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Abstract Cultural issues impact on health care, including individuals’ health care

behaviours and beliefs. Hasidic Jews, with their strict religious observance, emphasis on

kabbalah, cultural insularity and spiritual leader, their Rebbe, comprise a distinct cultural

group. The reviewed studies reveal that Hasidic Jews may seek spiritual healing and

incorporate religion in their explanatory models of illness; illness attracts stigma; psy-

chiatric patients’ symptomatology may have religious content; social and cultural factors

may challenge health care delivery. The extant research has implications for clinical

practice. However, many studies exhibited methodological shortcomings with authors

providing incomplete analyses of the extent to which findings are authentically Hasidic.

High-quality research is required to better inform the provision of culturally competent

care to Hasidic patients.

Keywords Systematic review � Hasidic Jews � Religion � Ethnicity � Health behaviour

and belief

Introduction

Cultural issues impact on the health and well-being of individuals, on their health care

behaviours and beliefs, and on their experiences of health care. The impact of cultural

issues is observed in almost all aspects of health care, including awareness of and attitude

to lifestyle risk factors for disease, awareness of early signs and symptoms of disease,

access to and uptake of prevention, screening, diagnostic and treatment services, and

access to and uptake of information and support services (US Department of Health and

Human Services Office of Minority Health 2001). Definitions of what constitutes a specific
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disease vary according to the cultural context (Dein 2006), as do explanatory models of

illness (Kirmayer 2004). An individual’s experience of illness cannot be considered in

isolation from the cultural context in which it occurs.

Initiatives to make health care services more responsive to the individual needs of

patients through the provision of culturally sensitive and appropriate services are wide-

spread across clinical conditions and health care settings (Department of Health 2007;

Commission for Social Care Inspection 2008; US Department of Health and Human

Services Office of Minority Health 2001). Health care practitioners are urged to achieve

‘cultural competency’ to better enable the provision of respectful and effective care that is

compatible with the individual patient’s cultural health beliefs and practices and preferred

language. This includes striving to overcome cultural, language and communications

barriers; providing an environment in which patients from diverse cultural backgrounds

feel comfortable discussing their cultural health beliefs and practices when negotiating

treatment options; encouraging patients to express their spiritual beliefs and cultural

practices; and being familiar with and respectful of various traditional healing systems and

beliefs and, where appropriate, integrating these into treatment plans (US Department of

Health and Human Services Office of Minority Health 2001). Research investigating the

health care behaviours and beliefs of individuals from diverse cultural backgrounds has a

vital role to play in assisting health care professionals, understanding the patients they

encounter, and better enabling them to provide culturally competent care that addresses the

totality of the patient’s needs surrounding their illness. High-quality systematic reviews are

of particular value in this endeavour.

As part of an ethnographic study exploring health care behaviours and beliefs con-

cerning cancer in a population of Satmar Hasidic Jews living in London, we conducted a

systematic review of the literature exploring health care behaviours and beliefs in Hasidic

Jewish populations, a religious and cultural group that is under-researched and in respect of

whom no systematic literature review had been conducted. This paper presents the findings

of the review.

Hasidism: A Primer

Hasidism was founded in the second half of the eighteenth century by Rabbi Yisrael ben

Eliezer (1698–1750), known as the Baal Shem Tov (literally, Master of the Good Name).

One of the many Jewish ‘miracle workers’, he used kabbalah to provide people with

practical assistance. Initially centred in Eastern Poland, the movement grew to influence

the majority of Jewish communities throughout Central and Eastern Europe.

Religious divisions within Judaism can be understood by reference to a spectrum of

outlook ranging from the secular to the strictly orthodox, which is measurable according to

two criteria: the extent to which adherents view religious laws as God-given and immu-

table, and the attitude adherents take to the secular world. Hasidic Jews are at the strictly

orthodox end of this spectrum. Central to their belief and practice is the Halacha (literally,

the way), the corpus of Jewish law regulating all aspects of behaviour for Orthodox Jews.

Hasidic Jews believe that the Halacha is of Divine origin and its observance is obligatory.

Matters covered include religious ritual, tort and ethics, and medical Halacha is a con-

tinually developing area. Rabbinic authorities establish and maintain guidelines for

behaviour, issuing public statements and personal responsa. Strict religious obligation

includes observance of the Sabbath, festivals and dietary laws, modesty in behaviour and

dress, separation of men and women in public domains, and, for men, ongoing religious

study and thrice daily prayer. Many features of the secular world are perceived as
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detracting from God’s sanctity, and Hasidic Jews live in tightly knit communities func-

tioning in self-imposed cultural insularity.

These aspects of Hasidic theology and practice are common to other strictly orthodox

groups, collectively known as haredim (literally, those who tremble [in the presence of

God]). Other aspects differentiate Hasidim considerably from non-Hasidic haredim. The

most significant distinction is the Doctrine of the Zaddik (literally, righteous one), the

belief that the individual Jew should affiliate with a living representative of the Divine

world. A Zaddik, latterly known as a Rebbe, assumes responsibility for the well-being of

his followers by ascending spiritually to the Divine realms bringing the flow of Divine

grace to the temporal world. Other distinctions include the emphasis on religious ecstasy

and mystical fervour, and the prominence of kabbalistic texts and practices. Traditionally,

Hasidim have sought their Rebbe’s advice and assistance during illness: in his role as

spiritual leader, a Rebbe is in a unique position to provide religious understandings of

suffering.

Over time, the number of Hasidic Courts grew: different Rebbes emphasised different

aspects of Hasidic practice and belief, becoming renowned for different qualities. The

characteristics of Hasidic Courts are determined largely by the personalities and concerns

of their Rebbes. Hasidim are not homogeneous, with groups exhibiting differences in

theology, practice, and in their relationship to the outside world. For example, Lubavitch

Hasidism places a strong emphasis on outreach work, attempting to bring less religiously

observant Jews to greater religious practice. Most other Hasidic groups are unconcerned

with this. Outreach means that Lubavitch is less culturally isolated than other Hasidic

groups. By contrast, Toldos Aharon maintains an unbending degree of cultural insularity,

even preferring not to associate with Hasidim from groups they consider to have a lower

level of observance than their own. See further Dan (1998), Mintz (1994), Wertheim

(1992).

Methods

Several methods were used to identify relevant research articles. Firstly, we searched the

databases AMED, CINAHL Plus, EMBASE, OVID MEDLINE (R) and PsycINFO indi-

vidually from the earliest to the most recent issue relative to the search date (April week 4

2010) using each of the following keywords and phrases: (C)has(s)idic, (c)haredi, ultra-

orthodox Jew(ish), and orthodox Jew(ish). Secondly, references of papers identified were

retrieved, as were references of references. Thirdly, authors of identified papers were asked

whether they knew of published or unpublished research. Finally, experts in the field were

asked whether they knew of research. An initial assessment of suitability for inclusion was

conducted by reading the abstracts of all papers identified. These initial stages of paper

identification indicated a dearth of research in this area, and we decided that papers

incorporating a range of methodologies including quantitative and qualitative and case

series and case reports would be eligible for inclusion. We also decided to include reports

on both medical and mental health issues. Epidemiological reports were excluded as were

papers describing optimum practice or providing professional guidance. During the early

stages of article identification, papers remained eligible for inclusion if they reported on an

empirical investigation into health care behaviours or beliefs in a Hasidic, haredi, ultra-

orthodox or orthodox Jewish sample. Where the sample was described as haredi, ultra-

orthodox or orthodox Jewish, the authors were asked whether participants were known to

have been Hasidic. Where all or some were, the paper was included. Where only some
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were Hasidic, authors were asked whether and how results differed for the Hasidic sub-

group. Where the sample was defined as Hasidic, the authors were asked whether

participants belonged to a particular Hasidic Court.

We identified 21 studies reported in 25 papers for inclusion. This relatively small set of

studies was heterogeneous in many respects and hence unsuitable for quantitative analysis

(e.g. meta-analysis). Instead, they were evaluated qualitatively.

Results and Discussion

Methodological Overview

Twenty-one studies reported in 25 papers on empirical investigations into health care

behaviours or beliefs in a sample including at least some Hasidic Jews. Nine studies

examined medical issues including use of religious healing (Dein 2002, 2004a, b; Little-

wood and Dein 1995), awareness of osteoporosis (Goddard and Helmreich 2004), expe-

riences of cancer (Mark and Roberts 1994), genetic carrier screening (Raz and Vizner

2008), knowledge about menstruation (Zalcberg 2009), mothers’ experiences of their

children’s autism (Shaked 2005; Shaked and Bilu 2006), and provision of health care

services (Erez et al. 1999; Law and Wallfish 1991; Stein-Zamir et al. 2008). The remaining

12 studies investigated mental health issues including psychiatric referral letters sent by

Rabbis (Goodman and Witztum 2002), hypersexualised behaviour of psychiatric inpatients

(Needell and Markowitz 2004), patients’ explanatory models of mental illness (Rosen et al.

2008), involvement of religious and cultural attitudes in psychogenic menstrual disorders

(Sheinfeld et al. 2007) and in obsessive–compulsive symptoms concerning menstruation

(Vishne et al. 2008), and presentation, assessment and treatment of mental health patients

(Feinberg 2005; Goodman 2009; Littlewood 1983; Paradis et al. 1996; Schechter et al.

2008; Trappler et al. 1995; Witztum et al. 1990).

The majority of studies were qualitative (N = 17), 11 of which were case studies or

case series. Samples were exclusively Hasidic in 13 studies (Dein 2002, 2004a, b; Erez

et al. 1999; Feinberg 2005; Goddard and Helmreich 2004; Law and Wallfish 1991;

Littlewood 1983; Littlewood and Dein 1995; Mark and Roberts 1994; Needell and

Markowitz 2004; Sheinfeld et al. 2007; Stein-Zamir et al. 2008; Trappler et al. 1995;

Witztum et al. 1990; Zalcberg 2009). Seven of these included the members of a single

Hasidic group, namely Lubavitch (Dein 2002, 2004a, b; Erez et al. 1999; Littlewood and

Dein 1995; Trappler et al. 1995), Bratslav (Stein-Zamir et al. 2008; Witztum et al. 1990),

Satmar (Littlewood 1983), and Toldos Aharon (Zalcberg 2009). In only five studies do

authors provide any details of their recruitment methods and the criteria used to determine

Hasidic status. In only one of these, where status was determined by self-assignment via

self-completion semistructured questionnaire, are these methods transparent and adequate

(Rosen et al. 2008). As might be expected, the majority of studies took place in Israel

(N = 11), with the remainder taking place in America (N = 7), mostly in New York, and

in London (N = 3).

The extent to which authors consider what makes their participants’ beliefs and

behaviours authentically Hasidic varies considerably, although the majority pay little

attention to this. For example, Goddard and Helmreich (2004) provide a cultural and

sociological explanation for their findings concerning Hasidic women’s awareness of

osteoporosis, emphasising that participants’ beliefs and behaviours stem from cultural

insularity. However, by largely omitting to consider Hasidic theology and by focussing on
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phenomena that are also characteristic of non-Hasidic haredim, the authors are unable to

capture what makes their participants’ behaviour uniquely Hasidic. By contrast, Dein

(2002, 2004a, b) and Littlewood and Dein (1995), who studied Lubavitch Hasidim, and

Goodman and Witztum (2002), and Witztum et al. (1990), who each focussed on Bratslav

Hasidim, provide in-depth analyses that more fully reflect the Hasidic characteristics of

their respective populations. By focussing on a single Hasidic group, these authors are able

to discuss their findings in extremely specific terms, invoking Lubavitch and Bratslav

theologies to demonstrate what makes their findings not only authentically Hasidic but

authentically Lubavitch or Bratslav as well.

In addition to drawing on Hasidic sociological, cultural and theological phenomena, in

order to demonstrate the extent to which and the ways in which their findings are

authentically Hasidic, authors need to contextualise their findings against the background

of relevant research conducted in other populations. Contextualising in this way enables

authors to identify whether observed behaviour or expressed beliefs are shared by other

populations or unique to Hasidim. Generally, authors do not consider such research: the

study by Zalcberg (2009) investigating how Toldos Aharon girls obtain information

concerning menstruation is an exception. Her analyses that take into consideration related

research in other populations lead her to conclude that although Toldos Aharon adopts an

extreme position in their management of information concerning menstruation, their

behaviour and beliefs are part of a continuum and reflect a difference of degree not of kind.

Studies are subject to other methodological inadequacies: in particular, power calcu-

lations (where relevant) are wholly absent, and generally, both for quantitative and for

qualitative studies, authors do not state whether their sample sizes are adequate to the study

design. Additionally, in four studies, authors provide inadequate details concerning their

methods of data collection (Goddard and Helmreich 2004; Mark and Roberts 1994),

including whether investigator-developed measurement tools tested satisfactorily for

reliability and validity (Law and Wallfish 1991; Rosen et al. 2008).

Study Findings

Although the reviewed studies are diverse in subject matter, methods, level of analysis and

quality, making it difficult to draw overall conclusions concerning the health care

behaviours and beliefs of Hasidic Jews, several themes emerge:

Spiritual Healing

Two studies investigated Hasidic patients’ recourse to spiritual healing. Dein (2002,

2004a, b) and Littlewood and Dein (1995) report on anthropological fieldwork conducted

in a Lubabvitch community.1 In more serious illnesses or when medical advice was

deemed ‘simplistic’, Lubavitchers contacted their Rebbe for a cure and a religious

explanation for their illness.2 Lubavitch philosophy asserts that Hebrew created and sus-

tains the world: words are not merely representational, everything, including the human

body, is reducible to language. The Rebbe’s responses, including instructions that indi-

viduals check their ritual texts reflected this. Other religious practices might also be pre-

scribed, including ensuring with increased vigilance that only strictly kosher food was

1 The Lubavitch movement was founded in the late eighteenth century by Shneur Zalman of Liadi
(1745–1812) in Imperial Russia. In 1940, the headquarters moved to Brooklyn, New York.
2 Menachem Mendel Schneerson (1902–1994), the last Lubavitcher Rebbe.
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eaten. According to Lubavitch theology, the spiritual and temporal worlds are causally

connected. Respondents drew upon this, asserting that the Rebbe could cure illnesses by

ascertaining which spiritual issues required correction in order to produce the improvement

in physical health. Individuals typically reported that his instructions revealed areas of

religious observance where they had unwittingly been lax: following them resulted in a

cure. These findings are echoed by Shaked (2005) and Shaked and Bilu (2006) who found

that mothers sought spiritual healing for their autistic children. This included blessings,

recitation of religious texts, amulets and exorcism. Interestingly, the authors report that

although greater use was made of medical and educational therapies, mothers tended to

attribute improvements in their children’s condition to spiritual interventions.

Use of Religious Explanatory Models

Hasidim may incorporate religion in their explanatory models of illness. A case series of

19 male Bratslav psychiatric patients demonstrates how explanatory models of and atti-

tudes towards mental illness reflect the teachings and experiences of the group’s founder,

Rebbe Nahman (Witztum et al. 1990).3 Experiencing alternating euphoria and dysphoria,

Rebbe Nahman undertook mystical quests in his struggles over faith during which he

explored the meaning of his depression. A theory emerged where the dividing line between

the pathological and the holy is thin: in some circumstances, behaviour indicates mental

illness, yet in others it signifies great holiness. In keeping with this, modern-day Bratslav

tolerates behaviour that elsewhere would be labelled bizarre. Solitary prayer, often in caves

or the middle of forests, is normal as are nocturnal pilgrimages to the tombs of mystics.

Rational thought is deemed suspect and, reflecting the unsuccessful treatment of Rebbe

Nahman’s debilitating tuberculosis, doctors are to be avoided. The authors draw parallels

between Rebbe Nahman’s experiences and the patients’ symptoms. Most were converts to

Bratslav and had embraced a framework that accommodated and even valued many of their

symptoms. Exhibiting paranoia with messianic content, patients withdrew into a psychotic

world of demons and angels populating the mystical texts studied by Hasidim Bratslav.

Nevertheless, the group deemed their behaviour pathological due to the marked change in

their usual behaviours, self-neglect, overwhelming emphasis on fringe religious practice

and a dramatic inversion where instead of being in control of their spirituality, it terrified

them.

The analysis of referral letters sent to a psychiatric clinic by Bratslav Rabbis in respect

of yeshiva students also demonstrates how theological beliefs inform attitudes towards

mental illness (Goodman and Witztum 2002). The authors make the important point that a

patient’s explanatory model may be rejected by others in their community. Hence, Rabbis

delegitimised students’ accounts of their distress that focussed on mystical explanations,

prioritising behavioural and social explanations instead. As before, notwithstanding

Bratslav attitudes towards the potential holiness of mental distress, these students’

behaviour was considered pathological, not holy.

In one of the few studies presenting results separately for Hasidic and non-Hasidic

participants, Rosen et al. (2008) found a disparity between Hasidic and non-Hasidic haredi

psychiatric outpatients in respect of their explanations for their illness. Whilst half of the

Hasidim gave religious explanations, only a minority of non-Hasidic haredim did. The

3 Bratslav Hasidism was founded by Rebbe Nahman of Bratstlav (1772–1810) in 1802 in the Ukrainian
town after which the group is named. No successor was designated and the group has been without a Rebbe
since his death.
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authors suggest that the low number of non-Hasidic haredim giving religious explanations

reflects recruitment and response bias. Those non-Hasidic haredim experiencing psychi-

atric problems who are more likely to give religious explanations may tend to avoid

psychiatric care. Non-Hasidic haredi patients may frame their illness in non-religious terms

to demonstrate commonality with clinic staff and be reluctant to voice religious expla-

nations for fear of being perceived ‘mad’. However, these theories could apply equally to

Hasidim with the same effect of reducing the number using religious explanations, a

possibility the authors do not address. Another possibility suggested is that the result

reflects changing attitudes within the non-Hasidic haredi community that may be more

receptive than its Hasidic counterpart to outside influence.

Most studies reporting on explanatory models of illness concern mental illness, yet

research shows that Hasidim invoke religious explanations of medical illnesses. Mark and

Roberts (1994) found that Hasidic cancer patients’ religious interpretations including

feelings of punishment and abandonment by God, anger at God, and being subjected to

spiritual testing. These reflected their existing religious frameworks. Certain interpretations

were unacceptable within Hasidic communities, in particular, those suggesting lack of

belief in God’s benevolence, and patients felt pressure to appear devout.

Shaked (2005) and Shaked and Bilu (2006) demonstrate that different explanatory

models may serve different purposes. They found that mothers’ explanations of their

children’s autism incorporated medical and religious aspects: biological accounts

explained how, whilst religious reasons explained why their child had autism. These

religious accounts brought their situation in line with their existing framework of belief and

elevated their child’s status. They used the kabbalistic theory of reincarnation of souls,

explaining that in a previous life their child had been a great Zaddik who had returned to

the temporal world to correct a minor sin. Their child’s limited abilities indicated how little

their soul needed to achieve before reaching perfection. Possibly unsurprisingly, they

ignored the negative variant of the theory that the child is a reincarnated sinner and their

current situation is penance. The mothers described their own suffering as potentially

enabling spiritual growth and trusted that God would grant them strength. Aligning their

suffering with Biblical and historical scenarios where others had suffered and emerged

with faith intact, they found perspective and inspiration.

Symptom Presentation

The content of Hasidic psychiatric patients’ symptoms and how they articulate distress

may reflect cultural norms, and religious ritual and belief. Vishne et al. (2008) explore the

link between psychiatric illness, menstruation and religious belief in a case series illus-

trating the development of obsessive–compulsive disorder (OCD) related to menstruation.

The authors emphasise the orthopraxis of Orthodox Judaism and draw parallels between

religious ritual surrounding menstruation and ritual behaviour characteristic of OCD,

suggesting that these women’s OCD was based on the religious-cultural context sur-

rounding menstruation. They refrain from asserting a causal association, allowing that

religious ritual may provide the content of an individual’s obsessive–compulsive behaviour

rather than being a cause of psychiatric disorder. Needell and Markowitz (2004) found that

reported rates of hypersexual behaviour (HSB) were significantly higher for male Hasidic

psychiatric inpatients than for matched comparisons. They suggest that the strictures

Hasidism places upon sexual behaviour may lead the psychiatrically unwell to more fre-

quently exhibit HSB than patients from other groups, noting that those behaviours pro-

scribed by Hasidic communities are precisely those reported as HSB. The authors found no
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significant difference between rates of HSB reported for Hasidic women and for com-

parisons and suggest that this may reflect gender roles in Hasidic communities: women

often have increased exposure to the secular world in comparison with men resulting in

less sexual naivety.

The Stigma of Illness

Illness can attract stigma in Hasidic communities, and fear of this may reduce patients’

willingness to use services. The case study of a psychiatric rehabilitation centre in

Jerusalem founded and run by Hasidim demonstrates how mental illness is stigmatised

(Goodman 2009; Goodman, personal communication 2009). Mental illness was presented

as deviant, with clients described in dichotomous terms including adult child and civilised

savage. Carers stressed the society’s intolerance of difference, and clients were urged to

conceal their ‘non-normal’ selves in public and to maintain social order. This was backed

up with threats of social exclusion. Schechter et al. (2008) assert that the stigma of mental

illness reduces the willingness of psychiatrically unwell Hasidim to receive treatment,

suggesting that this explains the significantly lower rates of previous inpatient treatment for

Hasidic psychiatric patients compared with non-Hasidic haredi patients. Trappler et al.

(1995) concur, arguing that the stigma of mental illness may be overcome and treatment

successfully provided to Lubavitch patients by treating them in a combined medical-

psychiatric unit. Presumably, this is because patients and their families can claim medical

reasons for admission not psychiatric ones, although the authors do not state this. However,

Needell and Markowitz (2004) suggest that, despite the stigma of mental illness, where

symptoms are extreme and at odds with community norms (symptoms of patients in this

study included hypersexual behaviour), the individual may be urged to seek psychiatric

treatment.

Mark and Roberts (1994) found that Hasidic cancer patients were afraid of stigma, in

particular, fearing that a cancer diagnosis would negatively impact on their own or their

children’s marriage prospects.4 Frequently, this meant that they kept the diagnosis private,

and were reluctant to participate in support groups where members included other Hasidim.

Raz and Vizner (2008) argue that communal organisations may reinforce the stigma of

certain illnesses and conditions. They explored women’s experiences of using a commu-

nity-based programme of premarital genetic carrier testing and matching which tests for 10

autosomal recessive diseases with high prevalence amongst Ashkenazi Jews. Individuals

receive identification numbers, not their test results. When a prospective spouse is sug-

gested, the parties submit their numbers to the programme. If they carry the same recessive

trait, they are told that marriage is inadvisable. The authors argue the message that

ignorance of one’s carrier status is preferable, and the programme’s emphasis on the heavy

burden of the diseases tested for and the difficulties getting married one’s remaining

children would experience increase stigma. Concern that their daughter, due to the stigma

of her psychiatric illness, might not find a good marriage partner appears to be the main

explanation for her parents’ decision to withhold all information concerning her illness

from her fiancé, a decision they upheld after she married and had a child (Feinberg 2005).

Unusually, this decision received Rabbinic approval: generally Rabbis do not condone

such secrecy.

Illnesses do not attract stigma equally. Goddard and Helmreich (2004) found that whilst

Hasidic women were anxious that illness could result in stigma, with the impact on

4 Introductions for the purpose of marriage take place within a formal system of matchmaking.
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marriage prospects of particular concern, osteoporosis was not perceived as sufficiently

serious to have this affect.

Challenges to Care Provision

Ten studies report on potential challenges to the successful delivery of health care to

Hasidic patients and the adaptations health care practitioners may need to make.

Stein-Zamir et al. (2008) report on the health care provision after two measles outbreaks

in Hasidic communities in Jerusalem, one of which occurred in the Bratslav community

(Stein-Zamir, personal communication 2008, 2009). Social and cultural factors presented

challenges. For example, large family size and overcrowding impeded isolation of patients

and the large social gatherings characteristic of these communities also creating difficul-

ties. Outbreak control was further complicated because most patients and their families had

limited or no previous contact with preventive health services. Reasons suggested for this

are firstly that some Hasidic groups consider the State of Israel to be illegitimate and refuse

contact with State agencies, including public health services; secondly, in respect of the

Bratslav community, reasons may include the antipathy towards medicine characteristic of

Bratslav philosophy also noted by Witztum et al. (1990). In consequence, the large

majority of cases were unvaccinated.

A culturally sensitive approach increased immunisation coverage to optimal levels.

Liaison with a community-based health organisation facilitated access to individuals who

did not wish to publicly receive services from State organisations and enabled health

officials to overcome challenges posed by the communities’ cultural insularity and

rejection of secular media. Public health officials held meetings with Rabbis who urged

their respective communities to vaccinate their children. These authors, together with

others, notably Erez et al. (1999) who discuss the interplay between medical care and the

values and social structures in a Lubavitch community, take it for granted that Rabbinic

endorsement enhances community uptake of health services. Hence, Erez et al. (1999)

present a harmonious picture of physician interaction with the community’s Rabbis,

describing how Rabbinic endorsement enhances patient compliance with treatment,

increasing the credibility of physicians and health initiatives. This points to a discontinuity,

although one the authors neither state nor address, between attitudes concerning bio-

medicine held by Rabbis and those held by community members: whilst Rabbis assert the

correctness of medical treatment, a patient may hesitate; whilst Rabbis give credence to

physicians and medical services, community members may require convincing. Questions

include the extent of this divergence of opinion between Rabbis and community members,

and the reasons behind it. Generally, these are unaddressed throughout the literature.

Despite a satisfactory overall achievement, Stein-Zamir et al. (2008) report differing

levels of success between the communities: whilst those in the first outbreak cooperated

with health officials, the Bratslav community was reluctant to comply even with their

Rabbis’ appeals to vaccinate. This finding points to differences between Hasidic groups

and contrasts with the findings in other research reviewed here that Rabbinic exhortations

to comply with medical treatment will be obeyed.

Stein-Zamir et al. (2008) and Erez et al. (1999) illustrate the involvement of Rabbis and

community-based health organisations in effective care delivery. Other research corrob-

orates this. Witztum et al. (1990) report that Rabbis may have an important role in ensuring

compliance of psychiatric patients by endorsing treatment. Shaked (2005) and Shaked and

Bilu (2006) found that mothers of autistic children experienced stress when visiting secular

hospitals. Mothers often appealed to Rabbis, who aligned the secular agency with a
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religious perspective, neutralising the threat. Erez et al. (1999), Zalcberg (2009) and

Shaked (2005) and Shaked and Bilu (2006) report that Rabbis or a group’s Rebbe may

advise concerning appropriate treatment. The latter authors report that where Rabbinic and

medical opinion clashed, often priority was given to Rabbinic advice. Goodman and

Witztum (2002) found that Rabbis referred yeshiva students for psychiatric treatment.

Finally, both Mark and Roberts (1994) and Goddard and Helmreich (2004) report that

Hasidim may prefer to use community-based agencies for referrals to medical care.

Stein-Zamir et al. (2008) demonstrated that Hasidic communities’ sociocultural insu-

larity may present challenges to health care delivery by impeding access to health care

information. Zalcberg (2009) reports a similar finding in her study investigating how

Toldos Aharon Hasidic adolescent girls acquire knowledge about menstruation.5 She

demonstrates that the group’s efforts to assert the dominance of their values involve strict

control of information about the body. Instruction concerning menstruation was scant, and

girls were told that secrecy was preferable. Women’s vocabulary was inadequate to discuss

menstruation, both reflecting and reinforcing the inhibitions surrounding the topic.

Goddard and Helmreich (2004) report that Hasidic women experienced difficulty obtaining

accurate information about osteoporosis and other diseases. Additional challenges resulted

from their restrictive approach to education, which meant that health education was

typically viewed as a waste of time. The wish to maintain cultural insularity may affect

patients’ willingness to use support services. Mark and Roberts (1994) found that Hasidic

cancer patients were reluctant to use support groups whose members came from outside

their community. Language preferences can also have an effect: Law and Wallfish (1991)

found that parents whose main language was Yiddish stated that speech therapy in Yiddish

was essential for their children.

Finally, three papers report on accommodating cultural and religious issues in psy-

chotherapy. These include opposition to couples’ therapy and reluctance to discuss one’s

parents in terms the patient considers negative (Paradis et al. 1996). Witztum et al. (1990)

discuss the psychotherapeutic techniques used in treating Bratslav patients who frequently

used kabbalistic terminology to articulate distress. Familiarity with this, respect for nor-

mative Bratslav practice, and using interpretations couched in terms of the patient’s frame

of reference assisted in both establishing a therapeutic relationship and directing treatment.

The criticism has already been made that the large majority of authors do not contex-

tualise their findings against the background of research conducted in other populations

and therefore are unable to provide a complete analysis of the extent to which their findings

are idiosyncratic of Hasidic populations. Our examination of this literature in respect of

spiritual healing, stigma and use of religious explanatory models indicates that patients

from other religious or ethnic groups may share beliefs and behaviours similar to those

exhibited in the Hasidic samples. It is regrettable that the authors of Hasidic studies did not

draw upon the wider literature in their own analyses and discussions. For example, echoing

the findings that Hasidic patients have recourse to spiritual healing (Dein 2002, 2004a, b;

Littlewood and Dein 1995; Shaked 2005; Shaked and Bilu 2006), Ismail et al. (2005) found

that Muslim, Sikh and Hindu patients with epilepsy in the United Kingdom used different

religious and spiritual treatments in the quest for a cure, often after the perceived failure of

biomedicine. These included prayer, recitation of religious texts, pilgrimages, religious

5 Toldos Aharon (lit. Generations of Aharon) was founded in the mid-twentieth century by Avrohom
Yitzchok Kahn (d. 1996) and has its headquarter in Mea Shearim in Jerusalem. Toldos Aharon is charac-
terized by fervent and emotional prayer and an exceptionally strict lifestyle.
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healers and amulets. Patients from other religious or ethnic groups use religious explan-

atory models to account for a range of illnesses in ways which resemble findings from

Hasidic populations. For example, Koffman et al. (2008) found that some respondents in

their sample of Black Caribbean and White British cancer patients used religious accounts

and Biblical texts to comprehend their cancer, creating a narrative that provided a

meaningful and accessible path through their experience of illness. In the United States,

Skinner et al. (2001) found that Latino families used religious frameworks to interpret their

children’s developmental disabilities. Stigma attaching to illness is not unique to Hasidic

populations. Flanagan and Holmes (2000) and Wilson and Luker (2006) report that cancer

patients in the wider populations and members of their families felt stigmatised, experi-

encing social exclusion and isolation. Mirroring the findings of Mark and Roberts (1994),

Chapple et al. (2004) found that fear of stigma could influence lung cancer patients in their

decisions to keep their diagnosis secret and to refrain from using support groups. Kwok

et al. (2005) found that fear of stigmatisation was a barrier to mammography uptake in

Chinese-Australian women. Stigma against the mentally ill is well reported: Corrigan et al.

(2000) report that individuals with mental illnesses are viewed more harshly than those

with physical illnesses, whilst the US Department of Health and Human Services (1999)

reports that stigma is the most significant obstacle to the treatment of mental disorders.

Conclusions

This is the first review of the literature investigating health care behaviours and beliefs in

Hasidic populations. Despite, at times significant, methodological shortcomings, the

reviewed studies reveal that Hasidic Jews express particular beliefs and behaviours in

relation to illness and health care across a variety of clinical conditions. Research, largely

unconsidered by these authors, indicates that patients from other ethnic and religious

groups may express similar beliefs and behaviours. However, those studies that provide

in-depth analysis of Hasidic thought and practice suggest that, despite areas of common-

ality with other groups, some behaviour and beliefs of Hasidim is idiosyncratic, reflecting

specific religious and sociocultural characteristics, with implications for clinical practice.

Although religious figures have a recognised role in health care and chaplains frequently

are members of multidisciplinary teams, particularly in oncology and palliative care, cli-

nicians unused to working with Hasidic patients may be unfamiliar with the ways in which

Hasidic religious authorities may participate in these patients’ coping and decision-making.

Whilst patients from other religious groups approach chaplains for religious support

(Flannelly et al. 2007), to discuss religious and existential issues (Strang and Strang 2002),

for psychosocial support (Wright 2001), and to discuss diagnosis, prognosis and symptoms

(Strang and Strang 2002), the reviewed studies indicate that Hasidic patients approach their

religious authorities for different reasons, including spiritual healing, medical referrals and

involvement in treatment decisions. Flannelly et al. (2007) suggest that pastoral inter-

vention varies according to the religious group to which chaplain and patient are affiliated,

with interventions reflecting practices normative to that group. Hasidic Judaism empha-

sises comprehensive orthopraxis, as well as orthodoxy, together with mystical practices

and beliefs. Hence, it is unsurprising that contact between Hasidic patients and Hasidic

religious authorities includes activities that patients from other religious groups may not

expect or require of their clergy.

The involvement of Rabbis or a Rebbe in patients’ decision-making could be perceived

as implying denial or avoidance of personal responsibility. Yet research with haredi breast
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cancer patients indicates that patients who involved Rabbis in their treatment decisions

took their responsibilities seriously. They took an active role in the process, carefully

selecting the Rabbi who they judged had the knowledge and experience to make the best

decision on their behalf, and providing information regarding their personal situation and

treatment preferences (Coleman-Brueckheimer et al. 2009). By involving a Rabbi in their

decisions, participants aimed to ensure that their actions accorded with Halacha and hence

with God’s will and that they fulfilled their responsibilities as haredi Jews. Lee et al. (2006)

report that a sense of control and continuity of meaning following a cancer diagnosis is

associated with positive psychological adjustment. In choosing to consult their Rebbe or

Rabbi, Hasidim participate in a religiously and socially sanctioned method of decision-

making continuous with their beliefs. By subjecting treatment decisions to these methods

of decision-making, they impose meaning on their illness and on the activities that take

place in relation to it. By enabling this method of decision-making for those who desire it,

and by facilitating Hasidic religious authorities by engaging in open discussion, subject to

patient consent, clinicians may bring benefits for their Hasidic patients.

Interpretations of illness reflect both personal and social constructions of meaning.

Amongst its functions, religion is a cognitive schema providing representations of the

world assisting individuals in making sense of their experiences. Research in other pop-

ulations suggests that those who have established strong religious beliefs are particularly

likely to use religious explanations that preserve those beliefs (Pargament 1997, p. 207)

and that individuals confronting the ‘boundary conditions of life’, such as serious illness,

are more likely to find religious interpretations of their illness compelling (Pargament

1997, p. 153). Hence, it is unsurprising that Hasidic participants in the studies reviewed

here incorporated religious elements in their explanatory models of illness. Koffman et al.

(2008) argue that patients’ use of religious explanatory models should not automatically be

interpreted as implying denial or avoidance of personal responsibility. Their findings

indicate that patients’ use of religious models was a deliberate attempt to understand cancer

and its impact. Whilst use of religious models can have a positive impact, Fitchett et al.

(2004) note that some patients may experience religious struggle leading to poorer out-

comes resulting from their attempts to integrate serious illness into their existing beliefs.

Similarly, Gall (2004) found that religious interpretations of illness could be detrimental to

well-being: prostate cancer patients who associated cancer with God’s anger experienced

poor emotional and social functioning. Whilst demonstrating respect for religious

explanatory models may aid a therapeutic relationship, clinicians should remain aware of

the possible negative effect on well-being patients may experience. The religious-cultural

context may influence the illness experience in other ways, particularly symptom presen-

tation in mental illness. Demonstrating respect for and familiarity with the culturally specific

ways in which psychiatric patients may express and articulate their distress can aid clini-

cians’ therapeutic relationships with their Hasidic clients. However, Needell and Markowitz

(2004) caution against the effects of transference that may lead the clinician to observe

idiosyncratic behaviour or beliefs in respect of Hasidic patients where there are none.

Hasidim may be less educated concerning health care and illness prevention than

members of the wider population due to sociocultural insularity, and clinicians may find

implementing successful health education programmes a challenge. Liaison with religious

authorities and community-based health care organisations may provide a valuable access

point to these communities, enhancing both individual and group compliance and the

credibility of physicians and health services. However, as research reviewed above dem-

onstrates, such involvement does not always have this result. Other challenges to care

provision may be posed by language barriers, and general mistrust and reluctance to
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engage with the medical profession on the part of some groups. The effects and fear of

stigma may impact on patient outcome and on willingness to engage with services.

Additionally, clinicians in Israel may face challenges when working with Hasidic groups

who do not recognise the legitimacy of the State of Israel and refuse on principle to engage

with government authorities.

As we have shown, there is a paucity of research into the health care behaviours and

beliefs of Hasidic Jews, and much of the extant literature is subject to methodological

shortcomings. Further research, of high methodological and analytical quality, is required

in this area. Such research might examine the role of specific theologies in understandings

of health and help seeking; the impact of specific religious practices such as prayer and the

reading of religious texts on physical and mental health; tensions between religious and

biomedical explanatory models and the role of the Rebbe in the provision of culturally

appropriate health care. More specifically, in their role as culture broker, the spiritual

leader may facilitate communication between the Hasidic community and mainstream

biomedical health care providers. The findings of such research will better inform the

provision of culturally competent care to patients from this group and potentially improve

both health and well-being.
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