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Chapter 7 

Conclusions and discussion



‘k Ben Brahman. Maar we zitten zonder meid

‘k Ben Brahman. Maar we zitten zonder meid.
Ik doe in huis het een’ge dat ik kan:
‘K gooi mijn vuilwater weg en vul de kan;
Maar ‘k heb geen droogdoek; en ik mors altijd.

Zij zegt, dat dat geen werk is voor een man.
En ‘k voel me hulp’loos en vol zelfverwijt,
Als zij mijn lang verwende onpraktischheid
Verwent met wat ze toverde in de pan.

En steeds vereerde ik Hem, die zich ontvouwt
Tot feeërie van wereld, kunst en weten:

Als zij me geeft  mijn bordje havermout,
En ‘k zie, haar vingertoppen zijn gespleten,

Dan voel ik éénzelfde adoratie branden
Voor Zon, Bach, Kant, en haar vereelte handen.

J.A. dèr Mouw, from: Brahman I 1919.

P3: 
Yes, in that sense perhaps the boundary between experience and religious 
experience is a bit thin. For me faith is something that should at least 
stamp or color my whole life and in that sense every experience is colored 
by that faith. Both negative and positive experiences. It is also not my 
intention to keep a bit apart. Th ere are neutral experiences, and there are 
religious experiences in which I encounter something from God, because if 
all goes well, He works in everything.

P29: 
But in my psychosis, I literally saw demons fi rst of all during the fi rst 
psychosis and then angels during the second psychosis. I have literally 
experienced, felt and thought things, but it was absolutely right. I also 
thought for a long time – no, that’s just a brain disease. I have tried to 
think that way for a long time – that it is just a psychiatric illness. But I 
cannot maintain that thought and still function. So I do have to immerse 
myself in what I have seen and felt and done. I really had to make an 
eff ort to do the things that I am now doing and to achieve what I am now 
achieving.
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General  Introduct ion

� is dissertation8 originated in the practice of hospital chaplaincy in mental health care. 
� e general research question with which this study started was: 

How do stable patients with a diagnosis of bipolar disorder interpret religious experiences 
that occur during illness episodes and in stable periods and what do they expect of treat-
ment with regard to such experiences? 

A mixed method design with a qualitative (N=34) and a quantitative (N=196) component 
was used to explore religious experiences and the interpretation of them. 

In this chapter, the conclusions will be presented as an answer to the sub-questions for-
mulated in Chapter 1 (7.1). First, general and religious characteristics of the two samples 
will be compared to the ‘Altrecht Bipolar’ department and to the general Dutch population 
(7.1.1), to give an indication of the generalizability of the study. � is section is followed by 

8 � e American term ‘dissertation’ is used because most articles are published in American journals and are 
written in American English spelling. 

Figure 7.1. Structure of the four clusters of research questions in relation to the chapters of the dissertation
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a summary of the main results and conclusions from the four clusters of sub-questions, in 
7.1.2 – 7.1.5. Th e sub-questions will be recapitulated at the beginning of each section. Th e 
main results from both components of the study, the qualitative as well as the quantitative, 
will be summarized in their interrelatedness and divergence and not by sub-question. Th e 
structure of the four clusters of sub-questions can be found in the fi gure below, fi gure 7.1. 
Th e main points of discussion are presented in 7.2, recommendations for further research 
and clinical practice in 7.3, and strengths and limitations of the study in 7.4. 

7.1  Main results and conclusions

7.1.1  Research samples 
Table 7.1 shows that the qualitative sample was comparable with respect to gender, mean 
age and diagnosis to the ‘Altrecht Bipolar’ population9. However, in terms of care needs, 
this sample contained some persons who had had contact only with a general practitioner 
for medication and with an alternative or independent therapist when needed, because 
they had been stable for some years. Th e qualitative sample was recruited not only via Al-
trecht Mental Health. Half of the sample had applied for the study via the patient organiza-
tion and as a reaction to a blog on an interactive website on psychosis. It is possible that the 
qualitative sample represents a group of patients who are less impaired by bipolar disorder 
than the group being treated in a specialist department for treatment of bipolar disorder. 

Th e quantitative sample does not diverge from the ‘Altrecht Bipolar’ population in diag-
nosis, gender and mean age. Th e percentage of married/cohabiting participants was rela-
tively high, compared to the ‘Altrecht Bipolar’ population. Th e educational level was high, 
compared to the general Dutch population, but education was not assessed in standard 
research assessments at the department ‘Altrecht Bipolar’. 

It can be assumed that the current quantitative sample of the ‘Altrecht Bipolar’ patient 
population is fairly representative for that patient population, although a certain, higher 
affi  nity with religion cannot be excluded. Patterns of associations are expected to carry 
suffi  cient validity.

Table 7.2 shows the religious characteristics of the samples compared to the general Dutch 
population, describing the various measures of religiosity/spirituality used in the study. 
No fi gures for the department ‘Altrecht Bipolar’ on this point are available. Both samples 
of the study were more religious than the general population in regard to religious affi  li-
ation. In the qualitative sample, a relatively large number of participants had a Protestant 
background. Th e personal religious development that the participants of both samples had 
gone through during the course of their lives was similar in respect to general trends in the 
Dutch population toward more affi  nity with new and hybrid forms of spirituality. In the 
qualitative sample the general trend toward an evangelical affi  liation was present as well, 
but not in the quantitative sample. 

9 In this chapter, ‘Altrecht Bipolar’ refers to the total specialist outpatient department for bipolar disorder. 
Th e term ‘interviews’ refer to the qualitative sample/qualitative component of the study. Th e quantitative sample 
or quantitative component of the study is part of the ‘Altrecht Bipolar’ population. In the text words such as ‘sur-
vey study’ and ‘questionnaire’, refer to the quantitative component of the study.
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Th e quantitative sample was more religious in regard to self-defi nition as ‘only spiritual’ 
and ‘religious and spiritual’. With respect to religious involvement, as measured by ‘God 
in Nederland 2015’ [God in the Netherlands 2015] (Bernts & Berghuijs, 2016) and religious 
praxis, the quantitative sample showed higher rates of involvement than the general Dutch 
population. Religious involvement was not measured in the qualitative sample by validat-
ed instruments, but based on what was gleaned from the interviews, it was clear that faith 
or spirituality was, on average, more important in those who had applied to take part in 
the survey than it was in the general population. 

From these fi gures it can be hypothesized that bipolar disorder may lead to increased re-
ligious involvement, especially in new spirituality. Th e religious quest related to religious 
experiences in illness-episodes, as described in the qualitative component of the study, 
led to (increased) religious involvement in some of the participants. In the interviews, 
six persons without any religious background became religious/spiritual owing to their 
religious experiences during manic episodes. To affi  rm this hypothesis, more prospective 
research is needed. 

Conclusion 1. Th e religious quest related to religious experiences in illness-episodes, 
leads to (increased) religious involvement, especially in new spirituality, in some of this 
patient group. 

Table 7.1. General characteristics of the qualitative and quantitative samples
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Table 7.2.  Religious characteristics of the qualitative and quantitative samples, compared to the general population 
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7.1.2  Religious experiences: content and prevalence

1a. Which religious or spiritual experiences occurring during diff erent illness episodes of bi-
polar disorder do persons with this diagnosis report in retrospect, when they are stable? 
Do these experiences diff er from the religious experiences they report in stable periods? 

1b. What is the prevalence of the diff erent types of religious experiences in a Dutch outpatient 
sample with bipolar disorder? 

Religious experiences during manic episodes
In the qualitative study, a gamut of experiences, perceived as religious or spiritual, ap-
peared. Most of the experiences were viewed as positive and when related to mania, only 
a few were described as negative (Chapter 2 and 3). From qualitative analysis, a catego-
rization of diff erent types of religious experiences was made, which served as the basis 
for the survey items on the prevalence of the various types of religious experiences (see 
Appendix 1). 

Experiences of ‘horizontal transcendence’, namely ‘an intense experience of happiness, 
love, peace, beauty or freedom’ (77%) and ‘an experience of meaningful synchronicity’ 
(66%) occurred most frequently in the quantitative component of the study. 

Other types were similar to oft en-used concepts in the psychology of religion (Hill, 
Hood & Spilka, 2009): experiences of ‘the presence of God’ (numinous experiences) oc-
curred in 44% and experiences of ‘unity’ (mystical experiences) occurred in 57% of the 
quantitative sample.

Some categories most probably are consistent with concepts used in the psychiatric lit-
erature, such as delusions of grandiosity (‘the feeling of being an important religious per-
son’, 20%) and hallucinations (visions, 21% and voices, 12%). Th e prevalence of these types 
of experiences was however low. 

In both the qualitative and the quantitative sample, a small group of participants report-
ed ‘paranormal’ experiences, e.g. contact with the dead, out-of-body experiences, clair-
voyance or near-death-experiences (Hood, Hill, & Spilka, 2009) or phenomena usually 
occurring in evangelical churches, such as glossolalia, conversion or healing experiences. 
‘Paranormal experiences’ were encompassed within the questionnaire as an answer to the 
open question about religious experiences. Such experiences were reported in both sam-
ples. Th is result cannot be compared to Dutch sociological research, but Berghuijs (2016) 
for example mentions an experience of contact with deceased persons in 20% of the Dutch 
population, out-of- body-experiences in 10%, and memories of a former life in 7%. Th is 
means that for a small part of the Dutch population paranormal experiences and beliefs 
are part of modern religiosity. 

Th e prevalence of ‘meaningful synchronicity’, ‘divine presence’ and a ‘profound spiritual 
insight’ diff ered only slightly from the prevalence of comparable experiences in the gener-
al population (Berghuijs, 2016, Berghuijs, Pieper & Bakker 2013; De Hart, 2011). However, 
unity or mystical experiences occurred twice as oft en in the survey sample than in the 
general population. Th e following conclusion can be drawn from these results: 
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Conclusion 2: Th e content of religious experiences that occur during mania can oft en 
not be distinguished from religious experiences described in the literature in the fi eld of 
the sociology or psychology of religion; they are part of the religious idiom of modern 
society. Some experiences most probably fi t into psychiatric categories.

Conclusion 3: Experiences of unity occur twice as oft en in people with bipolar disorder 
in treatment than in the general population. 

Religious experiences in depression
Although depression is of longer duration and is more onerous and wearisome for most 
patients than (hypo) manic episodes (Kupka & Nolen, 2009), participants in the quali-
tative study generally did not qualify these depressive states or experiences as religious 
or spiritual. From their descriptions existential suff ering was evident, but religious expe-
riences and even more so religiosity in general were mostly absent, according to partic-
ipants. Th e ambiguity of the formulation ‘experience’ of something that is absent, makes 
quantitative assessment of religious experiences in depression diffi  cult. However, the ab-
sence of God, or the absence of any form of meaning or religiosity during depression, can 
have religious signifi cance from a researcher’s point of view. Swinton and Mowat (2006) 
call it “the meaningless abyss of depression” (p. 126) and attribute religious or existential 
dimensions to depression. It was more diffi  cult to describe by participants in the present 
study than the positively formulated religious experiences related to mania. 

Th e two types of ‘absence’ experiences in the quantitative component of the study oc-
curred in about half of the persons who had had religious experiences. Th e more religious 
participants were, the more they reported such ‘absence’ experiences, which favors an 
interpretation thereof within their religious framework. (See Table 7. 3). 

A few negative experiences of the presence of evil, or of guilt and punishment were de-
scribed by a few participants. Th ose participants had a Christian background in which evil 
and guilt were an integral part of the belief they were educated in or part of their present 
affi  liation. From these combined fi ndings we may conclude that: 

Conclusion 4: Existential suff ering is clearly present during depression in bipolar dis-
order, but is seldom described in religious terms. Th e more religious people are, the 
more oft en they experience God as absent during depression, or experience no religious 
experiences or religiosity at all.

Religious experiences in stable periods
In the questionnaire, items did refer to religious experiences that could be marked as oc-
curring both in illness episodes and in stable periods. Th e report of experiences only dur-
ing stable periods was low (see Table 4.4). 

In the qualitative component of the study, it became clear that the perception of what a 
religious experience is, varied considerably among participants. A sliding scale between 
experiences in stable periods and mania, simple experiences of love and beauty or par-
anormal experiences were all mentioned as religious experiences in stable periods. Th e 
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absence of any religious experience in normal daily life was mentioned as well. A tendency 
to qualify the intense experiences during mania as religious, more than daily experiences 
in stable periods, was clearly present. Th is could be the reason for the relatively low rates 
of religious experiences reported in stable periods in the quantitative sample. Th e afore-
mentioned fi ndings lead to the following conclusion:

Conclusion 5: People with bipolar disorder report a variety of religious experiences oc-
curring during stable periods, dependent on their religious orientation. However, they 
tend to evaluate extraordinary experiences related to mania more oft en as religious or 
spiritual than ordinary experiences in stable periods.

Table 7.3 Associations between ‘any negative experience’ (summation of two types) and original/present affi  liation 
and self-defi nition as religious or spiritual
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7.1.3  Explanatory models of religious experiences

2a. How do individuals with bipolar disorder interpret religious experiences when they are 
stable? 

2b. What is the prevalence of these diff erent types of explanation of religious experiences in a 
Dutch outpatient sample with bipolar disorder? 

2c. How are religious experiences related to diff erent mood episodes and the diagnosis of  
Bipolar I or Bipolar II disorder? 

2d. How are the religious experiences and their frequency of occurrence related to the reli-
giousness of the participants?

2e. How are the various types of explanation of religious experiences related to Bipolar I and 
Bipolar II disorder and to religiousness of the participants?

Plural ways of interpreting religious experiences related to illness episodes 
In the interviews, we found that participants oft en inadvertently used religious as well as 
medical terminology to describe their experiences. Th e participants also refl ected con-
sciously on the infl uence of the experiences on their lives and on the infl uence of the 
illness on their religious experiences. Spiritual growth, new insights, and feelings of con-
nectedness, coherence and purpose in life were set against excessive preoccupation with 
the experiences, with magical thinking and with delusional ideas of grandeur. Participants 
also described the costs and the apparent losses they had suff ered because of these manic 
episodes in various domains of life, even when they had, in their view undergone impor-
tant religious experiences during such epsiodes. Religious explanations were derived from 
al kinds of literature, the internet, the alternative new spirituality circuit and the evan-
gelical movement, each with its own forms of healing. However, depressive episodes that 
unsettled any kind of formerly given meaning added to doubt and uncertainty about the 
interpretation. Th ese processes had made ‘experienced’ participants – for example those 
with a long history of bipolar disorder- cautious toward religious experiences.

In the fi rst place, the tension between religious and medical explanatory models ap-
peared as a dialogue within the person. Figure 7.2 shows the diff erent levels (personal, 
medical and cultural) of explanations in the study that have a dynamic affi  nity.

In the fi gure, personal religious explanatory models refer to explanations derived from 
religious and spiritual traditions, which are interpreted in a way that is personally relevant. 
Th e depicted explanations are some examples from the interviews. Medical explanatory 
models are conveyed to patients once they have been diagnosed. Cultural religious and 
spiritual explanatory models refer to the expression of theories and the corresponding 
societal forms of religious or spiritual healing, of which complementary and alternative 
therapies are part. 

Th eories held by participants in the study varied from simple folk-theories to sophisti-
cated analyses as Jungian psychology, psycho-synthesis or mystical theology. Th e intensity 
of involvement in alternative healing or in the quest for other alternative explanations also 
varied, from following a workshop or incidentally visiting a conference to intensive en-
gagement in courses and study. Th e Crazy Wise conferences and the spiritual emergency 
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network (SEN), given as an example in the figure, are exponents of an international net-
work that explores spiritual dimensions of psychotic crises, related to transpersonal psy-
chology. New Wine conferences represent the international evangelical/charismatic Vine-
yard movement in churches that proclaims the coming kingdom of God through healing, 
delivering from evil and doing justice. These are examples of the variety of religious and 
spiritual explanatory models mentioned in the qualitative component of the study that 
can be found in contemporary society. In the quantitative component of the study, 10% of 
people with religious experiences viewed them as a ‘spiritual crisis or a crisis of faith’. The 
‘spiritual crisis’ terminology, predominantly found in transpersonal psychology literature, 
is apparently not widespread in the ‘Altrecht Bipolar’ sample. However, on the internet, 
information at all levels of explanation and degrees of sophistication can be found.

As shown in Chapter 6, 42% of the respondents of the questionnaire viewed their reli-
gious experiences as having both religious and pathological features. The results in Chap-
ter 4, as a response to sub-question 2c and 2d showed that religious experiences occurred 
significantly more often during mania than during other episodes and more frequently in 
participants with a bipolar I than in those with a bipolar II diagnosis. At the same time, the 
occurrence of religious experiences was significantly related to the level of religiousness. 
The ‘both/and’ explanatory model of religious experiences shows that people with bipolar 

Figure 7.2. Three levels of explanatory models of religious experiences in bipolar disorder 
Note: The size of the various forms is no indication of the frequency of the relevant explanatory model
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disorder who think that even when religious experiences are derailed because of the illness, 
still may view these religious experiences as genuine. Th e quantitative outcomes support 
this ‘both/and’ explanatory model of religious experiences in bipolar disorder. 

Explanatory models – their internal coherence and their associations 
with diagnosis and religiousness 

In the interview study, the ’both/and’ medical/religious explanation oft en went along with 
an explanatory model of the experiences as part of someone’s spiritual development. Th e 
survey outcomes showed that the more religious the participants were, the more they saw 
the experiences as part of their spiritual development. As such, the less they interpreted 
them as exclusively pathological and therefore the less important it was to eschew them. 
On average almost half of the participants who had had religious experiences held the 
view that religious experiences in illness episodes were either part of their spiritual devel-
opment or had deepened their faith. 

In both study samples, doubt was an important theme. In the interviews, doubt was 
most oft en mentioned in relation to depression, when the entire religious life of partici-
pants could become unsettled. Doubt was also reported as a consequence of communi-
cation with others, when the participants encountered a response of disapproval. In the 
survey almost a third of the respondents who had had religious experiences, reported  
‘doubt about the authenticity of the experiences’. Besides, the fact that a mere 15-25% of 
participants with religious experiences did not know how to answer the items on explan-
atory models also points to uncertainty about their meaning. 

A strict division between groups who interpret their experiences as exclusively patho-
logical or exclusively spiritual cannot be obtained from the quantitative fi ndings. Half of 
the group that viewed the experiences as part of their spiritual development also accepted 
the ‘both/and’ explanation, viewing the experiences as having aspects of both pathology 
and religiosity, which is in line with the qualitative fi ndings. Th e explanatory models were 
not signifi cantly related to a BD I or BD II diagnosis. Th ese results lead to the hypothesis 
that a higher level of religious involvement and especially religious coping support people 
in making sense of the religious experiences related to bipolar disorder. Th ese fi ndings 
lead to the following conclusions:

 
Conclusion 6: Th e view that religious experiences can have both religious and patholog-
ical features can be part of a critical evaluation of those experiences, whereas they are at 
the same time seen as part of someone’s spiritual development. 

Conclusion 7: Th e stronger the religious coping and the religious involvement of people 
with bipolar disorder, the greater is their belief in religious experiences as an integral 
part of religiosity and spiritual growth; the weaker is their conviction that religious 
experiences are exclusively pathological and better to avoid.
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7.1.4  Perceived lasting infl uence of religious experiences

3a. How do participants describe and evaluate changes in their explanations of religious ex-
periences during the course of their lives and, according to their own perception, what is 
the lasting infl uence of such experiences?

3b. What is the prevalence of the perceived lasting infl uence of each of the experiences and 
how do the participants themselves evaluate the general infl uence of the experiences on 
their overall lives? 

3c. How is the perceived lasting infl uence of religious experiences related to the diagnosis of 
Bipolar I or Bipolar II disorder and to the religiousness of participants? 

Lasting infl uence as the ‘fruit’ of an ongoing process of interpretation
Th e lasting infl uence of religious experiences and the view that religious experiences in 
illness episodes can be part of someone’s spiritual development, are related and overlap-
ping topics. Th ey point to the ‘fruits’ (James 1902) of those experiences. Participants who 
evaluated their religious experiences as part of their spiritual development in the inter-
views, reported positive changes in the perception of their lives as purposeful and part of 
a coherent whole, growing insight into themselves and the nature of reality, acceptance of 
their problematic past or of the illness, and sometimes commitment to help others with 
the same condition. 

It may not be entirely correct, however, to attribute this infl uence directly to the religious 
experiences themselves. Th e accounts of the infl uence of the experiences in the interviews 
were already a product of a long interpretation process, especially for those who were older 
and had a long history of bipolar disorder. Th e infl uence of religious background on inter-
preting even negative experiences aft erwards as contributing to spiritual growth in some 
cases, showed that a religious framework to interpreting the experiences as meaningful, 
might be more important than the experiences themselves. Th e decreasing importance 
of the experiences through the course of their lives for several older participants and the 
development of a more balanced attitude towards religiosity was related to various factors, 
including involvement in a religious or spiritual tradition or community, growing wisdom 
in illness management over the years and perhaps simply getting older and wiser. 

Th e interviews showed that the quest for signifi cance of the experiences was an ongo-
ing process, which oft en had a trial-and-error character. It fl uctuated between an intense 
quest for signifi cance, alternating with doubt and distance towards the experiences. Th e 
interpreting process was dependent on mood swings, course of the illness, (changing) 
religiousness of the person and communications with others (addressed in 7.1.5). A variety 
of spiritual or religious explanatory models and the medical model were involved in this 
ongoing interpreting process. For some participants the discrepancy between the religious 
experiences in mania and normal daily life remained painful and the struggle to integrate 
them into one’s life story challenging.
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Conclusion 8: Th e process of the interpretation of religious experiences is a process that 
is very likely to develop over time, infl uenced by mood swings, course of the disorder, 
original and present religiousness of the person and communication. Th e lasting infl u-
ence of experiences must be seen in the light of this process over the years.

Evaluating lasting infl uence of the religious experiences10

Th e occurrence of perceived lasting infl uence ranged from 4% to 36% of the total quanti-
tative sample. In six experiences (open question included) the perceived lasting infl uence 
was about two times lower than the total frequency of the diff erent religious experiences 
(See Table 4.3). Lasting infl uence was estimated to be the lowest for the ‘feeling of being 
an important religious person’. However, for two thirds of those who had heard a divine 
voice, such an experience was scored as having ‘lasting infl uence’. In other experiences it 
was lower or higher. Th e diff erences in perceived lasting infl uence might be explained by 
the evaluation process of religious experiences in retrospect. Respondents attributed the 
lowest lasting infl uence to item 10 (the feeling of being an important religious person). 
Th e feeling of being an important religious person can probably only withstand reality 
testing in very few cases. Th is experience was therefore ironically described by some in 
the interviews. Th e same may be true for the experience of having a mission for the world. 
Both experiences can refer to a delusion of grandeur and were actually interpreted as such 
by some participants in the interviews. However, experiences with a noetic quality11, have 
a higher probability of having lasting infl uence, containing metaphysical insights such as 
the existence of God, the acknowledgment that everything is connected and pervaded by 
love, the nature of time, or profound self-insight. Th ese insights were not lost when people 
had recovered from a manic episode. 

Th e experiences of seeing a divine apparition or hearing a divine voice, in psychiatry 
referred to as visual or auditory hallucinations, constitutes perhaps a separate type in the 
list. Th ey did not occur very frequently in the total sample (20% and 12%), compared to 
other experiences, but their lasting infl uence was assessed by a relatively high proportion 
of those who had undergone such experiences (11% and 8% of the total sample, which is 
more than half and two-thirds respectively of the vision-seeërs and voice-hearers in the 
study). Th is result might be explained by the fact that hearing divine or angelic voices and 
seeing divine apparitions are inherently part of the Christian tradition and of forms of 
new spirituality as well.

In the survey study, we also measured the positive or negative infl uence of the totality of 
the religious experiences on the lives of respondent. More than half (58%) of the persons 
who had had religious experiences, perceived the infl uence of those phenomena on their 
lives as positive and life changing, whereas only 7% perceived the infl uence as negative.

10 With thanks to Bart van den Brink for his helpful commentary on the issue of interpreting of diff erences 
in perceived lasting infl uence in the various religious experiences. 

11 In the literature about religious experiences, the noetic quality of religious experiences refers to a moment 
of intellectual illumination or of a clear conception of the nature of the cosmos or the meaning of human life  
(Bucke, in Weima 1981, James 1902, Laski 1961, Van Ijssel 2007). In the literature referring to Christian mystical 
experiences, knowing of God beyond forms is cited as a stage of mysticism as a spiritual path (Laski 2007, Waay-
man 2000). Experiences of this last, Christian type, were not reported in this study. 
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Perceived lasting infl uence of the totality of religious experiences was weakly associated 
with diagnosis, and strongly with defi ning oneself as ‘religious and spiritual’ (see Table 
3.5), which is the most religiously involved group, compared to the other groups in Dutch 
sociological research (Berghuijs, Pieper and Bakker 2013). Th e experiences of ‘intense 
happiness etc.’, of ‘unity’ and of ‘divine presence’ in particular were signifi cantly associated 
with the ‘religious and spiritual’ group. It may be hypothesized that the more fervently 
religious people are, the more oft en, in retrospect, they will regard noetic experiences as 
being of lasting infl uence. 

Conclusion 9: Religious experiences that have a noetic quality and belong to the ‘nor-
mal’ or more accepted religious discourse in society are more oft en evaluated as having 
lasting infl uence by people with bipolar disorder. 

7.1.5  Communication and treatment expectations

4a. With whom do patients in both samples communicate about their religious experiences 
and what do they indicate as supportive/not supportive in this communication?

4b. Which expectations do persons with bipolar disorder have of professionals in mental 
health care, including health care chaplains, with regard to their religious experiences? 
What is helpful and contributes to recovery in their view? How important is the topic for 
them?

Many participants in the interviews reported that they longed for a non-judgmental 
space in which a defi nitive evaluation of the truth of their religious experiences could be 
suspended and their meaning could be explored. Th is was seen as an important condition 
for sharing religious experiences with others. At the same time they expressed the need 
for critical (though accepting) communication partners, with regard to the content of the 
experiences as well as to their sometimes obsessional occupation with such experiences. 
Religious experiences were most oft en shared with family and friends (71%), according to 
the survey outcomes. However, ambiguity in the relationship with close relatives owing 
to the tension between support and overprotectiveness, was a theme in the interviews. 

Th e second large group with whom people discussed their religious experiences were 
mental health professionals (48%). Participants of the qualitative sample mentioned the 
perceived or feared reductionism of treatment approaches or attitude of professionals 
as a stumbling block when communicating with them. Th e criticism of reductionism 
concerned an issue broader than religiosity or religious experiences alone and was not 
disorder specifi c. Th e focus in treatment on mental and social functioning rather than 
on existential issues, disinterest or disrespect in regard to reported religious experiences, 
and diff erences in life philosophy (scientifi c versus religious) were mentioned as hin-
drances in the treatment relationship. For some people this was a reason for restraint in 
sharing their religious experiences even when other subjects could be addressed appro-
priately. Communication on the topic of religious experiences and religiosity with nurses, 
case managers and psychotherapists was evaluated more positively in the interviews than 
communication with psychiatrists. In the survey however, psychiatrists were the largest 
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group within mental health care with whom people had talked about their religious expe-
riences (30% with psychiatrists, 24% with psychologists, 18% with nurses/case managers). 

In the interviews, psychiatric expertise of mental health care professionals was experi-
enced by some people as a necessary counterbalance to a one-sided emphasis on religious 
explanations. Other positive aspects of the professionals’ attitude that they appreciated 
were: felt interest, openness to subjective interpretations, shared decision making, the 
encouragement of patients in their quest for meaning, and the revealing of vulnerability 
or fallibility on the part of the professionals themselves, which was perceived as shared 
humanity. Th e lack of contact between hospital chaplaincy and other professionals was 
mentioned as an omission by a few interviewees. 

Respondents of the survey had, to a limited degree, contact with clergy about their 
experiences (12% with clergy outside the hospital and 6% with hospital chaplains). Th is 
could be due to secularizing tendencies, and also in clinical settings to the absence of 
hospital chaplaincy in the bipolar specialist outpatient department. In the interviews, a 
free space for various interpretations, input of diff erent spiritual sources, openness, ac-
ceptance, advice, relativism, counterbalance, trust and prayer were appreciated in the at-
titude of hospital chaplains, either in individual counseling or in interreligious groups. 
Contact with peers about religious experiences was reported as helpful or desired in the 
qualitative study. Communication about religious experiences occurred almost as oft en 
with other patients as with clergy in the survey study. 

Peer support groups (both organized by hospital chaplaincy and by the patient organi-
zation) were experienced as being helpful but under three conditions. First, the necessity 
of adequate guidance by persons with both religious and psychiatric expertise was men-
tioned. Second, religious diversity in the group was viewed as added value, although too 
great a diversity (for example, between new spirituality and an evangelical background), 
was mentioned as a possible problem in communication. Th ird, a diff erence in the degree 
of acceptance of the disease was mentioned as an obstacle in group communication. Peo-
ple who have just been diagnosed do things diff erently from people who have been living 
with bipolar disorder for years.

Conclusion 10: People with bipolar disorder have two clear needs in regard to com-
munication about religious experiences: ‘recognition’ and ‘a critical sounding board’. 
More than half of the people with religious experiences prefer the topic to be addressed 
in treatment. Half of the persons with bipolar disorder consider religiosity in general 
an important factor in treatment. 

Conclusion 11. Fruitful exploration of BD-related religious experiences in treatment, 
or in peer-support groups or religious/spiritual groups, require both psychiatric and 
religious expertise. 
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7.2  Discussion

7.2.1 Integrating diff erent perspectives: the internal dialogue about 
explanatory models of religious experiences 

Kleinman’s notion of explanatory models for illness experiences appeared to be useful 
for the analysis of religious experiences within the context of bipolar disorder. However, 
the dynamic relation between the diff erent levels of explanatory models appeared in the 
present study as an internal dialogue within the person in the fi rst place, whereby about 
half of the bipolar outpatients with religious experiences endorsed a ‘both/and’ explan-
atory model of such experiences, viewing the experiences as having both religious and 
pathological features.. 

Th e relatively unproblematic way in which medical and religious explanations, – in their 
purely theoretical form diverging – are combined by the participants of the present study 
is confi rmed by qualitative studies into psychosis (Larsen, 2004; Marriott et al., 2019). Th e 
coexistence of diff erent explanatory models within the person might be explained by dif-
ferent factors. Unlike in the cultures that Kleinman has researched, in modern Western 
societies it is not only the doctor who exemplifi es the medical model; patients too are 
oft en articulate and well-informed about their illness. Th e high standard of mental health 
care in the Netherlands, in which psychoeducation is part of the standard guidelines for 
treatment of bipolar disorder (Kupka et al. 2015) is one of the factors that contribute to the 
coexistence of explanatory models in patients. Psychoeducation contributes to the inter-
nalization of scientifi c knowledge about the illness. 

Second, the high (religious) educational level of participants in the study might account 
for this concurrence of explanatory models, because it implies learned refl ective skills and 
tolerance towards ambiguity in (religious) views. 

Th ird, a sense of coherent identity for persons with bipolar disorder is oft en challenged 
by the extreme opposites of mood swings. Th is is a serious challenge for patients (Cook 
2016, Inder et al., 2008, Warwick et al., 2019). However, the religious experiences and the 
refl ection process they induce, can also contribute to a ‘deeper understanding ‘of what 
life is about’ or ‘of oneself ’, as some of the participants remarked. In this sense it may be 
hypothesized that the disorder by its very nature evokes autobiographical refl exivity (Gan-
zevoort & Visser, 2009). Religious involvement can possibly contribute to a coherent sense 
of self despite the disabilities of the disorder. 

Zock’s (2013) model for the analysis of religious voices in self-narratives, based on the 
‘dialogical self ’ theory of Hubert Hermans, might be a helpful tool for analyzing ‘voices’ 
that can contribute to or are disruptive in the refl ection process on religious experiences 
in bipolar disorder during stable periods. It is important to make clear that Hermans’ use 
of the concept of ‘voices’ is diff erent from ‘voice hearing’ in psychiatry. Hermans’ theory 
presents a model to analyze the diff erent voices that are heard in the stories people tell 
about themselves.

From his perspective on the self as narratively constructed, Hermans does not only pay 
attention to the dimension of time in human identity formation, which refers to the conti-
nuity of the self: the person I am now can have changed, but cannot be an entirely diff erent 
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person from that person in previous periods of life. In his theory of the dialogical self 
Hermans focusses on the aspect of space with regard to the concept of self (Ganzevoort 
& Visser, 2009), which makes possible that diff erent, sometimes contrasting, aspects and 
views of a person exist at the same time. Th is explains the coexistence of religious and 
medical explanatory models for religious experience within persons with bipolar disorder. 

Hermans argues that diff erent value areas (the things people view as worthwhile, Her-
mans & Hermans 1999) in self-confrontation can be distinguished in self narratives. Fol-
lowing William James, he sees the ‘I’ as the refl ective criterion by which the self makes it 
possible to take diff erent positions (so-called ‘I-positions’), from which things are seen 
and valued. Th e diff erent sociocultural contexts people live in and the roles they play in 
those contexts, are mirrored in the various I-positions a person can take, and can be in 
dialogue with each other. Th us, Hermans speaks of the self as a dynamic multiplicity of 
I-positions (Zock 2013), a mini-society as part of the greater society in which someone 
lives. He stresses the polyphony of diff erent voices; their plural, complex and dynamic 
character and the hierarchically ordering of diff erent voices within the person (Zock 2013). 
Zock extends his dialogical self-theory with religious voices that constitute the individual’s 
religious identity and transform it over time.

Applied to the outcomes of the present study, Hermans’ dynamical view on self-nar-
ratives has the potential of clarifying the internal dialogue that takes place in individual 
patients about diff erent explanatory models for religious experiences. Communication 
about religious experiences (external dialogues), which infl uences this internal dialogue, 
is bound to certain contexts. Th e narratives about such experiences will probably diff er 
when in contact with relatives, mental health professionals, peers or chaplains. Hermans 
presupposes centripetal (synthesizing) or centrifugal (fragmenting) forces that constitute 
identity. Centripetal forces help people to fi nd coherence and purpose in life, inner guid-
ance or a moral compass, whereas centrifugal forces help to explore the human domain 
of experience in its diversity and extremity (Hermans & Hermans-Jansen,1999). Both are 
needed for human development, according to the authors.

It can be hypothesized, that, owing to the disorder, persons with bipolar disorder are 
more predisposed than others to centrifugal forces. In mania, excessive energy oft en 
leads to excessive behavior in various life domains (Goodwin & Jamison 2007). In the 
interviews, this was described by the expression ‘the manic drive’ that was responsible 
for excessive talking, reading, or the desire to record religious experiences to the extreme. 
With regard to the interpretation of such experiences, mood swings with ecstatic religious 
experiences alternating with periods of absence of any religiosity or meaning in life, ap-
peared to be a serious challenge to developing a coherent view on religious experiences 
when people are stable. In treatment, more attention should be paid to the analysis and 
enhancement of the centripetal forces that potentially lie in a person’s religiosity and help 
to fi nd the person inner guidance within the polyphony of religious voices that accompany 
the illness. Hermans’ model could for example be used in interdisciplinary case-studies in 
clinical practice, but also in individual counseling in hospital chaplaincy.
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7.2.2 An integral approach to interpretation of religious experiences in 
mental health care: from assessment of psychopathology towards 
a shared perspective of the signifi cance of religious experiences

Th e current study affi  rmed that disentanglement of genuine religious experiences from 
hyper-religiosity (Michalak et al. 2006) is a relevant topic for persons with bipolar disor-
der in the context of mental health care and is a challenging endeavor. Half of the patients 
with such experiences wish to address the topic in treatment and share their experiences 
with a mental health professional. Th e tension participants in the interviews described 
between medical and religious explanatory models in the treatment relationship had not 
such a contradictory character as in the studies of Mitchell and Romans (2003) and Strop-
pa and Moreira-Almeida (2013). Th ese authors reported confl icting advice between men-
tal health professionals and religious leaders in part of their samples, for example about 
medication. Th is confl ict was absent in the present study.

Th e professionals’ medical knowledge and competencies of care were appreciated in the 
study. However, the professionals’ attitude towards religious experiences was in general 
evaluated as not very helpful in the interviews. Fear of the reduction of the experiences 
to psychopathology was mentioned as one of the reasons for a reluctance to address the 
topic. In the psychiatric literature, the main focus in studies is on religious delusions and 
hallucinations (Appelbaum, Robbins, Roth, 1999; Koenig, 2009; Grover et al. 2016) and 
on the assessment of psychopathology. A plural medical/religious explanatory model of 
experiences related to bipolar disorder and religiosity indicates however, that a strict di-
vision between healthy and pathological religious experiences is untenable or at least not 
very fruitful in clinical practice. Clarke (2010) points to the problem of drawing objective 
conclusions with regard to the exact nature of religious experiences in the context of psy-
chosis, because the experiences are in their nature subjective and diffi  cult to communicate. 

Attempts have been made to discern between healthy and pathological experiences (Lu-
koff  1985, Menezes & Moreira Almeida, 2010), for example by distinguishing between con-
tent and form (Mohr & Pfeifer 2009; Sims 2016), as discussed in Chapter 4. Th e content 
of healthy and pathological experiences may be similar and reveal the cultural/religious 
interest and background of a person, or refl ect wider cultural religious views (Luhrman, 
2011). However, the phenomenological presentation of the experience can be indicative 
of psychiatric illness. (Mohr & Peifer 2009, Sims 2016, Pfeifer 2018). Sims (2016) refers 
to subjective experiences and behavior that conform with known psychiatric symptoms. 
He also mentions a literalness of expression and understanding of (religious) experiences, 
that is indicative of serious mental illnesses such as schizophrenia. “Tact, fi nesse or any 
awareness of nuance” are lacking in the description and interpretation of the experiences, 
whereas “authentic” religious experiences are understood as “metaphorical”, according to 
Sims. 

In the interviews in the current study, such a literalness was rarely present, neither in 
the description (which was already a retrospective interpretation when participants were 
stable) nor in the extensive exploration of the religious meaning of the experiences in the 
interviews. Th is might point to a diff erence in the kind of experiences people with bipolar 
disorder have, compared to persons with psychotic disorders. However, no research has 
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been conducted, as far as we know, to compare content and form of religious experiences 
in diff erent mental disorders. 

Some authors bypass the dilemma of distinguishing between healthy and pathological 
religious experiences in clinical practice by focusing on the ‘fruits’ (James 1902) of the 
experiences (Braam & Verhagen 2016, Sims 2016). Genuine religious experiences are not 
supposed to lead to serious suff ering and dysfunction in social life (Braam & Verhagen 
2016) and are instead expected to have a positive eff ect on lifestyle, goal directedness, and 
altruistic activity (Sims, 2016). Considering the results of the present study, this may be too 
straightforward a conclusion. According to participants, even when religious experiences 
had a positive infl uence on peoples’ lives and were viewed as part of spiritual development, 
this development also implied at times serious struggle, doubt, and uncertainty, as this 
study shows. Marzanski and Bratton (2002a) argue that religious experiences in general 
may encompass mental and emotional distress as well, according to religious traditions. 
Th ey refer for example to the ‘dark night of the soul’ in Christian mystical literature. 

An integral approach that supposes that persons with bipolar disorder can have genuine 
religious experiences and takes both psychiatric and religious explanatory models serious-
ly is the logical conclusion of the present study. Th is position is also taken by Cook (2019) 
in his multidisciplinary exploration of voice-hearing. Several other authors refl ect on the 
healing power within psychosis (Boisen, 1960, Brett, 2010, Clarke, 2010, Clarke, Mottram, 
Taylor & Pegg, 2016). Th ey take the danger and severity of psychotic crisis seriously while 
at the same time validating the religious or spiritual signifi cance of the experiences related 
to this crisis. 

Th e critical attitude with regard to religious experiences by some ‘experienced’ partici-
pants is compatible with an approach that prevents both overestimation and rejection of 
religious experiences and takes both pathology and religious signifi cance seriously. One 
of the outcomes of the present study is that such evaluations are made by a majority of 
persons with bipolar disorder themselves and are part of a continuing refl ective process 
throughout the course of their lives, infl uenced by mood episodes, course of the illness, re-
ligious views (both personal and in society at large), and communication with others. Th e 
experiential knowledge of the participants in the present study appears to be a valuable 
source that can potentially be used positively in the treatment relationship. 

Th e focus in treatment should therefore be on factors that support the aforementioned 
evaluative process of religious experiences and foster a shared perspective on the direction 
the patient’s religious development could take. Th is process implies value judgments pro-
fessionals have to be aware of, in order to be able to conduct treatment that is in compli-
ance with the professional ethical standards that take into consideration the ethical choic-
es patients make. Based on what was found in the interviews, such an approach would be 
in line with the expressed need for recognition as well as for a critical sounding board in 
regard to religious experiences, and also the need for encouragement in the patient’s quest 
for meaning.
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7.2.3  Experiences of unity 
Th is study showed that some types of religious experiences, namely experiences of mean-
ingful synchronicity, divine presence, and a profound spiritual insight, do not occur more 
oft en in people with bipolar disorder than in the general population. Experiences of unity 
or mystical experiences, on the contrary, were found to occur twice as oft en in the bipolar 
group than in the general population, in this study. Klein and colleagues (2016) empiri-
cally showed the interconnectedness of mysticism as measured by Hood’s mysticism scale 
and ‘spirituality’ in people’s self-defi nition in the Bielefeld study, conducted in in Germa-
ny and the USA. Th e groups that identify themselves as ‘more spiritual than religious’ or 
‘equally religious and spiritual’ report signifi cantly more mystical experiences. 

However, the high prevalence of experiences of unity in the present study points to bi-
polar disorder as a possible causative factor of such experiences. Some authors presume a 
single factor underlying various inwardly generated psychological phenomena, including 
mystical experience and manic-like experiences (Lange, Th albourne, Houran & Storm, 
2000, Th albourne, 1991, 2009; Th albourne and Delin, 1994). Th albourne and colleagues 
named this factor ‘transliminality’ and defi ned ‘transliminality’ as “an openness or recep-
tiveness to impulses and experiences whose sources are in preconscious (or unconscious) 
processes” (Lange et al., p 592). Th is line of reasoning within a medical approach, can 
easily lead to the equation of mystical experiences with psychopathology.

Other authors presuppose schizotypy as a personality trait that correlates with mystical 
experiences (Clarke, 2010, 2016; Claridge, 2010). Schizotypy points to the openness and 
ease of accessing anomalous experiences that lie beyond consensual reality. Clarke and 
Claridge view schizotypy as a personality trait within normal human variance and not as 
a subclinical form of schizotypical personality disorder. Th ese authors try to understand 
the openness to anomalous experiences in terms of neural processing (Clarke 2016) or 
biological mechanisms (Claridge, 2010) and advocate a dimensional view on psychosis. 

Within the confi nes of the present study, the subject of causes and neurological correla-
tions of mystical experiences cannot be discussed in detail, because the focus of the study 
is on interpretation and not on causal explanation of such experiences. Th e main point 
for this discussion is, that even when bipolar disorder is a causative factor of mystical ex-
periences, these may have religious or spiritual signifi cance and benefi cial consequences 
for persons who have them. In our study half of the participants with mystical experienc-
es reported a lasting infl uence of them on their lives. Klein and colleagues (2016) argue 
that it is not mystical experiences in themselves, but the interpretation factor in Hood’s 
mysticism scale that makes them transformative in terms of psychological change. Th e 
interpretative factor in this scale is construed in the facets of positive aff ect, sacredness (or 
specialness) of the experience and noetic quality. Th is may be true for persons with a psy-
chiatric diagnosis as well. Research that includes diagnosed populations points to religious 
appraisals of anomalous experiences as one of the predictors of lower distress with regard 
to such experiences (Brett et al., 2009, 2014; Lovatt et al., 2010).
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7.2.4 How to move forward: Integrating patients’ needs and 
evidence-based medicine

Th is study shows that for a number of patients religiosity in general and religious experi-
ences related to bipolar disorder in particular, are important enough for them to address 
in treatment, a fi nding that is confi rmed by several other authors (Baetz et al., 2004; Borsje 
et al., 2001; Mitchell & Romans, 2003; Pieper & Van Uden, 2012). Addressing religiosity is 
in line with the resolution on religious, religion-based and/or religion-derived prejudice 
adopted by the American Psychological Association in 2007 (APA, 2007) and with the po-
sition statement of the World Psychiatric Association on religion and spirituality in 2016 
(Moreira-Almeida, Sharma, Janse van Rensburg, Verhagen & Cook, 2016). However, the 
debate on how to implement these position statements in clinical practice together with 
the development of professional competencies and guidelines are still in an initial phase 
(Bassett et al., 2015; Braam, 2017; Gonsiorek et al., 2009; Vogel et al., 2013).

Th e integration of patients’ needs and the inclusion of peer-support workers in health 
care and research, is receiving increasing attention in research agendas. Th e Taskforce on 
Community Engagement of the International Society for Bipolar Disorder (Michalak et 
al. 2016) advocates community-based participatory research in a collaboration between 
researchers and community (i.e. all involved in care work for persons with bipolar disor-
der). One of the outputs of the taskforce is a specifi c Quality of Life-instrument for bipolar 
disorder not solely based on a disease model. Murray and Michalak (2012) have shown in 
their meta-analysis of review studies into quality-of-life-and-bipolar-disorder, that symp-
tom reduction and quality of life are not merely inversely related. Th is does not only hold 
true for statistical analysis of correlations between the two, but also for patients’ evalua-
tions of treatment that point to more than symptom reduction only. Th e authors discuss 
the tension between symptom-outcome measures that are deduced from an organic-dis-
ease model and measures of quality of life that prioritize patient agency, context, mean-
ing-making, and lived experience (Murray & Michalak, 2012). Th e fi ndings of the current 
study by and large correspond with Murray and Michalak’s quality-of-life approach. Sev-
eral authors point to the importance of paying attention to the relation between content of 
psychosis and life story for recovery (Bock 2000, Klapheck et al. 2012, Leamy et al. 2011). 
Th e wish of a number of patients in the current study to refl ect on the relation between 
autobiography and religious experiences in treatment is an expression of this. 

Th e multidisciplinary guideline for the treatment of bipolar disorder in the Netherlands 
(Kupka et al. 2015) is based on the present scientifi c, ‘state-of-the-art treatment’ in regard 
to bipolar disorder and includes the perspective of patients and relatives. Collaboration on 
an equal basis between patients, relatives and mental health professionals and shared deci-
sion-making is advocated. Th e psychoeducation of patients and relatives is recommended 
and the development of self-management strategies is emphasized. Personal growth and 
meaning making are mentioned in the context of self-management. Th e guideline refers 
to Anthony’s (1993) defi nition of recovery. Kupka et al., 2015, p. 85). Th e assessment of care 
needs (Camberwell Assessment of Need, Phelan et al., 1995) is recommended in the guide-
line, but no specifi c items assessing religious, spiritual or existential needs in the diff erent 
phases of the illness are included in this instrument of assessing care needs. Th e proposed 
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interventions to support self-management (Kupka et al., 2015, p. 89) lack suggestions in 
regard to the role religiosity can play in the patient’s life. In the guideline, no indication for 
referral to hospital chaplaincy is given. In sum, the dimension of religiousness still has to 
be developed in the guidelines. 

7.2.5 Th e integration of spiritual care in a multidisciplinary perspective on 
 religious experiences in bipolar disorder

Spiritual care has a diff erent focus than treatment. In a qualitative study into the work 
of mental health care chaplains, Walton (2014) describes the interventions of hospital 
chaplains in terms of stimulating refl ection and communication on existential or religious 
questions. Perspectives, narratives, symbols and rituals they employ in their professional 
practice function more as incentives for self-refl ection than as answers to the existential 
or religious questions patients ask. Th at gives spiritual care its own specifi c focus and 
goal-orientation, but rather more in the form of recognition, exploration and support, 
than in solutions and answers” (Walton 2014, p170). In the present study, this approach 
was described by participants as an open off er, a possibility for the exploration of various 
possible interpretations of their religious experiences, without declaring them exclusively 
pathological or exclusively religious beforehand. 

Th e present study showed that the perspective of hospital chaplaincy was not integrated 
into treatment. Referral to chaplaincy was mentioned very rarely in the interviews. Only 
6% of the quantitative sample had communicated with a hospital chaplain about their ex-
periences. Th is is not surprising given the low number of available chaplains, compared to 
other professions, and their absence at outpatient settings. Th is fi nding is in line with stud-
ies reporting low frequencies of referrals to this profession (Baetz et al., 2004; Neeleman & 
King, 1993), although psychiatrists suggest that referral is common practice and chaplains 
should be remunerated under mental health care funding (Neeleman & King, 1993). 

Th e outcomes of the present study show that clinical practice could benefi t from a multi-
disciplinary perspective on religious experiences in bipolar disorder; the discipline of 
spiritual care could add the perspective of the interpreting process of religious experiences 
during the course of a patient’s life. Communication about life philosophy, including reli-
gious or spiritual notions (in Dutch: ‘levensbeschouwing’, Smeets 2006) is a skill in which 
hospital chaplains are particularly trained. In the Professional Standard for chaplains in 
the Netherlands (VGVZ 2015) this skill is formulated as the hermeneutical competence of 
hospital chaplains. 

7.2.6  Genuine religious experiences or genuine religiosity? 
In Chapter 1 it was argued that the discussion about the healthiness or pathology of reli-
gious experiences is normative in two ways. First, psychiatric literature tries to distinguish 
between healthy and pathological experiences (Lukoff  1985, Menezes & Moreira Almeida, 
2010; Mohr & Pfeiff er 2009, Sims 2016). Th is distinction implies value-judgments based 
on underlying assumptions of the psychiatric discipline (Glas 2009, Kleinman 1991). Sec-
ond, religious and spiritual traditions view religious experiences as genuine (revelatory of 
divine truth) or not, according to their own criteria (Cook, 2019; DeHoff , 2018; Luhrmann, 



156

Chapter  7

2011; Marzanski & Bratton, 2002, 2002b). Philosophical and theological value-judgements 
on the truth of religious experiences and the direction of religious transformation are 
based on presumptions of the nature of reality, personhood and the destiny of mankind. 
Th ese presumptions may diff er from psychiatric or psychological theory and therefore 
imply another kind of normativity. Th eological refl ections on the results of this study fall 
outside the scope of this dissertation because they require a study in their own right. Nev-
ertheless, I would like to make a few comments referring to a possible theological mindset 
when dealing with religious experiences in the context of psychiatry. 

First of all, about the context in which Dutch hospital chaplains work: a secularized, 
philosophically and religiously pluralistic context in healthcare, in which hospital chap-
lains are paid from public money. Th is context determines the content of my work: philo-
sophical and religious guidance for patients from all backgrounds. Th e Christian tradition 
is one of the authoritative narratives that tell us something about what people consider 
the most sacred, but no longer the most exclusive story. Th e practical theologian Henning 
Luther (1992) takes therefore the individualization and pluralization of religion in Western 
society as a theological starting point. Th is is a diff erent starting point than in the keryg-
matic pastoral care, which assumes that the biblical message of salvation must at least 
have been heard in the pastoral conversation and unlike classical practical theology as the 
doctrine of the church; views that infl uenced pastoral psychology and practical theology 
until the mid-1960s.

In the present age, individuals deal independently with the interpretation of traditions 
and with interpretation possibilities that religion off ers on questions about life. Th e the-
ologian’s task then becomes much more a matter of making the diverse religious voices 
heard and interpreted (Luther 1992) and to highlight various ‘wisdom’ traditions (Gan-
zevoort 2013). Th e basis of contemporary theology is the everyday world of ordinary peo-
ple with their questions about life. Th is approach by Luther and Ganzevoort is in line with 
the results of the qualitative study by Walton (2014) in which GGz patients indicate that 
they need a free space to explore philosophical questions. It is indeed important to consid-
er attitudes to their own beliefs or their own philosophy of life in counselling work, but pa-
tients also need a critical sounding board that provides depth, discusses critical questions 
and gives new perspectives, according to the interviewees in his study. Walton’s fi nding 
is comparable to the reported need for recognition and a critial sounding board in the 
present study. A hospital chaplain uses the evocative power of religious stories, rituals and 
symbols, relying on the expressiveness (Luther uses the word Anregungspotential here) 
of religious traditions (Ganzevoort 2013, Luther 1992, Walton, 2014). If a hospital chaplain 
wishes to contribute to the dialogue, knowledge of the diff erent language fi elds that are an 
expression of the diversity of religious forms in modern society is a precondition.

A second comment concerns my place as a hospital chaplain in the plurality mentioned 
above. As a theologian, I do not master all religious (and secular) languages, nor am I in 
neutral contact with patients. I am a Protestant by birth, Dutch Reformed, to be precise; I 
studied according to the Duplex Ordo, which aimed at a strict separation between science 
and the more Christian theological subjects; I have worked ecumenically in health care 
for decades; I have been practicing, also for decades, Vipassana, a Buddhist meditation 
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method from Th eravada Buddhism. Th e current religious pluralism has passed through 
my life and is a source of refl ection to this day. Th is is possibly the attitude of many con-
temporary spiritual caregivers, because with the statement that religion is primarily a per-
sonal quest in which elements from diff erent traditions can be combined, 72% of Dutch 
spiritual caregivers agree (Berghuijs & Liefb roer 2017). However, knowing diff erent reli-
gious language fi elds and drawing from diff erent religious sources does not imply eclecti-
cism without obligation. It requires experienced spirituality as a quality characteristic for 
the profession.

With regard to conditions for a critical sounding board for people with bipolar disorder 
who wish to refl ect on their experiences, I would fi rst like to mention the following: if we 
assume that everyday life must be the starting point of theological refl ection, as Luther 
assumes, then attention to the transposition of special religious experiences into everyday 
experience should be the anchor of refl ection. Th e reason why this is so important is be-
cause the special (extraordinary) experiences that people with bipolar disorder have can 
quickly lead to theological refl ections on the heights and depths of those special experi-
ences and whether they refer to another reality or have a revelatory character. However, 
their meaning must become visible in everyday life, in which depression and the absence 
of these experiences play an important role. Th is can be a major challenge for people with 
bipolar disorder. Some people from the interviews aptly referred to this focus on everyday 
life as the need to ‘ground’. In my opinion, genuine spirituality has to do with the entire 
lived life. In religious literature, this process of involving experience in life lived is indi-
cated by terms such as ‘cleansing’, ‘rebirth’, ‘salvation’, ‘repentance’, or ‘transformation’, in-
dicating that the moment of experience is not the most important thing, but the road that 
follows it (Weima 1981). Th e metaphor of the ‘road’ or ‘path’ refers to the ethical dimension 
that is inseparably linked to religious experiences in all religious traditions (Sölle, 1975).

An important question for guidance is how someone can make the transition from spe-
cial experience to normal daily life. Making room for the loss of these special experienc-
es can be important. Muthert (2012) mentions this as one of the philosophical themes 
around loss for people with psychosis. In people with bipolar disorder, the experiences are 
oft en positive and oft en related to the mania, and the themes of desire for (the cherishing 
of, in Chapter 2) and the costs of these experiences play a role in this refl ection.

A second important condition for the sounding board function is, for me, the premise 
that the reality we call God is not directly known and that religious experience is there-
fore not a fi nding of truth, but part of a dialogical process in which experience becomes 
meaningful. In the Judeo-Christian tradition, God shows him/herself indirectly in per-
sons and events that come to us through stories12. Th e theological principle of the ‘hidden 
God’ means a fundamental critical comment on every human experience as a source of 

12 A theological refl ection that appeals to me is, for example, that of Dingemans (2000), who describes God 
as the Calling One who shows himself in the “hodgepodge” of forces in history. Experiences of injustice and 
suff ering, of the temporality of existence and of contingency place people in a tense distance from the world in 
which they live. Understanding faith so much does not refer to another world, outside or above ours, but to the 
beckoning perspective that does not accept the world and society as the last horizon (Luther 1992) and to a God 
who “lures” people into his future and challenges responsible action (Dingemans 2000).
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knowledge about God. In their theological refl ections on hearing voices (Cook 2019) or 
on religious experiences in connection with psychoses (Arends 2014, DeHoff  2018), vari-
ous authors point to this critical aspect of the Christian tradition with regard to religious 
experiences, both in mysticism (Arends 2014; Cook 2019) and in the Reformed theol-
ogy of Calvin and John Edwards (DeHoff  2018). Arends extends this critical attitude to 
everything we say about God. Th e reserve that characterizes all our (theological) talking 
about God means that the experiences of someone with a psychosis can in principle refer 
to the divine or to God and can be life changing. Recognizing the potential narrative or 
transformation in psychosis can be a step on the oft en diffi  cult path to recovery (Clarke et 
al. 2016). Th is does not mean that this is always the case, but that this possibility cannot be 
excluded in principle and is therefore worth investigating.

As a fi nal condition, I want to mention the importance of communicating about re-
ligious experiences with others. Th is study shows that communication about religious 
experiences can be a challenge for people with bipolar disorder. Th e possible pathological 
nature of the experiences oft en plays a role in mental health care; psychiatric knowledge is 
oft en lacking in some churches and in the alternative circuit. However, the fact that there 
is not just a shared horizon of understanding when it comes to religious experiences is not 
specifi c to the psychiatric context. Th e absence of this shared horizon of understanding 
is characteristic of churches in modern society; they have lost their dominant role in the 
transfer of beliefs and practices. Luther (1992). Ganzevoort and Visser (2009) take the po-
sition that the church and congregation no longer automatically determine the life of faith 
and the lifestyle of people as the basis for practical theology. Modern people are constantly 
being faced with the choice of how they want to live.

Th is ‘heretical imperative’ – as the religious sociologist Peter Berger (1979) described the 
situation of religion in modern society – means that a continuous biographical refl ection 
is necessary for modern people to be able to make these choices. Personal narratives are 
therefore becoming increasingly important in today’s cultural and religious climate. Th ey 
act as a mirror for modern people who increasingly internalize the certainty about who 
they are, as a consequence of the disappearance of overarching societal structures of sig-
nifi cance (Van Harskamp,   2000).

In the light of the social developments outlined above, articulating and telling recovery 
stories and the role that religiosity plays in this is therefore of great importance for people 
with a psychiatric disorder. It is a way to overcome the trapping of one’s own identity in the 
disease (stigmatization) and to retain or regain one’s own dignity. Telling recovery stories 
helps keep a hopeful future open, even with a psychiatric illness. Religious experiences 
appear to play a role in this study among some people with bipolar disorder. Telling sto-
ries about them to a benevolent critical audience, which provides sources for dealing with 
religious experiences can help to regain coherence and direction in life. Th e stories nar-
rating the experiences of people who have followed the same religious process of trial and 
error can act as a mirror image (Chadwick, 2010; Clarke et al. 2016; Cole, 2015; Custance, 
1954, De Waard, 2007; Kribbe, 2013; Podvoll, 1990). Hospital chaplains can support and 
re inforce this process of biographical refl ection.
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7.3  Strengths and limitations
One strong point in this study is that it contributes to knowledge in an understudied fi eld. 
Th e mixed method design with a qualitative and a quantitative component led to rich 
data that give insight into personal interpretation processes, the frequency of occurrence 
of religious experiences, and explanatory models. Th e fi ndings may give rise to further 
development of the interdisciplinary guidelines for bipolar disorder in regard to religiosity. 

Another strong point lies in the internal validity of the qualitative component of the 
study, exemplifi ed by all interviews being conducted by both a hospital chaplain and a 
psychiatrist (trainee). In communication, participants’ expectations always play a role. For 
example, many participants had never talked so extensively with a psychiatrist about their 
religious experiences and expressed surprise or gratefulness. Positive or negative expec-
tations of a hospital chaplain may also infl uence participants’ narrative, as in, for exam-
ple the expectation of a formerly strict Protestant participant that the hospital chaplain 
would disapprove of some of her views. When participants made comments like this, we 
discussed it during the interview. Evaluation of the interviews by both interviewers right 
aft er their conduct and the analysis of the fi rst ten interviews by both the hospital chaplain 
and a psychiatrist trainee led to triangulation of the qualitative data. Th e multidisciplinary 
background of the supervisors of the study contributed to the internal validity as well, 
especially in the interrelation of the qualitative and quantitative data. 

As for the external validity – the generalizability of the results – some limitations are 
present. Th e population of a specialist outpatient center for bipolar disorder as ‘Altrecht 
Bipolar’ may not be entirely representative of the patient population with bipolar disorder. 
Many patients in the Netherlands are treated in regular mental health care institutions and 
may have lower care needs than patients of a specialist department for bipolar disorder. 
Th e high educational level of the samples may imply some bias. Th e distribution of reli-
gious experiences across the higher (university and higher vocational training) and lower 
(everything under higher vocational training) educated groups did not show signifi cant 
diff erences. However, the explanations ‘uncertainty how to interpret religious experienc-
es’ (χ2 = 9.3, df = 2, p = 0.01) and the ‘both/and’ (χ2 = 6.5, df = 2, p = 0.04) explanation 
scored signifi cantly higher in the higher educated group, which points to more ambiguity 
towards the experiences in this group. In the general Dutch population, affi  liation to new 
spirituality and mystical experience are reported more oft en by more highly educated 
people (De Hart 2011). If more lesser-educated persons would have participated in the 
present study, possibly other types of experiences would increasingly come to the fore and 
less ambivalence in explanations would possibly have been reported. 

Th e high reported involvement in new spirituality may also imply some bias. First, it can 
be expected that the non-religious group was underrepresented in the study. Th is group 
would probably have reported less religious experiences. Second, only a few strict ortho-
dox and evangelical Christians were part of the sample, and very few people from ethnic 
minorities. Th ose groups are diffi  cult to engage in research (King, Speck & Th omas, 2001), 
but are probably also underrepresented in the specialist outpatient center for bipolar dis-
order of the present study. Th e number of Christian migrants from non-western countries 
in the Netherlands is estimated at 500.000 -800.00 (De Hart 2014). Higher participation 
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of this group would certainly have shown other types of experiences and less participation 
in new spirituality. 

Applying generalized results to other mental disorders cannot be done without cau-
tion. Content of religious experiences in bipolar disorder might be diff erent from religious 
experiences in psychotic or schizophrenia spectrum disorders (Danbolt, Møller, Lien, & 
Hestad, 2011), and the interpretation process described in this study may be characteristic 
for bipolar disorder, owing to the polarity in this illness. However, existential questions 
emerging from experiences in psychotic illness and the use of both religious and medical 
explanations may be present in patients with other mental disorders as well and treatment 
expectations might be comparable. 

7.4  Recommendations

7.4.1  Recommendations for further research
Th e complexity of the interpretation process of religious experiences of people with seri-
ous mental illnesses requires longitudinal studies to evaluate the factors that contribute or 
hinder recovery. When it comes to bipolar disorder specifi cally, a promising direction for 
research may be replication of the studies of the Swiss group of Huguelet and colleagues 
into religious involvement and the development of explanatory models over time in pa-
tients with schizophrenia and their comparison of religious salience in schizophrenia and 
bipolar disorder (Huguelet et al., 2016). In their study the number of participants with 
bipolar disorder was small (n=35). Reversely, if the questionnaire of the current study were 
to be further developed and validated, the present study could be replicated in a sample 
of people with schizophrenia in order to compare both diagnostic groups. For further 
development of the questionnaire for other diagnostic groups, it is necessary to conduct a 
qualitative exploration of religious experiences within those groups. 

Th e present study did not have the intention of examining the relation between religious 
experiences, religious explanatory models and health outcomes. Health outcomes and 
measures for recovery in relation to treatment are relevant for clinical practice, and could 
build upon the insights of the present study. Personal recovery and as an aspect of it, the 
signifi cance of (religious) illness experiences as well as the infl uence of mood swings on 
religiosity, could possibly be included in future research.

Mixed method research and the interdisciplinary approach of the study proved to be a 
suitable means of doing justice to the complexity of the studied subject. Th e interaction 
between personal, scientifi c and cultural explanatory models for religious experiences and 
the fl uctuation of the interpretation process of religious experiences which is character-
istic for bipolar disorder, are more appropriately mapped by combining various scientifi c 
methods than a single method approach. In study approaches that take subjective mean-
ing of psychotic experience as starting point, methodological triangulation is needed for 
the validation of the results (Boeije, 2010). Th erefore, assessment of the impact of religious 
experiences by relatives and professionals, next to self-reports may be a valuable strategy 
for validation. 

Th e scant empirical research on the topic of religiosity and religious experiences in the 
context of psychiatry conducted hitherto point in the fi rst place to a need for development 



161

Conclusions  and discussion

of valid instruments to measure religiosity and religious or spiritual experiences in secu-
larized contexts, and more cooperation between research groups to make fi ndings compa-
rable and to contribute to more robust results. 

Th e hypothesis that bipolar disorder might lead to higher religious involvement, espe-
cially in new spirituality, needs further scientifi c study. Th e most pronounced association 
with the explanatory model that viewed religious experiences in illness episodes as part of 
someone’s spiritual development was found for positive religious coping (see Table 6.4). 
However, it can be expected that the RCOPE (Pargament 1999) does not correspond with 
religious expressions of the ‘only spiritual’ group very well. More detailed research is also 
needed into religious praxis (as part of religious involvement) in diff erent episodes and 
stable periods. Hyperreligiosity as exemplifi ed by too much occupation with religious 
praxis is oft en the fi rst thing relatives and professionals see when someone becomes manic. 
However, what the eff ects of a balanced religious praxis in stable periods such as mind-
fulness meditation or regular prayer will be on relapse and well-being is not known. King 
and colleagues (2006) found in a large study into the relation between religiousness and 
mental health in the United Kingdom that people with a spiritual view without religious 
practice had a greater likelihood of common mental disorder than people who practiced 
their faith or spirituality. However, in their study, no measure for bipolar disorder was 
used.

Th eological refl ection on religious experiences in a psychiatric context, and in particu-
lar on the diff erent types of religious experiences, remains an area where more study is 
needed.

7.4.2  Recommendations for clinical practice
In the fi rst place the results of the present study can lead to modifi cation of the multidis-
ciplinary guideline for bipolar disorder. Current scientifi c knowledge about the relation 
between bipolar disorder and religiosity, which is lacking at the moment, may be included. 
Th e assessments of patients’ care needs (Camberwell Assessent of Need, Phelan et al. 1995) 
could be supplemented with items that assess religious needs. Th is would directly lead to 
the possibility of addressing the topic in treatment on the basis of the patient’s preferences. 

Psycho-education modules could be extended with an additional module about the 
interpretation of religious experiences and/or the signifi cance of illness experiences on 
a voluntary basis. It would preferably take place when patients are stable. Th e rich data 
emerging from the qualitative interviews and the youtube video: “Religious and Spiritual 
Experiences & the Bipolar Disorder13”, that was made as a summary of the main results 
of the qualitative component of the study, could serve as input for such a module. Th e 
focus should be much more on interactive refl ection and communication about religious 
experiences and explanatory models than on knowledge transfer or problem-solving. An 
interactive e-health module stimulating communication between participants could serve 
the needs of younger generations who are more used to social media. Th e development of 
psycho-education and e-health modules in regard to religiosity and religious experiences 

13 https://www.youtube.com/watch?v=MxrGvWr2zMg
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would benefi t from an interdisciplinary team, including peer support workers, members 
of family organizations and a hospital chaplain. 

On the level of the education of mental health professionals, interdisciplinary learn-
ing by analyzing cases, mutual exchange of diff erent professional approaches and frame-
works including hospital chaplaincy could be helpful in integrating religiosity in general 
and the evaluation of religious experiences in particular in treatment. Hospital chap-
lains are trained to explore the existential questions and moral issues that complement 
evidence-based medicine and therefore have an attitude that is less focused on problem 
solving and more on narrative and refl ection that could contribute to interdisciplinary 
learning. 

Finally 
With this dissertation I wished to contribute to more knowledge about religious expe-
riences and the interpretation of these experiences from the perspective of people with 
bipolar disorder. Th is perspective was underexposed in the literature, but turned out to 
be an important theme for the group of patients who have such experiences. Th is study 
contributes to insight into diff erent types of religious experiences and how frequent they 
are, to diff erent types of interpretations of religious experience, and to relevant associa-
tions with diagnosis, episode and religiosity. Th e study also contributes to insight into the 
interpretation process that extends over the years, in which the presence of religious expe-
riences in mania and their absence in depression play a role. Many of the participants in 
this study view their religious experiences as bearing elements of both pathology and reli-
gious or spiritual growth. Th e search for meaning – and meaning in the broadest sense of 
interpretation, in all its positive and negative aspects – should be given more attention in 
the treatment. Half of the patients who had had religious experiences expressed this wish, 
in which professionals need to function as a sounding board, in addition to recognizing 
their experiences as not exclusively pathological. Th e hermeneutic competence of hospital 
chaplains could be used more in the treatment. Th is study shows that the refl ections of 
patients during stable periods can contribute to balancing the infl uence of religious expe-
riences in the process of recovery.
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