (then) they are not To be
blamed, But those who trespass Beyond this are transgressors; And those
who respect Their trusts and covenants, And those who stand firm In their

testimonies; And those who guard (The sacredness) of their worship;
Such will be The honoured ones In the Gardens (of Bliss). (Surat al-

Ma’arij, 70, verses 19-35)

In Conclusion:

For the Moslem who has depres-
sion he/she should:

1. Seek modern medical advice,
since it is the law of Islam that we
should seek treatment for every
illness because God created a
medicine to every sickness except
death

2. Believe that God and only

God will save him and bestows on
him peace and tranquility

3. Attachment to God and be-
lieving in him is the only preven-
tion and protection from depres-
sion.

Prof. KAMEL AJLOUNI
President of National Center for
Diabetes Endocrinology and Genetics,
University of Amman, Jordan.

5.3 The Meaning of Depression and Malaise
seen from the Perspective of Hinduism

“A healthy mind has a healthy
body”. The mental health of the
individual plays a significant role
in the well being of a person. The
WHO also defines health as
‘physical, mental and social well
being.” During the past two
decades interest and research in

the field of mental health and
mental disorders have grown
rapidly. A recent study conducted
by the WHO has predicted that in
terms of disease burden by the
year 2020 (that is in the next sev-
enteen years) depressive illness
will become the no.2 disease in

the world above diabetes, cancer,
arthritis etc.

Depressive disease is universal
and has been prevalent in society
since time immemorial. Its clini-
cal features were described in an-
cient Indian literature by Sudarka,
a renowed playwright of the sec-
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ond century B.C. It figured
prominently in the sacred writ-
ings of India, its mythological lit-
erature, including the twin epics,
the Ramayana and the Mahab-
harata. In the Mahabharata, Arjun
was afflicted with the illness. He
says, “Mind is very restless,
forceful and strong, O Krishna,
Krishana it is more difficult to
control the mind than the wind.”

Mind is the cause for both
bondage and liberation. The verse
is an ethmological pun, manu; hu-
man is derived from man ‘to
think.” Milkon too rhymed that
the mind is in its own place; it
may make heaven of hell or hell
of heaven. Mind, which should
have been source of joy ‘ananda’,
becomes a source of sorrow
‘dukha’. In Atharvveda, mind has
been called a sixth sense, which is
made active in us by the Supreme
Being.

The old civilization of India
was a concrete unity of a many
sided development in arts, archi-
tecture, literature, religion and
morals and science as far as it was
understood in those days. But the
important achievement of Indian
thought was philosophy. It was
regarded as the goal of all highest
practical and theoretical activities
and indicted the point of unity
amidst apparent diversities.

I am grateful to the organizers
of this eighteenth international
conference of Catholic health
care institution for inviting me to
participate in inter-religious dia-
logue and giving me an opportu-
nity to express my views on “The
Meaning of Depression and
Malaise seen from the Perspec-
tive of Hinduism.”

Hinduism is a major religion of
India, which has at its heart a kind
of ethical mysticism, based on sa-
cred scriptures. At its heart is a
love of life in all its forms. It be-
lieves that one’s actions in this
life will generate Karma or conse-
quences in the next life. Reincar-
nation (on the wheel of life, Sam-
sara) may be at a higher level or
not, depending on one’s current
actions. It accepts the body and
soul as a equal partners in life and
the use of both in religious life.
When Hindus meet they greet
God as present in the other per-
son. Many Hindus believe that re-

ligious practice involves the
awakening of the ‘chakras’ or en-
ergy centers of the body, in order
to let divine energy flow into the
body freely. This perception is in-
cluded in the eastern and western
ideas of energy bodies or ‘auras’,
which surround the physical
body.

Concept of Mind In Vedas
(10,000 to 5000 BC)

Mind has been conceived to be
a functional element of ATMAN
(soul which is self) in Vedas,
which are the earliest written
script of human race. In Rigveda
and Yajurveda there is mention of
prayer through mantras for noble
thoughts to come into the mind. It
has been mentioned that thoughts
determine facial appearance,
thoughts influence facial appear-
ance, and thoughts can be puri-
fied through mantras and purified
thoughts influence instincts. In
Veda there is emphasis on the pre-
vention of mental pain (depres-
sion).

In Rigveda, the speed of mind,
curiosity for methods of mental
happiness, prayers for mental
happiness and methods of in-
creasing medha (intelligence)
have been described. It has been
further stated in Rigveda that pu-
rification of mind prevents dis-
eases in human beings therefore
one should have noble thoughts.
The power of mind in healing has
also been described. This was the
first time the three traits of per-
sonality — Sattva, Rajas and
Tamas were described, and also
mental illnesses were indepen-
dently identified, along with
physical illnesses, where it
prayed that these mental illnesses
will not destroy the body.

In Yajurveda the mind has been
conceptualized as the inner flame
of knowledge. It describes per-
ceiving knowledge as mind, mind
is described as yog and Samadhi
(state of mind), all our sensory or-
gans are under control of the
mind and they function under the
control of the mind.

According to Bhagvad Gita the
senses and objects constantly
blast the mind. Here it is said that
the self is like the lord of the char-

iot and the body is his chariot.
The intellect is the charioteer and
the mind the reins. The senses
they say are the horses; the ob-
jects of the senses are the roads.
The senses (horses) are to be con-
trolled by the buddhi (the chario-
teer) through the reins, the mind.
The mind restrained or unre-
strained by the buddhi leads to the
region of vivid joy or the cycle of
birth and rebirth (samsara) re-
spectively.

The mind of man is like a veri-
table battle field: ‘manahkshetra’
in which there is an endless state
of war between opposing forces.
This constant tussle within the
mind is called “psychomacia” by
the ancient Greeks.
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The Ayurvedic Era
(1500-1400 BC)

Ayurveda derives its roots from
Athervaveda and it is one of the
ancient sciences, the science of
life. The classic written docu-
ments are Charak Samhita and
Shushrut Samhita. These two de-
scribe mental disorders, personal-
ity types according to trigunas —
the satva, raj and tam and tri-
doshas — the three humours in the
body vat, pitta, kapha. The 14
causative factors are mentioned
for mental disorders as follows-

1. Pragyaparadh — involving
socially unsanctioned behavior
and actions arising out of envy,
pride, fear, anger, greed, attrac-
tion, pride and deluded thinking.

2. Anuchit bramhacharya — one
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who is out following the rules of
brahmacharya, which includes
Indriya Nigrah i.e, control over
demands of instincts. Due to this
when the person carries out activ-
ities to gratify his instinctual con-
science is not able to control his
mind, becomes conflict ridden
and this leads to mental disorders
like depression.

3. Durbal satva — people who
have weak satva characteristics
have increased raj and tam char-
acteristics, which leads to emo-
tions like anger, and uncontrolled
emotions, which leads to mental
disorders.

4. Durbal Sharir — nutritional
deficiencies leading to weak
physical structure can lead to
mental disorders

5. Sharir dosh vikriti — accord-
ing to Sushrut and Charak, an in-
crease in one of the three humours
of the body either vat, pitta or
kapha leads to mental disturbances
like insomnia, anger, fear etc.

6. Manas dosh — (psychologi-
cal factors) different detrimental
emotions arise out of disorder of
raj and tam.

7. Agantuk karan — outside fac-
tors affecting the body like bacte-
ria, evil spirits.

8. Manobhighat kardravya-
trauma to the mind because of
substance abuse.

9. Malinahar vihar — bad food
and bad lifestyle both lead to
mental illness.

10. Manoabhighat — trauma to
the mind because of stress.

11. Ashasht manah — conflicts
arising in the mind.

12. Ojokshaya — loss of confi-
dence leads to weakness of the
mind, depression.

13. Ayukta nidra — excessive
and inappropriate time sleep
leads to mental illness.

14. Chintya man — inappropri-
ate anxiety.

According to Vedanta, the
structure of man can be further di-
vided into five material layers en-
veloping Atman. Atman is the
core of personality. It is represent-
ed in the diagram by the mystic
symbol. The five concentric cir-
cles around the symbol represent
the five layers of matter. They are
called sheaths or koshas in San-
skrit. First Anna-maya kosh, the
gross human body is made up of

the panchmahabhutas — the five
primordial elements i.e. Akash
(vaccum), Vayu (air), Agni (fire),
Jal (water) and prithvi (earth). It
is directly under control of the
next subtler body, the pranmaya
kosh, the vital energy.

The next three koshas,
Manomaya, Vigyanmaya and
Anandmaya pertain to the mental
faculties of a person. The
Manomaya kosh receives all the
sensory inputs, interprets them as

the enormous resources that are
available within for healing. This
has been termed “Anjeneya com-
plex” which is explored in psy-
chotherapy.

Since India has been the nurs-
ery of saints and sages, scientists
and the founders of world’s major
religions, certain yogic and reli-
gious practices help to attain a
steady state of mind. Maharshi
Patanjali, the father of the modern
concept of yoga and a great

good or bad and desires good. The
feeling of ‘me’ and ‘mine’ and the
faculty of intelligence and reason-
ing constitute the fourth or Vigyan-
maya kosh. The fifth or the Anand-
maya kosh means full of pleasure,
and is the innermost kosh in close
proximity of the soul.

When one considers the symp-
toms of depression, religious
flavour is evident in the ideas of
guilt and sin and their expiation
by a suicide act. Even lethargy
and laziness are considered as a
sign and symbol of devils and
demons. In India, Psychiatrists
and Psychologists use religion as
a psychotherapy. It performs cer-
tain function such as answering
question about ultimate meaning;
it gives emotional support, social
cohesion, a sense of belonging
and guidelines for life. A steady
state of mind and sustenance of
peace have been the aims of all
philosophies.

Gita states “Let a man raise by
himself by his own self, let him
not debase himself. For he is him-
self his friend, himself his foe.”
One’s own mind has a preventive
and a curative function. Healthy
habits of mind, thoughts, disposi-
tions and feeling can offer equi-
librium. It brings out the fact of

physician himself, defined yoga
as the complete mastery of the
mind and emotions. It is a science
which shows us the way to unite
the body and mind. The only form
of yoga which has been studied
scientifically is transcendental
meditation, a special meditation
technique as taught by Maharshi
Mahesh Yogi. He claims that after
regular periods of meditation for
even a few months the individual
becomes more resilient to the
stresses of life, works with in-
creased efficiency, and is less
likely to be dependent on alcohol
or drugs.

Vedic therapy emphasize satvic
diet, as diet produces a great ef-
fect on a man’s temperament.
Non-vegetarian food makes man
lustful, revengeful, and furious;
while a vegetarian diet makes him
kind, cool and soft. Also Vedas
enjoins man to leave lethargy and
lead a life of actions.

Certain Hindu rituals like Bha-
jans, Kirtans, chanting mantras
called Namapathy by Swami
Sivananda of Rishikesh, help in
eliminating repressions and resis-
tances and bring into the field of
waking consciousness many dri-
ves, emotions and complexes that
were creating difficulties in the un-
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conscious. It helps to achieve a
state of deep relaxation. Similarly
there are certain Hindu festivals
and ceremonies associated not only
with gods and goddesses but also
with the sun, moon, planets, rivers,
oceans, trees and animals. Some of
the popular Hindu festivals are
Deepawali, Holi, Dussehra, and
Ganesh Chaturthi, which allow
people to share their joy and sor-
rows and helps to elevate mood.
These innumerable festive oc-
casions and religious practices
make the Indian tradition rich and
colorful. It gives us the powers,

tolerence, adaptability, courage,
co-operation, patience and humil-
ity which help to restore holistic
health, harmony and happiness in
our life and society today.

Dr BHARATI PATIL
Consulting Psychiatrist
Mumbai, India.
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5.4. The Perspective of Buddhism
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It is my great honor to be invit-
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When I was asked to address the
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sion and Malaise seen from the
Perspective of Buddhism,” I hesi-
tated to accept this invitation

since I know little about depres-
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the total 23 million population in
Taiwan suffer from depression,
most often caused by the chal-
lenges people have to face in an
ever-competitive consumer-ori-
ented society. Women experience

losophy” Indian Journal of Psychiatry,
2002,44(4).

A.VENKOBA RAO, Culture, Philosophy
and Mental Health, 1997. Bhavan’s Book
University, Mumbai.

BANSI PANDIT, The Hindu Mind, New
Age Books, 2001.

JITENDRA N.GUPTA, ‘Integrating Main
stream and Alternative Systems and of Med-
icine’. (Undated). (Online).

Available;http:// Vidya Bhushan Gupta
www.infinityfoundation.com/mandala/s_es/
s_es_Gupta_medicine.htm (September 10"
2003).

KANAYALAL M.TALREJA, Philosophy of
Vedas, Talreja publication, 1982, Ulhasna-
gar-Mumbai.

SHIV GAUTAM, “Mental health in Ancient
India and its relevance to Modern Psychia-
try”, Indian Journal of Psychiatry,
1999.,41(1).

depressive disorders twice as
much as men. Among the de-
pressed, only 2.3% of them seek
medical treatment. This research
report also revealed that among
those in the white collars group,
32% have the idea of committing
suicide, 26% thinking of punch-
ing their bosses, and only 8.2%
take medicines to relieve their
psychological pressure.

According to another recent re-
search report on depression car-
ried out by the National Institute
of Health in the USA, more than
16% of Americans, as many as 35
million people, suffer from de-
pression severe enough to need
treatment at some time in their
lives, resulting in a US$30 billion
loss to employers.

Realizing the seriousness of
this problem, I sought help from
Ven. Prof. Heng-ching Shih, a



114

DEPRESSION

Buddhist nun who has a Ph.D.
from the University of Wisconsin
and Professor of Philosophy at
National Taiwan University in
Taipei. Prof. Shih has written ex-
tensively on Buddhist spirituality
in modern society, particularly in
Taiwan, China, Korea, and Japan.
Professor Shih tells us Buddhism
has a different approach towards
depression, facing the problem
with meditation and emphasis on
compassion and loving kindness.
Even though these methods may
neither be quick nor always effec-
tive, negative side effects are vir-
tually unheard of. Now, I wish to
present Ven. Shih’s paper.
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Depression is one of the most
common emotional disorders, af-
flicting more and more people in
the modern world. Although psy-
chologists and psychiatrists have
not yet discovered all they would
like to know about depression,
they agree that the apparent
symptoms of depression include
dysphoria, lost of interest, anhe-
donia, social dysfunction, prob-
lems of memory and concentra-
tion, low self-esteem, suicidal
tendencies, shame and guilt,
hopelessness, eating and sleeping
problems, etc. (Costello, 1993).
All these symptoms are precipi-
tated by biological, psychological
factors, i.e., neurological abnor-
mality, illness, bereavement, frus-
tration, unemployment, and so
forth.

Instead of discussing the caus-
es, symptoms and treatments of

depression from the Western psy-
chological and psychiatric view-
point, let me turn to Buddhism to
find a different analysis and an-
swers. There is a Chinese Saying:
“the illness of mind can only be
treated with the medicine of
mind”. Actually, Buddhism is the
codification of insight about hu-
man psychology developed by
Gotama Buddha in the course of
his meditation investigations of
his own mind. Thus, the primary
emphasis of Buddhism is placed
on learning about and transform-
ing the mind and body through di-
rect spiritual experience.

1. The four noble truths

As an excellent doctor of the
mind, the Buddha’s diagnosis of
human life through the Four No-
ble Truths (PEEE) provides us
with insight into the causes and
treatments of depression. The
Four Noble Truths are: suffering
(dukkha ), the cause of the ac-
cumulation of suffering (%), the
cessation of suffering (#) and the
ways to the cessation of suffering
(i#). This doctrine delineates the
symptom, diagnosis, prognosis,
and treatment plan to alleviate hu-
man suffering. (Rahula, 1959,
pp-16-50)

In the First Noble Truth, the
Buddha equated all existence with
dukkha (suffering). In addition to
the general meanings of suffering
such as “pain”, “sorrow”, or “mis-
ery”, dukkha also includes deeper
ideas such as “imperfection”,
“impermanence”, ‘“‘emptiness”,
“insubstantiality”.

The conception of dukkha may
be viewed from three aspects:
(1) dukkha as ordinary suffering
(#3%), (2) dukkha as produced by
change (#%), and (3) dukkha as
conditioned state (i7%). Dukkha
as ordinary suffering refers to all
kinds of suffering in life like
birth, old age, sickness, death, as-
sociation with unpleasant persons
and conditions, separation from
beloved ones and pleasant condi-
tions, not getting what one de-
sires, grief, lamentation, distress
— all such forms of physical and
mental suffering, which are uni-
versally accepted as suffering and
pain.

Buddhism teaches that all
things are impermanent. Phenom-
enal things are in existence due to
particular causes and conditions.
When a happy feeling or a happy
condition in life, which is not
everlasting, changes, it produces
pain, suffering, unhappiness. This
vicissitude is dukkha as suffering
produced by change.

The third form of dukkha as a
conditioned state is not easy to
comprehend because it involves
the understanding of what Bud-
dhism considers as “being”. Ac-
cording to Buddhist philosophy,
what we call a “being” is only a
combination of ever-changing
physical and mental forces or en-
ergies, which may be divided into
five groups or aggregates, i.e.
those of matter (f4), sensations

mation (f7), and consciousness
(é#%). The Buddha said, “These
five aggregates of attachment are
dukkha.” The existence of and
the attachment of the five aggre-
gates, which constitute the per-
sonality are suffering. In other
words, the five aggregates and
dukkha are not two different
things; the five aggregates are
themselves dukkha.

The second Noble Truth is the
cause of the accumulation of suf-
fering: desire, attachment and
craving. The Buddha explained in
the Majjhima Nikaya, “It is crav-
ing, which brings renewal of be-
ing, in accompanied by delight
and lust, that is craving for sensu-
al pleasure, craving for being and
craving for non-being.” Suffer-
ing, from the Buddhist perspec-
tive, derives from our difficulty in
acknowledging a fundamental as-
pect of life: that everything is im-
permanent and transitory. Suffer-
ing arises when we resist the flow
of life and cling to people, events,
and ideas as permanent. The doc-
trine of impermanence also in-
cludes the notion that there is no
single self that is the subject of
our changing experience.

The Third Noble Truth is that
suffering can be completely erad-
icated, and emancipation, libera-
tion and freedom from suffering
can be achieved. This is called the
Noble Truth of the Cessation of
dukkha, which is nirvana.

The Fourth Noble Truth pro-
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vides a treatment plan, the Eight-
fold Path (/\iki#), to alleviate suf-
fering and achieve ideal health.
The Eightfold Path is right speech
(i), right action (iE#), right
livelihood (iEdr), right effort (IEX),
right mindfulness (EE), right
concentration (IE#), right view
(EER) and right thought (iE#&).
These eight practices aim at pro-
moting and perfecting the three
essentials of Buddhist training
and discipline: namely: (1) ethical
conduct (sila ), (2) mental disci-
pline (samadhiE) and (3) wis-
dom (prajna ).

2. Suffering

The issue of human suffering
has occupied both Buddhism and
psychoanalysis since their incep-
tion. The anxiety and depressive
affect has been the central focus
of most psychoanalytic views on
psychopathology and suffering.
Both anxiety and depression re-
late to loss, i.e., object loss, loss
of love, and physical loss. De-
pression relates to loss in the pre-
sent or past, whereas anxiety re-
lates to loss in the future (Chris-
tensen, 1999, pp.39-42).

Suffering is a desire or wish for
one’s experience not to include
loss. The degree or strength of a
person’s suffering is directly re-
lated to the degree that the loss
subjectively threatens a particular
self-state. For example, for most
people, death may be the most in-
tense suffering humans endure.
For others, extreme suffering may
be related to the desire to be
loved. People get depressed and
anxious, because they want things
to be different than they are,
hence suffering.

Buddhism emphasizes the na-
ture and the role of suffering and
the nature and role of the self.
Suffering and self are interrelated
and they interact in perpetuating
mental pain. From a Buddhist
perspective, not understanding or
experiencing the self clearly or
correctly leads to suffering. Bud-
dhism contributes to the under-
standing of the self by proposing
that three main features define the
dialectic self: (1) the self is both
process and structure, (2) it is as-
sociated with both suffering and

liberation, and (3) it is interdepen-
dent with others and at the same
time separate.

Buddhism stands unique in the
history of human thought in deny-
ing the substantial existence of a
Self (atman #%). According to the
teaching of the Buddha, the idea
of self is an imaginary, false be-
lief, which has no corresponding
reality. The attachment to the idea
of a permanent self produces
harmful thoughts of “me”,
“mine”, selfish desire, craving,
hatred, ill-will, pride, and other
defilements, which all result in
suffering. Although the absence
of a permanent, fixed self is con-
sidered a foundation of the Bud-
dha’s teaching, it is not so much
the self that the Buddha encour-
aged one to relinquish as one’s at-
tachment to the view of a perma-
nent, substantial self, because it is
the attachment to a false view of
self that leads to sufferings.

The definition of suffering de-
rived from  psychoanalytic
sources is close to the Buddhist
view that suffering is wanting
things to be different from what
they are at the moment. From the
Buddhist perspective, all of life is
association with suffering. Not
only psychopathology but also
normal healthy living is associat-
ed suffering, however, this does
not mean that life is nothing but
suffering and pain.

Buddhism believes that the self
and all phenomena are unsatisfac-
tory and create suffering. This
follows the Buddhist logic that
everything is in constant change
and decay. Buddhism encourages
practitioners to be aware of and
experience the desires, thoughts,
and feelings connected to a view
of a permanent self as being in
constant change and with sub-
stance. Working with suffering
from this perspective, one would
become more and more aware of
anxiety and depressed affect
through the tools of empathy, in-
quire and enactment. For exam-
ple, in depression the loss, de-
spair, and loneliness would be ex-
plored with the hope that those
experiences, being impermanent,
could be tolerated. (Christensen,
1999, p.49)

Just like every other phenome-
non, suffering itself is also imper-

manent and without a separate en-
tity. In other words, there is no
separate self who is experiencing
the suffering. Thus, in a paradox-
ical turn, Buddhism states that
suffering too is conditioned by
external causes, has no essence, is
inseparable from other phenome-
na, and thus is empty, non-self
(anatman %) and liberated from
any constraints. In this dialectic,
the self is both associated with
suffering and liberation and joy.
As the famous Buddhist Philoso-
pher  Nagarjuna  explained,
“There is not slightest difference
between cyclic existence (loss,
desire and suffering) and nirvana
(liberation)”. (Christensen, 1999,
p.44)

3. Meditation

Now that we have discussed
the Buddha’s diagnosis of the
symptoms and causes of human
illness of the mind (depression
being one of human mental ill-
nesses), what are the Buddhist
methods and techniques to allevi-
ate the illness?

Fundamentally, the Buddha
stressed perceiving reality as it is
with minimum distortion and in-
terpretation. Technically, the
Buddha avoided theoretical and
metaphysical constructs that are
difficult to measure and/or have
questionable usefulness to prob-
lems of daily life. The Buddha’s
whole approach is aimed at the
person living more fully in here
and now. Thus, Buddhist prac-
tices, particularly meditation,
lead to a more direct perception
of the present, while decreasing
the amount the person is lost in
memories of the past and antici-
pations or anxiety for the future.
Thus, meditation is one of the
best antidotes for the depressed
patients.

Meditation refers to a family of
techniques which make a con-
scious attempt to focus attention
in a non-analytical way, and an at-
tempt not to dwell on discursive,
ruminating thought. Meditation
aims at producing a state of per-
fect mental health, tranquility and
equilibrium in body and mind
through breath and mind regula-
tion.
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The mental development from
meditation cleanses the mind of
impurities and disturbance, such
as lustful desires, hatred, ill-will,
indolence, worries, restlessness,
skeptical doubts, and cultivates
such qualities such as concentra-
tion, awareness, intelligence,
will, energy, confidence, joy, the
analytical faculty, tranquility,
leading finally to the attainment
of highest wisdom, which sees
the nature of things as they really
are, and realizes the Ultimate
Truth, Nirvana.

Within many different branches
of Buddhism there is a wide vari-
ety of meditation practice. All of
them, however, stress both of the
following components: “concen-
tration (lksamatha)”, the one-
pointedness of mind, and “insight
(#vipassana)’.

In concentration meditation,
we focus on a single object, such
as the breath, a mantra, or a zen
koan (~%), with wholehearted at-
tentiveness. It is the cultivation of
self-control of attention through
the control of the mind. In Bud-
dhism, the mind is often de-
scribed as a drunken monkey run-
ning wildly within six windows.
Five of the windows correspond
to sensory impressions from our
five senses and the sixth window
corresponds to our mental sense
of internally generated impres-
sions including thought and
memories. For most people the
monkey runs from window to
window out of control. Through
concentration practices, the medi-
tator learns to control the monkey
and keep consciousness focused
on some meditation object.
(Mikulas, 1981, pp.333)

One of the most well-known,
popular and practical examples of
concentration meditation is called
“the mindfulness of in-and-out
breathing (anapanasati). We
breathe in and out all day and
night, yet we are hardly mindful of
it. In order to mediate, we sit phys-
ically still in an upright position to
receive the immediate flow of mo-
ment-to-moment experience, at-
tending to the breathing process,
silently noting the inhalation and
exhalation at the nostrils and ab-
domen. The effort is not to control
breathing but to be attentive to it.

At the beginning it is difficult

to pay attention to our breathing
for even a few consecutive sec-
onds. The more we attempt to pay
attention to it, the more we be-
come distracted. Memories, day-
dreams and anxieties arise. There
is an apparently endless flood of
thoughts, feelings and fantasies.
One of these usually catches our
attention and we become oblivi-
ous to the present moment.

As soon as we notice that our
attention has wandered, we
should resume our attention to
breath. Like a child who reaches
for one toy, becomes bored, and
reaches for another, and then an-
other, our mind keeps jumping

from one thought, feeling or fan-
tasy to another. Interestingly, by
noticing that we have been inat-
tentive we slowly cultivates in-
creased attentiveness and focus.
(Rubin, 1999, pp.7-8.)

After a certain period of prac-
tice, we may experience for just a
split second that our mind is fully
concentrated on our breathing,
when we will not hear even
sounds nearby, when no external
would exists. This slight moment
is a tremendous experience, full
of joy, happiness and tranquility
(Rahula, 1959, pp. 67-75).

The exercise of mindfulness of
breathing, which is one of the
simplest and easiest practices, can
be applied to every action of daily
life. People do not generally like
their present actions. They live in
the past or in the future. This is
especially true with depressed pa-
tients. Though they seem to be
doing something now, they live

somewhere else in their thought,
in their imaginary problems and
worries, usually in the memories
of the past or in desires and spec-
ulations about the future.

The Vietnamese Zen Master
Thich Nhat Hanh gives the fol-
lowing instruction of practicing
mindfulness: while washing the
dishes, you might be thinking
about the tea afterwards, and so
try get them out of the way quick-
ly as possible in order to drink the
tea. But that means that you are
incapable of living during the
time you are washing the dishes.
When you are washing the dishes,
washing the dishes must be the

most important thing in you life.
Just as when you are drinking tea,
drinking tea must be the most im-
portant thing in your life. (Mor-
vay, 1999, pp. 29-30)

As awareness becomes clearer
and more focused through mind-
fulness meditation, people experi-
ence a sense of psychological spa-
ciousness. Wholehearted atten-
tion promotes greater receptivity
and attunement to internal and in-
terpersonal experience. This fos-
ters a more spacious perspective
on one’s experience. In other
words, meditation fosters what
Buddhists term non-attachment, a
non-grasping state of mind to
which the meditators hold their
viewpoints less tightly. It can help
reduce self-criticism and tolerate
a greater range of feeling without
fleeing from them, and relate to
oneself and others with greater
flexibility and openness. It helps
some people, such as many de-
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pressives, by keeping them from
being overrun by undesired
thoughts. Most importantly, it
helps them increasingly tolerate
the presence of depressive
thoughts and moods without be-
ing overwhelmed. The depressed
patient develops “the capacity to
experience having the depression
instead experiencing the depres-
sion as having him”, and thereby
overcoming  his  depression
(Christensen, 1999, pp. 38).

The second meditation compo-
nent is “insight”. The insight
meditation is to develop the abili-
ty to notice objectively whatever
arises in one’s consciousness
without elaborating on it, reacting
to it, identifying with it, or getting
lost in it. It is called choiceless
awareness, bare attention, and de-
tached observation. It involves
the cultivation of comprehensive,
objective, non-reactive observa-
tion of sensations, covert behav-
iors, and related processes of the
mind, and eventually the experi-
ences of self and will (Mikulas,
1981, p. 334.).

In insight meditation, we attend
without attachment or aversion to
whatever thoughts, feelings, fan-
tasies, or somatic sensations are
being experienced. The purpose
of such practice, contrary to pop-
ular misconception, is not to
make anything happen, such as
silencing or emptying the chatter-
ing mind, but to relate to and ex-
amine whatever is happening in
our experience (no matter how
painful). It is an analytical
method based on mindfulness,
awareness, vigilance, observa-
tion, which sees the true nature of
things, lays the groundwork for
insight into the basic understand-
ing of self, existence and reality,
and eventually leads to the real-
ization of the Ultimate Truth.

4. Morita Therapy

As we have discussed above,
Buddhist teachings provide very
good antidote for people suffering
from depression. “Morita Thera-
py” is a well-known example of
applying Buddhism, especially
Zen Buddhism, to psychotherapy.
Morita therapy is a therapeutic
technique developed by the

Japanese psychologist Shoma
Morita (1874-1938) in the early
part of the twentieth century.
Many of the principles of Morita
therapy are based on Zen Bud-
dhism. Morita himself was
strongly interested in Zen Bud-
dhism and had some experiences
in Rinzai Zen Buddhism under
Zen Master Shaku Soen, the
teacher of D.T. Suzuki. Morita’s
method was initially developed as
a treatment for a type of anxiety
neurosis, and in the last decades
the applications of Morita therapy
have broadened to the treatment
of depression and other mental
disorders.

Here are the main concepts of
Morita psychotherapy.

Desire for life: according to
Morita, the basic force of human
being is the strong desire for life.
The converse of this is the fear of
death, both being aspects of the
same force. The efforts of human
beings to lead a fulfilled life are
all manifestations of the desire for
life. At the same time a manifesta-
tion of desire for life is the ten-
dency to fear curtailments and
threats to one’s own well-being;
Morita calls this tendency
“hypochondriacal basic tone”.
This tendency is common to all
human beings, but in introverted
and very sensitive persons, this
tendency can be the starting point
of a process which finally ends in
depression and neurosis.

Psychic interaction: if attention
is paid to some sensation, the sen-
sation becomes very sharp, and
by mutual interaction of sensation
and attention, the sensation will
become more and more exces-
sive. This is a kind of vicious cir-
cle which grows out of being pre-
possessed with one’s own over-
sensitiveness, for example, sad
feelings, hopelessness, fear, dis-
traction, insomnia and so on.

Self-suggestion: self-sugges-
tion helps to fix a problem in the
form of a symptom through for-
mation of a conviction that, for
example, blushing is abnormal,
and endless repetition of this con-
viction, so that rational reflection
is excluded. Thus free-floating at-
tention, a main characteristic of a
healthy and productive person, is
lost, and attention is always fixed
on the same ideas.

Contradiction of thought: sen-
sations and feelings are an inte-
gral part of human life; they arise,
reach their climax and vanish.
The inclination to contrast a pre-
sent feeling or sensation with the
ideal state, and trying hard to real-
ize this ideal state instead of purs-
ing the task at hand, is call contra-
diction of thought by Morita.
Contradiction of thought, aided
by self-suggestion, works togeth-
er in the formation of neurosis
and depression.

Arugamama — to be as one is:
arugamama, literally “as it is”, or
regarding a person, “to be as one
is”, is the central conception of
Morita therapy and at the same
time forms the goal of therapeutic
efforts. Instead of making efforts
to change a given reality, the pa-
tient is taught to accept reality as
it is. This means that if he feels
depressed, he accepts his feeling
of depression. If he feels anxious,
he accepts the feelings of anxiety.
Rather than direct his attention
and energy to his feeling state, he
instead directs his efforts toward
living his life well (Rhyner, 1988,
pp. 7-8).

Key Ideas of Zen Buddhism

1. Zen discipline consists in at-
taining enlightenment.

2. For Zen Buddhism, enlight-
enment finds its meaning hidden
in our daily concrete particular
experiences, such as eating,
drinking, or business of all kinds.

3. The meaning thus revealed is
not something added from the
outside. Itis in being itself, in be-
coming itself, in living itself. This
may be called “as-it-is-ness”. Re-
ality is its isness.

4. Some may say, “‘there cannot
be any meaning in mere isness.”
But this is not the view held by
Zen, for according to it, isness is
the meaning. When I see into it [
see it as clearly as I see myself re-
flected in a mirror.

5. This is what made P’ang
Chu-shih, a lay disciple of the
eighth century, declares:

How wondrous,

how mysterious!

I carry fuel, I draw water.

The fuel-carrying or the water-
drawing, in fact, every move in
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daily life, apart from its practical
purpose, is full of meaning; hence
full of wonder and mystery.

6. Zen does not, therefore, in-
dulge in abstraction or in concep-
tualization.

7. Enlightenment is emancipa-
tion, moral, spiritual, as well as
intellectual (Rhyner, 1988, pp. 8-
9).

Having understood the princi-
ples of Morita and Zen Bud-
dhism, we can now compare
them. Morita first claims that the
basic force in human being is the
desire or craving for existence.
According to Buddhism, craving
(for sensual pleasure, existence,
and non-existence) is one of the
main factors that keep beings in
the cycle of rebirth or suffering.

In the next stage, we have con-
tradiction of thought, due to a
very strong intellectual attitude,
which labels a normal phenome-
non, e.g., shyness in front of
strangers, as abnormal, and caus-
es a strong wish to get rid of this
shyness. Increased attention is
paid to shyness, which in turn in-
tensifies it (psychic interaction)
and finally turns into a depressive
tension.

In the case of the Zen monk, his
desire for enlightenment gets him
involved in endless attempts to
solve his koan. The koan is a chal-
lenging statement or question (for
example, What was your nature
before you were born?) given to
the monk by the Zen Master. The
monk tries to solve the koan with
all his intellectual strength, he
concentrates his thought again
and again on the koan but is un-
able to solve it. He is caught in a
vicious circle and soon finds him-
self deadlocked, which leads to
great anxiety and suffering. His
strong intellectual attitude makes
him believe there is a rational so-
lution to his problem. He focuses
again and again on his koan and
repeats it countless times for him-
self, which is the same process
Morita describes as psychic inter-
action and self-suggestion.

Another point in common on
this level is an egocentric attitude.
It is this directing of attention in-
ward, which, together with an in-
tellectual attitude, opens the way
to depression and neurosis, ac-

cording to Morita theory. But
Morita does not go as far as the
Buddhists, who deny the reality
of the self. It is exactly the intel-
lectual attitude and the notion of a
self which Zen training, through
meditation and the use of the
koan, wants to break.

Regarding the breaking of the
neurotic vicious circle, Morita ad-
vises the patient to go directly in-
to his depression, to become with
it. This psychic state, in which the
patient accepts his sufferings and
becomes one with them, Morita
calls “the psychic conflict is
emancipation”. In other words, in
the midst of his suffering, which
he has tried so much to escape,
there lies the answer.

Similarly, Buddhism has a say-
ing: affliction is enlightenment
(Klesa is Nirvana). That is, in the
middle of suffering there lies en-
lightenment; suffering and en-
lightenment cannot be separated,
like the lotus flower growing in
mud. Obviously, Morita has
phrased his psychological find-
ings along the line of this Bud-
dhist saying.

Now we come to the central
point of Morita therapy, both on
the level of theory as well as con-
cerning the therapeutic effort: the
concept of “as it is”. This basic
principle means seeing reality as
it is, accepting it and acting ac-
cording to the actual situation.
The realization of the state of
arugamama (as it is) in Morita
therapy is equal to a complete
cure. But being cured does not
mean that a patient will not have
depression, fears or anxieties any
more. He will experience every
kind of emotion as before. What
changes through his experience
of Morita therapy is his attitude
toward his problems. Where be-
fore he tried to escape, he is now
able to accept fear as fear, anxiety
as anxiety, and pain as pain. He
faces the same reality but now he
can accept it as it is.

Both the patient and the Zen
monk try with their might to real-
ize their ideals: the patient wants
to be cured by solving his self-
made problem; the Zen monk
wants to reach enlightenment by
solving his koan. In pursuing
their ideals, both are split in them-
selves and miss the only manifest

reality. By giving up their pursuit
and accepting reality as it is, the
split between patient and symp-
tom, monk and koan ceases to ex-
ist and at the same moment the
problem situation ceases to exist,
there is no more problem to be
solved (Rhyner, 1988, pp. 9-13).

In general, the stronger we de-
sire something, the more we want
to succeed, and the greater our
anxiety about failure. Our worries
and fears are reminders of the
strength of our positive desires.
Our anxieties are indispensable in
spite of the discomfort that ac-
companies them. To try to do
away with them would be foolish.
Morita therapy is not really a psy-
chotherapeutic method of getting
rid of “symptoms.” It is more an
educational method for outgrow-
ing our self-imposed limitations.
Through Morita therapy we learn
to accept the naturalness of our-
selves.

In conclusion, I will cite the
following enlightening quotation
from the Shobogenzo by the emi-
nent Zen Master Dogen, which
best illustrates the close relation
between the principle of Zen
Buddhism and Morita therapy
(Christensen, 1999, p. 37). It
says:

To study Buddhism is to study

the self.

To study the self is to forget the
self.

To forget the self is to be at one
with the ten thousand phe-
nomena.

To be at one with the ten thou-
sand phenomena

Is to free one’s body and mind
and those of others.

It seems to me that Ven. Shih’s
advice to those who have symp-
toms of depression is to study the
self and forget the self. For many,
to forget is more difficult than to
remember. I guess it would be
nice for people to remember
something pleasant and to forget
something unpleasant.

Finally, I wish to add that, in or-
der to protect public health, my
government has included the ill-
ness of depression in our National
Health Program. On the non-gov-
ernmental side, a “Depression
Prevention Association” was es-
tablished in Taiwan on December
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9, 2001 to promote the awareness
of this problem and to provide ad-
vice for prevention and treatment.
The Catholic Church in Taiwan
together with other religions is al-
so a source of help for the de-
pressed.
Thank You!

Ven. Prof. HENG-CHING SHIH
Buddhist Nun

Professor of Philosophy at

National Taiwan University in Taipei.

H.E. RAYMOND R.M. TAI
Ambassador of the Republic of China
to the Holy See
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111 Section

What Can be Done
to Escape Depression?

1. Faith

SERGIO PINTOR

1.1 The Principal Points of Faith on which
Special Emphasis should be Placed

The subject under examination,
with its practical perspective,
leads us to ask ourselves in a seri-
ous way about the therapeutic di-
mension of the Christian faith and
the role that this faith can play as
regards not only people who suffer
from depression but also those
who are called to take care of them
at the level of prevention and of
accompanying and treatment.

In what sense and in what ways
can the Christian faith contribute
to looking after health and over-
coming depression? Which char-
acteristics and qualities of faith
should be respected? Which as-
pects and features of faith should
be most emphasised?

In this paper only some funda-
mental aspects will be referred to
in relation to these questions and
issues, which are of a very broad
character.

1.Some Preliminary
Observations

Some preliminary observa-
tions, however, seem to be advis-

able if we want to achieve a cor-
rect approach to, and analysis of,
this subject.

First of all, we should avoid
any improper and any exploita-
tive form of Christian faith
through endowing it — when
faced with the condition of the
depressed person — of prefabricat-
ed and almost ‘magic’ answers
which will solve his or her prob-
lems, or through making Christ-
ian faith into a factor which takes
the place of, or is isolated from,
other factors and responsibilities
at the level of care and treatment.

In reality one is dealing here
with believing strongly in the spe-
cific virtuous capacities of Christ-
ian faith, with respecting its real
identity, and with respecting its
dynamic of incarnating the reali-
ties and practical conditions of
human existence.

2.From the Condition
of Disappointment/Sadness
to the Condition of Hope

Two pages from the gospels,

which have an especial paradig-
matic value as regards the com-
munication of faith embodied in
people’s lives, constitute a light-
filled background to this analysis.
The first is from the Gospel ac-
cording to St. Luke and will be
used to begin this paper (this is
the account of the two disciples of
Emmaus (cf. Lk 24:13-35); the
second is from the Gospel accord-
ing to St. John and will be used to
end this paper and conclude it
(the meeting between Jesus and
the woman from Samaria: cf. Jn
4:4-30).

In these two pages of ‘revela-
tion’, and the illumination that
they provide, we encounter two
possible signposts by which to
analyse this subject — one is to do
with the characteristics of Christ-
ian faith that should be respected
and appreciated; the other con-
cerns certain specific points of
Christian faith that should be em-
phasised in order to achieve a
therapeutic contribution to pre-
vention and treatment in the case
of people who suffer from depres-
sion.
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From ‘Emmaus’to ‘Jerusalem’

The journey of the teaching of the
faith that St. Luke the Evangelist
presents in chapter twenty-four of
his gospel (cf. Lk 24:13-35) is very
much to the fore: Jesus meets two
disciples who are in an existential
state of disappointment/sadness, of
regression and closure within them-
selves symbolised by their depar-
ture from Jerusalem (the city of
hope) to go towards Emmaus. Jesus
makes himself the companion of
their journey, he enters into dia-
logue with them, he listens to their
questions and hopes and illumi-
nates them with the speaking of the
Word; he opens them to prayer and
to the wish to escape from the lone-
liness of their condition; he makes
them aware of a change that is un-
derway and of a mission; and he
leads them back to the knowledge
of being within the framework of a
project of hope and commitment.

To summarise, this page from the
Gospels offers a perspective on the
essential elements that a communi-
cation of faith must bear in mind if
it wants to contribute in a proper
way to prevention and care in the
case of depressed people.

3. The Identities and
Characteristics of Christian
Faith that must be Respected,
Experienced and
Communicated in order to
Contribute to a Practical
Commitment to Prevention
and Care in Relation to People
Who are in a State of
Depression

First of all, it is necessary to con-
sider faith in all its authenticity,
wholeness and potentiality as a
‘theological virtue’, that is to say as
‘possibilities’ and ‘energies’ that are
communicated to us by God as par-
ticipation in His life through com-
munion with His Son, Jesus Christ,
in the Spirit.

In the New Testament, in the
‘Letter to the Hebrews’, we are of-
fered a summarising but meaning-
ful and profound definition of
Christian faith: ‘Now faith is the as-
surance of things hoped for, the
conviction of things not seen’.' In
its essence this statement emphasis-
es the existential dimension of faith

in the human experience of the be-
liever: it is an ‘assurance’, that is to
say it is at the origins and the base
of every experience — and the very
identify — of the person. It is an ‘as-
surance’ and an assurance ‘of things
hoped for’, that is to say of the most
authentic and profound hopes for
joy and fulfilment that are in the
heart of the person, and which for
the Christian are the certainty of a
fulfilment, liberation and full salva-
tion in Jesus Christ. Lastly, faith is
‘the conviction of things not seen’,

/
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a ‘horizon’ of meaning and a future
promised by God, the bearer and re-
vealer of signs of just how much the
loyalty and love of God will
achieve.

All these aspects that have just
been referred to — ‘faith as assur-
ance’, a guarantee and horizon of
meaning and complete fulfilment —
refer at a deep level to the human
experience with its questions about
the meaning of a person’s life and a
person’s conduct, a person’s own
identity, and a person’s hopes and
projects. These are aspects and
questions that a state of depression,
in particular, can place in a state of
crisis, but which in this overall vi-
sion of faith can also produce thera-
peutic and incisive resources for its
prevention.

In relation to Christian faith, it
seems to be important to emphasise
the following aspects in particular:

a) Christian faith as ‘listening’,
‘welcome’, and ‘obedience’ (ob-
audire) on the part of the whole of

the person in relation to God, who
speaks, reveals Himself, and com-
municates. This is an aspect that the
Catechism of the Catholic Church,
under the heading of ‘Dei Verbum’,
stresses in particular.” ‘Obedience’
in faith is to entrust oneself and ‘to
submit freely to the word that has
been heard, because its truth is
guaranteed by God, who is Truth it-
self’.* A significant model in the
biblical tradition is the faith of
Abraham, with his approach which
involved full and total trust in the
promises made by God, obedience
to His Word, and knowledge about
God in the events of his life.*

It cannot escape us that these fun-
damental attitudes, within an expe-
rience and process of education in
faith, can be important in a thera-
peutic process and relationship.

b) Christian faith as a
dialogue/relationship  of love.
Christian faith has a character that
is strongly marked by responsibili-
ty, dialogue and relationships, as an
expression of a love given by God
and received by the believing per-
son. The person who believes is
called to recognise the love of God,
to give himself or herself freely and
with total trust to Him, and to know
how to share in the communion/re-
lationship of God the Father, God
the Son, and God the Holy Spirit.

‘God is love’ (1 Jn 4:8,16): the
very Being of God is love. In send-
ing in the fullness of time His only
begotten Son and the Spirit of Love,
God revealed his innermost secret —
He Himself is an eternal exchange
of Love: Father, Son and Holy Spir-
it - and He destined us to be partici-
pants on this.””

This awareness and practice of
Christian faith is the light and
strength that can illuminate and sus-
tain a person in every situation, es-
pecially if he or she is in a state of
suffering, loneliness, and discour-
agement, as is the case with the con-
dition of depression.

¢) Faith as conversion/metanoia.
‘Believing in the Gospel’ requires
on the part of the person a ‘conver-
sion’ of his or her heart and person-
al and social action. Without this
process of gradual and permanent
‘conversion’, there is no growth,
liberation or salvation. In the bibli-
cal vision, the ‘conversion/meta-
noia’ required of the person who be-
lieves is much more than simple
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‘repentance’ or a simple return to
his or her inner self.

‘It is not the turning to oneself
that saves’, writes Cardinal
Ratzinger, ‘but rather the move-
ment with which we detach our-
selves from ourselves to go towards
God who calls us... It is for this rea-
son that ‘metanoia’ means the same
thing as obedience and faith. It is
for this reason, also, that ‘metanoia’
belongs to the structure made by the
Covenant.’®

To convert means to adopt a dif-
ferent way of thinking and acting,
placing God and His will at the top
of one’s priorities; and it means
freeing oneself from the possible
idols that have been created and
which make us prisoners (prestige,
self-interest, career, prejudices, the
search for power and profit, etc.).”
Christian faith as conversion lies in
the discovery of new and surprising
possibilities for growth and fulfil-
ment, in the joyful discovery of a
good so much awaited, of a con-
stantly new peace, and of the pres-
ence of God within us, who never
ceases to love us.

We should really ask ourselves
what positive consequences a faith
of this kind communicated, prac-
ticed, and borne witness to by the
Christian communities, at a person-
al and community level, at the level
of professional life in health care
and in voluntary work, at the level
of religious health care institutions
and within public institutions, could
have in the world of health and the
treatment of depression. One thing
seems clear: it is not the ideology of
a faith that is levelled down and ho-
mogenised to, and with, the domi-
nant culture, and which lacks the
‘vis profetica’, that can contribute
to the liberation and treatment of
people.

d) Christian faith as trust and joy,
as welcoming of the Gospel. Al-
ways but above all else when one is
faced by, and placed within, the hu-
man experience of limitations, of
suffering caused by illness, of a
state of health in which worry and
sadness seem to prevail, one cannot
forget that Christian faith amounts
to the welcoming of the Gospel,
that is to say the ‘happy and surpris-
ing’, liberating and saving,
news/event of Jesus Christ.

The Christian message begins
with the term ‘chaire’, ‘be happy’,

‘be joyful’, the word with which the
angel begins his announcement of
the future birth of Jesus to Mary in
the account that is provided to us by
St. Luke the Evangelist.®

This is a term used again by the
same Evangelist when he narrates
the birth of Jesus. The angel says to
the shepherds: I bring tidings to you
all of great joy (‘charam
megater’).’ St. Luke thus emphasis-
es what the essence of Christianity
is: ‘a gospel, a happy and good
message’." For that matter, ‘joy’ is
spoken about two hundred and fifty
times in the form of different terms
or expressions."

But how should we communicate
this joy through our Christian faith
today, how should be bear witness
to it and allow it to be seen as a
force and light of hope, even in sit-
uations of suffering, sadness and
depression?

In reality, the origin of joy is the
harmony of a person with himself
or herself (and in this sense one can
notice a clear reference to the new
idea itself of health!).

The person who manages to ac-
cept himself or herself has managed
to utter a decisive ‘yes’ in, and for,
his or her life; and only in this way
can he or she accept the ‘you’ of
other people and the world. But can
the human person by himself or
herself, always and in every situa-
tion, accept himself or herself, ac-
cept his or her own ‘I’? Only when
the human person is accepted by
another ‘I" can he or she accept
himself or herself. A person can
love himself or herself if he or she
already feels that he or she is loved.
Mere physical birth is not enough
for the human person to achieve full
being if this is not accompanied by
the welcome that without speaking
words comes to say ‘it is good and
important that you are’; that is to
say if he or she is not welcomed
with love.

Yet, above all in certain situa-
tions, a question still arises: * is it
true that it is good that I am?’; ‘is
the person who told me this and still
tells me this actually right?’

We are thus confronted with the
question of ‘truth’ and not only of
love (a question of universal impor-
tance). And we probably find our-
selves at the root of the anxiety and
lack of confidence that are present
in so many people. Love needs to

be conjoined with truth because on-
ly ‘the truth makes us free’,” and
thus opens us to joy.

Christian faith welcomes this
radical question and answers it by
joining together love and truth.

God thinks that the human person
is so important that He not only cre-
ated man but also personally suf-
fered for him, giving Himself for
love in His Son. The cross, with the
fullness of the resurrection, be-

comes the core and heart of the
Gospel as ‘good news and comes to
say to every human person: not on-
ly is it good that you are but you
should be. Those who, like the
Apostle Paul, feel so loved by God
that they can say ‘who loved me
and gave himself for me’," really
feel loved and loved in every situa-
tion.

The cross, as the ‘happy mes-
sage’ of the radical and surprising
love of God, thus becomes a recog-
nition of the positive nature and in-
estimable value of our lives; it be-
comes the base that removes ambi-
guity from every other joy and
makes that joy worthy of being en-
joyed in the daily realities of exis-
tence; it becomes a ‘happy mes-
sage’ that is able to reach the roots
of our lives and to support us with
its strength even when everything
around us becomes dark and we
feel tired and oppressed’."

It is not surprising, therefore, that
John Paul 11, in his apostolic exhor-
tation Catechesi tradendae, strong-
ly affirms that ‘the most valuable
gift that the Church can offer to to-
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day’s world, which is disorientated
and distressed, is that of forming
Christians who are aware of the es-
sential nature of, and are humbly
happy with, their faith’."

This is certainly not a Church that
is merely more organised or super-
ficially festive that will be able to
communicate more effectively this
joyous and essential character of
Christian faith. What is needed is a
humble and creative attempt — in
various situations and in encounter
with people — to speak about the
love, the welcome and the tender-
ness of God with the Word of God,
with education in the meaning of
Christian celebration, and with the
signs of solidarity and communion
that remove people from their state
of loneliness.

e) The ecclesial dimension of
Christian faith. Faith is without
doubt a personal act and a free re-
sponse to God who communicates
and reveals Himself. But it is not an
isolated act. ‘Nobody can believe
alone, just as nobody can live alone.
Nobody ever gave faith to them-
selves, just as nobody has given ex-
istence to themselves’."

Christian faith is always ecclesial
faith. The personal ‘I believe’ is an
expression of the ‘we believe’ of the
Church and in the Church; it is the
faith of the Church professed per-
sonally by every believer, above all
at the time of baptism. Faith gives
conversion and uproots loneliness.

This profound ‘solidarity’ of
Christian faith — in which we are
debtors of faith to each other, and in
which we are led to make others
share in our faith — deserves to be
borne especially in mind by those
who work and live in the world of
health and health care, the world of
care and treatment of the sick and
the suffering. If it is true that ‘I can-
not believe without being supported
by the faith of other people’,” we
may ask ourselves what the conse-
quences are of this in the prevention
and treatment of depression What
should be done, beginning with our
Christian communities and reli-
gious health care institutions, in or-
der to promote an ‘atmosphere’ of
authentic and community-based
faith that works against the depress-
ing and poisoning smog of self-in-
terested, competitive, disrespectful,
and cold human relationships,
whose negative consequences have

a deleterious impact on the weakest
and most fragile amongst us?

4. The Emphases that should be
Made in Education and
Formation in Christian Faith

In the light of the requests for
help and care that come from the
world of depression, and in the light
of some properties of Christian
faith that in relationship to this
question it appears important to
bear in mind, and which have just
been referred to, it may now be ad-
visable to emphasise in a more pre-
cise and concrete way certain points
in Christian faith that should be es-
pecially stressed when it comes to
the prevention and care that are pro-
vided to people in a state of depres-
sion.

First of all, we should remember
a dual and inseparable loyalty that
should be observed — loyalty to God
and his liberating and healing mes-
sage, on the one hand, and loyalty
to the depressed human person with
his or her specific problems and life
circumstances, on the other.'®

Depression is a clinical situation
that requires a multiplicity of thera-
peutic actions that take into account
the different aspects of the person,
including his or her spiritual and re-
ligious aspects.

The depressed person — in differ-
ent ways according to the stages of
the depression being suffered — is
generally characterised by pro-
found inner suffering, attitudes in-
volving apathy, low confidence in
himself or herself and in life, feel-
ings of inadequacy and guilt, feel-
ings of failure and of being aban-
doned by other people, and at times
the feeling that he or she has been
abandoned by God as well.

These are all aspects of experi-
enced and suffered human exis-
tence that a communication of faith
is called to throw light on, for the
purposes of both prevention and
treatment. At the base of these atti-
tudes there is without doubt a cer-
tain vision of the world, of our-
selves, and of God, that we need to
understand in order to open it to the
realistic, positive and liberating vi-
sion that is specific to Christian
faith.

As a result, a communication of
faith in these circumstances should

in particular emphasise the follow-
ing aspects, and in a way that over-
comes the risk of using simple and
abstract  prefabricated  ‘good
words’.

a) Strengthening the importance
and the meaning of Christian faith
in such a situation, as a gift and ele-
ment that offers a truer and more
positively realistic vision of life and
ourselves, and as an answer to the
deepest hopes for fulfilment and joy
that are in the heart of each person.

This should be done beginning
with the questions that the de-
pressed person feels, his or her
doubts and uncertainties, the ques-
tions that are provoked in him or
her and that are directed through
empathetic dialogue. We are deal-
ing here with ensuring that the per-
son sees that Christian faith for the
person is ‘possible and even advan-
tageous, desirable, and existentially
necessary’."

b) Presenting Christian faith as a
Sfull and fulfilling answer to the
question about, and the search for,
the meaning of life, which is raised
in an acute way above all when the
person is experiencing a condition
of suffering.

A communication of faith must
bring out in particular how the
Christian answer finds in Christ
‘the deep meaning’ of the human
person, of his or her origins and his
or her existence in every condition,
and his or her fulfilment. Vatican
Council II, in Gaudium et Spes, re-
minds us how ‘only in the mystery
of the incarnated Word does the
mystery of man take on light.
Christ...fully reveals man to him-
self and makes his supreme calling
clear’.”

As John Paul II comments in
Salvific Doloris: ‘If these words re-
fer to everything that concerns the
mystery of man, then they certainly
refer in a very special way to human
suffering. Precisely at this point the
‘revealing of man to himself and
making his supreme calling clear’ is
particularly indispensable’.”!

From this point of view, Christian
faith is rooted in the deepest exis-
tential question of the person, open-
ing the believer to the ‘certainty’
that by totally entrusting himself or
herself to God revealed in Jesus
Christ, and welcoming the proposal
of life, he or she will obtain what he
or she has always looked for. A
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communication of faith thus be-
comes both a vehicle by which ‘to
know’ the real meaning of a per-
son’s life and a way by which to ed-
ucate when to comes to the capacity
of the person to entrust himself or
herself to ‘another’, that is to say to
Christ, in order to fulfil the real
meaning of his or her life. Without
this framework of faith, it appears
difficult, indeed impossible, to an-
swer the most dramatic problems
that accompany human existence.

c) Helping in the rediscovery or
discovery of the real Face of God,
through the proclaiming of God, as
Jesus Christ manifested it to us: a
Father who with freely-given love
takes care of each one of his chil-
dren and is near and in communion
with us always, and even more
when we experience weakness and
suffering. The face of God, who
created us out of love, has for us a
project of full life, He accompanies
us with His tenderness, and with the
gift-presence of His Spirit He never
leaves us on our own but supports
us on our journey.

d) The discovery of the real face
of God necessarily requires an ac-
centuation of a communication of
faith in terms of total and trusting
adherence to the person of Christ
and his mystery of salvation, and
through him to an astonished and
joyous welcoming of the mystery of
God: Father, Son, Holy Spirit, as
the mystery of love and vital com-
munion.

The apostolic exhortation Cate-
chesi tradendae reminds us that
‘the ultimate purpose of the catech-
esis is not only to place someone in
contact, but also in communion,
with Jesus Christ’.* Through a nar-
ration of the gospels one makes a
person encounter the person of
Christ in the inseparable totality of
his mystery: in his humanity and his
divinity. The communication of
faith — not only with words but also
with witness — should emphasise
certain particular features of the
person of Jesus, the features that are
nearest to the experience undergone
by the depressed person: his care
and tenderness towards suffering
people, his healing of the sick, his
welcome and mercy in relation to
sinners, his admiration for the love
of God the Father and the joy of the
Kingdom of God; and his ability to
read the hearts of people, his rela-

tionship of trust and total abandon-
ment to the will of the Father, his
profound friendship, his love for
truth, his courage, his communica-
tion of the commandment of love,
his taking upon himself of our suf-
ferings out of love and his own
death to make us participants in his
resurrection and a fully fulfilled
life; and the fact of his being Lord,
Redeemer, and Saviour, for all of
us.

From this point of view, the
choice of certain very meaningful
pages from the gospels, and the
ones that most correspond to the re-
alities experienced by the depressed
person, can be useful: for example,
the words and actions of Jesus that
invite people to have trust in God
and transmit that trust; signs of wel-
come and healing; and the parables
that tell us of the love and tender-
ness of God.

e) Educating in and promoting,
through an adequate communica-
tion of faith, awareness of the bap-
tismal identity and extraordinary
dignity of the person. A French the-
ologian tells us: ‘as a young priest [
was sent during a summer period to
be the chaplain of the prison of
Fresnes. One morning in the infir-
mary I met a prisoner who said to
me ‘I have just finished reading
chapter XVII of John.” And he
quoted the words of Jesus: “that
they may all be one; even as thou,
Father, art in me, and I in thee, that
they may become perfectly one, so
that the world may believe that thou
hast sent me” (Jn 17:21). “If my un-
derstanding of this is correct’, the
prisoner continued, “we are thus all
deified”. And he went on: “This is
amazing. Why do you not tell us
about this?” I have always kept this
rebuke within me as an appeal to
proclaim the deepest mystery of our
human condition, that of our deifi-
cation!’*

To lay stress upon this immense
personal dignity — which nobody or
any situation can take away; to lay
stress on this fact of always being
‘important’ and whatever the case
of being for God, can be a therapeu-
tic and healing contribution for a
person, for example for a depressed
person, who is induced to have low
self-esteem, with all the conse-
quences that follow from this con-
dition.

f) A communication of faith that

educates people in the healing
meaning of the celebration of the
liturgy and the joyous meaning of
Christian  festivities. Depressed
people should be helped to become
aware that every celebration of the
sacraments, and especially the cele-
bration of the Eucharist, becomes
the sign and the instrument of the
presence of the saving communion
of God with them through the ac-
tion of the resurrected Christ and
His Spirit. This celebration can be-
come a therapeutic moment if man-
aged without artificial efforts in its
signs and symbols, in the proclaim-
ing and listening to the word of
God, in participatory reply with
prayer and worship, in an intensely
human climate of the expression of
celebration.

g) A communication of faith that
educates people in the meaning and
the experience of Christian prayer,
as a dialogue of confidence and to-
tal filial trust with God, in the name
of Jesus and the Holy Spirit, that
opens the heart and life to hope.

h) A communication of faith that
educates people to love their own
lives, as a gift and as a vocation-
task of love, as the new lives of chil-
dren who know that they are loved
and feel called to love, inseparably,
God, themselves, and other people.
This ‘responsibility’ in replying to
the gift of life and to one’s own vo-
cation cannot be presented with a
‘psychological overcharge’, which
is, indeed, bearable by none and
above all by a depressed person, but
as a ‘possibility’ given to our poor
and wounded humanity, as well,
through the power of faith and the
Spirit.

It is important to help depressed
people, through a proclaiming of
the Gospel, to encounter the person
of Jesus who gives to us the ‘com-
mandment of love’ as the secret to
the deepest joy, and which is able to
illuminate and sustain even the mo-
ment of darkness and suffering of
life; to encounter Jesus, the teacher
of an authentic and serene human
relationship with himself and with
the people that he meets, because he
lives out a deep and trusting rela-
tionship with the Father who loves
him and who is always in commu-
nion with him.

All this requires of the Christian
communities and Christians - who
are able to express love and wel-
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come (without any conditions) to-
wards the lives of people at the lev-
el of facts — a capacity to engage in
relationships which are really in-
spired by the commandment of
love.

5. A Page from the Gospels
that is Especially Paradigmatic

This paper may be ended with a
page from the gospels which is es-
pecially paradigmatic, where St.
John the Evangelist presents a
dense and exemplary summary of a
catechesis and which I would now
like to re-read within the context of
a communication of the faith to
people that carefully takes into ac-
count the fact that they are in a state
of depression.

I am referring here to the meeting
of Jesus of Nazareth with the
woman from Samaria who has gone
to Jacob’s well to draw water.”

One can immediately observe
that this meeting takes place within
the framework of a normal and dai-
ly experience of human life — that of
thirst — and that Jesus himself takes
the initiative to begin a dialogue. In
the conversation that then takes
place Jesus tries to bring out anoth-
er thirst — which is even more pro-
found and existential — in the expe-
rience of the woman — the thirst to
live, with the need for another
spring that satisfies that thirst.

In reality, the dialogue of Jesus
with the woman from Samaria —
however much they share the same
words and the elementary experi-
ence of thirst is expanded — really
takes place at two levels.

The woman from Samaria thinks,
after a certain fashion, that what is
being referred to is an elixir of long
life, water that is almost magic and
that can satisfy her thirst to live,
thereby lating at a level that is pure-
ly ‘biological’ in character. Jesus,
however, wants to lead her to dis-
cover life in its fullness.

However, during the dialogue an
important shift takes place when the
woman, beginning with her thirst to
live, is involved in the totality of her
own person, and from the question
about ‘something’ (water), she
shifts to a question that relates to
her personally at the level of her
whole life. In this way one under-
stands better the sentence spoken

by Jesus (“Call your husband”; Jn
4:16). The woman from Samaria is
now placed in front of herself and is
invited to recognise her deepest
truth so that she can more effective-
ly understand her relationship with
God. In other words, the woman is
led back to her radical poverty, her
own ‘self’.

It would appear that this is a pre-
cise and universally valid task of a
communication of faith incarnated
in the human experience: it must
promote a knowledge of oneself

and an acquisition of awareness of
one’s own practical condition, with
all the poverty and the limitations
that characterise this condition.

At this point, proceeding with our
re-reading of the account as related
by St. John, the question of this
‘self” becomes the question of God
and the question of an authentic re-
lationship with Him. The question
asked by the woman from Samaria
about the ‘worship of God’, which
is apparently without reason and
seems to constitute a diversion, is in
reality inevitable: it opens up the
question of the foundation and the
very purpose of her own life.

This is the moment when it is
possible to offer the real gift of Je-
sus. The ‘gift of God’ of which Je-
sus speaks at the beginning of the
dialogue is God Himself, God as a
gift of love, that is to say, of the
Holy Spirit (Jn 10:24).

The woman can now recognise
the essential thirst that she feels in
her innermost being and discover

the only spring that can satisfy that
thirst.”

‘Jesus hold out to her the
prospect of a new relationship with
God ‘in the spirit and truth’ (Jn
4:24), he shows her that he is the
awaited Messiah, the only person
who is able to give her water that
will take away her thirst for ever.
The woman then leaves her vase at
the well and runs with enthusiasm
to call her fellow villagers to ‘come
and see’ (Jn 4:29). She feels that he
has found, perhaps unknowingly,
what she has always been looking
for’.»

So what, therefore, is the task of a
communication of faith in the case
of depressed people?

The passage taken from St. John
brings out elements that should cer-
tainly form a part of a communica-
tion of faith in any human condi-
tion. And yet, re-read with greater
specific attention being paid to a
communication of faith with people
who suffer from depression, certain
elements of an especial therapeutic
and liberating value seem to come
to the fore: stimulating dialogue
with a person who tends to retreat
into himself or herself; gradual ac-
companying in a move from their
own most immediate, and often
conditioning, experiences, to an ex-
perience of knowledge about them-
selves and their deepest and most
radical needs; their thirst to be, to
have trust, to rediscover inner har-
mony, and to feel that they are with-
in a horizon of growth, fulfilment
and full life.

The specific task, therefore, of a
communication of faith and accom-
panying in a more authentic and
healing experience of faith, appears
to be that of helping and leading the
person to perceive and recognise
his or her own radical thirst, begin-
ning with his or her very experi-
ences of his or her limitations, so as
to open that thirst to encounter with
the only spring that can satisfy it -
encounter with the mystery of God
of tenderness and freely-given love
who calls each one of us by name to
fulfil ourselves, who loves us as His
children and is near to us, indeed, is
in communion with us. This is a
gradual journey — where attention
should always be paid to the pace
and the always special conditions of
each person — that must help the de-
pressed person to recognise himself
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or herself with trust and realism in
the truth about himself or herself, to
redirect himself or herself in a more
authentic relationship with God, to
recognise inseparably the ‘gift’ that
is God, the ‘gift’ that he or she is for
other people, and, indeed, that other
people are for him or her.

But in order to ensure that this
therapeutic dimension of Christian
faith is proclaimed and experienced
words, are not enough: they take on
a healing force only when they are
communicated in the ‘power of the
Spirit’ through the witness of the
authentic faith of Christians, of a
Christian community that makes
the faith that it professes desirable
by others, and enables the trans-
forming force of that faith in its
members’ own lives to be seen by
other people.”

And how much the saints are able
to say this more and better than us,
with their own lives, and often in an
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essential and poetic way! St. Teresa
of Jesus may be taken as an exam-
ple:
‘Nothing worries you/nothing
frightens you.
Everything passes/God does not
change.
Patience obtains everything/He
who has God
Lacks for nothing/God alone is
enough.’*

Msgr. SERGIO PINTOR
Director of the National Office for
Pastoral Care in Health of the
Italian Bishops’ Conference (Italy)
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1.2 Emphasising (Personal and Community)
Education in the Meaning of the Person,
Responsibility and Self-esteem
in the Light of Christianity

Introduction

A depressed person often feels
exhausted, without inner resources,
and does not know how to relate to
other people and to life. Depression
as an illness is a state of deep and
painful sadness that has effects on
daily life, which becomes difficult
and even unbearable because it
progressively loses meaning. Lack
of interest and at times hopeless-
ness invade the person who, not
knowing how to project himself or
herself into tomorrow, loses confi-
dence, and assailed by doubts

wrongly tends to undervalue him-
self or herself. Not seeing a way out
of the crisis, the sick person enters
into a dimension of existence all of
his or her own.

Depression in all its forms al-
ways leads us back to questions of
meaning. It is for this reason that
we cannot limit ourselves to the ob-
servation of a depressive distur-
bance without posing the following
question: how can we open that
person to hope, which will help
him or her to develop, to integrate
socially, and which brings out the
meaning of his or her existence?

How can we make the spiritual di-
mension more present for the indi-
vidual and for society beginning
with which one can build and
strengthen his or her inner life? An
individual can develop his or her
inner life only in relation to, and in
interaction with, an objective reali-
ty, with a third person, with a di-
mension that is different from his
or her own. Otherwise he or she
will have a feeling of emptiness. It
is for this reason that from a Chris-
tian perspective man can really find
himself again only in a relationship
with God, who calls him continual-
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ly to form an alliance with Him. I
would like to show you that Christ-
ian hope 1is an anthropological
source that inspires the education
of the person and his or her special
vocation with reference to the fol-
lowing subjects:

The objective conditions of de-
pression.

Discovering the meaning of the
person and of his or her relation-
ship with the community.

Educating in the meaning of the
person.

Educating in the meaning of re-
sponsibility.

Educating in the meaning of the
inner life.

1. The Objective Conditions
of Depression

A depressed person is often alone
with himself or herself even when
he or she is surrounded by his or
her family and friends. We are not
dealing here with the loneliness in-
herent in every person, which is the
result of our singular selves (indi-
viduality), but of isolation, dis-
tance, and the abandonment of life.
The sick person no longer knows
how to esteem himself or herself
and to find value in his or her own
eyes. He or she no longer knows
how to connect his or her own per-
sonal history with the history of so-
ciety.

Such isolation is all the more ac-
centuated the more contemporary
society, which has become individ-
ualistic in character, values subjec-
tivism and a form of freedom that is
not to be based upon objective
truths and moral norms. Modern
man is alone — without others with
whom to compare himself — in the
face of events, and he is without a
historical consciousness, as though,
that is, the universe had been born
with him and he was living out un-
precedented situations. Society al-
so creates the objective conditions
of depression by multiplying laws
to meet special cases to the detri-
ment of the common good. In this
way it does not support its integrat-
ing framework by giving worth to
values and the symbolic order: for
example, through marriage and the
family, which are structuring points
of references for people and the so-
cial fabric. It has the same tendency

to distrust, that is to say to despise,
the religious dimension of man.
This era of confusion in thoughts
and feelings dominates men’s spir-
its.

We are living in forms of society
that are losing their memory of the
past and of what they have
achieved. Pope John Paul II has
rightly recalled the historical truth
that ‘the Christian faith shaped the
culture of Europe’' at a time when
there is an attempt to ignore and to
censure this reality in the preamble
to the prospective European Con-
stitution. As economically devel-
oped countries, in the main, we are
engaged in a counter-identification
as regards our history and our ori-
gins. There thus arises from politi-
cal approaches a denial as regards
the structural dimension of the reli-
gious world as a social and institu-
tional reality, shame about our ori-
gins, about our past and about
Christianity, which does not allow
us to think about the future. When
an attempt is made to remove the

past and to deny it, it is difficult to
build our history. Modern man
finds difficulty in entering into con-
tact with the real aspect of humani-
ty because he no longer has reasons
for living. In having only subjec-
tive interests, he no longer knows
how to think about himself in terms
of personal and collective destinies.

The narcissism of contemporary
social models, which reduces the
person to an individual and makes
each man his own point of refer-
ence and the end of everything, is
rather tragic. In these conditions,
the person does not become en-
riched with other reference points
that are different to himself or her-
self and social ties can no longer be
congenial or a source of projects.

Life stops with oneself and there
cannot be a life in front of oneself.
Social and cultural life is reduced
to consumer society and commer-
cial celebrations. The barometers
of consumption become the sole
criteria for the assessment of the
state of mentalities. Thus people
speak about the ‘low morale of
couples’ when there is a decrease in
levels of purchase, and of a ‘return
of confidence’ when citizens in-
crease their consumption and cele-
brate events which are artificially
programmed in a play of light and
paillettes. Purchases and commer-
cial celebrations against depression
are not a sign of social health; in-
deed, they are preparing the ground
in the more or less long term for a
grave moral crisis. In all this we
should perceive the presence of an
absence of authentic spiritual life.
Such a condition of the spirit
runs the risk of producing conse-
quences for religion and morality,
which, indeed, no longer appear as
sites of resources. The new malaise
of civilisation is that of believing
that we do not have moral and spir-
itual reference points, whereas in
fact they exist and it is we ourselves
who do not want to turn to them.
Spiritual authors have always
known how to distinguish between
depression, which is an illness of a
biological and psychological char-
acter, and despair, which is an ex-
pression of a crisis in a person’s
spiritual life. But at times the for-
mer can provoke the latter, and vice
versa. Here we encounter the unity
of the human person as presented
by Christian thought. The incarna-
tion of the Son of God, who took
upon himself the human condition,
enabled man to enter the heart of
God because God Himself is in the
heart of man. Man discovers the
truth about himself in the word of
God because he is in His likeness.
He was created in the image and
likeness of God as a human person
and called to freedom and responsi-
bility. He was given to himself to
be the creator of life in communion
with the Father so as to enter into
the humanity of Christ. Existential
depression manifests, among other
things, a spiritual loss where there
is an attenuation of the understand-
ing of the presence and call of God.
In the present day context, existen-
tial crises run the risk of being sec-
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ularised and emptied of their spiri-
tual dimension. For this reason, the
smallest problem as regards life is
consigned to be treated by a med-
ical doctor; this is an approach to
the spirit that shifts the spiritual di-
mension onto health care concerns.
However, existential crises are an
important moment when the person
can examine his or her own exis-
tence and ask himself or herself
about what he or she is doing with
his or her life.

2. Discovering the Meaning
of the Person and of
His or Her Relationship
with the Community

I have just observed that in con-
temporary approaches in designat-
ing what a human being is, the idea
of the ‘individual’ is increasingly
used as opposed to the notion of
the ‘human person’. A whole cur-
rent of society tends to equate the
human being’s psychology and his
biology with that of the animal
world. In doing this an attempt is
made to demonstrate with a certain
effectiveness that we have shared
particularities with the animal
kingdom. But in acting in this way
the meaning of human nature is di-
minished because man is shifted
from his condition as a person to
that of being an individual amongst
other individuals. There is a differ-
ence at the level of nature between
man and the animal world. Such an
ideological transfer produces shifts
that mean that the dignity of the hu-
man being, the meaning of his or
her freedom, responsibility and up-
bringing, is no longer intelligible. If
the human being is an individual,
he or she cannot be reduced to this
order, which, instead, belongs to
that of the human person. ‘Man is
not closed up within the limits of
nature; in him there is a mystery
that confers upon him a superior
value and gives him access to the
supernatural level of God’.?

The Christian conception of a tri-
une God whose relationship be-
tween the persons of the Most Holy
Trinity is animated by love, that is
to say by what communicates life,
by giving, and by exchange. All the
visions of God often give rise to
different ideas about man. Thus the
Christian faith is at the origin of the

meaning of the dignity of the hu-
man person, his or her inner being,
his or her freedom, his or her re-
sponsibility, and equality and
democracy, with a distinction be-
tween temporal power and spiritual
power. The personalistic and com-
munitarian thought of John Paul II,
which is rooted in the Christian tra-
dition, has strongly emphasised all
these truths about human nature,
which can be discovered by reason
and are illuminated and appear in
the word of God.

The Church thus created mar-
riage for love in upholding the
equality of men and women, free-
dom to choose and to commit
themselves to each other for the

pleasure of constructing a commu-
nity of life and of giving life to chil-
dren. The Church has had to strug-
gle for nearly twenty centuries for
this model to be accepted political-
ly by society, which favoured mar-
riages arranged by families as well
as forced marriages. The Church
has always supported man as a hu-
man person so that he could be the
subject of his own existence and
the community relationships that
he develops with other members of
society. Religion, and the Christian
faith in particular, is a factor that
fosters social ties and integration. It
allows each person to find himself
or herself anew with himself or her-
self, to become humanised and to
socialise. For this reason, we
should contest the political ap-
proach that wants religion to be re-
duced to the private sphere. Reli-

gion also has a social and institu-
tional dimension; it is, indeed, the
creator of civilisation.

In the face of the various forms
of depression (endogenous, reac-
tive or existential depression), can
we think of a educational approach
that limits its effects? I believe that
an upbringing and education that
transmits cultural, spiritual and
moral matters by remaining centred
round the meaning of the person,
his or her esteem and his or her re-
sponsibility, should offer not only a
stimulus to him or to her to open up
to himself or herself and to other
people but also a support and a
form of significant treatment in or-
der to address existential difficul-
ties. Often man finds himself faced
with a challenge that we encounter
in an accentuated way during ado-
lescence and depressive states: that
of accepting himself and of adher-
ing to life.

3. Educating in the Meaning
of the Person

Man is created in the likeness of
God. He shares in the life of God
and thus receives his specific digni-
ty as a human person as a gift. In
being born every person is given to
himself or herself. Life can be seen
as burdensome and restrictive to
the point of involving both exis-
tence and the rejection of life at the
same time. In the best of cases, the
subject is invited to accept himself
or herself and to welcome life. This
is the dilemma that is experienced
at times during adolescence when a
young person asks himself or her-
self questions, and asks ‘what is the
point of all this?’ He or she does not
know how to accept himself or her-
self, he or she does not know what
meaning to give to his or her life,
and he or she runs the risk of be-
coming depressed and de-motivat-
ed. All this runs the risk of becom-
ing worse in a context in which
adults lose the meaning of upbring-
ing and education and leave chil-
dren and adolescents without
points of reference and alone with
themselves, and without a cultural
and religious transmission that
gives them pleasure in living.

Upbringing and education must
teach children very early on to ac-
cept themselves. Such an accep-
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tance of themselves often takes
place through a recognition that
they receive from their parents and
adults who accompany them dur-
ing their growth and development.
When a child feels accepted and
correctly valued, that child can
recognise himself or herself. At
times this positive approach on the
part of the parents is insufficient
when the child resists agreeing to
life for personal reasons or follow-
ing an unconscious interference by
the parents. It is necessary to know
how to identify both situations in
order to find a teaching approach
that will help the child to progress
and advance. At times it is enough
to take away a fear, a doubt and the
worry-provoking interpretation of a
meaningful event.

The more the child is respected
the more he or she will acquire a
knowledge of his or her own digni-
ty. He or she will discover that he or
she belongs to himself or herself
and that his or her parents, like the
other adults, are near to him or her
to help him or her in learning to ex-
ercise his or her freedom, a free-
dom that has been given to him or
her to discover the truth about life
and the truth about God. Truth
makes us free when we try in life to
place our own freedom at the ser-
vice of good. A child will soon dis-
cover the weakness of human free-
dom that can betray his or her
openness through a search for ‘fi-
nite, limited and ephemeral
goods’.’ But patient and trusting
love will help the child to regain
himself or herself in order to be-
come increasingly free. A religious
education and upbringing will help
the child to discover that the ‘wor-
ship of God and a relationship with
truth are revealed in Jesus Christ as
the deepest foundation of truth’.*

Educating in the meaning of
freedom is based upon the develop-
ment of reason and the will in order
to discern what it is right to do in
relation to moral values and their
implementation. Moral values are a
path by which to achieve happiness
in living. They do not have the pur-
pose of limiting or condemning the
subject but, on the contrary, of illu-
minating his or her conscience in
the choices of his or her human
conduct. Moral law is at the service
of good and truth. It allows a per-
son to be formed in the school of

freedom in a trusting relationship
with God and with other people.
Contemporary thought, which is
increasingly centred round a hypo-
thetical affective development
leading towards self-fulfilment, in
its reflection in a moral and spiritu-
al sense upon existence is not able
to provide the cultural means by
which to work internally to accede
to the problems of existence. It ex-
alts individual freedom ‘to such an
extent that it becomes an absolute,
which would then be the source of
values’.” It is necessary to follow
‘one’s own conscience’, ‘be in
agreement with oneself’, and as-
sess everything in a moral sense be-
ginning with one’s own sincerity.
Sincerity is not the criterion of au-
thenticity — a person can be sincere-
ly mistaken without knowing it.
John Paul II, in Veritatis splendor,
reminds us that ‘the conscience is
no longer considered in its primor-
dial reality as an act of a person’s
intelligence, the function of which
is to apply the universal knowledge
of the good in a specific situation
and thus to express a judgement
about the right conduct to be cho-
sen here and now. Instead, there is a
tendency to grant to the individual
conscience the prerogative of inde-
pendently determining the criteria
of good and evil and then acting ac-
cordingly. Such an outlook is quite
congenial to an individualist ethic,
wherein each individual is faced
with his own truth, different from
the truth of others’.® Thus the sub-
jective truths inherent in the experi-
ence of the subject run the risk of
becoming confused with objective
truths. In these conditions, the per-
son encounters difficulty in being
conscious of objective realities.
This is a phenomenon that is ob-
served when a mistake is replaced
by an error or by a behavioural ac-
cident where there is an apology
rather than an attempt to make
amends. Such a dislocation ex-
plains, on the one hand, the obses-
sive tendency of Western society to
reduce everything to a juridical as-
pect because, not knowing how to
make use of moral meaning, they
turn to the legal system in the
search for a guilty person. Such so-
cieties lose the meaning of trans-
gression and sin, which for a per-
son are always an opportunity to
work on his or her own renewal and

conversion to rediscover the love of
God. In other words, the discovery
of freedom must be accompanied
by an increasingly refined sense of
one’s own responsibilities.

4. Educating in the Meaning
of Responsibility

The freedom that is given to man
is one of the characteristics that de-
fines the human person. In becom-
ing increasingly free in relation to
his own desires and the obligations
of his existence, man further ac-
quires the meaning of his responsi-
bilities in his relationship with him-
self and in his relations with other
people. To be aware of the meaning
of one’s own responsibilities, to be
capable, that is to say, of respond-
ing for one’s own actions to exis-
tential values, means to refine one’s
own inner life and develop a sense
of community. Indeed, an action
carried out by a person always in-
volves consequences for that per-
son, for other people, and for the
social fabric, and it will also have
positive or negative repercussions
for that person.

I pointed out in a previous paper
that certain people have at times the
tendency to live as though they
were victims of life when they are
faced with the difficulties of exis-
tence, which, indeed, they interpret
as injustices committed by others
and/or by God. In this way, they
demonstrate that they are subjected
to existence rather than accepting it
or taking it on their shoulders. They
do not gain a correct vision of their
personal and collective responsibil-
ities. They must be able to gain
from society and they even require
that its rules and regulations should
be in conformity with their subjec-
tive interests.

Biblical revelation teaches us
that life is given to us and that it is
entrusted to the freedom of each
one of us for the good of people and
the community. It invites man to
leave pagan thought, that is to say
the savage thought of contempo-
rary repression, in order to be freed
from the fatalism of victimisation.
Christ took upon himself the bur-
den of being the victim of the sin of
men, and in his passion and resur-
rection he revealed to us the faith-
fulness of God who does not aban-
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don those who love Him. Man ac-
cedes to the pathway that allows
him to share in the life, the action
and the passion of God made man.
Thanks to the Incarnation of Jesus
Christ we enter into the humanity
of God with a different view at our-
selves and our existence. We move
from the conception of a man who
is the victim of existence to that of
a free man who is responsible for
his own consent to life. For a Chris-
tian to love God means to love life
and to love man. The ways of God
pass by man, as John Paul II ob-
serves in his encyclical Redemptor
hominis.

An acceptance of life allows man
to become responsible for himself
and for other people. But consent to
life is often a trial for man. He can
withdraw from it, flee from it or
shift it onto other concerns;
nonetheless the question remains
and can express itself in an existen-
tial and spiritual malaise that is of-
ten to be observed in ‘despair’,
which we find in the laments of Job
or the psalmist: ‘For my soul is full
of troubles and my life draws near
to Sheol. I am reckoned amongst
those who go down to the pit; I am
aman who has no strength, like one
forsaken amongst the dead’
(Psalm 87:4-5). Such existential
suffering has always been known
about. The first Christian monks
addressed it and thought about it
with the notion of ‘sloth’, that is to
say a difficulty in accepting living,
in being concerned about oneself,
and in accepting being able to con-
trol the most contradictory desires
that invade the human conscious-
ness. Sloth, as has already been ob-
served, is at the intersection be-
tween a spiritual crisis and depres-
sion, and involves how to take re-
sponsibility for oneself and discov-
er meaning, beginning with which
one’s personal history can be con-
structed.

Ancient thought saw the inter-
vention of the gods in all inner tor-
ments. Greek thought dramatised
them to the extreme; Roman
thought was gripped by terror and
fear; and the Asian currents of
thought tried to achieve a liberation
from inner struggle through the
elimination of desires. The Chris-
tians who followed on from Christ
in the spirituality of the incarnation
accepted reflection on human de-

sires and like the psalmist and the
Fathers of the Church sought to ask
themselves about their contents in
order to know how to live them out,
torn between dismay and anxiety.
The Confessions of St. Augustine
are a perfect illustration of this
when he sought to see his inner self
clearly by speaking about himself
in the presence of God, the Third
One who allows a communication
with oneself and the discovery of
the meaning of one’s existence. In
Book IX, St. Augustine establishes
the premises for psychoanalysis,

which he would not have been able
to invent outside the context of a
civilisation based upon meaning
and the experienced consequences
of the word of God. The Christian
faith is thus the creator of inner life
in which God is present, as well as
being the inspirer of civilisation
and culture.

Reflection on human desires, be-
yond mere psychological interests,
cannot be carried out spiritually
without having first discovered the
meaning of life as revealed to us by
Jesus Christ. Otherwise, how could
we agree to living, to building an
existence, and to developing our-
selves without being joined to the
spring of life? This reflection has
become difficult in a cultural uni-
verse whose approach is broadly
directed towards contempt for the
religious dimension and the sys-
tematic denigration of Christianity,
when, that is, it does not amount to
the disinformation about Christian-
ity pumped out by the mass media.

In secularised societies, which
neutralise the spiritual life, the dra-
ma of religiously indifferent hu-
manism, and not only atheist hu-
manism, impoverishes the human
consciousness. We forget that in the
history of ideas the conception of

secularity has Christian origins.
The Church introduced this con-
cept in order to distinguish tempo-
ral power from religious power
when political power wanted to in-
terfere in, and control, religious
questions. Subsequently, the mean-
ing of secularity was deprived of its
original meaning and became an
ideology that excluded the reli-
gious dimension from the public
domain. This ideology contributed
to the development of religious in-
difference and progressively de-
nied the right to religion by empha-
sising in relation to the ‘individual’
solely the freedom to believe and
the freedom of conscience. This
was not enough. Indeed, freedom
of conscience is a subjective and
personal aspect that is not the same
as the right to religion when a re-
strictive secular ideology rejects its
social and institutional dimension
in order to reduce it to the realm of
private life, and can even come to
prohibit the display of religious
signs and symbols. Atheistic hu-
manism, upheld by the Communist
and Socialist countries, wanted to
destroy the Church, which, despite
this fact, and because of the
courage of generations of Chris-
tians, has known how resist in the
name of Christ and the freedom and
the dignity of the human person in
order to maintain the right to reli-
gion. The humanism of indiffer-
ence to religion, which at the pre-
sent time is pervasive, is even more
terrible when it states, in the name
of a secularity which seeks to tran-
scend the religious, that it wants to
protect individual freedoms and
public freedoms from every form
of religious influence. Secularity
cannot have this role by trying to
apply political power to religious
power. This is only a juridical
framework and a way of reorganis-
ing relations between the political
world and the religious world. Al-
though the political power is sepa-
rate from the religious power, this
does not mean that society is sepa-
rate from religion. Men must be
able to express themselves in reli-
gious terms both at a personal level
and at a social level. A large num-
ber of members of the European
Parliament have an erroneous vi-
sion of religion and of Christianity
in particular. Some of them are pre-
pared to redefine its relationship



DOLENTIUM HOMINUM N. 55-2004

131

with society and to further limit re-
ligious expression in the face of the
appearance of religious forms of
behaviour that come from outside
European culture. The right to reli-
gion and the right to express one-
self in religious terms through spe-
cific symbols are at times called in-
to question. The Christian origins
of European values, Christian fes-
tivities and signs, can be denied and
rejected by members of religious
currents that are now present in
various European countries. There
is the risk that political and judicial
decisions are taken that are not
favourable to our origins and our
symbols in the name of an erro-
neous idea of equality. We have
heard an eminent member of the
European Court of Human Rights
state that ‘the frame work of free-
dom of conscience is envisaged by
law’.” Will the political approach,
once again, become totalitarian by
denying the role played by religion
in social ties and in anthropological
reflection that enriches human
thought?® During an epoch in
which people are often uprooted
and without a history, the approach
involving the suppression of reli-
gion destroys the meaning of be-
longing to a spiritual line and a
spiritual tradition. The social iden-
tity of a person has many aspects, it
cannot be traced to a psychological
and political identity (however
much this last has a meaning), as
people would have us believe at the
present time. The need to belong to
a family, to a country, to a culture
and to a religion is a vital necessity.
In political terms it is suicide to de-
ny the Christian and cultural ori-
gins of society in order to show that
one has a welcoming attitude in re-
lation to other religions. We are in a
paradoxical situation in which the
lack of transmission and belonging
is deplored and yet at the same time
decisions are taken that have the ef-
fect of suffocating them. In such an
approach should we not perceive a
political wish to further reduce the
role of the Church and the Christian
faith by confusing them with sects
and religions which come from
other cultural areas? The policy of
religious indifference, which dries
up the human consciousness, di-
minishes in young people the
meaning of religion, in which, in-
deed, they cannot at the outset iden-

tify. Young people, indeed, can in-
ternalise religious values and a reli-
gious approach only if they hear
them spoken about in positive
terms. At the present time this does
not take place. They need time, and
at times they need to acquire a crit-
ical attitude towards the political
and school approach which sweet-
ens religious reality so as to discov-
er in a more authentic form the
message of the Gospel and the mis-
sion of the Church. This form of
secularity is not neutral when it
confines religion to a corpus of ar-
bitrary laws that resemble religious
persecution. It is even destructive
in relation to the religious world,
whereas certain policies recognise
that religion is able to carry out a
real public service, and in its ideo-
logical blindness intolerant secular-
ity nourishes an important moral
crisis that will in the future become
a factor leading to existential crisis.
To deny the social dimension of re-
ligion means to deprive oneself of
the greatest resources of existence
directed towards self-fulfilment
through finding the happiness of
the Beatitudes. And it is in this last
point of the encounter with God
that man can discover the meaning
of life and take on his own respon-
sibilities in order to say ‘yes’ to life.
For this reason, the education of the
inner man is a social and pastoral
challenge.

6. Educating in the Meaning
of the Inner Life

Depression also expresses an in-
terior crisis of the subject who is
lost in himself or herself and in the
paradoxical anxiety of living. He or
she does not know what to do with
himself or herself and with his or
her existence. He or she is the pris-
oner of the mirror of his or her own
feelings without having any media-
tion by which to take possession of
his or her own existence. It is
though he or she were closed up in
his or her own subjectivity, in
which what is experienced and
imagined seems more real than ob-
jective reality. Without denying the
existence of a specific depressive
pathology and the forms of treat-
ment that can be employed to cure
it, education and upbringing must
give to the subject the means, from

childhood onwards, to learn to deal
with his or her own inner, psycho-
logical, and at the same time spiri-
tual, space, in order to accept him-
self or herself completely.

The dynamism and the strength
of a personality depend upon interi-
or dialogue. This takes place begin-
ning with the psychological func-
tion of the ideal that fosters the
birth and the development of sub-
jectivity. The function of the ideal
is important in learning to identify
with people and values that are pre-
sent as reference points and begin-
ning with which the subject will
then develop. He or she can deal
with and deepen his or her interior
life thanks to them. He or she will
become able to make projects, to
appreciate himself or herself, and
to foresee the future. A person can-
not develop his or her own inner
life if he or she does not become in-
volved in a work of association be-
tween his or her subjectivity and
objective realities and truths. In
other words, the inner life is consti-
tuted solely in relation to other peo-
ple, rather than in relation to one-
self.

In depression, the subject is with-
out any internal dynamic, which we
need to know about and, to the ex-
tent that this is possible, set in mo-
tion again. For this reason, upbring-
ing and education must be directed
towards nourishing and stimulating
the inner life through dialogue,
reading, reflecting about oneself,
the contribution of religious culture
and searching, and by inviting the
person to enrich his or her spiritual
life by paying attention to the word
and the presence of God.

From a Christian perspective, his
relationship with God allows man
to recognise his own supernatural
destiny.” Man is called to live here
and now by the love of God, who
reveals to man the depth of his own
being. God alone can meet the de-
sires of man’s spiritual life. He in-
vites man to share in divine life,
which goes beyond anything that
man can conceive.'” The inner life
of the believer is the space where
supernatural life is developed in re-
sponse to the gospel-based call and
the gift of grace. The spiritual life is
thus the expression of the presence
of God within man. It expresses it-
self through different forms of spir-
ituality. It is for this reason that the
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spiritual life cannot be confused
with the life of intelligence, as to-
day poetry, art, aesthetics, philoso-
phy and moral wisdom would have
it when reference is made to ‘secu-
lar spirituality’. More specifically,
the Holy Spirit is the teacher of the
inner life and gives birth to, and de-
velops, the ‘inner man’ (Rom 7:22;
Eph 3:16). For this reason, the spir-
itual life is always in a relationship
with the religious and Christian di-
mension which acts as its founda-
tion.

Conclusion

A person who undergoes a de-
pressive experience needs to be
surrounded and to be esteemed
through daily actions. He or she
should be shown that people are in-
terested in him or her, that life con-
tinues, so that he or she can take
part in it. He or she should not be
rebuked for the state that he or she
is in; he or she should be loved, and
life should be continued as before.
This approach prepares the ground
for the moment when the subject
refuses to go on in his or her de-
pressive weakness, tries to rise up,
to find ‘the strength to heal’, and to
find a taste for living again, begin-
ning with food. While waiting for
this moment the depressed person
will have tried to pick himself or
herself up and to live in a different
way.

A man who experiences depres-
sion has no self-esteem and know
longer knows what to do with him-
self. He needs to feel words that
free him and help him to take pos-

session of his own existence. Find-
ing confidence in himself again and
in life also takes place through the
teaching of Christian hope. A hope
that opens us to a future with God
and which roots us in the wish to
find our happiness with Christ in
eternal life supported by the grace
of the Holy Spirit.

The Beatitudes outline for us the
pathway through the trials that we
encounter by which to reach Christ
and to begin, right away, to live
spiritually what was promised to
us. Hope in eternal life illuminates
us and it is beginning with the
Risen Christ that we must reconsid-
er our lives. It is within himself and
in the aspiration of happiness in-
scribed by God in the heart of every
man that the depressed man finds
the strength to change his way of
living. A man left alone with his
own misfortune and his wandering,
without another person who en-
courages him to rise up, to turn his
gaze to, and to receive, the word of
God who 1is love, will encounter
difficulty in freeing himself spiritu-
ally from an image that reduces
him to what he does. He will con-
tinue to project his present situation
into the future, whereas Christ
shows us that we need to change
our perspectives in order to find
love.

Consenting to life is an act of
love. We need to reach the love that
God has given us despite the trials
of existence that Christ shared in to
the point of the cross. Is not educat-
ing in the meaning of the person,
freedom, and responsibility per-
haps trying to fulfil the life that has
been given to us and to receive

what God still wants to offer us? To
all those who, like the psalmist, say
sadly: ‘How long must I bear pain
in my soul, and have sorrow in my
heart all the day?’” (Psalm 13: 2),
Christ replies: ‘I came that they
may have life, and have it abun-
dantly’ (Jn 10:10).

Rev. TONY ANATRELLA,
Psychoanalyst and Specialist

in Social Psychiatry,

Paris, France.
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2. Charity

DOMINIQUE MEGGLE

2.1. Establishing Social Ties in a Society that is
Broken Down and Dominated by Individualism

For more than a decade in indus-
trialised countries we have wit-
nessed an enormous spread in de-
pression, an important epidemic
that is unprecedented in the whole
of the history of mankind. And yet
depression is not a modern inven-
tion. In all continents and in all
epochs it has always been seen as
an existential disturbance in need
of treatment, but previously it was
sporadic and limited. Now such is
not the case. It does not cease to
expand.

In the outlying zones of Africa
depression is sporadic but in the
large and more developed African
cities the statistics on depression
‘become Western’. What has hap-
pened? There is something that has
deteriorated in what in the absence
of other definitions I would define
as ‘modernity’. This means that
we are not at all in a good state and
that the situation is becoming a lit-
tle worse every day.

Because it does not know its
causes, psychiatry does not argue
that depression is an illness. How-
ever, it treats it as such and often
does so with success. Nonetheless,
it manages to prevent its return
less than one in every two cases. In
its evolution psychiatry has tried to
base itself on the human sciences.
However, the human sciences are
themselves demoralising. They re-
duce man to a series of biological,
psychological and sociological in-
evitabilities. According to these, I
as a man am entirely conditioned —
there is no hope left. They are not
the sciences of the human but the
sciences of the sub-human. They

have neglected what is specific in
man amongst all the primates,
what makes him a human being,
that is to say everything that be-
longs to the sphere of his freedom,
his responsibility, his values, and
what makes him a human person
able to live in a community of per-
sons.

For that matter, being sciences,
the more they enter into the details
of their analysis the more they are
incapable of assessing man in his
entirety. They are not based upon
any philosophical anthropology,
something that should urgently be
done when one is interested in a
problem such as depression, which
calls into question our reasons for
living — why live? Why die? The
depressed person who does not
want to live encounters the great
questions of the philosophies and
religions of all ages. These certain-
ly have much to say about depres-
sion but they behave as though
they were in practical terms use-
less.

In fact, the explanatory theories
on depression have increased at
the rate of the increase in depres-
sion, the trends of the moment and
of the market. Here are some ex-
amples of this. The organicists
think that depression comes from a
biological malaise of a person’s
mood, whereas for the psychoana-
lysts it comes from a psychologi-
cal malaise of a person’s mood.
According to the cognitivists sad-
ness is not a primary reality but is
secondary to a complex of erro-
neous beliefs. All agree on the fact
that everything takes place within

the interior of man, who is con-
ceived of as a monad in Leibniz’s
sense of the term.' The systemat-
ics, in contrary fashion, state that
depression is not the prerogative of
an individual but of a whole fami-
ly. They speak about ‘dysfunction-
al’ families in the sense that the in-
ter-personal relationships within a
family are so disturbed that they
produce depression in each of its
members. But the individuals who
make up the family are completely
disassociated from each other in
this outlook in favour of an ap-
proach which perceives a system
of family inter-relationships — in
this outlook the individuals no
longer exist.?

Despite appearances, although
in some cases there is much to
them, the biological theories do
not have much weight. At the pre-
sent time they are not well con-
firmed and work and act more for
the commercial promotion of
pharmacies than for the progress
of knowledge. Not even the psy-
chological theories have much
substance. In fact, each one of
them is built for a generalisation
and begins from only a few studied
cases. No verification of them is
possible. Not one of them can be
confuted. When a theory encoun-
ters a depressed person who does
not belong to the category envis-
aged for him or, it becomes com-
plicated and more contorted, to the
extent of incorporating the new
case into the above-mentioned cat-
egory. You will never see one of
these theoreticians, confronted
with a new fact, say that he or she
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has made a mistake and that it is
necessary to revise certain bases of
his or her theory.

This is why for the specialists
the only correct scientific behav-
iour is that of rejecting theories
taken from books and concentrat-
ing on the real, concrete and
unique experience of each de-
pressed person. Each depressed
person is unique and the experi-
ence of each depressed person is
unique. There are as many depres-
sive states as there are depressed
patients. And it is the real patient
that we must be interested in.

And it is by concentrating on
what has generated my dismay and
not by categorising me under the
aspects of one theory or another
that I will be helped to escape the
pain of having lost my mother, my
job, my health, of having a schizo-
phrenic child or of having con-
tracted AIDS. On this alone should
the scientific therapist concentrate
his or her attention. This assumes
that he or she respectfully enters
my universe in order to explore it,
trying to pay attention to his or her
way of communicating. I must feel
that I am understood; there are, in-
deed, words that wound, kill, in-
jure or heal.

Luckily, during the last half cen-
tury communication has achieved
major advances. Careful and re-
spectful communication, a real in-
terpersonal relationship, involves
the first recovery of social ties. It
will form the basis of the whole
therapeutic work.

Certain things have also been
analysed more effectively. It was
once said that depression emerges
after a loss — the loss of a job, of a
loved one, of security or of some-
thing else. The idea was true but
anonymous, individualistic in
character, and was something that
was fitted to the statistics. At the
present time, this loss is placed
within the family cycle. We are
children, then we become adults,
then we marry, we have children,
our children leave us to marry in
their turn, after a short time we
have grandchildren, and we have
to know how to live out retiring,
growing old, and dying. This is the
story of our times; each time we
leave known shores to reach oth-
ers. Each time we have to lose in
order to win.

Each one of us lives out this cy-
cle in a different way. If we reject
the loss of the known we grow
rigid and a depressive crisis
emerges. There is no other way by
which to go forward than to put up
with the consequences of the de-
privations that have been experi-
enced. To resist the course of life
means to condemn oneself to de-
pression and not to discover new
horizons. Such is reality: if it is ac-
cepted, one opens up to life; if one
rejects it, something breaks inside
us. Here we encounter a practical
objective of therapy — the re-
launching of the person in the cy-
cle of his or her family life. This is
pragmatic and helps to place the
human being amongst his fellows,

in the mystery of his personal and
communal destiny.

The whole of this approach
(communication, life cycles) could
not be addressed some thirty years
ago. Adequate answers are now
possible. They carry the weight of
authority.

Despite this, such answers do
not solve the question raised at the
beginning of this paper, namely:
what are the reasons behind this
epidemic of depression? And we
have observed that the theories in-
volved confuse the question rather
than helping to find a solution to it.
For this reason, we need to consid-
er the evolution of our society as
we have wanted this evolution.
The truth is that we live like mad-

men and that although we com-
plain, we have no intention of be-
having otherwise. We should not,
therefore, be surprised, if there is
an explosion in the incidence of
depression.

Here is a short list of ‘wonders’
that we have managed to achieve
in less than half a century.

We have suppressed nearly all
the traditions that gave us points of
reference but which we adjudged
to be too restrictive Thus we re-
placed them with obligatory ‘cele-
brations’ belonging to con-
sumerism, such as Halloween and
sports meetings.

Couples have become terribly
unstable and while they are being
formed their break up is already
being prepared. Modern man, who
is individualistic, is enough for
himself. He boasts of being a mon-
ad. He does not admit that changes
can modify him. He does not have
exchanges, he has experiences that
are sufficient for him to consume —
at the same level — sex, food or
music. Upholding his freedom and
the sincerity of his feelings, he has
replaced being with having. He
consumes and after gaining enjoy-
ment he feels sad.

Pornography spreads in all di-
rections. It shows a form of sexual-
ity to us that is nothing else but a
consumer good.

In the evolution of the human
person and society, the role of
work is no longer perceived. Work
has become competitive slavery,
experienced in permanent insecu-
rity. We are nothing else but instru-
ments of production who must be
in good condition. And we must
move increasingly quickly, with
our minds filled with too much in-
formation, disorientated by too
many calls on us that drag us
everywhere and in the end make us
nervous and upset. We are dealing
here with the modern illness of the
three ‘e’s: Encombrement,
Eparpillement, Enervement, that is
to say: lack of outlets, dispersion,
and bad nerves.’

For the first time in the history
of mankind, religion is no longer
of interest, although man had al-
ways found in religion a meaning
for his own life. In contrary fash-
ion, a new religiosity has spread
that seeks to meet the disquiet of
our monads, who are turned in on
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themselves, with techniques of re-
laxation that are pretentiously de-
fined as being ‘meditations’.

We no longer have confidence
in our political representatives, all
of whom are seen as technicians,
Fascists, or corrupt. They should
be there to govern and to point out
the path to follow. In the main their
messages are confused: the Euro
and globalisation are presented at
one and the same time as wonder-
ful opportunities and yet as merci-
less impositions from which we
cannot escape. Who should we be-
lieve in? What should we believe
in? Here I will finish my short list.
How can we not become de-
pressed amidst all of this?

And in all this explodes rancour,
resentment, hatred and depression.

The modern form of this wide-
spread depression has neither a bi-
ological nor a psychological cause.
It is a form of depression that
springs from something higher. It
is a form of depression that comes
from the removal of a meaning to
existence; it is what Victor Frankl
calls: ‘noogeneous neurosis or ex-
istential depression’.* It belongs to
the sphere of the mind and shows
that a society that replaces being
with having in a systematic way
produces a whole series of de-
pressed people. It makes them
mad. The removal of meaning dis-
turbs the human psyche and hu-
man cerebral biology.

In this case the good news takes
two forms. On the one hand, we
have the experimental proof that in
order to function correctly the hu-
man being needs values and to be
able to give a meaning to his or her
life. We can no longer deny the
fact. It is in front of our very eyes.

Given that we have done nearly
everything that we should not have
done, by exclusion we now know
what we have to do to escape from
the pandemic of depression, or at
least we know the path to follow:
the placing of man, his freedom,
his values, his search for meaning
but also his sense of responsibility,
once again at the centre and the
summit of the whole of social, eco-
nomic and political life.

All of this may appear preten-
tious and utopian. I think that it is
neither one nor the other, and this
for a very simple reason. The fact
is that the path that we have taken

has turned out to be a one way
street. We therefore have to take
another and we cannot afford the
luxury of not doing so, unless, that
is, we want to engage in collective
suicide (which is widely encour-
aged by the widespread presence
of failure).We are dealing here
with a matter of survival.

The second good news is that
because the form of depression
whose consequences we experi-
ence is located in the sphere of the
mind, an action in that sphere
could reduce it, retrieving both in-
dividuals and society at a stroke.
An individual concrete action is
possible.

In this case morality would re-
cover all of its importance; indeed,
as never before in history. Morality
has been despised for decades and
it is now more despised than ever
before. As if by accident, during
this period, depression has spread
and continues to expand. Despised
by non-believers who substitute it
with ‘ethics’ of variable forms of
geometry, morality has also been
eliminated from Western Churches
in the name of love — we should not
be ‘moralistic’, they said. For this
reason, morality is the science of
human happiness, the way in
which the human being should be
committed, and, please forgive the
phrase, it is the ‘friction’ of love.
With morality one learns to love.
With it the ‘human engine’ ad-
vances. Without it that engine
makes only noise.

The need for this great return to
morality, promoted in an explicit
way, announced as such, without
any sense of false modesty, as an
emergency measure for the regain-
ing of public health, should not
surprise us. St. Benedict in his
‘Rule’, which was written during
another turbulent period of history,
felt the need to clarify to his monks
that they should neither kill nor
steal nor bear false witness: thus
there were men who isolated
themselves in a closed monastery
out of love for the Lord to whom it
was necessary to repeat, just to
start with, the most elementary of
the Ten Commandments! It was
this realism that evangelised Eu-
rope by creating real social ties,
beginning with a concrete change
in the behaviour of each and every
man.’

In conclusion I would like to end
this paper with the essential, the
Gospel and the mandatum novum.
Fundamentally, human beings do
not love each other, and the chan-
nel of depression causes the same
pain to us as a war. Our Lord told
us: ‘love your neighbour as your-
self’. Many patients tell me that
they cannot love other people be-
cause they do not love themselves.
They have not understood that Je-
sus asks us to love other people
and that in loving others we begin
to love ourselves, which is by far
and away the most difficult task of
every man since the original sin. It
is specifically because we do not
love ourselves that we have a for-
mal order to get to work. And it is
in giving ourselves to others, as
Christ did, that we will begin,
gradually, to love ourselves. We
will thus free ourselves of a great
burden, the worst burden of all -
ourselves. Christ asks us to engage
in a real and authentic effort, the
most important one of our whole
lives, with the help of his grace,
with the points of reference of nat-
ural law and the Holy Church. And
itis in this way that he raises up the
broke-hearted — ‘et erigit omnes
depressos.’®

Dr. DOMINIQUE MEGGLE,
Medical Psychiatrist,

President of the Francophone Confed-
eration of Short Therapies,
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2.2 The Reception and Welcoming of People with
Depression in the Medical and Hospital Context

As a premise, and before taking
about the subject of how to receive
and welcome people with depres-
sion, I should make a reference to the
sick person, to that individual for
whom ‘the arrival of every distur-
bance, whether it is benign in its in-
fluence or is a direct threat to life,
like an acute abdomen or a cancerous
illness, naturally provokes reactions
that are not only biological in charac-
ter but also psychological’.! Illness
interrupts and disorganises a person’s
usual life rhythms, places his or her
relationships with his or her own
body and the world in which he or
she lives in a state of crisis, and be-
comes, thereby, a sort of ‘disorienta-
tion of identity’, where, however,
‘illness is more than a clinical fact
that is medically circumscribable. I11-
ness is always the condition of a
man, of a sick person’.> In my univer-
sity or specialisation courses I have
not been able to find an outline of a
curriculum which includes such ele-
ments. | have learnt about such facts
in the hospitals in which I have
worked: the nursing homes of the
‘Hospital Sisters of the Sacred Heart
of Jesus’, the ‘Fatabenefratelli Hos-
pitals of St. John of God’, and the
‘Camillianum Institute for Pastoral
Care in Health’ in Rome.

Since remote times, as was ob-
served by the distinguished speakers
who have preceded me, illness has
been interpreted according to the cul-
ture and the evolution of science of
that particular historical moment. It
is thus understandable that illness has
been seen as an event to be consid-
ered within the context of man’s rela-
tionship with the gods, as the out-
come of the humours, as merely a
physical thing, as a mental thing, as a
social product, and on until our times
when we still know little about the
process that is involved when an in-
dividual becomes a sick person. IlI-
ness nearly always means the appear-
ance of symptoms and the problem
of grouping and classifying them. In

recent years the fact of becoming a
‘patient’ has apparently been inter-
preted as the ultimate recourse of a
person who is not able to help him-
self or herself and thus who does not
have social support.’

To speak about the reception and
welcoming of people in a health care
context is to understand that hospi-
tals, illness and medical action are
important threats to the mental equi-
librium of the patient, whose re-
sponse, indeed, is a conscious or un-
conscious experience of fear. For the
person who feels threatened, certain-
ties vacillate and tremble; he or she
perceives a danger to his or her phys-
ical integrity, and according to the
level of the seriousness of the clinical
situation, he or she also perhaps fears
for his or her life, and thus the spectre
of death also arises. The experience
of anxiety, at times of panic and often
of unease, all of which cannot be re-
ferred to something that is precise or
a specific aspect of the illness,” can
be caused by the excessive worry
that comes from mistaken, incom-
plete, or absent information about the
illness, its treatment, and its progno-
sis.

All of this becomes more complex
when one is dealing with depression.
Nowadays, there is an acceptance of
the multifactorial genesis of depres-
sive disturbances, where the person-
ality factors and psychosocial events
increase with the physio-pathologi-
cal aspects and the genetic predispo-
sition of the person in different pro-
portions.®

It is obvious that this approach is
especially attractive within the con-
text of the medicine practiced by a
general hospital, as is demonstrated
by the extensive literature on the sub-
ject, which enables us to see that
there is much that is ‘mental’ inside
the ‘physical’, and which seeks to
overcome the reductive anachronism
of spirit/body dualism.

Depression in the medical context
is revealed and illuminated in epi-

demiological terms in the profession-
al practice of the family doctor in pri-
mary prevention and is described in
terms of the well-known ‘iceberg
phenomenon’ of Watts. In the multi-
faceted world of depression, 85% of
people with depression are ‘silent’
because they have had spontaneous
remission and have not been noticed;
of the remaining 15%, 13% suffer
from minor depression that does not
require help from the health care ser-
vices, and only 1.8% of these people
require medical assistance — 1.5%
from the family doctor, 0.2% from a
psychiatrist, and 0.1% of them need
to be placed within a psychiatric ser-
vice.”

This reality is connected with an-
other, which demonstrates that there
is a considerable lapse of time be-
tween the onset of the illness and its
recognition, with periods of time that
range in average from seven months
to a year in equivalent cases of de-
pression, and to thirty-four months in
cases of concealed depression. This
demonstrates the relevance of de-
pressive disturbances which go be-
yond the specific field of psychiatry
and are acquiring an increasing im-
portance in general medical practice.
This development is the result of the
high prevalence of, and the possibili-
ty of carrying out, adequate and suit-
able diagnoses and treatment of de-
pression at the level of primary med-
ical assistance.®

In hospitals, to move to another
sphere, depression has features that
are of great interest, and not only for
psychiatry. Excluding the aspects of
depressive disturbances in the psy-
chiatric services and paying attention
to patients who are admitted into oth-
er services for various reasons (with
a diagnosis of presumed depression
or another kind of mental distur-
bance) and to consultation visits, we
can state that one of the interesting
aspects of research into depressive
illness in people who are admitted to
institutions for non-psychiatric rea-
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sons is the time (delay) that passes
between admission and the request
for a consultation.

The differences between hospital
services with different specialisa-
tions that require a psychiatric con-
sultation are notable (I am referring
here to a study carried out in the Clin-
ical Hospital of Valladolid in Spain).’
The proportion of consultations was
of a ratio of four to one when com-
pared to surgical medicine, and when
depression was suspected most of the
cases were diagnosed as brief depres-
sive reactions. This fact leads us to
think that hospitalisation may be a
possible generating factor, that is to
say that admission or other circum-
stances correlated to hospitalisation
(possible hostile or traumatising situ-
ations) may provoke a disturbance in
the psychological equilibrium of
many patients by fostering the gener-
ation of situations of isolation, deper-
sonalisation, disinformation, depen-
dency, and the loss of privacy and
freedom.

One of the grave consequences
that this delay can cause in relation to
the request for a psychiatric consulta-
tion is the suicide of the patient who
has been admitted, and one of the el-
ements correlated with a diagnosis of
depression is specifically hospitalisa-
tion as a joint cause of depression."

What has been said above are only
considerations that have been made
in order to draw your attention to the
need for a greater understanding of
the patient and his or her illness, and
to allow a perception of the pathway
of the illness, which in turn permits a
better direction of the therapeutic
measures that should be adopted. At
this point it is obvious that we should
think about the frequency of the
complexities and the difficulties en-
countered in treating accompanying
pathologies in patients who suffer
from depression. We are dealing here
with physical factors such as sys-
temic illnesses, illnesses of the cen-
tral nervous system, the side effects
of drugs and medicines, cardiovascu-
lar diseases, the consequences that
can affect a patient who has under-
gone surgery or major physical trau-
mas, or who is a geriatric patient, and
so forth. It is equally true that the fac-
tors that are experienced as a reaction
to the patient’s illness, as a reaction
to his or her hospitalisation, and as a
reaction to his or her loss, are rele-
vant factors that come together to
generate the depressive episode. Giv-
en that it can provoke physical and

existential factors, we should ask
ourselves whether a hospital reduces
fears or increases sadness." We may
also in this sense assert that a
demonstration of care and concern
for patients on the part of health care
staff characterises an approach of
welcoming, a state of mind towards
the sick person, before, that is, con-
stituting a sort of set of technical
abilities.”

It is true that phenomena of anxi-
ety are more evident in those who
manifest this disturbance before the
hospitalisation that is required by the
illness, and it is equally true that this
is a normal reaction in the face of the
first symptoms of the illness that are
connected to many thoughts that are
full of uncertainty. If the patient can
speak and find a person or an envi-
ronment that is able to receive and
contain these anxieties in a suitable
and appropriate way, that is able to
listen, to invite that person to speak
about his or her own fears and to in-
form him or her in a right way, this
can be a way by which the equilibri-
um that has been lost by the patient
because of the illness can be restored.
This loss of equilibrium exists where
the hospital, the illness, and medical
action all represent important threats
and generate as a response a con-
scious or unconscious experience of
fear in the patient.

A health care worker who is care-
ful and conscientious in managing
these aspects of the illness of the pa-
tient can be certain that he or she has
had a better approach of welcoming
and has re-established the psycho-
physical equilibrium of the person
concerned.

The illness of the patient is often
experienced as a ‘loss’, with a justi-
fied or imagined fear of losing some-
thing that is important — a physical or
social function, health, habitual rela-
tionships, a life context, or the pa-
tient’s self-image. At times the idea
emerges that everything is over, there
also arises the idea that life is over,
and this depresses and dismays the
patient. At times his or her response
to the illness appears to be exaggerat-
ed, and a meaning is adopted in rela-
tion to it that is not rooted in reality.
In a different fashion, chronic, in-
valid-making or terminal illnesses
constitute the cause of the depres-
sion, which thereby becomes clearly
identified; at other times, on the oth-
er hand, the symptoms of depression
are more subtle, and only more care-
ful study allows us to discern a cer-

tain form of lack of interest in," and
indifference towards, the patient’s
family, home, work, etc. At other
times a strong tendency to weeping,
to self-isolation, to say that one is
tired and would like to sleep for a
while, becomes the most valid reason
for shutting oneself away in order to
hide or isolate oneself, thereby con-
serving the ideas that cause fear and
which it is difficult to admit to or to
share.

Feelings of guilt appear because of
events that took place in the past; the
patient is not able to do anything, a
feeling of inadequacy and incapacity
lasts the whole day, time becomes
unending; the day of the depressed
person never ends, and during hospi-
talisation this effect is increased by
the interminable twenty-four hours,
the timetables, the rhythms and activ-
ities that are clearly different from
normal daily life; the hospital, the
doctors, the forms of treatment —
everything becomes different and
difficult, and thus patients adopt a
passive attitude, they surrender, they
give up the struggle, they do not find
reasons to live or possibilities of do-
ing so, and despair, powerlessness,
tiredness and frustration emerge.

The obstacle represented by the ill-
ness and hospitalisation of the pa-
tient, the non-satisfaction of the per-
son’s needs (biological needs, emo-
tional needs, needs connected with
relationships and with work etc.) pro-
voke in the patient a sense of imped-
iment that is by no means of small
account or importance, and which
brings about responses of frustration,
generating in turn feelings of anger
and of aggression, which are intend-
ed to remove the obstacle."

Aggression is not always directed
towards the reasons for the frustra-
tion that is felt — very frequently it is
directed towards the weakest and
nearest people around the patient: a
family relative, a nurse, and in the
case of children towards mothers or
brothers etc.

Very often the patient is unable to
bear his or her own illness; he or she
attacks the health care workers or his
or her own family relatives, who be-
come scapegoats for that illness.

This form of behaviour can be in-
terpreted as an irrational way of de-
fending oneself against anxiety and
depression. There are moments when
the inability to tolerate anxiety and
illness provoke other forms of behav-
iour in people. This involves new
ways of relating to their world and
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themselves.” There are individuals
who, as is the case with other frus-
trating situations, change their char-
acters, show that they are not willing
to help and are diffident, become in-
tractable, are never satisfied with the
care or treatment that they receive,
blame those who are near to them,
those who are weakest, refuse care
and treatment, and become totally
aggressive and unpleasant. At other
times such aggression is more subtle
in its character: the patient becomes a
‘victim’ of everything, ‘suffers’, and
‘has to put up with’ a great deal; ag-
gression is projected onto other peo-
ple, and the patient shows that it is
other people who are really aggres-
sive; the responsibility for his or her
illness is placed on other people’s
shoulders, indeed often on those of a
relative who has ‘neglected’ him or
her or on those of a medical doctor
who is ‘incompetent’.

Many times this sense of suffering
and feeling that one is ‘being subject-
ed to things’ can be experienced as
though external forces were at work
(destiny, incompetent health care
workers, neglectful family relatives
etc.), with the projection outwards of
the causes of the patient’s ‘misfor-
tune’ and an attempt in this way to
free himself or herself from the bur-
den of too much anxiety. An example
of this is the constant changing of the
medical doctor, whether a specialist
or otherwise, and of the health care
structure (it is better if it is more ex-
pensive and highly qualified) by the
patient who wants in this way to con-
trol his or her treatment, who may
not accept it, and who does not ac-
cept any side effect that is caused by
the drugs or medicines that form a
part of the treatment.

The aggression of the sick person
generates equal (symmetric) and
contrary responses on the part of the
health care staff, who, in the case of
greater calls on their professional
skills, respond with an approach of
detachment, and this generates a vi-
cious circle that aggravates the dis-
turbance and the problems associat-
ed with it."°

At other times we health care
workers find ourselves faced with
psychological mechanisms of an un-
conscious character by which the pa-
tient adopts forms of behaviour char-
acteristic of a previous stage of his or
her life (regression: the return to
forms of thinking and relational
modes that belong to a previous stage
in the development of the subject, as

though he or she was searching for a
state of greater protection, with less
duties and responsibilities, with an
infantile and selfish approach, espe-
cially as regards personal cleanliness
and the physical functions: the pa-
tient sees the health care staff as all-
powerful beings, along the lines that
children see their parents) in order to
escape from the frustration of con-
temporary reality.”” The medical doc-
tor becomes an ‘all-powerful father’
or the nurse is given the role of the
‘good mother’. Regression is an in-
evitable and universal mechanism
that each health care worker must
know about and understand in its
various aspects so as to be able to
manage it."

Such a powerful mechanism of de-
fence is accompanied by attitudes of
various kinds: a reduction in interest
(the patient becomes poorer intellec-
tually, he or she shuts himself away,
and becomes socially isolated), he or
she takes refuge in a past that is full
of fantasies, and is selfish; only what
is connected with the patient is im-
portant, and there are complaints
about any kind of frustration that
may arise (visits that do not take
place, unbearable timetables, work
that has been abandoned etc.).The
aim of this behaviour is to convince
the patient that he or she is at the cen-
tre of the social universe.

The patient looks for dependence
on other people in relation to food,
drink, looking after his or her body,
and this is accompanied by a hyper-
sensitivity to their reaction. The pa-
tient complains that he or she cannot
do things independently, there is a re-
turn to primal satisfactions, refuge is
taken in sleep, special requirements
and needs as regards food and diet
are developed, the patient becomes
full of magical and not logical
thoughts, and seeks omnipotence in
medicine and the health care staff.

At other times we encounter psy-
chological states in patients who,
when faced with serious illness, have
the tendency to deny reality. They
block out emotional tension and ex-
clude any consciousness of what is
connected with their own suffering."”
This is a way of defending them-
selves from anxiety about death and
at times an attitude such as that de-
scribed can also be useful in relation
to the psycho-physical impact of suf-
fering and illness because the anxiety
and danger that the stress involves
can be tolerated.

Understanding aggressive, regres-

sive and defensive behaviour, which
is the outcome of frustration, and to
move towards the person with an ap-
proach of welcoming in order to ac-
company that person in the re-estab-
lishment of the equilibrium that has
gone away, does not mean ‘keeping
quiet about the truth’, it does not
mean engaging in misdirection. On
the contrary, it should involve a re-
sponsible act which helps the patient
to become aware of his or her situa-
tion and regain equilibrium, the
homeostasis that has been lost, with
his or her rhythms, his or her
strength, his or her personality, his or
her mechanisms of defence, and his
or her culture.

It is very important to draw near to
the patient and to try to understand
these things that are not said, that are
not well identified. In the mind of the
health care worker the approach of
psychiatry is unfortunately inherent,
and psychiatry employs difficult lan-
guage, indeed, at times language that
is not well structured and sometimes
contradictory. For this reason it is
better to ask for a consultation.

On the other hand, when the pa-
tient is being examined, one can
identify the other part of his or her
being, that part that thinks and feels
fear and loneliness, and a great deal
of confusion; the patient who defends
himself or herself with the methods
that he or she has learnt in the course
of a lifetime, which are at times ag-
gressive, at other times regressive,
but always defensive with a denial of
[frustration, but where the patient al-
ways needs to find people who help
him or her to understand that phe-
nomenon which is a part of life,
namely falling ill, being faced by suf-
fering, and as is so often the case, ad-
dressing the strongest moment of life
— death.

So much money, pain, suffering,
and only to think that illness is a
physio-pathological phenomenon,
that everything can be reduced to a
biological cause. How much pain,
suffering and resources of every kind
could be saved if we approached man
in his entirety, and managed this mo-
ment, which is so strong, in commu-
nion with the awareness that is sup-
plied by culture and history! A histo-
ry rich in experience that shows us
the pathway of civilisation by which
to understand and fight against death,
with so many people, who, like St.
Vincent de Paul, St. Camillo di Lellis
and St. John of God, ‘have eyes to
see needs and suffering...ears to hear
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the clamour of the poor...and hands
ready to help’,* and a culture where
‘man, among all the creatures, is en-
dowed with a unique dignity’.*!

It is worthwhile to talk for a mo-
ment about adolescents in conditions
of malaise who today ask for care
and treatment with greater frequency
than was previously the case. A cor-
poreal mediation of psychological
problems transfers such problems
onto the somatic plain. Adolescents
have a low tolerance towards health
care structures which, indeed, place
them in an isolated condition
amongst elderly people or very small
children. I may refer here to an in-
quiry carried out by Marie Choquet
and Silvie Ledoux in 1994>*, which
demonstrates that adolescents who
go for a medical examination do so
above all else for reasons that are ini-
tially of a physical character: acci-
dents, teeth problems, eyesight prob-
lems, skin problems, contraception
and tiredness. The approach of fami-
ly relatives is of determining impor-
tance in how the individual behaves.
The frequency of the requests for a
medical examination can be broken
down as follows: at least 75% ask for
an examination by a general practi-
tioner, at least 65% ask to see a den-
tist, at least 22% ask to see an eye,
nose and throat specialist, at least
21% ask to see a dermatologist, at
least 9.5% ask to see a gynaecologist,
at least 6.5% ask to see a paediatri-
cian, and at least 4% ask to see a psy-
chiatrist or a psychologist. At the
same time, one adolescent in every
eight is admitted at least once to hos-
pital and 2% of adolescents are ad-
mitted more than once. The frequen-
cy of admittance to first-aid or emer-
gency structures is due in half of the
cases to accidents, whilst the other
reasons for such admittances are
linked to various medical/surgical
pathologies (40%), to suicide at-
tempts recognised as such (8%), and
to the results of physical assaults
(3%).”

We should not forget that a clinic
for adolescents is different, from
many points of view (even though
points of convergence do exist) to
clinics for children or adults.* If ado-
lescents in difficulty go where they
are expected to go, where because of
its special features (the importance of
the body, the fear of being different,
the need for exchange with people of
their own age) suffering encounters
difficulty in expressing itself in
words (if not, that is, where it is

shouted out), then action takes the
place of speech, and this helps to dis-
turb or irritate the family, schools, so-
cial centres, first aid centres, and hos-
pital wards, because of the adoption
of provocative hostile attitudes. At
times behind a specific form of be-
haviour is to be found pain that can
only be expressed through action.”
Faced with such a strong phenome-
non, how should adolescents be re-
ceived? Certainly not only as clinical
case to which should be applied the
fruits of one’s own knowledge, but,
instead, always as a suffering person
towards whom we should ‘adopt a
sincere approach of ‘sympathy’,
which requires love: readiness to
help, attention, comprehension,
sharing, benevolence, patience, and
dialogue.” ‘Scientific and profession-
al examination’ is not enough — we
need ‘personal participation in the
concrete situations of the individual
patient’.*® The family can only rarely
deal on its own with strongly emo-
tional and critical moments. The per-
son who intervenes must understand
the reality of the situation as it is ex-
pressed, seek to offer tolerable con-
texts of protection, and reduce the
suffering of the patient and that of his
dear ones by helping them to express
that suffering orally and by finding
out its meaning, and by containing
the impulsive forays rather than re-
pressing them.”

Illness means threat, frustration
and loss both for the sick person and
for his or her family, and it endangers
not only the patient’s economic and
social stability but also his or her re-
lational and emotional stability. The
reaction of the family and the reac-
tion of the sick person influence each
other in mutual fashion and imperils
the equilibrium that has been
achieved,” generating, thereby, a
modality of expression which differs
according to the people that are in-
volved. This is something that oblig-
es us to understand that helping a
sick person also means working with
and helping the family, with its reac-
tions and forms of internal relation-
ships, with the same mechanisms of
anxiety that lead the family to try to
protect the family member through
different mechanisms of control and
by not allowing the sick person a
minimum of autonomy in relation to
his or her own reality. At other times
there are reactions involving regres-
sion, where a form of behaviour is
developed in which the family mem-
bers shut themselves away on their

own, isolated from their reality and
their context. Illness can be experi-
enced in such a burdensome way that
the response of the family group and
the sick person is fo deny reality and
the danger that exists; everything be-
comes superficial; they are faced
with a problem that is not easily un-
derstood and they are unable to free
themselves from it: rejection, aggres-
sion, paralysis and depression.

DR. DANIEL CABEZAS,
Psychiatrist,

The Fatebenefratelli Hospital,
Isola Tiberina,

Rome.
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2.3 The Role of the Family Faced with Depression

There can be no doubt that all the
evils of society lurk in the family,
just as there can be no doubt that the
family is the privileged place from
which the salvation of society itself
must begin.

1. The family as a natural area
in which to grow and develop
in a healthy way

God did not want man to be alone.
For this reason, He created them
‘male and female’, and beginning
with them, He created the family. It
is in the family that everyone, both
men and women, can realise them-
selves as persons. And this is an
obligatory pathway.

The family is the natural space for
men and women to grow up healthy.
In the family people mature, there
their identity is strengthened, and
there they find their group of refer-
ence and of belonging that gives
them the possibility to grow and de-
velop in a healthy way.

The family is the place in which
men and women take on the basic
values that allow them to address
existence in their fundamental rela-
tions with God, with other people,
and with themselves. This balanced
growth enables them to mature and
to open themselves to life in society.

2. The family: an institution
subject to special attacks
in contemporary society

It is very probable that there is no
institution that suffers greater at-
tacks in present-day society than the
family.

What is to be observed in contem-
porary society works in various
ways against the Christian and hu-
man meaning of the family, and it is
the family that reproduces and re-
peats on a micro-scale in a perma-
nent way the evil that it receives,
thereby creating that terrible reality
that makes us recognise that the in-

stitution that is in fact called ‘to
save’ society is itself the institution
that is attacked by society.

Present-day society, which is
marked by an absolute lack of sense
of the future and of interest in others,
and which is accompanied by a spir-
it of immediacy, shallowness, self-
ishness, and necrophilia, and by that
ruling ‘approach of Cain to life’
which makes us assume that nobody
is responsible for anybody at all or
as regards anybody, is a society of
‘every man for himself” which sub-
merges today’s young generations in
a world of hopelessness and of dis-
may. Such generations, and every
day this is increasingly the case, fall
prey to disappointment and to disen-
chantment, and easily succumb to
one of the ‘evils’ that afflict millions
of people in all the continents of the
world.

John Paul portrayed the desolate
scenario of today’s family in his pas-
toral exhortation Ecclesia in Ameri-
ca: ‘many insidious forces are en-
dangering the solidity of the institu-
tion of the family in most countries
of America, and these represent so
many challenges for Christians.
Among them we should mention the
increase in divorce, the spread of
abortion, infanticide and the contra-
ceptive mentality.”'

To the problems pointed out by
the Pope we should add others, at
least in Latin America, which afflict
in a grave way the institution of the
family. They are: the very low num-
ber of marriages; the high percent-
age of de facto unions, which are in-
secure and lack stability — with all
the consequences that follow from
this; the increasing and high level of
family breakdown brought about by
divorce — which is so easily accept-
ed and legalised in nearly all coun-
tries, because one of the marriage
partners abandons the family home
(nearly always the father), and be-
cause of forms of sexual licence
generated by a false idea of mas-
culinity. To all this should be added
the emphasis on hedonism and eroti-

cism that is created by the asphyxiat-
ing propaganda promoted by con-
sumer society.

It should be pointed out that many
of these situations are systematically
created by the policies of the various
institutions of the United Nations,
institutions which have an influence
on the legislation of all the countries
of the world and often condition na-
ture of the economic aid that is pro-
vided by the international economic
institutions.

It is important to point out that the
post-modern mentality, which was
graphically described by Cardinal
Javier Lozano Barragédn at the be-
ginning of this international confer-
ence, is causally connected in a very
significant way with the fragility of
the institution of the family and the
growth of many of the problems that
have been pointed out in this paper.
One may observe how today it is
common for young people to be re-
luctant to take a choice that affects
their whole lives, for example a
choice in favour of Christian mar-
riage.

3. The family is often the origin
of the syndrome of depression

In relation to everything that has
been said in the previous sub-sec-
tion, it is important to recognise that
the family, too, is, to a substantial
extent, the origin of depression and
many forms of mental illness. The
great evils that pass through the fam-
ily — divorce, separation, irregular
situations, the phenomenon of
teenage mothers and so on — are of-
ten the source of depression in many
of its forms. Usually, it is children
and adolescents who most bear the
burden.

In an almost systematic fashion, it
is necessary, when depression is di-
agnosed, to enter into the depths of
the family reality, where, indeed,
many of the causes of depression are
to be located. The fragilities that ex-
ist in the family make possible many
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of those forms of mental illness that
we have been discussing over recent
days.

4. The Family: a privileged area
to prevent and overcome
the syndrome of depression

However, the family is also a priv-
ileged area to prevent and overcome
the syndrome of depression. Indeed,
the best treatment for depression is a
well-founded family in which all its
members grow and develop as per-
sons. In the family, persons find a
place to protect themselves from the

so-termed  ‘depressive  society’,
without engaging in dangerous
flights from reality.

The family is called upon to play a
very important role in strengthening
its members and in projecting itself
beyond the home, as the origin of
authentic and free persons who are
more concerned to serve with joy
more than to allow the entrance of
this scourge that afflicts individuals
because of desperation.

We must identify who in the fam-
ily manifests signs of depression and
why they do. This can be an oppor-
tunity for renewal at a family and
personal level by fostering construc-
tive dialogue. When, however, these
signs remain and imperil daily life
there is good reason to increase the
paths that can offer a solution
through engaging the help of profes-
sionals in the fields of psychology
and psychiatry. Without treatment,
indeed, depression can last for years.

Accompanying and family soli-
darity are always advisable in help-
ing those who are at the doors of de-
pression or who are already in its
clutches. It is better to be accompa-
nied in a process that may well be
slow but which every day obtains
positive results if it includes a plan
of practicable and concrete activities
that includes physical, intellectual,
recreational, religious and social ac-
tivity.

In the case of melancholy,” which
in olden times was what such emo-
tional disturbance was known as, or
in depression, which is a disturbance
of the soul, there is a lack of a mean-
ing to life itself. It is a very great
privilege to be born and to live in a
family, and if one is dealing with a
family in which ethical and moral
values are cultivated then this privi-
lege is even greater given the con-

text of a society that is in a state of
crisis. It is clear that faith is acquired
in the daily routine of family life and
is not obtained through a mere ap-
prenticeship of knowledge within
the family, which is an ‘intimate
community of life and love’.?

In a condition of negative loneli-
ness, or in melancholy or depres-
sion, sadness is not healthy and one
cannot achieve a rapid redress of
personal balance if one does not
have the support of one’s own per-
sonality and its connected values
within the family. In the face of dif-
ficulties that seem immense we
should not fall on our knees or de-
scend into pity. Instead, we should
rise ourselves up with courage. One
is dealing here with a spiritual fight
against apathy and the deep sadness
of the void or shallowness; indeed,
we have before us a spiritual fight to
overcome such difficulties and over-
come hopelessness.

At this time in history, when the
family sees itself attacked as the fun-
damental institution of society, what
is required is a ‘vast, extensive and
systematic work, sustained not only
by culture but also by economic and
legislative means, which will safe-
guard the role of the family in its
task of being the primary place of
“humanisation” for the person and
society.’

The role of the family, as thus de-
scribed, promotes that growth in
‘humanity’ that invites us to action
despite indifference and apathy; to
joy, despite sadness and melan-
choly; to solidarity, despite selfish-
ness; and to Christian hope, despite
the depression that abounds in fami-
lies and which we can help to uproot
because, as John Paul II, has empha-
sised, it is in the family that each
person ‘can become aware of their
dignity and prepare to face their
unique and individual destiny’.’

5. Pastoral care of the family:
a pastoral priority
of the Church

Integral pastoral care of the fami-
ly that strengthens the family unit is
the best preventive treatment for the
many forms of depression that af-
flict contemporary men and women.
It can also, in many cases, save those
who already suffer from this grave
syndrome.

In his Novo Millennio Ineunte,

John Paul II launched an urgent ap-
peal for the crisis that is now being
experienced to be dealt with begin-
ning with pastoral care of the family:
‘special attention must also be given
to the pastoral care of the family,
particularly when this fundamental
institution is experiencing a radical
and widespread crisis’.®

It is important to point out that
joint pastoral care has a special im-
portance in this kind of pastoral ac-
tion. In addition to pastoral care in
health, indeed, many are the forms
of pastoral care that bear upon the
family: pastoral care of the family;
pastoral care of young people, pas-
toral care of children and adoles-
cents; pastoral care in education,
sexual education as a part of pro-
gressive education in love which
will allow young people to discover
the beauty of love and the human
value of sex;’ pastoral care of adults;
and pastoral care of the family in
meetings of the couple etc. All this
acquires unity in making ‘the
Church the home and the school of
communion’.® The family is the fun-
damental cell because it is the home
and school of the Christian values
that are shared in the unity of the
Church.

The General Conference of the
Latin American Episcopate, when it
met in 1968 in Medellin (Colombia)
argued that in order to decide upon
pastoral action that would lead the
family to conserve or to acquire
those fundamental values that en-
able it to carry out its mission, it was
essential for this institution to be a
‘former of people, an educator in
faith and a promoter of develop-
ment’.

H.E. Msgr. JORGE ENRIQUE
JIMENEZ CARVAJAL

Bishop of Zipaquird, Colombia
Member of the Pontifical Council
for Health Pastoral Care

Notes

" JouN PAUL 11, Ecclesia in America, n. 46.

> “A vague, profound, calm and permanent
sadness that makes the person who suffers from
it find pleasure or entertainment in any thing’:
Dizionario Manuals Illustrado della Lingua
Spagnola.

' Cf. Gaudium et spes, n. 48.

*JouN PAuL 11, Christifideles Laici, n. 40.

3 Cf. JouN PAUL II, Centesimus Annus, n. 39.

¢ JoHN PauL II, Novo Millennio Ineunte, n.
47.

7 Cf. Documento de Puebla, n. 606.

8 JoHN PauL II, Novo Millennio Ineunte, n.
43.
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2.4 The Spiritual and Pastoral Care
of the Depressed Person and his Family

How can we help a person who is
suffering from depression at a spiri-
tual level? What should be said to
his family? What pastoral support
should be offered to them both? A
certain minimum knowledge is in-
dispensable if we want to know if a
real illness is involved or if, instead,
we are dealing with only a bad pass-
ing moment, a fall in spirits. The
spiritual and pastoral accompany-
ing of this kind of sick person can-
not be hi-jacked and made into a
sort of substitute therapy. Pastoral
action does not exist to ‘cure’ a per-
son but rather to help that person to
carry his cross. The rest comes later
and will be in the hands of God, of
expert medical doctors, and of pro-
fessional psychologists.

These sick people are children of
God; they are our brothers and sis-
ters. We should try to understand
them, to accept their situation, how-
ever much this may hurt us, and
help them, if possible, to escape
from their illness. When we speak
about these sick people we should
not forget the environment that sur-
rounds them, above all the environ-
ment of their family, which, indeed,
requires special understanding,
spiritual support and every kind of
help.

It should be said, in addition, that
depression cannot be portrayed in
any way as a punishment meted out
by God, as a kind of inner leprosy
which ruins life, as the consequence
of some kind of strange sin that has
been committed. A feeling of guilt
is not unusual in depressed people.

However, it is not easy for a de-
pressed person to express this state
of feeling. He has lost all will pow-
er, in extreme cases he has even lost
the will to speak. At the base of a
depressive state there seems to be
an indefinite and oppressive fear of
living, a fear of life. It is said that as
long as there is life there is hope. In
this case both things are absent —

the quality of personal life is very
low and hope has disappeared.

Spiritual and pastoral
accompanying

As priests, teachers of the cate-
chism, spiritual directors and work-
ers in the field of pastoral care in
health it is incumbent upon us to ac-
company and care for these de-
pressed people in a spiritual way by
helping them to live the life of
grace, of faith, and of the Spirit that
dwells in them, by engaging in the
pastoral actions that are most suited
to their ‘evangelisation’. We must,
that is to say, ensure that Christ is
the yeast of their lives so that this
very deteriorated experience that
they are undergoing comes to be to-
tally changed.

Man, in the face of illness and
suffering, more than turning his
gaze to God, complains about Him;
he even attributes to Him his own
affliction: why have you treated me
in this way? Why have you pun-
ished me in this way? In reality,
God is not to be rebuked, but this is
something that is ignored. God is
more than an idea, He is somebody
who is very present in life, even
though this nearness and intimacy
is not realised.

The depressed person should be
cared for and treated as a sick per-
son. His illness and pain can be like
a wall that separates him from God,
who is accused of being the cause
of the affliction. This illness pro-
vokes massive internal laceration; it
does not only afflict the person — it
enslaves him. It detaches him from
himself and transforms him into an
object in the hands of others, on
whom he almost completely de-
pends. The sick person thus loses
his autonomy; he ceases to be him-
self. His illness is a new experience
and certainly a painful one. And

nothing can cure this personal limi-
tation better than health.

However, from limitation one
should move to the freedom of be-
ing able to consciously live out
what has been said in faith (as Job
repeats: ‘I know that my God
lives!”) And this experience of the
nearness of God is not only a con-
solation but also a belief that be-
yond our human limitations there is
the strength of our own dignity as
children of God. The child is sick
but his father and mother are at his
side and they love him with all their
soul, even though the sick child is
not aware of this.

All this may also be applied to
the family of the depressed person,
which very often is the body that
must bear the hardest burden — that
of incomprehension. It does not un-
derstand the suffering of its sick
family member and it does not feel
that it is understood by the social
environment.

Welcoming he who arrives.
He is a brother

More than going to a priest and
a spiritual adviser, a depressed per-
son should be brought to them. He
is not able to take any decisions at
all. We are face to face with a sad
person who has fallen into indiffer-
ence, who is personally tired — his
life has become an uphill struggle
and freeing himself of it would be a
great liberation, a person who
spreads pessimism and tiredness,
thinks that he is useless and cannot
be rehabilitated, is interested in
nothing, and walks through this
world with anxious hope and an
enormous feeling of guilt...

But for us this person is not a
mere patient with specific patholog-
ical symptoms — he is our brother
and as such we must welcome him
and care for him.
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The company and effectiveness
of the grace of divine adoption must
always be present in spiritual care
for this kind of person. In Christ we
were reconciled with the Father
(Rm 5:10). God receives us and
loves us as we are — redeemed by
Christ and served by the presence
and the grace of the Holy Spirit.

Thus the first step in pastoral care
can only be the step of drawing the
depressed person near to reconcilia-
tion, that is to say to the sacrament
of penitence. He should be brought
to this sacrament and an attempt
should be made to convince him
that forgiveness will bring him the
inner peace that he needs.

The most suitable pastoral ac-
tions at this point are those that en-
able him to receive the support of
the community, above all through
the celebration of the Eucharist.
The Risen Lord makes himself pre-
sent amongst his own, speaks to
them and gives them the bread of
life to eat, and he listens to their
prayers and their requests.

Spiritual and pastoral care must
follow the pathway of silent accom-
panying. The sick person must
know that there is somebody at his
side: above all God, but also the
Church, which prays for him but
prays above all else for his family.
This community of life and love
must now be more alive than ever.
Very many times, in relation to the
person who suffers, the only thing
that can be done is to be near him,
like Mary, John and the women at
the foot of the Crucified One on
Calvary.

From the recovery of self-esteem
to the help provided by others

The really bad thing is not being
paralysed, blind, deaf or sick, but
not wanting to do anything to es-
cape one’s situation. The path of
Christ must be found, and because
he cannot always do this on his
own, the sick person must allow
himself to be helped by those who
are the good nurses of God, who
provide us with care, who take care
of us, and who cure us.

The support of the family and the
social and religious community is
of the essence. The best help that
can be given to a person on his own
is to make him feel that he is ac-
companied. For that matter, helping

the depressed person to enter a
space of prayer can be of major help
in combating his physical and spiri-
tual abandonment.

Love your neighbour as your-
self, says the Lord. And what if a
person dislikes himself? If he does
not attribute to himself suitable
value? This is something that oc-
curs in depression. There is a no-
table deficit at the level of self-es-
teem. The depressed person has
fallen into the great lie of not
recognising the truth about him-
self. He is now about to retrieve the
pathway of truth and of values. But
values without certain virtues
through which they are lived out
and expressed are mere fantasies.
We need to reconstruct coherent
and loyal behaviour in relation to
what is believed in, which leads to
there being great moral meaning in
behaviour.

This not a matter of trying to
achieve an impossible goal but
rather of coming out of oneself so
as to meet Christ, who is alive and
present in every person that he
meets on his pathway. From being a
lost and fallen man, the depressed
person becomes a Good Samaritan
who looks for others and meets
Christ in them, because, as John
Paul II says, ‘by his Incarnation, he,
the son of God, in a certain way
united himself with each man’ (Re-
demptor hominis, 8).

It is no use saying: what is the
point of what is happening to me?
The approach to be adopted should
be very different: what can I do for
other people? Complaints should
not be emphasised: who is responsi-
ble for so much suffering? Why is
this happening to me? Instead, there
should be a positive expression of
the wish to help: how can I help
other people, with all my defects?

If self-esteem has been lost, an
attempt can be made to identify the
depressed person with a completely
new model — Christ. What is re-
quired is not mere imitation of
Christ but identification with
Christ. At a supernatural level this
mysterious identification is realised
by grace. It is not me, but Christ
who lives in me, observed St. Paul
(Gal 2:20).

In identifying himself with Christ
in this way, help is strengthened,
which is that which is most absent
in the life of a depressed person,
and he moves from a loss of self-es-

teem to the esteem of other people.
Faith is not a magic cure for the
treatment of depression but when it
is alive and at work it helps to
achieve a recovery.

The family

When one of its members is af-
flicted by depression, the family
suffers and feels disorientated and
confused because at an apparent
level there are no reasons for the sit-
uation in which the depressed per-
son finds himself. Understanding
and drawing near need to be mani-
fested with attempts at accompany-
ing and dialogue and the sharing of
prayer and spiritual support with
the sick person. Words and anima-

tion impressed into the depressed
person with the hope of freeing him
from his depressed state are of little
help. This is because for such sick
people it is practically impossible
take any decision at all. They suffer
but they do not know what is hap-
pening to them; they make others
suffer and everybody feels dis-
mayed, undefended and aban-
doned.

Voluntary workers and family as-
sociations can play an important
role here in transmitting their sup-
port, their spiritual accompanying
and also material collaboration (if
this is needed) to the families of
such sick people. In pastoral care
for the family a special chapter
should be devoted to those families
who have amongst their members
people suffering from depression. It
is important to pay attention to
them, support them with faith, pro-
mote associations of families who
are thus afflicted, and offer them
help.
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On the other hand, the family is
the best therapist there is for a de-
pressed person. However, it is by no
means unusual for the family to
adopt an attitude of closure towards
its depressed member, who, indeed,
is often seen as a kind of
‘hypochondriac’. The support of
the family is indispensable. But this
is where we encounter the great
problem: by no means rarely the
reason for the depression the person
is suffering is precisely his family,
its problems, its wish to command,
its non-existence in real terms. Suit-
able pastoral care for the family is
the best preventive treatment there
is for depression.

We need to listen, to understand,
and to animate. The depressed per-
son should always be appreciated.
He should be helped to participate.
He should be shown that it is good
to be next to him and that in no way
is he seen as a comic actor who is
pretending to be ill for reasons of
convenience or out of desperation.

We must love people as they
want to be loved. We should not
want the depressed person to
change because this would be good
for his family but because he him-
self would feel better with himself.
It is not necessary to use many
words — he must see that his family
is at his side, that it is ready to listen
to him, to understand him, and to
help him. Affection should be given
to the depressed person but what he
can offer should also be received
and he should be shown gratitude
for this.

Coherence should never be
sought for in the depressed person.
He is sad and unable to define the
reasons for this. To ask for coher-
ence from him means to increase
his endless torments. Rather than
reasoning with him, one needs to
love him. When there is doubt
about what to do, the best pathway
to follow is always that of mercy.

He should be helped to take part
in family life, in social life, and in
parish life, but not in an oppressive
way. It is for others to bear the bur-
den of the situation, without, how-
ever, the depressed person knowing
about this. One should give one’s
life to him, but hr should never
know about this. The depressed per-
son does not have small worries —
everything oppresses him, and with
an enormous weight. We should
take on these worries of his as

though they were our own, not ac-
cording to our own assessment of
them but with the approach of the
depressed person himself: ‘we
should become depressed with the
depressed person’.

Spiritual and pastoral care

I will now attempt in very brief
and summarising form to offer cer-
tain spiritual and pastoral ‘recipes’
for the ‘patient” who is suffering
from depression which contain cer-
tain ‘specific medicines’, and this
so that families may know how to
administer them, as well as a guide
to ‘treatment’ for pastoral workers.

The mercy of God is infinite. If
one looks sincerely at God every
feeling of guilt disappears. Pain, of-
fered with that of Christ, is a source
of salvation for oneself and for oth-
er people. The depressed person
should allow himself to be accom-
panied by the Spirit of God and also
by a person who acts as a guide and
as a support; he should also allow
himself to follow a progressive itin-
erary of encounter with God in
prayer, so as to see reality not with
his own lines of reasoning but as a
person who is contemplated and
loved by God; and all this in addi-
tion to connecting with the love of
Christ and of the Virgin Mary, and
feeling their company and their pro-
tection. The meaning of life is not
obtained by looking at oneself but
by looking at God and at other peo-
ple.

Here are some important points:
the depressed person should form
new relationships with people so as
to find reasons for living; he should
help other people; he should take an
active part in certain pastoral and
charitable projects by accepting
small responsibilities, but without
any kind of anxiety being involved;
he should feel that he needs other
people. The community cannot do
without him — he is one of its mem-
bers. The Church is not a society of
strong and brilliant personalities. A
certain positive resignation should
not be excluded — the depressed
person should accept his own lim-
its.

The depressed person should be
himself so as to encounter his own
personality — he should be a man for
others. He should be helped to
know how to light the ‘wonderful

lighthouses’ of the word of God,
which throws light on everything.
And he should have an approach of
great generosity — life is for other
people, it should be led on behalf of
others and not be let to rot inside
oneself. In a few words — the de-
pressed person should be helped to
be reconciled with himself and to
accept the Good News as an effec-
tive yeast of healing.

As Christians, the only bread that
we can give to others is the bread
that we ourselves live by — the
bread of the word of God and the
bread of the sacraments. Pastoral
workers, therefore, should not fall
into the trap of ‘psychologism’, of
being keen therapists but mediocre
pastoral workers.

Your love alleviates pain. Words
that can be very beautiful can also
be evasive if they are not given,
starting from our Christian faith, all
the depth that they should express.
There is nothing that is so demand-
ing and so calls on our responsibili-
ty as love. The love of the person
who serves a sick person is an en-
couragement to engage in perma-
nent training to find all the means
possible that are able to lead to an
uprooting of the illness and the
healing of the sick person.

The love of he who serves be-
comes caring respect for the situa-
tion of the person in need; it is dis-
tant from any kind of ‘pityism’,
negative resignation or paternalism.
On the contrary, it helps the de-
pressed person to draw near to the
goodness of God, who cares for all
things, to engage in an objective ac-
ceptance of his personal realities
and to open himself to the support
that others can give him.

Jesus replied to the question of
pain by taking it upon himself. For
this reason, the preaching of the
Gospel and care for the sick are in-
separably bound up. We can but re-
member Christ in the garden of
olives. Suffering has only one justi-
fication: the hope of being filled
with life, the hope of new life. And
in speaking about hope let us recall
the happy thought of St. John of
Avila, who calls Mary ‘the nurse of
the hospital of the mercy of God’
(Nat. V.MLIIL, 20).

H.Em. Card. CARLOS
AMIGO VALLEJO
Archbishop of Seville
Spain
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3. Hope
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Towards a Pastoral Care of Christian Faith
and Trust in Life

In the course of this conference
we have considered the various
causes and effects of the world-
wide phenomenon of depression.
It is both meet and just that we
now explore the Church’s pas-
toral role to assist depressed peo-
ple by caring for their Christian
faith and leading them to trust in
life.

Experts tell us that depression
is an illness of the emotions and
its classification as a mental ill-
ness does not make it any less re-
al or painful. It is a disturbance
characterized by varying degrees
of fluctuations in mood, viz. sad-
ness, disappointment, loneliness,
hopelessness, self-doubt, and
guilt. These feelings can be quite
intense and last for a long period
of time. Daily activities may be-
come more difficult, but the indi-
vidual may still be able to cope
with them. It is at this level, how-
ever, that feelings of hopelessness
can become so intense that sui-
cide may seem to be the only so-
lution. We are further told that a
person going through severe de-
pression may even experience a
desire for complete withdrawal
from daily routine and/or the out-
side world. Experts in fact tell us
that depressed persons live in a
closed world and feel that no one
can help them. Even God is shut
out of their lives. And it is under-
standable, for — as the proverb
goes — “when you shut God out of
your life, you shut yourself in the
dungeon of your emotional
morass”’. Furthermore, the return
to a balanced mental and emo-

tional state is not an overnight
process, and it may be very
painful. There may be leftover
baggage of hurts suffered, wrong
attitudes, incorrect information
and so on. This can be a source of
depression and may slow down
the process of recovery. On the
other hand, depression is nothing
to be ashamed of, and is not a sign
of weakness. It is a common ail-
ment and anyone, even the
strongest in character, can be
faced with situations which
would lead to depression. Even
psychologists and psychiatrists,
and pastoral agents like bishops,
priests, religious and competent
laypeople who counsel others,
can fall a prey to depression. De-
pression is treatable, whether by
medication, by therapy and coun-
selling, or both. Persistent prayer
of close relatives and friends for
and with the depressed person
will facilitate the process of emo-
tional healing. One does not have
to feel guilty about being de-
pressed. The past failures can be-
come a strong foundation on
which to rebuild a brighter future.

There is a Chinese proverb
which says: instead of cursing the
darkness, light a candle. While
those who are in a state of depres-
sion curse their lot and may cause
others to do the same with them,
Christian faith and trust in life in-
vites us to help them to light a
candle of hope, because hope is a
strong antidote against depression
and a powerful cure for it. For
Christians, this pastoral approach
is an important, nay indispens-

able, accompaniment to other
treatments such as medication,
therapy, counselling and loving
moral support, and can help to
bring true solace or relief to per-
sons tied up in a dungeron of de-
pression.

Such pastoral care, I repeat, has
a reference to the virtue of hope,
which makes people see the silver
lining in dark clouds, causes them
to expect healings and even mira-
cles, and urges them to strive for
victory in the face of tough chal-
lenges. Hope, we know, can be a
mere human trait of character or a
theological virtue. As a human
trait it can be seen, for example,
in mothers when caring for their
babies or nursing their sick, weak
or disabled children, or nurturing
plans for their future. A hundred
and fifty years ago, in the United
States of America there was a
young lad named Thomas who
was hard of hearing and a slow
learner, and risked being dis-
missed from school. Knowing
how this would depress him, his
mother withdrew him from
school and told him: “Son, we
shall do things together.” The
mother’s love reached where the
academic proficiency of the
school teachers did not. The
young boy, who later on became
completely deaf, started showing
remarkable signs of creativity,
first in small matters and then in
bigger ones. And when he died at
the age of 84 on October 18, 1931
he had patented over a thousand
inventions and the whole country
briefly turned off its lights in
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memory of the man who had in-
vented the electric bulb: Thomas
Alva Edison. Thus a mother’s de-
termination prevented distress
from becoming depression, and
turned it into a success story. It
was the triumph of hope on a hu-
man level which binds human
persons together.

The topic of this talk centres
around the theological virtue of
Christian faith and trust in life
which links human beings with
an all-powerful, all-knowing and
all-loving God, without of course
excluding links with human inter-
mediaries. As the human virtue of
hope, so also the theological
virtue of hope is deep-seated in
the human heart. For this reason,
people offer prayers to God, to
the Blessed Virgin Mary, the an-
gels and the saints, they make
sacrifices and vows to God, they
go on pilgrimages to holy shrines,
etc. Christian faith and trust in life
must be nurtured as part of the
normal pastoral ministry of the
Church in favor of those suffering
from depression. Hence the topic
we are discussing would concern
more pastoral agents — bishops,
priests, religious and lay persons
— than depressed people them-
selves.

Besides personal prayer for and
with such persons and close fel-
lowship with them, I would like
to indicate some valuable re-
sources and make certain obser-
vations which could be useful in
the pastoral care of Christian faith
and trust in life when dealing with
depressed persons.

1. The Holy Bible

The Holy Bible abounds in
episodes of people who could
have become depressed but
which had a happy ending thanks
to the strength received from
God. Many of the episodes con-
cern cases which happen even to-
day and often lead to depression,
viz. the lack of an offspring, or a
rebellion against one’s leadership,
a cold shoulder from subordi-
nates, ill treatment from one’s
near and dear ones, a sinful life,
unhealed memories, false accusa-
tions, etc. Here are some flashes
into the Old Testament.

There was 75-year-old Abra-
ham to whom God had promised
that his descendants would be
more numerous than the stars in
the heavens and the grains of sand
on the seashore, but for many
years his wife, Sarah, bore him no
offspring. So Abraham fathered a
son by his maid-servant, Agar:
but he was not to be the child of
God’s promise. Rather than
plunging into depression, a per-
plexed and bewildered Abraham
persevered believing in God’s
promise with “hope against all
hope” and Isaac, the son of
promise, was born when he was a
hundred years old and Sarah was
ninety.'

p——
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There was the case of Abra-
ham’s grandson Joseph, son of
Jacob (Israel), whose brothers
sold him to some merchants be-
cause they were envious of the af-
fection his father used to shower
on him. The merchants took him
to Egypt and sold him as a slave,
but his master’s wife falsely ac-
cused him of immoral behavior
and he was sent to prison. He
would have languished here with
depression had Providence not
willed that he would win the good
graces of the king and be promot-
ed as second-in-command in the
realm. When famine struck that
land, he was able to give food and
shelter to its citizens and also to
the neighbouring people, among
whom were his own father and
the very brothers who had treated
him unjustly.”

Then there was Moses to whom
God entrusted his chosen people,
numbering some hundreds of
thousands, to be led from slavery
in Egypt to the Promised Land.
Very often during their forty-year
wandering in the desert the peo-
ple forgot God’s many wonders in

their favor against the Pharaohs
of Egypt and rebelled against
Moses, criticized his leadership,
made difficult demands like ask-
ing for food and water in the
desert, worshipped idols of their
own making, and led Moses al-
most to despair. Yet Moses was
not depressed: rather he resorted
to the Lord and faced each of
those challenges successfully.’

There is Tobit, a man who
walked in the ways of truth and
righteousness, did heroic acts of
charity to everyone giving bread
to the hungry and clothes to the
naked, spending his nights bury-
ing the dead notwithstanding his
neighbors scoffing at him. At the
age of fifty-eight he was blinded
by the droppings of a sparrow.
He could have asked: “Why me,
Lord?” But he didn’t. He en-
dured his lot with patience for
eight long years until God sent
the archangel Raphael to cure
him.*

There is the story of Job who
was known for his piety, honesty
and patience, and yet he suffered
the loss of his material posses-
sions and the death of his sons
and daughters. He even lost the
sympathy of his wife and close
friends. At first, he resisted brave-
ly to such misfortunes saying:
“The Lord has given. the Lord
has taken away: blessed be His
holy name”. But after some time
his patience ran out and he suc-
cumbed to depression and
“cursed the day he was born”.
God challenged him and made
him see how futile his protests
were. Job repented, overcame his
depressed state and was rewarded
with many more possessions than
those he had lost.”

In the Psalms, too, there are
many verses instilling courage
and trust in God,® or which ex-
press the poignant cries for help
raised to God from the heart of a
person deeply in distress.” These
can be used to encourage many a
dejected person to have confi-
dence in God who always hears
the cries of His children.

In the New Testament, too, we
have many episodes with a happy
ending which could help persons
who are subject to depression or
tempted to suicide. There were
Mary of Magdalen,® the Samari-
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tan woman,’ Zaccheus," the
woman caught in adultery" and
others who were steeped in vices
and low in people’s reputation,
and yet in Jesus’ company they
found peace, forgiveness and re-
spectability. In him they found
someone who did not condemn,
but who understood, forgave and
healed.

There is an episode in the
Gospels which, taken symbolical-
ly, can help us to understand the
role of faith and hope in a per-
son’s life. It is when Jesus came
to his disciples walking on the
Lake of Galilee. At Peter’s re-
quest, Jesus bade him to come to-
wards him walking on the water.
Peter joyfully gets out of the boat,
and with his eyes fixed on Jesus
walks courageously over the wa-
ter, even though he was surround-
ed by roaring waves and tempest
winds. At one moment, Peter is
distracted by the winds and the
waves around him; he gets fright-
ened and begins to sink. He cries
out for help, and Jesus pulls him
up and chides him: “Why did you
doubt, man of little faith?”’'?> This
is exactly what happens to a de-
pressed person: he gets distracted,
loses confidence and focuses all
attention on himself and starts to
sink into depression. It is only
when he puts his full trust in Jesus
and fixes his eyes only on Him,
who is the Master of the winds
and the waves, that can he get
back on his feet and walk again
over the waters of life.

We have a very relevant
episode in the lives of the Apos-
tles: among them there was Judas
who betrayed Jesus, and Peter
who denied Him three times.
Both of them had played foul and
certainly had a sense of guilt be-
cause of the way they had treated
him, whom a few hours before at
the Last Supper they had ac-
claimed as their Lord and Master.
Judas got depressed because his
conscience nagged him for be-
traying an innocent person and he
was driven to suicide, while Peter
shed tears of repentance and was
confirmed by Jesus as the future
leader of His Church: “Feed my
lambs, feed my sheep”.”

On the day of Jesus’ Resurrec-
tion two disciples were walking
home to Emmaus with broken

hearts and shattered dreams, de-
pressed about what had happened
in Jerusalem during the previous
days when Jesus, whom they had
hoped to be the long-awaited
Messiah, was put to an ignomin-
ious death on the cross. The
Risen Lord walked by their side
and explained the Scriptures at
length to them, and said that it
was necessary for the Messiah to
suffer and to die, in such a way
that their hearts began to burn and
their eyes were opened to recog-
nize Him when He broke bread
with them. They came out of
their depressed state of mind and
became fervent apostles of the
Risen Lord and Savior."

There are also many passages
in the Bible which could have a
special meaning to those suffer-
ing from depression, such as this
quotation from St.Paul to the
Philippians: “Rejoice in the Lord
always, again I say: rejoice... The
Lord is near. Have no anxiety
about anything; but if there is
anything you need, by prayer and
supplication let your requests be
made known to God with thanks-
giving. And that peace of God,
which passes all understanding,
will keep your hearts and your
thoughts in Christ Jesus. Broth-
ers, fill your minds with every-
thing that is true and noble, every-
thing that is good and pure, every-
thing that is lovely and honorable,
and everything that is virtuous
and worthy of praise... And the
God of peace will be with you”.”

Such quotations and the many
episodes with a happy ending
from the Bible, or from Church
history, from the lives of saints or
from contemporary history, can
help pastoral agents when assist-
ing persons who are on the brink
of depression or drowned in their
cup of woes. They can help to
raise up their moral courage and
to encourage them to lift up their
eyes to heaven from where there
comes hope, joy and peace. Of
course, both in the Old and New
Testaments we have also cases of
frustration and depression which
end badly, as for instance King
Saul who had himself killed when
he was defeated in battle on the
hills of Gilboa,' and Judas the
Apostle of Jesus when, after be-
traying the Master, he felt re-

morse and committed suicide."
But these are exceptions rather
than the rule in the Bible.

2.The Holy Spirit
and the Sacraments

Some years ago the participants
at a conference of psychologists
and psychiatrists affirmed that
they were capable of helping
their patients to analyse their
problems, to diagnose the causes
and to indicate how best they
could cope with their problems.
But they admitted that they could
not do away with the problems.
That was indeed a humble, but
truthful, admission. Christian
faith and hope, however, can go
further and can even help people
to get rid of their problems, be-
cause of the spiritual means at
their disposal. I am referring to
the supernatural power of the
Holy Spirit and the Sacraments in
the Catholic Church.

The Holy Spirit has been at
work since the beginning of the
universe and was poured out at
Pentecost to complete Christ’s
saving mission, “to heal the bro-
ken-hearted, to lift up the down-
trodden and to release those who
are captive”." All these qualities
are symptoms of depressed per-
sons: they are broken-hearted,
feel downtrodden and are cap-
tives of their self-centred emo-
tions. However, today, there are
millions of persons all over the
world — some of whom have
passed through the valley of de-
pression — who frequent move-
ments of the Holy Spirit, such as
Charismatic Renewal, and expe-
rience a deep healing of harrow-
ing memories of the past (which
are often the cause of depression),
who witness the action of the
Holy Spirit “taking out their
hearts of stone and putting in a
heart of flesh instead”, who feel
that their cup of woes has been
emptied and filled with love, joy
and “a peace that passes all un-
derstanding”, and enjoy a mental
equilibrium they have never ex-
perienced before. It is the same
Spirit who builds up depressed
people through the Word of God
in the Holy Scriptures, and gives
them life through the Sacraments,
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whatever be the physical, psycho-
logical or moral causes of their
depressive state.

The Catholic Church has seven
life-giving founts of grace and of
healing called the Sacraments. As
far as the pastoral care of the de-
pressed is concerned, I would like
to emphasize the value of three
Sacraments: the Holy Eucharist,
the Sacrament of Reconciliation
and Anointing of the Sick. We
must remember that it is Christ
Himself who is at work in each
Sacrament, and that the priest
who performs a Sacrament does
so “in persona Christi” (in the
person of Christ).

It is an open secret that hidden
and unforgiven sins easily lead a
person to be depressed. For those
burdened with personal sins there
is the Sacrament of Reconcilia-
tion which, if received with a tru-
ly contrite heart and a firm re-
solve to amend one’s ways, ob-
tains God’s forgiveness which
wipes away the sinful past and
gives deep inner peace. I remem-
ber a lady deeply steeped in de-
pression and full of anger with
herself, with her family, friends
and everyone else, and was even
blaming God for her depressed
state. She reluctantly accepted to
speak to a priest. After she had
poured out her bitterness to him,
he suspected that there was a root
cause for such behavior and asked
her bluntly if she had had an abor-
tion. She was furious at first, but
then broke down in tears and nar-
rated her sad story of unfaithful-
ness in marriage which led to a
pregnancy which she had inter-
rupted (and hence she cursed her
husband who had abandoned her,
her lover who deserted her, the
doctor who performed the abor-
tion, and others who were not
sensitive to her distress). The
priest led her step by step to re-
ceive the Sacrament of Reconcili-
ation, and then helped her to ac-
cept the child she had rejected, to
love it and even to give it a name.
At every step the lady became
calmer and at the end was all
smiles at the thought of meeting
her baby one day.

To those suffering from serious
ailments the Sacrament of the
Anointing of the Sick. In my pas-
toral ministry I have witnessed

how this Sacrament gives moral
courage and spiritual strength and
comfort, and at times even physi-
cal healing, to those who are de-
pressed because of their physical
or psychological illnesses. 1
know of three couples who were
in deep depression and ap-
proached a priest for help. They
were no ordinary couples: two of
them were homosexuals and one
was lesbian. For many years they
had been sincerely trying to get
rid of their inordinate attachments
through professional counselling
and through the confessional, but
in vain. The priest they now con-
tacted led them first to receive in-

dividually the Sacrament of Rec-
onciliation, and then the Anoint-
ing of the Sick, because their
problem was leading them not to
death of the body, but more seri-
ously to that of the soul. You will
be glad to learn that all the three
cases were cured completely of
their unnatural tendencies.
Finally, there is the Sacrament
of the Holy Eucharist, where the
Divine Healer Himself is present
who has said: “Come to me, all
you who labor and are heavily
burdened — we can add, who are
deeply depressed — and I will give
you rest, I will refresh you, T will
make you whole.”” For those
suffering from depression, of
whatever cause it may be, these
words of Our Lord are welcom-
ing today as ever. Just before re-
ceiving Holy Communion at
Mass we say: “Say but the word
and I shall be healed”. It is like
healing prayer. In fact, itis on Je-
sus’ word that the doctors’ advice
and medical prescriptions take
healing effect. What happens in
Lourdes and in many shrines and
charismatic and other prayer

groups throughout the world
should convince us that any type
of depression can be submitted to
the healing touch of Him who
alone ‘“can say the word” and
heal.

This may seem utopian to
some. But true Christian faith can
move mountains. There are so
many examples of persons over-
coming depression in their lives
because of their faith and trust in
life. Let me narrate just one of
them. It is the heroic witness of
Dr. Tagachi Nagai, a medical
practitioner working in the de-
partment of radiology in Nagasa-
ki when the atom bomb fell on the
city on August 9, 1945. That
bomb burst 500 metres above the
city, created fires of 3.000 de-
grees centigrade in a few seconds,
killed some 74,000 and injured
75,000 persons, and caused im-
mense damage to human life and
property, the effects of which are
still visible today. Dr. Nagai had
been suffering from chronic
leukaemia and was given just
three years to live; the atom bomb
blast only aggravated his health
conditions. He lost his dear wife
in the explosion. He had enough
reasons to be depressed. And yet,
it was not so. A few months be-
fore he had become a Catholic.
His newly acquired faith in the
Risen Lord and Saviour, whom
he believed to be present in the
Holy Eucharist, urged him to rise
up over his personal losses. One
of the buildings to be destroyed
was the cathedral of Nagasaki,
which formerly had stood out as a
symbol of faith and the pride of
the people of that city. Dr. Nagai
thought: if one could only find the
bell of the cathedral, it would give
the people courage to rise up from
their depression and to build
themselves up again. So he ral-
lied the citizens together and
toiled day and night in the rubble
of the bombings till he found the
bell. When the bell was installed
at the top of the neighbouring hill
on Christmas night, Dr. Nagai ad-
dressed the multitudes gathered
there and spoke with such enthu-
siasm and conviction of the glori-
ous resurrection of Jesus Christ
and His victory over sin and
death, that he impressed on all
those present the need to hope
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and to work for a better tomor-
row. Although his health was
slowly waning away, he used all
his talents — as medical practition-
er, poet and patriot — to encourage
his fellow-citizens till the very
end. He enshrined his noble
thoughts in a book entitled 7he
Bells of Nagasaki, and died at the
young age of 41, five years after
the fatal atom bomb fell on Na-
gasaki. The foundations of to-
day’s modern rebuilt Nagasaki
were laid by Dr.Nagai, thanks to
his heroic Christian faith and trust
in life.

3. Some pastoral observations

From the experience of those
who are engaged in the pastoral
care of depressed persons, we
know that this ministry demands
that pastoral agents be persons of
deep faith and hope. May I men-
tion some areas which come up
normally in this regard.

1. Importance of forgiveness.
A person may get into a severe
depression because he is full of
resentments and hurt feelings,
and he finds it difficult, almost
impossible, to forgive those who
have hurt him. In order to get
such a depressed person back to
normal he/she must be led to for-
give the person(s) who were the
origin of such hurt feelings. De-
pressed persons often close them-
selves in self-pity and self-justifi-
cation, they lick their wounds, so
to speak. They must be taught
and helped to overcome this hur-
dle. The example of Christ on the
cross forgiving those who had un-
justly tortured and crucified him
can be a forceful invitation to do
the same.

Everyone knows the story of
Coreen ten Boom, a Dutch lady
who lost her parents, many rela-
tives and friends at the hands of
the Nazis during World War 11,
just because she was a Jew. She
and her sister were shunted from
one concentration camp to anoth-
er. It was only by God’s provi-
dence that she was released from
the camp at Ravensbruch, a week
after her sister died there. As a
Christian, she realized that she
had to forgive those who had

harmed her near and dear ones.
She felt a deep peace when she
made the act of forgiveness. She
then travelled the world over giv-
ing this message of love and for-
giveness as taught by Our Lord:
“If you do not forgive others, then
neither will my Father in heaven
forgive you”. But one day in Ger-
many she met face to face the one
who had ill-treated her and her
sister so badly in the concentra-
tion camp. The guard from
Ravensbruck held out his hand
begging for pardon and reconcili-
ation. All the bitter memories and
the traumas she had passed
flashed back to her mind, and she
felt paralysed. After a couple of
minutes — she tells us in her book
Tramp for the Lord — the grace of
God overwhelmed her and she
embraced her former Nazi perse-
cutor. That was the time she real-
ly forgave completely, and expe-
rienced God’s peace which never
left her again.

2. Correct priorities. A person
may have gone into depression
because of false or mistaken pri-
orities, when for example one’s
professional career has taken
precedence over one’s family’s
well-being or when worldly pur-
suits eclipse one’s personal pur-
suit of holiness. Unbalanced pri-
orities can often be the cause of
constant friction and depression.
They must be set aright before
healing can take place.

A few years ago I was visited
by a deeply depressed couple,
married for ten years: the woman
was twice involved in adulterous
relationships and the husband,
though of a forgiving nature, was
under pressure from his family
not to take her back: there was a
clash of allegiances (to his wife
and to his family) and months of
sessions with psychiatrists proved
to be of no avail. Both husband
and wife were terribly confused
and had separately filed for a civ-
il divorce. This was the time I met
them. I spoke to them separately
first, and then together: the lady
was led to renew her request for
forgiveness and the husband to
forgive and to accept the priority
of his marriage commitment over
his family ties. They received the
Sacrament of Reconciliation.

Having got rid of their baggage of
past unpleasant memories, the
next morning they renewed their
marriage vows at Holy Mass and
have lived happily ever after-
wards. Depression was converted
to joy without end.

3. Thought of death. Some
people get depressed with the
thought of death: their own or that
of their dear ones. Christian faith
and hope will help them to look
far beyond the barriers of death to
the assurance of their bodily res-
urrection. Jesus gave us a fore-
taste of His divine power when
He rose up Jairus’ daughter and a
widow’s only son from the dead,
when he brought Lazarus back to
life after he had been buried for
three days, and when He himself
rose from the dead the third day
after his death on the cross. Jesus
is a God to whom nothing is im-
possible, who found his way out
of a grave, and who has pledged
to raise up our mortal bodies on
the last day.

4. Life is worth living. Above
all, depressed persons must be led
to a conviction that life is indeed
worth living, because it is a gift of
God. No matter how badly they
have used or abused it in the past,
God is ready to forgive the past
and to give them a new lease of
life with Him. Hope can give
courage and sight to the blind, as
was the case of Helen, who was
blind and yet developed her other
senses and invented Braille writ-
ing so that the blind could see
through their fingertips.

5. Good Friday is a prelude to
Easter Sunday. Jesus taught this
while walking with His disciples
to Emmaus.” The pastoral care of
the depressed should therefore
highlight the value of the cross of
Jesus Christ and the Christian
meaning of suffering. There can
be no Easter Sunday without a
preceding Good Friday. Very of-
ten, spiritual benefits follow from
depression, and seldom the other
way around. I know a lady in
South Korea, Julia Kim, who
made a wonderful journey from
depression to wholeness of life.
A Buddhist at birth, married with
two children, she was always ill
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and was often taken to the hospi-
tal only to be told to go home be-
cause that there was nothing the
doctors could do. Her religious
beliefs in karma (the succession
of births) made her bitter, because
she was not aware of any wrong-
doing in her previous life that
could vouch for such ill-health in
the present one. She became
deeply depressed and twice at-
tempted suicide, but failed. One
evening she went to town deter-
mined to find a way to end her
life. It was her third attempt at
suicide. In her blurred vision she
saw light coming from a nearby
building. It was a church. She en-
tered it, sat down in a pew and
started weeping profusely. The
priest-in-charge noticed her and
asked her what was the matter.
When she explained her plight
and her complaint that she was
suffering for no reason, the priest
pointed to a large Crucifix and
said: “You know, madam, inno-
cent suffering is useful to God to
help others to become good.”
This simple phrase cleared the
horizons of pain and anguish in
the lady’s mind. She became a
Christian and her new-found faith
and trust in God led her to dedi-
cate her life to charity: she would
visit orphanages and give food
and alms to the poor, she opened
her house to truck drivers who
would stop in that city and offered
them a free afternoon meal, and
she made such progress in her
spiritual life that she began to re-
ceive many spiritual charisms and
mystical manifestations. Her bit-
ter tears of depression had turned
into tears of joy.

6. Dark night of the soul. Tt
will be wise to say a word here of
the possibility of a mystical
meaning to depression in some
cases. I am referring to the “dark
night of the soul” experienced by
so many mystics: St. John of the
Cross. St. Theresa of Avila, St.
Bernadette, and others. The re-
cently beatified Mother Teresa of
Calcutta, too, lived under a con-
tinuous mystical experience she
called ““the darkness™. It was only
after her death that this heroic as-
pect of her life was revealed.
Hidden from all eyes, even from
those closest to her, was her inte-

rior life marked by an experience
of a deep, painful and abiding
feeling of being separated from
God, even rejected by Him, along
with an ever-increasing longing
for His love. This “painful night”
of her soul began around the time
she started her work for the poor
and continued till the end of her
life, and it led Mother Teresa to an
ever more profound union with
God. It was almost as if Jesus’ “T
thirst”, which she had experi-
enced on the inspirational journey
from Calcutta to Darjeeling in
1946, was accompanied all

through her life with the same Je-
sus’ “My God, my God, why have
you forsaken Me?”” Through this
darkness she mystically partici-
pated in the thirst of Jesus on the
Cross, in His painful and burning
longing for love, and shared in the
interior desolation of the poor.
And yet she went about boldly
with her normal activities in favor
of the poorest of the poor, meet-
ing popes and kings, and achiev-
ing innumerable awards, includ-
ing the prestigious Nobel Peace
Prize in 1979.

7. Christian meditation. There
is an important development with
regard to spiritual therapy for de-
pression. The world over, people
are trying to achieve peace of
mind by taking up practices such
as yoga, vypassana, zen and tran-
scendental meditation and even

resort to superstitious New Age
practices propagated by fengshui,
vaatsu, reiki, etc. All these are
mere palliatives in comparison
with what the Church can offer.
The Catholic Church has its own
well tried practices which would
help solve cases of depression, or
prevent them. I am speaking of
Christian meditation which leads
people to a personal union with
the Triune God, in contrast with
the aforementioned non-Christian
practices which speak of a union
with an unknown and impersonal
being or force. Unfortunately, in
today’s hectic lifestyle, the medi-
tative and contemplative dimen-
sion of our Christian identity are
sadly missing. Christians must be
taught the art of Christian medita-
tion so as to be able to face the
ups and downs of everyday life
and meet the challenge “to be in
the world but not of it”.

This meditation — or what the
early Christians called pure
prayer — is Christocentric. It is
centred on the prayer of Christ
which is continuously poured
forth by the Holy Spirit in the
depth of each human being.
Deeper than all ideas of God is
God himself. Deeper than imagi-
nation is the reality of God. Thus,
in this way of pure prayer we
leave all thoughts, words, images
behind in order to set our minds
on the Kingdom of God before all
else, we leave our egotistical self
behind to die and rise to our true
self in Christ. Meditation does
not exclude other types of prayer
and indeed deepens one’s rever-
ence for the Sacraments and one’s
reading of Scriptures.”

Christian meditation could eas-
ily be a part of preventive therapy
and be useful also as a curative
for depressed cases.

Conclusion

Our Lord Jesus Christ de-
scribed the role which Christian
faith and trust in life can play in a
person in the parable of the house
built on a rock, in contrast with
one built on sand. The house
built on a rock — says Jesus — can
withstand the rains, floods and
winds, while the one built on sand
collapses at the least provoca-
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tion.”? As an antidote to depres-
sion in some and a cure for it in
others, this parable underscores
the importance of giving our spir-
itual lives a strong faith and hope
foundation. St. Paul speaks of a
“hope that does not disappoint”
and echoes Jesus’ teaching of a
house built on the rock: “Who
shall separate us from the love of
Christ? Shall tribulation, or dis-
tress, or persecution, or famine, or
nakedness, or peril, or sword?...
No, in all these things we are
more than conquerors through
him who loved us. For I am sure
that neither death, nor life, nor an-
gels, nor principalities, nor things
present, nor things to come, nor
powers, nor height, nor depth, nor
anything else in all creation, will
be able to separate us from the
love of God in Christ Jesus our
Lord”.” Such a faith and trust in
God makes the psalmist sing:
“The Lord is my shepherd, there
is nothing I shall want... even if I
should walk in the valley of dark-
ness, no evil would I fear, because
your are there with your rod and
your staff.”*

The image of the rock of hope
as an antidote to depression may
apply not only to individuals, but
also to a whole society, a people,
a continent. It is indeed signifi-
cant that our Holy Father took
“hope” as the main theme of his
Apostolic Exhortation Ecclesia in
Europa after the Second Special
Assembly for Europe of the Syn-
od of Bishops. Because — the
Pope says — “there was a need to
proclaim this message of hope to
a Europe which seems to have
lost sight of it”.* Europe today is
a continent of light and shadows:
despite — or, perhaps, because of —
the affluence in wealth, the im-
mensity of knowledge and the
spectacular  inventions  and
achievements, it is being crushed
down “by grave uncertainties at
the levels of culture, anthropolo-
gy, ethics and spirituality”,* in
particular, by godless ideologies
and enticing proposals that exalt
the anti-God cultures, including
the culture of death, by striving to
build a city of man apart from
God or even in opposition to
Him, and by leading people to-
wards self-destruction, depres-
sion and despair. Never before in

the history of humankind has
there been such a proliferation of
soothsayers and black magicians,
of psychiatrists and quacks, of es-
oteric theories and healers. The
rates of suicides are on the in-
crease in richer countries more
than in the developing ones”. Eu-
rope today, says the Pope, faces
“a growing need for hope, a hope
that will enable us to give mean-
ing to life and history and to con-
tinue our way together””” and “de-
spite all appearances, even if its
effects are not yet seen, the victo-
ry of Christ has already taken
place and is final... thanks to the
Risen One, present and at work in
history”.”® What the Holy Father
says of Europe can easily apply to
the so-called developed nations
all over the world and be a warn-
ing to those poorer ones who try
to mimic the richer ones follow-
ing the all-imposing globalizing
trends.

Pastoral care for the depressed
is a must today: it must enter
every home, parish, community,
diocese, and society at large. Itis
not a passive apostolate, just help-
ing people to accept their situa-
tion with resignation, but requires
an actively positive attitude to
help a person to get out of his
shackles of negativity and to
breathe the freedom of the sons of
God. It requires pastoral agents
who have a patient listening ear
and a compassionate heart, who
lovingly persevere in their deter-
mination to help a brother or sis-
ter to come out of the dungeon of
his seclusion. Much will depend
on the spiritual and moral
strength of the pastoral agent, and
his/her capacity to instil hope and
confidence in the person being as-
sisted. Only then will the agent
be able to discern the causes of
the problems assailing the de-
pressed person and help in solv-
ing them with the spiritual re-
sources we have mentioned earli-
er, of course together with other
means available, like medication,
therapy, counselling, and loving
moral support. The stronger the
rock of faith and trust in life
which the agent will build in the
depressed person, the easier will
it be to accompany him from
“cursing the darkness” to “light-
ing a candle” of hope, and the

more these are lit, the faster will
be the recovery of the depressed
person.

As a general rule, therefore,
pastoral agents dealing with them
should have a particular sensitivi-
ty to their feelings and be firmly
convinced that, no matter how
difficult the case may be, they can
bring them relief. This optimism
is the first requisite of those who
are called to help a depressed per-
son.

“Unless the Lord build the
house, in vain do the workers
toil”.® It is the same if one has to
rebuild the house of confidence in
a depressed person, whose foun-
dations have cracked and whose
building has collapsed.

H.Em. Cardinal IVAN DIAS
Archbishop of Bombay
India
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