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Traditionally, Transverse Myelitis
(TM) has been thought of as a spinal
cord disease, affecting motor, sensory,
bowel, bladder and sexual function as
a result of a spinal lesion visible by
neuroimaging studies. However, TM
is an autoimmune neurologic disease
of the Central Nervous System

(CNS), with activated immune cells
seen (by spinal tap) floating in the
Cerebro-Spinal Fluid (CSF) that
bathes the spinal cord and brain to-
gether. TM is probably best thought
of as lying on a continuum with recur-
rent Optic Neuritis (that affects the
optic nerves that carries visual signals
from the eye to the brain), Neuromye-
litis Optica (involving the optic nerves
and spinal cord), and Multiple Sclero-
sis (which can affect anywhere in the
CNS). The traditional view of TM as
solely a spinal cord disease, which
persists today, has eclipsed considera-
tion of the effects of this autoimmune
disease on the brain. Multiple Sclero-
sis (MS), in contrast, has had a fair
amount of research into the effect of
this autoimmune disease on the brain.
A growing body of work has begun to
shed light on the impact of this brain
involvement in producing depression.
In fact, MS has the highest rate of de-
pression thus far described in any ma-
jor chronic disease, with 20% of pa-
tients suffering from depression at any
given time and a lifetime prevalence
of depression over 50%. Work done at

the Johns Hopkins TM Center in col-
laboration between the Departments
of Neurology and Psychiatry has be-
gun to shed light on the prevalence of
depression as a reflection of autoim-
mune disease activity in TM. Before
reviewing the findings of this pre-
liminary research, we must first dif-
ferentiate demoralization, which is a
psychological state of overwhelming
sadness appearing as a consequence
of adverse circumstances, from clini-
cal depression, which we view as a
disease of the brain.

Demoralization

There is no despair so absolute as
that which comes with the first mo-
ments of our first great sorrow, when
we have not yet known what it is to
have suffered and be healed, to have
despaired and have recovered hope.
George Eliot (1819-1880)

Sadness is an understandable and
predictable response to suddenly
finding oneself thrust against one’s
will into a life under altered circum-
stances, in which there is a need to
accept losses of desired abilities and
confrontation with unwanted strug-
gles. Thus is the case with all chronic
diseases. In addition to the poten-
tially dramatic disability that can af-
flict patients with TM, this disease
has certain aspects that make it par-
ticularly difficult for many patients to
endure. It is more difficult to adapt to
acute rather than gradual changes,
and TM begins without warning and
evolves over hours to days. More-
over, the fact that TM is an uncom-
mon ailment has two troubling con-
sequences for those affected. First,
physicians are not often familiar with
the diagnosis, prognosis and manage-
ment of TM, and, as a result, patients
commonly go undiagnosed, inade-
quately educated and under-treated.
Second, many patients affected with
TM have no contact with anyone else
in their area with this disease, and

with whom to compare experiences,
and so feelings of isolation are all too
often the norm.

Sometimes an individual’s capacity to
adapt is overwhelmed by the stresses
with which he is confronted, and he
becomes discouraged, bewildered and
overwhelmed. This is a state called de-
moralization. Demoralization has been
defined (Frank JD 1991) as a state of
helplessness, hopelessness, confusion,
subjective incompetence, isolation and
diminished self-esteem. The subjective
experience of demoralization involves
feeling incapable of meeting both in-
ternal and external expectations, feel-
ings of being trapped and powerless to
change or escape, and feelings of be-
ing unique and, therefore, not under-
stood. The combined effect usually
leads to frustration, bewilderment and
isolation.

To combat the feelings of failure, be-
ing overwhelmed and a sense of isola-
tion that collectively represent demor-
alization, people must be taught how
to achieve remoralization. Assistance
with developing problem-focused cop-
ing skills can instill a new sense of
progressive mastery. For example,
building rest periods into an afternoon
schedule can combat fatigue. Shop-
ping at off-peak times can avoid feel-
ings of being rushed and embarrassed
publicly because of a disability. Indi-
vidual and group support and educa-
tion can help combat hopelessness and
isolation. Cognitive reframing can be
employed to help examine unfair as-
sumptions. For example, reexamining
the beliefs that all of the gains
achieved through rehabilitation are in-
significant, because they did not result
in complete recovery helps dispel un-
realistic short-term expectations.
Sometimes gaining an appreciation for
one’s own accomplishments by view-
ing them through someone else’s per-
spective can be very comforting and
inspiring.
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Psychosocial Impact and Long
Term Adaptation

MS, being more common, has been
investigated more extensively than
TM. A study of MS patients whose
average time since diagnosis was nine
years, examined their subjective ex-
periences and the psychosocial conse-
guences of their disease (Mohr, Dick
et al. 1999). The results of this study
are very instructive, in that they dem-
onstrate that even though autoimmune
neurologic diseases can be difficult to
adapt to acutely, most patients appre-
ciate, over time, the beneficial as well
as detrimental effects of their illness
on their lives. In this study, the mi-
nority of patients (20%) reported that
MS had led to a deterioration in their
relationships, most often character-
ized as concerns that they were not as
good a mate or that their partners
were angry or irritated more often.
There were 30% who reported feeling
demoralized, with feelings of sadness,
loss of independence, or uncertainty
about the future. The majority of pa-
tients (60%) endorsed finding benefit
as a result of contracting their disease:
their relationships seemed closer, they
felt they were more compassionate
and communicative, and they gained
a better appreciation of, and perspec-
tive on, life. Thus, over time, as the
body and mind adapt to life under al-
tered circumstances, unrelenting sad-
ness is usually tempered by adapta-
tion, appreciation and growth. De-
pression is among the reasons that in-
dividuals find themselves incapable
of coping with their disease and mov-
ing on with their lives, even after
many months or years.

What is Depression?

The sadness that accompanies demor-
alization is not equivalent to clinical
depression (which will subsequently
be referred to as Depression). Sad-
ness is a symptom whereas Depres-
sion is a clinical syndrome; a constel-

lation of several symptoms that clus-
ter together in affected individuals.
Sadness is to Depression what cough
is to pneumonia; cough can be an in-
dicator of pneumonia, but not every
cough is the result of pneumonia and
sometimes pneumonia can present
without a cough. If the cough is pro-
ductive of green mucous and accom-
panied by fever, rapid breathing and
evidence of infection in a lung by ex-
amination or x-ray, we call this the
syndrome pneumonia. What then is
the syndrome of Major Depressive
Disorder (as Depression is referred to
in the medical literature)? The cardi-
nal features are a fixed and unre-
sponsive low mood, poor self-
attitude or self-esteem and decreased
vitality. How can these features be
translated into straightforward diag-
nostic criteria?

The Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-1V) is
the main diagnostic reference of
Mental Health professionals in the
United States. The DSM-IV criteria
for Major Depression require the
presence of at least five of the nine
following symptoms: 1) decreased
interest (or pleasure) and/or; 2) low
mood; 3) increased or decreased
sleep; 4) increased or decreased ap-
petite; 5) feelings of guilt or worth-
lessness; 6) subjective sense of fa-
tigue or low energy; 7) poor concen-
tration; 8) feeling/appearing as
though one’s thoughts and actions
are either slowed down (e.g., drag-
ging) or sped up (e.g., agitated); and
9) thoughts of death or suicide.

Because the minority of individuals
suffering from depression seek treat-
ment, and those that do often conceal
their diagnosis from friends because
of the stigma that surrounds mental
illness, the prevalence of Depression
is often unappreciated. In the general
population, Depression affects 5% of
individuals at any given time, and
17% of individuals will suffer from

Depression during the course of their
lifetime. Depression is a very debili-
tating disease. Compared to the lead-
ing medical causes of chronic disabil-
ity, Depression is second only to heart
disease in terms of its impact on daily
functioning. Depression is also a le-
thal disease, resulting in suicide in up
to 15% of those severely affected. In
the United States, suicide is the third
leading cause of death in those 1-24
years of age, and the fourth leading
cause for young adults aged 24-44. In
MS, suicide is the third leading cause
of death overall, after pneumonia and
cancer, and occurs at a rate 7.5 times
that of the general population. Com-
pared to other common causes of
death in MS, suicide tends to occur in
relatively younger individuals who
have milder disability, making the
years of life lost particularly tragic.

We are no more accustomed to think-
ing about how our brains regulate our
moods, much as thermostats regulate
the temperature within our homes,
than we are to considering how our
brains facilitate our use of language to
communicate. Although it can result
from a combination of genetic predis-
positions and environmental stressors,
a number of medical diseases are
known to predispose to Depression.
Neuropsychiatric diseases that cause
insults to the brain are known to be as-
sociated with extremely high rates of
Depression. Diseases such as strokes,
brain tumors, Alzheimers and Parkin-
sons disease are associated with rates
of Depression between 30-50%. Im-
portantly, studies have shown that De-
pression in such diseases is not simply
an inevitable reaction to severe adver-
sity. For example, Amyotrophic Lat-
eral Sclerosis (also known as ALS or
Lou Gehrig’s Disease) is a selective
motor neuron disease resulting in the
paralysis of all skeletal muscles,
which follows a relentless course and
usually results in death from respira-
tory failure or aspiration in three to
five years. There is no general insult
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to the brain and there is no increase in
the rate of Depression seen in patients
afflicted with this devastating illness.
Thus, Depression should not be as-
sumed to be an inevitable or even
common outcome of misfortune
alone.

Of all the medical conditions reported
to date, MS is believed to have the
highest rate of associated Depression,
with a lifetime prevalence following
diagnosis of 50-60% (Patten and Metz
1997). Evidence for a role of the im-
mune system’s effects on the brain as
a contributor to Depression in MS in-
cludes the following three findings: 1)
patients with MS who become de-
pressed do not have a greater likeli-
hood of having depressed relatives
than non-depressed MS patients, sug-
gesting an insult, and not a genetic
predisposition, plays the key role, 2)
Depression increases during periods
of immune-system activation resulting
in disease exacerbation, and 3) there
is no correlation between the degree
of disability and occurrence of De-
pression in MS patients.

TM and Depression

Work done in the Johns Hopkins TM
Center in collaboration between the
Departments of Neurology and Psy-
chiatry has begun to examine the rates
of Depression in patients with TM.
Only a summary of the initial findings
will be presented here. Evidence was
obtained for rates of Depression in
TM patients exceeding those seen in
comparably disabled MS patients. As
in previous studies of MS patients,
there was no correlation between se-
verity of Depression in TM patients
and motor, bladder or sexual dysfunc-
tion. There was a modest correlation
between Depression and sensory dis-
ability (predominantly symptoms as-
sociated with prickling, tingling or
numbness). Whether this represents a
lowered tolerance for these symptoms
in patients with Depression or, alter-

natively, an effect of sensory symp-
toms on patient’s mood cannot be
determined from these findings. It
may be fair to suggest that of the
known ongoing chronic symptoms of
TM, sensory symptoms (including
chronic pain) may be among the
most distressing and difficult to ac-
commodate. An additional associa-
tion was found between rates of De-
pression and history of IV steroid
treatment. Patients who received 1V
steroids did not appear to differ with
respect to the severity of symptoms
at presentation or level of ongoing
disability following recovery. The
possibility cannot yet be excluded
that those patients who appeared
most distressed because of Depres-
sion at the time of presentation were
more likely to be treated with 1V
steroids. Because steroids are known
to cause Depression in numerous
other patient populations, the finding
of higher rates of Depression in TM
patients who received steroid treat-
ment suggests that it would be pru-
dent to closely monitor the patient’s
mood, if they receive such treat-
ments.

We found high rates of Depression in
TM reminiscent of what had been
described previously in MS. We
wondered whether this Depression
was a marker for brain involvement
due to immune-activation in the
CNS. In addition to high rates of De-
pression, patients with MS also suf-
fer from elevated rates of cognitive
impairment manifesting as difficul-
ties with certain tasks of concentra-
tion, short-term recall of details and
processing speed. When we exam-
ined mental processing in TM pa-
tients, we found preliminary evi-
dence that they excelled at many
cognitive tasks. There were subtle
paper-and-pencil tests, however, on
which some TM patients performed
worse than expected, and these were
the same tests that often were diffi-
cult for MS patients. Clinically, we

have noted that a minority of TM pa-
tients, even those without depression
and on no medications, report that fol-
lowing the onset of their neurologic
disease, they could no longer remem-
ber as many details without writing
them down, and required additional
time to complete complex mental
tasks.

Special Considerations in TM
Depression

The importance of making the diagno-
sis of Depression in TM cannot be
overestimated. Often what is most de-
bilitating is not the requirement for
assistance with walking or the chronic
pain that must be endured, but the De-
pression that leads to difficulty getting
out of bed, social isolation and low-
ered pain tolerance. Routinely for pa-
tients with TM and Depression, the
majority of their disability is due to
the Depression and treatment leads to
a dramatic increase in their function.
Depression, despite its often devastat-
ing impact on patients, is a treatable
disease with the majority of patients
who receive adequate treatment able
to make a complete symptomatic re-
covery. What is required to achieve
this result is often the same level of
aggressive management that TM pa-
tients routinely invest in managing
other aspects of the effects of their
disease, such as physical therapy and
rehabilitation to enhance ambulation,
or urologic consultation for bladder
management. Before Depression can
be managed, however, it must be
properly diagnosed.

As in the case of many medical or
neurologic diseases, recognizing De-
pression in TM patients can be chal-
lenging because of the overlap of
symptoms between these psychiatric
and neurologic diseases. Fatigue and
poor concentration, for example, oc-
cur in many patients with TM making
reliance on these symptoms difficult
in making a diagnosis of Depression.
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Certain clues that can help differenti-
ate symptoms of TM from those of
Depression can be recommended.
Feelings of self-blame, guilt and self-
recrimination are not common reac-
tions to a medical illness, but are al-
most always found to some degree in
Depression. The pervasiveness of
symptoms can also suggest Depres-
sion. Low mood most of the time or
loss of pleasure in activities that re-
quire skills that are made more diffi-
cult because of neurologic deficits
can occur commonly in TM, particu-
larly during the first few weeks of ad-
justment to this disease. But low
mood all of the time, and lack of
pleasure in all activities should raise
suspicion for Depression. Similarly, a
failure to progress beyond the acute
shock of being afflicted with TM after
many months or years should raise
guestions about a supervening De-
pression. The statement “He/She is
not the same person since the disease
hit,” many months after the disease
onset, should also raise suspicion for
a Depression. If an individual was
progressing well, initially, in terms of
their recovery from their neurologic
deficits, but suddenly stopped pro-
gressing and, in fact, began to lose
ground, the possibility of Depression
should be entertained as a possible
cause. Finally, suicidal thoughts are
the result of Depression until proven
otherwise, and should prompt an ur-
gent assessment by a trained physi-
cian or Mental Health professional.
This is because the rate of suicide in
TM Depression appears at least as
great, if not greater, as that found in
other medical conditions.

Ultimately, the diagnosis of Depres-
sion can best be made by an individ-
ual, usually a physician, with exten-
sive training and expertise in mood
disorders, such as a psychiatrist. Just
as individuals afflicted with TM
could not rely on their own knowl-
edge or that of their loved ones to
make the neurologic diagnosis, only a

trained professional can confirm and
assist with the treatment of Depres-
sion. If there is any question about
whether a person is afflicted with De-
pression, an evaluation should cer-
tainly be requested.

Barriers to Seeking and Accepting
Treatment for TM Depression

Rehabilitation and recovery from TM
is often a painstaking and laborious
journey. Adjusting to life under al-
tered circumstances when neurologic
deficits become long-term can be
dramatically taxing. Unfortunately,
symptoms of Depression, such as
hopelessness and loss of interest, are
often first interpreted as “giving up”
and equated with being “weak” or
“lazy.” Moreover, many people
equate Depression with being
“crazy” and so avoid seeking treat-
ment for this reason. Recognizing
that Depression is a chemical imbal-
ance in the brain that is treated with a
class of chemicals called antidepres-
sants, rather than a character flaw or
personal failure, can sometimes
prove helpful in combating this
stigma.

Preconceptions and myths about anti-
depressants also represent common
barriers to accepting treatment for
Depression. Antidepressants specifi-
cally target and treat changes in the
brains of patients who are suffering
from Depression, but they have no
mood elevating effects on individuals
who are not depressed. As a result,
antidepressants are not addicting, like
drugs that induce euphoria, and they
have no street value. And antidepres-
sants do not give people “fake” feel-
ings or make them feel things they
would not normally feel. Instead, an-
tidepressants restore the normal cycle
of ups and downs, in response to
life’s rewards and stresses, that is lost
in individuals suffering from Depres-
sion. Finally, individuals occasion-
ally refrain from using antidepres-

sants based on a perception that they
do not want to “end up like a zombie”
based on knowing or having heard of
someone who was not the same once
they started taking medication. The
fallacy in this argument is that De-
pression is far more likely to make
someone appear impaired then is the
medication that is started to treat his
mood disorder. While it is true that
medications that are used to treat
other mental disorders, such as
schizophrenia, can produce noticeable
side effects such as over-sedation and
stiffness, the judicious use of antide-
pressants by trained psychiatrists re-
sults in a return to previous function-
ing in patients in whom Depression
has made their behavior different. The
goal with antidepressant therapy is to
return an effected individual to the
helm of their own ship, and allow
them better to chart the course of their
thoughts, emotions and behaviors as
they regain control of the direction
their life is taking. Rather than de-
velop noticeable side effects that sug-
gest a person is being treated for de-
pression with medication, the only
thing that other people notice is that
the person being treated seems “more
like their old self.”

The biggest barrier to seeking and ac-
cepting treatment for depression, bar
none, is the effects of depression it-
self, which makes people hopeless,
unmotivated and unable to imagine
that things could get better. Ironically,
it is these same symptoms of Depres-
sion that are among the important rea-
sons an individual requires treatment,
yet they interfere with his ability to
get the help he needs. The following
three points can help overcome the in-
ertia of such situations. First, success-
ful treatment of Depression requires
an individual be compliant with his
treatment, not that he believe he will
return to being well. Second, in light
of the fact that what has been tried has
clearly not succeeded in changing the
situation, accepting treatment for De-
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pression is often the only reasonable
course of action. Even if treatment
were to fail, the person will certainly
be no worse off for having tried
something new. And third, sometimes
we must all accept the advice of our
loved ones, knowing that it is offered
in good faith and with an objectivity
that may elude us for the moment, es-
pecially in situations where our own
judgment may be compromised by an
iliness. To this end, caregivers often
play a critical role in persuading pa-
tients to seek and accept treatment for
their Depression.

Who Cares for the Caregivers?

There are both positive and negative
aspects of being a caregiver; in real-
ity, being able to care for the people
whom we love, in their time of need,
is both a privilege and a burden. A
full consideration of the impact of
TM on caregivers goes beyond the
scope of this article. It is necessary to
point out, however, that caregivers
are dramatically impacted by both
TM and Depression in the people
whom they love. Despite this fact,
caregivers, care recipients and health
care providers usually focus virtually
all of their attention on the well being
of the patient with TM and Depres-
sion, often to the neglect of concerns
for the caregiver. In general, the care-
giver’s health status is often compro-
mised because of neglect of their own
health. This occurs despite the fact
that the wellbeing of the care recipi-
ent is often vitally dependent on the
continued efforts and support from
the caregiver, which can best be fur-
nished by a healthy individual. Stud-
ies have shown that the care recipient
variables associated with increased
caregiver burden include an unstable
course, increased physical disability,
pain and depression. Since Depres-
sion exacerbates all of these variables,
caregivers often have a very real per-
sonal stake in whether a care recipient
receives adequate treatment for their

mood disorder.

Four issues can be recommended for
caregivers to keep in mind in caring
for their loved ones without neglect-
ing themselves. First, caregivers
should enhance their problem-
focused coping skills. This usually
involves recognizing what can and
cannot be changed, and trying differ-
ent solutions to the problems that
arise until the right one is found.
Both caregivers and care recipients
must avoid entrenchment in failed
solutions that only serve to increase
distress. Second, information is cru-
cial because what caregivers don’t
know about TM and Depression will
increase their anxiety and prevent
them from being able to efficiently
problem solve. Peer education op-
portunities are often invaluable for
both information and support. Third,
caregivers must remember to peri-
odically ask themselves “how am |
doing?” Taking care of their own
needs should not be viewed as being
in conflict with the care recipient’s
needs. Caregivers are no good to
their care recipients if they are burnt
out, and knowing how to get addi-
tional help is often critical to the
wellbeing of both parties. And
fourth, caregivers and care recipients
must not lose sight of the obvious
fact that they are in this together.
Coping strategies must therefore be
complimentary. There are often mul-
tiple solutions to the same problems,
so a premium should often be placed
on maintaining enough flexibility to
maximize the benefits for both care
recipients and caregivers.

Conclusion

Sadness and demoralization are
commonly the result of the acute
hardships that people afflicted with
TM are made to undergo. Time to
adjust and strategies to achieve re-
moralization are the keys to recovery
from these acute situations. Depres-

sion, on the other hand, is a disease
that appears to be at least, in part, a
direct result of the effects of the acti-
vated immune system in TM patients
on their brain. Depression is not a
character flaw or sign of personal
weakness, anymore than is diabetes or
hypertension. Like other medical ill-
nesses, Depression is a disease that is
associated with considerable morbid-
ity and mortality, and, therefore, must
be aggressively identified and treated.
Fortunately, Depression is also one of
the most treatable consequences of
TM, with the expectation that indi-
viduals will make a complete recov-
ery with proper management. Finally,
it is imperative to consider the impact
that TM and Depression have on both
patients and their loved ones, because
success will ultimately be measured in
how well individuals are functioning
in the context of their families.

It has been argued in this article that
Depression in TM, as has been sug-
gested in MS, can be the result of the
immune system’s influence on the
brain. We are actively pursuing the
mechanisms underlying this influ-
ence. Recent studies have reported on
the effect that treating Depression has
on immune system functioning. Pre-
liminary studies have suggested that
Depressed MS patients have even
more aggressive immune systems, ca-
pable of wreaking greater neurologic
damage, than their non-depressed
counterparts (Mohr, Goodkin et al.
2001). Treatment of Depression in
these MS patients led to an ameliora-
tion of their immune system, suggest-
ing that treating Depression could be
of important benefit to patient’s neu-
rologic as well as psychiatric wellbe-

ing.

Many patients with TM suffer greatly,
often without timely diagnosis or
treatment of their neurologic disease.
Importantly, the Depression that can
accompany this disease should not
similarly be overlooked or inade-
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quately treated, because of the tremen-
dous benefits patients and their loved
ones can obtain from proper manage-
ment.

The one law that does not change is
that everything changes, and the hard-
ship | was bearing today was only a
breath away from the pleasures I
would have tomorrow, and those pleas-
ures would be all the richer because of
the memories of this | was enduring.
Louis L’ Amour (1908-1988)
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The Spiritual Life of
Transverse Myelitis
Rabbi Gary A. Huber

Congregation Beth Tikvah

Several months ago | asked my
friend Sandy Siegel if | could write
an article for the Newsletter regard-
ing spiritual approaches in coping
with all of the difficult physical, so-
cial and emotional issues surround-
ing TM. My inspiration for this goes
back to the wonderfully happy event
of Sandy and Pauline’s wedding, at
which | had the great joy and honor
of officiating. | officiate at many
weddings but I cannot recall in my
25 years as a rabbi a more joyous
event. The sanctuary seemed to
glow from the happiness of the gath-
ered guests who came to share their
love with two very special people.
But this event was unique in another
regard: many of the guests present
had lived many years with TM or
were related to someone with TM.

Reflecting back on this, | wondered
if there were special issues relating
to the spiritual life affecting folks
with TM and their families. At
Sandy’s encouragement, | inter-
viewed about 15 individuals and
families, as well as several medical
specialists, as to the role of spiritual-
ity and religious faith in their life.
And what I discovered is that they
have a very special insight into the
life of the spirit that is both deeply
inspirational as well as profoundly
insightful. People with TM and their
families have much to teach the
world about the role of faith and the
meaning of human suffering.

No doubt, the central emotional chal-
lenge relating to TM is clinical de-
pression. And the sense of despair
often takes on a religious dimension.
Dr. Adam Kaplin, professor of psy-
chiatry at Johns Hopkins School of
Medicine, told me that “many if not

all of the TM patients | see report
struggles with questions such as ‘why
did this happen to me?” A history of
past or current religious conviction
can be one of my greatest allies as a
psychiatrist in attempting to assist my
patients with turning away from sui-
cide as an option and finding structure
and support for themselves especially
during grim times.” Actually, at first
| fully expected to hear many tales of
how the disease had utterly destroyed
any sense of faith in God or even faith
in the goodness of life. | was wrong.
If anything, my conversations with
several individuals point in the oppo-
site direction: a growth in faith and a
deepening of faith. But the faith of
people with TM is not the same as be-
fore their diagnosis. It is a more
thoughtful, more profound and a more
mature faith. By that | mean a faith
that comes after many a “dark night of
the soul” and after periods of anger at
God.

This bears some comment. As a cler-
gyman, | am never worried about
someone being angry at God. Anger
at God following a diagnosis of TM is
a natural and expected reaction to a
life-transforming event. And, in a
very real sense, it is a statement of in-
timacy with God. After all, you can
only be angry at someone you believe
exists and has an important role in
your life. I recall the words of the
Nobel laureate Elie Weisel, who alone
of his entire family survived the hell
of Auschwitz: “I can sometimes be
very angry at God and sometimes |
can be very much in love with God,
but I can never be without God.” 1
know that many people with TM have
felt the same. Anger at God is an ex-
pected emotion for folks who suffer
from such a difficult illness. The
question is: does one get stuck at an-
ger or does one move on in the life of
faith? The testament of the people |
interviewed is one of very impressive
spiritual growth.




