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My journey into the fi eld of religious experiences and psychopathology began within my 
own family. A predisposition towards psychosis and an interest in religious matters went 
hand in hand in my father’s life and evoked my interest in the psychology of religion and 
psychiatry. While studying theology in Groningen, this interest led me to Nijmegen, to 
Willem Berger and Jan Van der Lans, where I took my fi rst steps along the path of empir-
ical research. I was impressed by the way the above-mentioned combined theology and 
psychology. Th ey fueled my curiosity about the lived religiosity of ordinary people and the 
infl uence of culture on this religiosity. In my thesis about new feminist religious move-
ments I wanted to combine a psychology of religion approach with a religious studies 
approach. Religious studies was the second subject I was excited about at that time. Hans 
Kippenberg’s lectures on Max Weber and on the infl uence-of-language theory for the un-
derstanding of religion has infl uenced my thinking right up to the present. However, syn-
thesizing religious studies with the psychology of religion was a step too far at that time.

Aft er graduating I immediately immersed myself in hospital chaplaincy within mental 
health care. I had to learn other things than intellectual refl ection on religion and relig-
iosity, for example to patiently endure my own inability to change the life of others and 
at the same time to develop suffi  cient wisdom to be able to sustain and express hope in 
my contacts with patients. Aft er years of pastoral practice, patients’ life narratives and the 
role religious experiences played in their lives brought me back once more to my initial 
interest in the subject of the present study. Looking back on the intellectual heritage of the 
period in which I studied theology I must say that with my dissertation project I picked it 
up where I had previously stopped: it is a renewed attempt to look from diff erent scientifi c 
angles at a phenomenon – religious experiences of people with bipolar disorder – that can 
be approached but not exhaustively explained scientifi cally. And yet in my opinion, this 
multidisciplinary approach of studying such a complex phenomenon as religious experi-
ences in the context of psychiatry adds to our understanding of it. 

A special word of thanks goes to Professor Arjan Braam. Th e whole project would not 
have led anywhere if he had not taken seriously my fi rst hesitant steps into research. As 
soon as I had revealed my intentions, he immediately brought me into contact with Kwok 
Wong, trainee psychiatrist at Altrecht, with whom I started interviewing patients and ana-
lyzing the fi rst interviews. Arjan stimulated me to write the fi rst article, before the offi  cial 
Ph.D. program had begun, provided me with other co-interviewers when Kwok left  Al-
trecht or participated in interviews himself when no-one was available. Th e study was en-
riched by the multidisciplinary quality of the supervisory committee. Prof. dr. Hetty Zock 
and dr. Hanneke Muthert accepted me as a Ph.D. student although psychodynamics was 
not my topic. Hanneke consolidated my original intentions: to clarify the interpretation of 
religious experiences by persons with bipolar disorder themselves. Th ese interpretations 
were to be quite separate from scientifi c explanations of those experiences. Hetty was a 

Prologue and acknowledgements
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continuous supporting fulcrum behind the whole process in all its ups and downs. Her 
precise and consistent commentaries and her availability at both my despairing and happy 
moments were heartwarming and helped me to continue. Both Hanneke and Hetty were 
very stimulating in the organization of a symposium about religious experiences with-
in the context of mental health care. Dr. Hennie Boeije and Arjan Braam indispensably 
contributed to the empirical quality of the study. Hennie taught me how to do qualitative 
research and contributed a great deal to a clear textual structure. Arjan explained to me 
the principles of statistics of which I had no idea at the beginning of this study, although 
I wanted to answer the question of the prevalence of the studied phenomenon from the 
outset. I remember sitting in an overcrowded train in the quiet carriage, when he phoned 
me to explain what a Chi-square analysis is, using yellow, blue and red Indians with or 
without religious experiences as an expressive example. 

Th erefore, I would like to thank each of my supervisors for their unique contribution to 
the dissertation process. I am grateful to the members of the thesis committee – Professor 
Marjo Buitelaar, Professor Lars Danbolt, and Professor Ralph Kupka – and the opponents 
– Professor Chris Cook, Professor Marieke Pijnenborg, and Dr. Brenda Mathijssen – for 
all their work they have put in evaluating my dissertation. 

I would also like to thank the psychiatrist trainees who conducted the interviews with 
me and invested a lot of their time: Kwok Wong, travelling on his motorbike to our meeting 
point from where we visited participants at home, Dirk Kwakkel, Charissa Zijp and Joke 
van Nieuw Amerongen-Meeuse (MD). I think the interviews and the refl ections on them 
aft erwards were quite a diff erent experience from what they were used to in their daily 
work and I hope it all contributed to their understanding of the religiosity of patients. I 
wish to thank my colleagues of the Altrecht Bipolar department in Lunetten and Woerden, 
who made it possible to conduct the study and also Janwillem Renes for his co-authorship 
and advice as a specialist in bipolar disorder. Th eir eff orts to engage patients in the study 
gave me a clear understanding of the diffi  culties of doing research in clinical practice. Th e 
continuous presence of the research assistants during the survey study, Heike Garritsen, 
Hanne Stolp, Nika Hendriksen and Lieuwe Visser was of crucial importance as well, both 
with regard to including participants as to teaching me how to work with SPSS. 

Professor Joop de Jong made me aware of the work of Arthur Kleinman, which proved 
to be an incredibly useful foundation in analysis. Th e Ph.D. networks I participated in, 
both in Groningen and in Utrecht helped me in the analyzing process and in clarifying 
what I wanted to say. Special thanks go to Joep van de Geer, with whom I spent two weeks 
of writing in a monastery, with a joyful exchange of views at the end of the day, and to Ar-
jan Lelivelt, who took the eff ort of commenting on several of the articles. I thank Elizabeth 
Harding for her engaged editing, poems, and supporting emails, Hetty Vonk for the cor-
rection of the quantitative articles and Antoinette Hanekuyk for designing and carrying 
out the lay-out of the book. 

To all the participants in the study I am most grateful. Aft er the fi rst ten interviews, 
Emmy van de Heuvel and José Hoekstra, associated with the patient organization, were 
enormously stimulating in helping me to get acquainted with the fi eld of study and fi nd-
ing participants. Th ey invited me for relevant meetings and conferences, and were always 
interested in my progress. I thank all participants in the study for their trust in sharing 
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oft en intimate stories of their religious experiences and their struggle to integrate those in 
their life story and for the joy and pain they shared. Many other people contacted me aft er 
we had already fi nished the interviewing process. Th eir reactions and the feed-back we 
received from participants in the survey reinforced time and again my initial presumption 
that the subject of the study is important for people with bipolar disorder.

Last but not least, I now express my gratitude to my family and friends. I thank Florus 
and Marina, my paranymphs, who supported me in the last stage of the journey. My sis-
ters Mariëtte and Anke, always available for a relaxing break. Th e whole project gradually 
became a family enterprise, with my son helping with the survey study and teaching me to 
make tables and fi gures, my daughter engaging in a creative process to produce a Youtube 
video in both Dutch and English, including the beautiful illustrations of Judith de Haan 
and the spoken translation by Ferra Heskin, my nieces Leanne and Adine for transcribing 
interviews and my mother for supporting me fi nancially. And Sietse, I do not know how to 
thank you. You were confi dent about the process and the outcome all the time, despite the 
crises I have gone through; you travelled with me across countries where I had to present 
papers and through all my trials and tribulations with your indispensable sense of humor: 
without you this project would have been impossible. 

Th is study and the printing of the book has been made fi nancially possible by  Altrecht, by 
the Association for Christian Care of Mental and Nervous Diseases –  Support Foundation 
(Stichting tot Steun VCVGZ), the Science Committee of the Association of Mental Health 
Care Providers (VGVZ), Han Gerlach Foundation Study Fund, George Puchiner Founda-
tion (Stichting de Honderd Gulden Reis), Aanpakken Foundation, Zonneweelde Founda-
tion, University of Groningen and the Fund – Teutonic Order (Ridderlijke Duitsche Orde 
– Balije van Utrecht).
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Chapter 1 
General introduction



A soul tears itself from the body and soars.
It remembers that there is an up.
And there is a down.

Have we really lost faith in that other space?
Have they vanished forever, both Heaven and Hell?

Czeslaw Milosz, from: Second Space, 2004
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1.1  Background
Th is study originates from clinical experience in hospital chaplaincy. It has the challenging 
and complex issue of interpreting religious experiences1 from the perspective of individ-
uals with bipolar disorder as its research subject. In regular psychiatric treatment, the 
content of psychotic or manic experiences is usually not extensively discussed, because 
symptom reduction is a fi rst priority during hospital admission. Health care chaplains, 
however, are regularly in contact with people who want to explore what has happened to 
them in psychotic crises and try to make sense of experiences that have an impact on the 
way they see themselves and the world at large. Th ese patients search for meaning in a 
context in which their experiences are predominantly viewed as a sign of their psychiatric 
illness and they try to disentangle hyper-religiosity from genuine religious experiences 
(Michalak, Yatham, Kolesar, & Lam, 2006). Th e discrepancy between a medical explana-
tory model (Helman, 2001; Kleinman, 1988) and an individual’s own ways of interpreting 
their religious experiences can bring into being a deadlock of understanding in clinical 
practice. It is here that the focus of the current study is located. Th e aim of this study is to 
disentangle this Gordian knot of understanding and misunderstanding of religious expe-
riences in bipolar disorder. 

Interpreting religious experiences that may be related to bipolar disorder is a challeng-
ing endeavor. Th e disorder has its own dynamics with an enormous contrast between the 
ecstasy, expansiveness, and ultimate meaningfulness of mania, and the apathy, the abyss 
of meaninglessness and the pervasive pain and loneliness of depression (Goodwin & Red-
fi eld, 2007). Interpreting religious experiences in the context of psychiatry has normative 
implications in two ways. 

First, the illness raises questions about the possibility to distinguish between healthy 
and pathological experiences. Concepts of illness and health have philosophical implica-
tions pertaining to underlying paradigms in medical research which cannot be answered 
by science alone (Glas, 2009). Second, religious experiences in general can be seen as 
genuine from the perspective of religious and spiritual traditions, or as irrelevant or not 
revelatory within that tradition. Each religious tradition has its own way of discerning 
what is revealing of divine truth (Luhrmann, 2011; Marzanski & Bratton, 2002, 2002b; 

1 In this study, the term ‘religious experiences’ is predominantly employed as an overarching concept, includ-
ing both religious and spiritual experiences from the perspective of participants. Th eoretical grounds for this 
use of the concept are explained in section 1.2.2, p. 21 ff . which addresses the concepts ‘religion’ and ‘spirituality’. 
However, in the various chapters, the term ‘religious experiences’ is not employed consequently. Th is is due to 
growing insight of the researcher on the one hand and requirements of the relevant journal on the other hand. 
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Cook, 2019), and the healthy/pathological distinction in psychiatry may or may not be 
part of the discernment process. Th is will depend partly on the extent to which the scien-
tifi c knowledge of other disciplines (c.q. psychiatry) is integrated within theology and in 
the training of chaplains (Noort, Braam, Van Gool, & Beekman, 2012). Value-judgements 
about the genuineness of religious experiences do, however, have their basis in philosoph-
ical or theological presumptions about the nature of reality and personhood and about the 
destiny of mankind. Religious anthropology may diff er in its perception of the nature of 
human beings and the purpose of their lives from psychiatric or psychological theory and 
therefore imply another kind of normativity. 

Th is second perspective, the theological refl ection on the results of the empirical study, 
is not the primary focus of this study. However, it is important for the practice of hospital 
chaplains and for ecclesiastical life as well. In pastoral care in modern, secular societies, 
all kinds of religious experiences, not only from Christian origin, emerge and ask for the-
ological refl ection. Th eological refl ection on the results of the study will be addressed 
shortly in chapter 5 and in chapter 7, the general discussion.

Th e issue of valuing religious experiences in the context of psychiatry is in the fi rst place 
an important issue for patients themselves (Cook, 2013; 2016, Dein, Cook, Powell, & Ea-
gger, 2010; Michalak et al., 2006, Mitchell & Romans 2003; Sims, 2010). Psychiatry as a 
medical discipline, by and large developed in western countries, has a strong tendency to 
accept naturalistic explanations for experiences within illness. Medical explanatory mod-
els are not easily reconciled with narrative, interpretative approaches that are theoretically 
based on social constructionism. However, insights in the fi eld of transcultural psychia-
try and the infl uence of the recovery movement facilitate discussions within psychiatry 
about normative aspects of psychiatric practice and the theoretical concepts underpin-
ning nosology. 

During the past few decades personal recovery as a unique personal process towards “a 
way of living a satisfying, hopeful and contributing life even with the limitations caused by 
illness” (Anthony, 1993, p. 528) has been receiving greater attention in mental health care. 
Exploring the meaning of illness-experiences as part of meaning in life is one of the aspects 
of the recovery process, according to a meta-analysis of recovery studies (Leamy, Bird, Le 
Boutillier, Williams, & Slade, 2011). Th e emancipation of persons with mental disorders 
has led to several interactive networks that contribute to knowledge and exchange of ex-
periences of psychosis, voice-hearing, and psychosis-like phenomena2. In some of these 
networks, spirituality is seen as an integral part of human life and is explicitly addressed. 

Th e way hospital chaplains work closely matches with a recovery approach. Hospital 
chaplains take the patients’ life story as a starting point for refl ection on the signifi cance of 
psychiatric illness on people’s lives. In this process of biographical refl ection, the worth of 
every human being despite recurring suff ering is stressed and the shared vulnerability of 
all human beings (Antony 1993), including the chaplain, is implied. 

Th e focus of hospital chaplaincy on narratives in which the signifi cance of life events – of 
which psychiatric crisis can be one – is expressed and found in a dialogical process, has a 

2 For example www.intervoiceonline.org; www.hearing-voices.org; www.crestbd.ca; www.spiritualemer-
gence.org; www.sennederland.nl; www.psychosenet.nl; www.ervaringrijk.nl; (crazywisenederland.wixsite.com). 
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long history. Anton Boisen, who went through several psychotic crises himself, reported 
about the quest for healing and the meaning of psychosis in his autobiography Out of 
Depths (1960). He was a pastor in mental health care, and later a prominent supervisor 
in the Clinical Pastoral Education in the USA that strongly infl uenced pastoral education 
in health care in the Netherlands. Boisen integrated his psychotic experiences in a new 
perspective on life (Arends, 2014) and viewed pastoral care in a health care setting as ‘the 
study of living human documents’, a term that Gerkin (1984) later took as central met-
aphor for his pastoral care approach. Th e primary focus of hospital chaplaincy, – when 
patients request to discuss their religious experiences – lies in the hermeneutical process 
of interpreting such experiences, whether they are beautiful or horrible. Religious expe-
riences are explored in the light of the patient’s life history and their embeddedness in or 
divergence from cultural, religious and spiritual traditions (Gerkin, 1984; Ganzevoort & 
Visser 2009; Ganzevoort, 2012, 2014; Zock 2013). 

Th e modern secularized and religiously pluralistic context of public mental health care 
in Western Europe is the context in which this hermeneutical process takes place. Th e 
‘lived’ religiosity or spirituality (Luther, 1992) of persons with bipolar disorder is the de-
parture point of the present study. Th e quest for the signifi cance of religious experiences 
and their enhancing or impairing eff ects is oft en not continued with a health care chap-
lain aft er the patient’s discharge, owing to the primary focus of spiritual care on inpatient 
clinical settings. 

Refl ection on the meaning and lasting infl uence of religious experiences that have oc-
curred during illness episodes can better take place when patients are stable3. Cognitive 
and emotional impediments that accompany acute mania and depression may cloud the 
process of refl ection (Cook, 2016, p.4). Th e current study therefore explores the ways in 
which persons with a diagnosis of bipolar disorder interpret their religious experiences at 
a moment when they are stable and are able to refl ect on the impact of such experiences on 
their lives. It remains though, that patients in an acute psychiatric crisis may have religious 
needs that should be addressed as a part of good mental health care. However, the focus 
of the current study is not on religious experiences as observed in acute psychiatric crisis, 
but on the long term interpretation processes of such experiences by patients in retrospect. 
I intend to explore the descriptions and evaluations of the religious experiences of people 
with bipolar disorder and their attempts to integrate such experiences into their lives. Th e 
central research question is: 

3 In the present study, the term ‘stable’ is employed as a pragmatic characterization for the condition of the 
participants at the moment of the study. Stable means here: able to participate in a refl exive interview of about 
two hours or to fi ll out a questionnaire with rather complex questions in a coherent way, without too much 
infl uence of a mood episode. Th e way this was assessed by a psychiatrist trainee or therapist can be found in the 
method sections of the respective chapters about the qualitative and quantitative component of the study. In the 
proposed nomenclature of course and outcome in bipolar disorders of the International Society for Bipolar Dis-
orders Task Force (Tohen et al., 2009), the term ‘stable’ is not mentioned. Th e term ‘recovery’ refers to a period of 
symptomatic remission (a minimum period of two months) in that study. However, ‘recovery’ is diff erently em-
ployed in the literature emerging from the recovery movement (Leamy, et al. 2011), with more emphasis on the 
process of personal recovery. Although the term ‘stable’ is employed in Chapter 1 and 7 in the present study, in 
the various chapters the term stable and recovered are oft en used interchangeably, whereby the aforementioned 
pragmatic characterization of the condition of participants is meant. 
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How do stable patients with a diagnosis of bipolar disorder interpret religious experi-
ences that occur both during illness episodes and in stable periods and what do they 
expect of treatment with regard to such experiences? 

1.2  Th eoretical and Conceptual Frame
In the following sections the theoretical basis for the current study will be presented and 
issues in the scholarly discourse on religious experiences will be addressed. Terminology 
used in the study will be explained. First, the concept of ‘explanatory models’ (Helman, 
2001; Kleinman, 1988) in medical anthropology will be presented. It pertains to the vari-
ous ways illness in a given society is explained. Second, the religious studies approach of 
the present study is outlined. Th e theoretical view on ‘religion’, ‘spirituality’ and ‘religious 
experiences’ taken in the present study, is described. Th ird, psychiatric concepts relevant 
to the study of bipolar disorder in its various forms as currently used in psychiatric prac-
tice are clarifi ed. 

1.2.1 Explanatory Models of Religious Experiences 
in the Context of Psychiatry

An important theoretical building block in the current study is the concept of explana-
tory models as formulated by psychiatrist and cultural anthropologist Arthur Kleinman 
(1988, 1991). Th e concept was integrated into medical anthropological theory on culture, 
illness and health (Helman, 2001). Kleinman’s approach of interlinking distinctive per-
sonal, medical and social/cultural explanatory models of illness is adopted in the current 
study. Kleinman defi ned explanatory models as the notions about an episode of illness 
and its treatment of those engaged in the clinical process. Diff erent levels of ‘explanation’ 
are at stake in this process. 

Personal Level 
Th e fi rst level pertains to the way patients and their wider social network view a particular 
illness and the possible healing process. Kleinman, however, does not refer just to patients’ 
causal explanations for their illness, but describes the wider framework in which patients 
interpret illness experiences. Th ey can be seen as cognitive maps, anchored in strong 
emotions that are oft en tacitly held or cannot be expressed, but can strongly infl uence 
the treatment relationship. Explanatory models are responses to urgent life circumstanc-
es, more directed to practical action than theoretical explanation. Th ey may refer to the 
perception and monitoring of bodily and mental symptoms and the way patients catego-
rize and explain the distress accompanying those symptoms. Th ey can also refer to the 
way patients and their relatives cope with the illness and the practical problems in daily 
life that illness causes. It is a rich concept, including existential aspects such as suff ering, 
demoralization, and stigmatization, hope and fear of death, expressed both verbally and 
nonverbally and shaped by cultural patterns (Kleinman, 1988, 1991). Kleinman refers to 
explanatory models as mini-ethnographies (1988). 
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Medical Level
Th e second level pertains to the practitioner’s or psychiatrist’s perspective on the illness: 
knowledge about the nosology and etiology of diseases, course of the illness and possible 
treatment; in short, the bio-medical model that clinicians use in their daily work. Klein-
man (1988) thinks of the diagnostic process as a ritual act of transformation in which a 
person becomes a patient and illness becomes disease in a medical sense, according to 
professional standards and values. In this process, a social phenomenon (medical science 
and professional practice) with core values and beliefs is replicated, reasserted and then 
applied to practical action, whereby, according to Kleinman, the patient’s perception of 
the illness is oft en lost. Kleinman’s notion of explanatory models emerged in the 1980’s, 
and it can be argued that increased emphasis on the patient’s consent and shared deci-
sion-making in clinical practice nowadays more appropriately includes patients’ needs 
than in his time. However, patient-centered care and evidence-based medicine are still 
oft en viewed as confl icting paradigms; both valuable, but poorly integrated into clinical 
care (Maassen 2018).

Cultural Level
Th e third level refers to a more generic understanding of a disorder (for which Kleinman 
reserves the term sickness) in a population, referring to cultural processes and meanings 
related the disorder, as for example the stigmatization and social deprivation of the men-
tally ill (Kleinman, 1991), which infl uence the course of the disorder. Th is level pertains 
to cultural idioms of distress, which are, according to the author, more of a religious and 
moral nature in traditional societies, but are increasingly superseded by psychological 
idioms of an intrapsychic, individual nature in modern Western societies. 

Kleinman’s theory stresses the meaning of illness, of symptoms, of treatment, and of 
consequences of illness for individuals and groups, and relates this meaning to cultural 
perceptions of illness and health. Th e strength of his theoretical approach is the clarifi ca-
tion of the dynamics between the diff erent levels of explanatory models. In his analysis 
of contemporary medical theory and practice in Western societies, Kleinman is probably 
prone to accepting the prevailing secularization theories of the seventies and eighties of 
the last century. He does not pay much attention to the transformation of religion and to 
religious aspects of alternative healing practice in modern Western societies. Other au-
thors however, describe spiritual healing practices, rooted in popular beliefs, as an alter-
native healing system to the biomedical approach predominant in health care in Western 
societies (Hoff er, 2012; Hoff er & Hoenders, 2010) or as part of the new spirituality or New 
Age religion (Hanegraaff , 1996; Heelas, Woodhead, Seel, Szerszynski, & Tusting, 2005). It 
is not so much the intent of the present study to investigate alternative healing practices, 
as to outline the fi eld of religion in contemporary secularized society in which concepts as 
‘healing’, ‘health’ and ‘spiritual growth’ are interconnected (Hanegraaff , 1996) as a context 
for analysis.

In the current study, the three levels of explanatory models will serve as background the-
ory in the exploration and analysis of experiences of people with bipolar disorder, per-
ceived by them as religious. First, I shall investigate personal explanatory models for 
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religious experiences. Second, I shall explore participants’ experiences and expectations 
of mental health care in regard to religiosity and religious experiences. Th e problem is 
that in mental health care, people with bipolar disorder are confronted with a medical 
view on their illness as provided in diagnosis, psycho-education and therapy. Th e med-
ical perspective relates illness experiences predominantly to psychopathology. Th is may 
lead to an expressed or unspoken tension between therapist and patient about treatment 
(Mitchell & Romans, 2003, Stroppa & Moreira-Almeida, 2013). Th ird, I shall compare 
religious and spiritual experiences with general sociological data when available and 
explanations of these will be described against the background of the transformation of 
religion and the emergence of new forms of spirituality in a secularized country such as 
the Netherlands.

1.2.2 Religion, Spirituality, Religious Experiences

A Religious Studies Perspective
Th e present study is conducted in a highly secularized mental health care context in 
which the meaning of ‘religion’, ‘spirituality’ and ‘religious experience’ is ambiguous and 
interpretation of it is extra complicated owing to the phenomenon of bipolar disorder. 
‘Religion’ and ‘religious experiences’ are multidimensional concepts which are defi ned 
in various ways in the research within the fi eld of psychiatry and psychology (Hack-
ney, 2010; Hood, Hill, & Spilka 2009). Th e present study is rooted in a religious studies 
approach, which takes religion and religious experiences as an inherent part of culture. 

However, religious experience has long been viewed as the essence of religion and for 
a long time has been the key concept in studying the world’s religions. Friedrich Schlei-
ermacher, and later Rudolf Otto, Friedrich Heiler, Gerardus van der Leeuw and Mircea 
Eliade all focused on religious experience as a ‘sui generis’ phenomenon, set apart from 
other aspects of human life, to be studied with phenomenological methods. Th e empha-
sis in the academic discipline of religious studies shift ed in the second half of the 20th 
century from the phenomenological study of the essential characteristics of religions – 
oft en extrapolated from views on Christianity to other religions – to the role of language 
in constituting social and cultural reality of which religion is inherently a part (Kippen-
berg & Von Stuckrad, 2003; Taves, 2009). Religious phenomena were being increasingly 
explored in their social, cultural and historical contexts, rather than from the angle of 
their essential characteristics across cultures and times. Recent approaches in religious 
studies rely on the theories of language of Ludwig Wittgenstein and John Austin (Kip-
penberg & Von Stuckrad, 2003, p. 33) stressing that words only obtain their meaning 
by using them in a certain context. Th eir impact is a matter of communication in the 
public sphere, and religious language is therefore an inherent part of culture even when 
its subject is personal religious experience. Religious experiences cannot be religious if 
they are not recognized and interpreted as such by certain persons or groups. Th erefore, 
the way religious experiences are described and narrated is an integral part of the expe-
rience itself (Dein, 2011; Taves, 2009). Empirical research into religious experiences is 
based on retrospective accounts and therefore on linguistic representation, rather than 
on direct observation of their physical, emotional and mental constituents (Yamane, 
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2000). Th erefore, the subject of this study is the meaning individuals with bipolar disorder 
attach to their experiences in retrospect rather than the experiences during their actual 
occurrence. Religious experiences are in themselves only accessible to scientifi c research 
to a limited degree. It is more appropriate to use the term religious experiences in the 
plural, refl ecting the multiple ways in which the phenomenon appears and is interpreted. 

Religion and Spirituality
Several authors have pointed to changing defi nitions of the concepts of ‘spirituality’ and 
‘religion’ in the psychology of religion and in empirical (mental) health studies. Th is 
scholarly discussion is important for the present study, because it is conducted in a highly 
secularized country. Th e defi nitional discussion refl ects the transformation religion goes 
through in Western societies and the changing self-understanding of individuals as reli-
gious or spiritual. In health research a tendency is present to reduce ‘religion’ to a fi xed 
belief-system within religious institutions and expand the understanding of ‘spirituality’ 
to the quest for happiness, well-being or self-fulfi llment of both religious and secular indi-
viduals (Hill & Pargament, 2003; Koenig, 2008; Westerink 2012). Th is way of defi ning the 
two concepts as opposite each other may refl ect an emerging view on religion and spirit-
uality of individuals in modern society in the light of secularization, but it is contested as 
a theoretical assumption for studying religion and religious experiences (Dein, Cook & 
Koenig, 2012; Hill & Pargament, 2003; Streib & Hood, 2016b). It sometimes represents the 
same bias as in the early secularization theories that religion is outdated and will disap-
pear from the Western enlightened cultural stage. Spirituality as an exponent of the “the 
massive subjective turn of modern culture” (Heelas et al., 2005) is then seen as the true 
religion for the future.

In the current study the position taken by Possamai (2005, 2007 and Streib and Hood 
(2016b) in Th e Bielefeld-based cross-cultural Study on “Spirituality” is followed. Th ese 
authors base their understanding of the concept ‘spirituality’ on the third form of religion 
in the typology of the German theologian and sociologist Ernst Troeltsch (1923). Troeltsch 
subdivided religion in three sociological ideal types: ‘church’, ‘sect’ and ‘mysticism’. Th e last 
type, mysticism, appears to be highly relevant for the present study. Mysticism, referred to 
by Troeltsch as “simply the insistence upon a direct inward and present religious experi-
ence” (Troeltsch, cited by Streib & Hood, p. 8, 2016b), can exist within institutionalized re-
ligion and reinforce it. Mysticism within the Catholic Church at the end of the 19th century 
(Westerink, 2012) is an example of this type of religion. However, mysticism can also reject 
any form of communal authority and exclusively rely on the revealing power of the reli-
gious experience itself. Troeltsch viewed this kind of mysticism, or ‘spiritual religion’ as he 
calls it elsewhere, as a distinct type of religion. In his time, ‘spiritual religion’ was attractive 
for the intellectual elite. William James (1902) wrote his Varieties of Religious Experience 
in this intellectual climate and infl uenced the discussion about religious experiences for 
decennia with his interest in the extraordinary religious experiences of geniuses. Contem-
porary researchers in the fi eld of religious studies such as Possamai (2005, 2007) point 
to further dissemination and popularization of Troeltsch’s ‘spiritual religion’ and name 
it New Age spirituality (Possamai, 2005) or new spirituality (Berghuijs, Pieper, & Bakker, 
2013; De Hart 2011). Hanegraaff  (1996) was the fi rst to write a comprehensive substantive 
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analysis of New Age beliefs and their historical rootedness in Western esoteric traditions, 
as well as describing Eastern religious infl uences on those beliefs. 

Why is this line of analysis important for the present study? Troeltsch’s view on religion 
refl ects the tendency in modernity towards experience-related religion both within and 
outside the churches and is therefore relevant for the understanding of contemporary re-
ligious experiences. In the present study, his ‘spiritual religion’ type is equated with the 
modern term ‘spirituality’ as it appears in contemporary new forms of religiousness out-
side the churches, for which the term ‘new spirituality’ (Berghuijs, Pieper, & Bakker, 2013; 
De Hart 2011) will be used. Th eoretically, the concepts ‘religion’, religiosity’, ‘faith’ ‘spirit-
uality’ and ‘mysticism’ are understood as belonging to the same family although they may 
refl ect diff erent sociological forms and will be used in various ways by participants in the 
pluralistic religious culture in which this study is conducted. 

Self-Defi nition as Religious or Spiritual as a Way to Measure Religiousness 
Combined with Qualitative Research

In exploring religious experiences and interpretations, a mixed methods design was em-
ployed, in which both qualitative and quantitative research methods were included. For 
the quantitative component of the study, an approach based on the self-defi nition of per-
sons as religious or spiritual, as used in the sociology of religion was included (Barker, 
2008; Bernts & Berghuijs, 2016; Berghuijs, Pieper, & Bakker 2013; Possamai, 2007; Streib 
& Hood, 2016a). Th e self-defi nition as religious or spiritual leads to a fourfold typology of 
persons as religious, spiritual, both religious and spiritual, or neither religious nor spiritual. 
Within this fourfold R/S typology various characteristics of the four groups are mapped 
in sociological studies. In the Netherlands, it is, for example combined with measurement 
of values and styles of citizenship (Kronjee & Lampert 2006), beliefs, religious behavior, 
demographic profi les (De Hart, 2011, 2014), social engagement (Berghuijs, 2016) and oth-
er religious characteristics, including religious experiences (Berghuijs, Pieper, & Bakker, 
2013). In the present study the focus of comparison with general sociological data will be 
mainly on religious experiences.

Rather than disappearing from Dutch society, religion is in a constant process of trans-
formation (Van de Donk & Plum, 2006). According to Possamai (2005), the younger the 
generation, the more ‘only spiritual’, rather than ‘religious’ it is. In the ‘only spiritual’ group, 
people see themselves as being independent of religious institutions and are opposed to 
the dogmas and morality of those institutions. In this group higher scores on new spirit-
uality items such as spiritual experiences are found (Berghuijs, Pieper, & Bakker, 2013). 
However, the group of people who understand themselves as ‘religious and spiritual’ is 
larger than the ‘only spiritual’ group, both in the USA (Lipka & Gecewicz, 2017, Possamai, 
2005), Australia (Possamai, 2005) and Europe (Barker, 2008), including the Netherlands. 
Th is indicates that a substantial part of the population does not view religion or faith as 
opposed to spirituality. Th e apparent pluralism in religious and spiritual orientations in 
contemporary society will probably be refl ected in the samples of the current study as well. 
Dutch sociological research therefore serves to put the fi ndings of the quantitative part of 
the study in a context and may indicate how congruent or divergent religious experiences 
of people with bipolar disorder are, compared to the general population.
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Th e religious or spiritual self-defi nition approach is sometimes combined with qualita-
tive research that describes ‘lived’ religiosity and thus gives color to the various religious/
spiritual profi les of people within contemporary society (Bernts & Berghuijs, 2016; Pos-
samai, 2005; Streib & Hood, 2016). Th e individual particularities in the interpreting pro-
cess of religious experiences and the way bipolar disorder is involved cannot be explored 
by quantitative methods alone, especially in an understudied fi eld such as bipolar dis-
order and religion. Th e main body of research in the present study consists therefore of 
in-depth-interviews to explore this interpreting process in detail. Th e quantitative com-
ponent of the study builds upon the results of this qualitative exploration. Similar research 
projects exploring religious aspects in relation to severe mental illness, especially psychot-
ic disorders (Bock, 2000; Huguelet et al., 2016; Klapheck et al., 2012; Mohr, Brandt, Borras, 
Gilliéron, & Huguelet, 2006; Mohr et al. 2012; Brett 2002, 2010, Brett et al. 2007; Brett, 
Johns, Peters, & McGuire, 2009) served as a source of inspiration for the present study. 

Summarizing section 1.2.2: In this study the concepts ‘religion’, ‘spirituality’ and ‘religious 
experiences’ are viewed within a religious studies framework. ‘Spirituality’ is taken as a 
sociological ‘Gestalt’ or ‘Ideal type’ of ‘religion’ in the sense Troeltsch (1923) described 
‘spiritual religion’ or ‘mysticism’, next to church and sect. Th is sociological understanding 
of the way religion and spirituality are expressed as part of contemporary Dutch culture is 
the horizon against which the data are interpreted. 

1.2.3 Bipolar disorder in DSM-5

Bipolar disorder
Since the publication of Th e Diagnostic and Statistical Manual of Mental Disorders (5th 
ed), DSM–5, American Psychiatric Association [APA], 2013) ‘Bipolar disorder and related 
disorders’ are a stand-alone category within psychiatric nosology. Th is category is situated 
between the diagnoses ‘schizophrenia spectrum and other psychotic disorders’ and ‘de-
pressive disorders’ to emphasize their place as a bridge between the two other diagnostic 
categories (APA, 2013, p. 123). Bipolar disorders are characterized by two distinctive fea-
tures: polarity and cyclicity (Goodwin & Jamison, 2007). Manic or hypomanic episodes 
alternate with depressive episodes, with symptom-free periods in between, in a recurring 
cyclic rhythm. 

Manic and hypomanic episodes are marked by a distinct period of abnormally and per-
sistently elevated, expansive, or irritable mood, together with increased activity or energy. 
Th is change of mood and energy is accompanied by feelings of infl ated self-esteem or 
grandiosity, decreased need for sleep, abnormal talkativeness or pressure to persistent talk, 
fl ight of ideas, distractibility, and a strong drive for excessive action with oft en painful con-
sequences. Bipolar I disorder and bipolar II disorder are the two main distinctive variants 
within the bipolar disorder spectrum. Bipolar I disorder is characterized by mania, which 
can have psychotic features and implies more severe dysfunction in social life than hy-
pomania does. Mania progresses through various stages from elation and irritability that 
increase in severity to culmination in full psychotic disorganization, with much individ-
ual variation. In bipolar II disorder, hypomanic and depressive states alternate, whereby 
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hypomania is described as the fi rst stage of mania, not developing any further (Goodwin 
& Jamison, 2007). Th e distinction between hypomania and mania pertains to diff erences in 
impairment in social and occupational functioning and the absence of psychotic features 
in hypomania. Mania may lead to hospitalization, whereas hypomania does not. However, 
in DSM-5 bipolar II disorder is no longer viewed as the ‘milder’ because of the social and 
psychological burden of mood instability and depression it entails (APA, 2013). 

Depressive episodes are in fact of longer duration and cause more burdens for most 
patients than (hypo) manic episodes (Kupka & Nolen, 2009). Th ey are characterized by 
a persistent depressive mood, or diminished interest in normal activity, accompanied by 
signifi cant weight loss or gain, insomnia, psychomotor agitation or retardation, fatigue, 
feelings of worthlessness and guilt, diminished ability to concentrate, indecisiveness and 
recurrent thoughts of death (APA, 2013, p. 125). Kupka and Nolen (2009) emphasize the 
similarities of depressive episodes in bipolar and unipolar depressive disorder, whereas 
Goodwin and Jamison (2007, p. 17) point to diff erences of which more psychotic features 
in depressive episodes of bipolar disorder is one. BD I patients are on average 32-36% of 
the time depressive, whereas this percentage for BD II is even higher: 37-50% (Kupka & 
Nolen, 2009). 

Episodes of mixed symptoms demonstrate the fundamentally dynamic (Goodwin & 
Jamison, 2007) and complex (Kupka & Nolen, 2009) nature of bipolar illness. Patterns of 
manic and depressive symptoms oft en overlap; Goodwin and Jamison (2007) estimated 
the occurrence of mixed episodes at about 28%, (10 – 65% in various studies) of patients 
with a bipolar diagnosis. In DSM-5, the diagnosis ‘mixed episode’ is replaced with a ‘mixed 
specifi er’ feature, “allowing ‘mixed’ to be used when subsyndromal depressive or manic/
hypomanic symptoms are present in the alternate (opposite eo) syndromal episodes” (Os-
tacher, Frye & Suppes, 2016, p.1). Mixed states are particularly associated with increased 
suicidality and a suicide risk (Goodwin & Jamison 2007) and a greater level of distress than 
being depressed or manic alone (Cruz et al, 2010). In the present study, periods between 
illness episodes are referred to as ‘stable periods’. 

Two other conditions, cyclothymia and schizo-aff ective illness of the bipolar type, are lo-
cated at the borders of the bipolar spectrum. Cyclothymia is characterized by chronic, fl uc-
tuating mood disturbance for at least two years. Th e alternating periods of hypomanic and 
depressive symptoms do not meet the criteria for BD II; Cyclothymia is a less severe variant 
of BD related to temperament (Goodwin & Jamison, 2007). Schizo-aff ective disorder of 
the bipolar type as a category marks the transition to schizophrenic psychoses. Kupka and 
Nolen (2009) assert that a demarcation line between bipolar disorder and schizophrenia 
cannot be clearly drawn and that the genetic overlap between the disorders is considerable. 

Delusions and hallucinations
Th e concepts ‘delusion’ and ‘hallucination’ are psychiatric categories. However, the ques-
tion whether it is possible to make a clear distinction between pathological and ‘normal’ 
religiosity is a point of discussion in the literature (Cook, 2013, 2015; Jackson & Fulford 
1997; Johnson & Friedman, 2008; Menezes & Moreira Almeida 2010; Sims 2016). In this 
section, the concepts are described according to the theory underlying current psychiatric 
practice.



25

General  Introduct ion

Both in mania and in depression, psychotic features may be present. Approximately two-
thirds of the patients with bipolar disorder (range 47 – 90%) experiences at least one psy-
chotic symptom in their illness history (Goodwin & Jamison, 2007). Th e concepts ‘hal-
lucinations’ and ‘delusions’ have to do with reality testing. In DSM-5 they are dealt with 
under the chapter Schizophrenia Spectrum disorders. 

Hallucinations are defi ned as “perception-like experiences that occur without an exter-
nal stimulus. Th ey are vivid and clear, with the full force and impact of normal perceptions, 
and not under voluntary control” (APA, 2013, p. 87). Hallucinations are distinguished ac-
cording to the diff erent sensory systems, but auditory hallucinations, or ‘hearing voices’ 
represent the most signifi cant type of ‘false’ perception in phenomenological psychopa-
thology (Oyebode, 2018). Th e term ‘false’ is criticized by authors who stress the cultural 
infl uence on hallucinations and other psychotic-like phenomena which are normative and 
non-pathological in certain cultural or religious groups (Dein & Cook, 2015, Larøi et al., 
2014). Keck and colleagues (2003) in their study into the phenomenology of psychotic 
symptoms in bipolar I disorder estimated the prevalence of auditory hallucinations at 37% 
and visual hallucinations at 32%. Th ese percentages are higher than the 20% reported by 
Goodwin and Jamison (2007, p 59.) who reviewed several more studies over a 40 year pe-
riod. Hallucinations are a sign of the graver states in both mania and depression. In mania, 
hallucinations oft en have an ecstatic and religious character and are of short duration 
(Goodwin & Jamison, 2007). 

Delusions are defi ned as “fi xed beliefs that are not amenable to change in light of con-
fl icting evidence” in DSM-5 (APA, 2013, p. 87). Th e concept of delusions is a debated issue 
in psychiatry, because suggested criteria for delusions such as the statement they are ‘false 
judgements’, ‘held with extraordinary conviction’, ‘impervious to compelling counterargu-
ment’ or ‘their content is impossible’, are applicable to ‘normal’ beliefs as well (Oyebode, 
2018, p.6). In clinical practice, a pragmatic approach is usually employed, including a 
judgement of the clinician about the plausibility of the patient’s assertions and the rigidity 
they are held with. Delusions may have diff erent contents and the content is called ‘bi-
zarre’ “if they are clearly implausible and not understandable to same-culture peers and do 
not derive from ordinary life experiences” (APA, 2013, p.87). Th e content of delusions is 
viewed as coincidental and related to accidental circumstances by some authors (Berrios 
in: Oyebode 2018, p.106). Others state that the content of delusions is determined by the 
developmental, emotional, social and cultural background of patients and is understand-
able when clinicians have enough in-depth knowledge about patients at their disposal 
(Oyebode, 2018). 

Delusions are categorized in diff erent types, of which religious delusions represent one, 
according to Oyebode (2018), although it is not clearly defi ned in this textbook on de-
scriptive psychopathology. For research purposes this is problematic, because categories 
can overlap (Cook 2015). For example, grandiose or persecutory delusions may have reli-
gious features as well. Noort, Beekman, Van Gool, and Braam (2018) found that religious 
delusions oft en co-occur with other types of delusions in schizophrenia and psychotic de-
pression in older adults. Th ey argue that religious delusions may be regarded as “a denom-
inator of existential distress or ways of coping using existential themes” (p. 2), which might 
be an indicator for assessing spiritual needs. DSM-5 does not specify ‘religious delusions’ 
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as a distinct category and Mohr and Pfeifer (2009) even reject it as a theoretically valid 
category. 

Keck and colleagues (2003) described various types of delusion in bipolar I disorder, 
namely (in descending order of frequency) reference (62%), grandiose (61%), persecuto-
ry (51%), thought control (16%), thought broadcasting (14%), somatic (13%) and bizarre 
(10%), but did not specify religious content. According to Goodwin and Jamison (2007), 
delusions in mania are oft en grandiose, expansive and religious, and not infrequently 
paranoid. 

Th e prevalence of religious delusions in mania in the USA is estimated to be 15 – 33% 
(Appelbaum, Robbins, Roth, 1999; Koenig, 2009). Grover, Hazari, Aneja, Chakrabarti, 
and Avasthi (2016) found psychopathology with religious or supernatural content in 38% 
of a sample of Indian patients with bipolar disorder. Cook (2015) however, in a review 
study into the prevalence of those phenomena in psychotic disorder points to the lack 
of an agreed defi nition on the concepts of religious hallucinations and delusions. In em-
pirical research they are oft en not clearly defi ned and the distinction with ‘normal’ relig-
iosity is vague, because little or no attention is given to the religious context of the study 
participants.

In conclusion we can say that the estimation of religious delusions in bipolar disorder 
is 15 – 38%, but lack of clarity of what exactly is assessed as a religious delusion makes the 
distinction with ‘normal’ religious beliefs and experiences diffi  cult. 

1.2.4 Bipolar disorder and religion
Studies that examine the relation between religiousness and bipolar disorder are scarce, 
heterogeneous in design and show mixed results. Both positive and negative associations 
between religious variables and bipolar disorder are reported. Studies are conducted in 
various western and non-western contexts, where assessment of religiosity in the general 
population will vary considerably. Th ey originate in psychiatry as a medical discipline and 
are usually focused on relations between religiousness and health outcomes. Th ey investi-
gate relations between religious variables and symptoms of bipolar disorder (Azorin et al., 
2013; Stroppa et al., 2018; Stroppa & Moreira Almeida, 2013; Huguelet et al., 2016), meas-
ures of well-being or quality of life (Stroppa et al., 2018; Stroppa & Moreira Almeida, 2013; 
Huguelet et al., 2016) or measures of resilience (Mizuno et al., 2018). Two studies (Mitchell 
& Romans, 2003; Stroppa & Moreira Almeida, 2013) indicate that diff erences in explana-
tory models of bipolar disorder between professionals and patients can impair treatment.

Only three studies were identifi ed that explicitly address religious experiences and bi-
polar disorder. Two quantitative studies (Gallemore et al., 1969; Kroll & Sheenan, 1989) 
described a higher incidence of religious experiences in a group of patients with BD com-
pared to a healthy control group or the general population. However, the religious con-
text (the USA, high odds of religious affi  liation and involvement), was diff erent from the 
context of the present study (the Netherlands, a secularized country with lower degrees 
of religious affi  liation and religious involvement than in the USA). One qualitative study 
(Michalak et al., 2006) mentions the struggle to disentangle ‘real’ religious experiences 
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from hyper-religiosity as an important theme for the participants with bipolar disorder for 
whom religiosity was important. 

1.3  Aim, relevance and research questions
Th e aim of this study is to gain insight into the various religious or spiritual experiences 
people with bipolar disorder can have, how they interpret those experiences and how this 
process of interpretation changes over time along the course of their lives. Th e scientifi c 
relevance of the study is that it contributes to knowledge in an under-studied research fi eld. 
Th e study connects insights from psychiatry as a medical discipline, the social sciences 
and the humanities. It intends to contribute to theory on religious experiences related to 
bipolar disorder from a multidisciplinary perspective. Th e societal relevance of the study 
lies in its contribution to clinical practice in addressing relevant issues for patients and in 
bridging the gap between medical and religious or spiritual explanatory models of bipolar 
disorder.

Th e central research question of the current study is: 

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

Four clusters of sub-questions were posed, addressing: 1. Religious experiences (RE), 2. In-
terpretation or Explanatory Models (EMs) of these experiences, 3. Th e perceived Lasting 
Infl uence of Religious Experiences (LIRE) and 4. Communication. 

1) Religious experiences, description and frequencies
1a. Which religious or spiritual experiences occurring during diff erent illness episodes of 

bipolar disorder do persons with this diagnosis report in retrospect when they are sta-
ble? Do these experiences diff er from the religious experiences that occur when they 
are stable? 

1b. In a Dutch outpatient sample of bipolar disorder, what is the prevalence of the diff erent 
types of religious experiences? 

2) Interpretation of religious experiences, explanatory models
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 of 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 

religiousness 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.
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3) Religious experiences, perceived lasting infl uence
3a. How do participants describe and evaluate changes in their explanations of religious 

experiences 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 experi-
ences on their overall lives? 

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

4) Communication 
4a. With whom do patients in both samples communicate about their religious experienc-

es 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 hospital chaplains, with regard to their religious experiences? 
What is helpful and contributes to recovery in their view? How important is the topic 
for them?

Th e questions of the four clusters were answered with the use of qualitative and quantita-
tive methods. Two samples were used in this study of which details can be found in the 
next section. Th e relationship between the clusters of research questions, the methods 
used and the chapters in which the fi ndings are reported are depicted in the fi gure 1.1. Th e 
orange areas are qualitative methods, the green areas are quantitative methods and the 
bicolored areas are both qualitative and quantitative methods. 

1.4  Methods
In both samples participants were stable. Stability as a term is used in a pragmatic sense, as 
it is not a psychiatric category (see footnote 3). 

1.4.1 Th e qualitative component of the study
Th e study started with a qualitative pilot-study. Ten in depth interviews of about two hours 
were conducted with out-patients of Altrecht, a mental health care facility in the center of 
the Netherlands. Participants had a diagnosis within the BD spectrum. Th ey were con-
ducted by the researcher (hospital chaplain) together with a psychiatrist trainee. Details 
about the recruitment procedure can be found in chapter 2. Th e focus of the interviews 
was on religious experiences during illness episodes and the interpretation of them. Th e 
widest potential variety of experiences perceived as religious or spiritual by persons with 
bipolar disorder was included. Th e analysis was conducted according to Interpretative 
Phenomenological Analysis (Biggerstaff  & Th ompson, 2008; Brocki & Wearden, 2006). 
For coding the qualitative data the program NVivo was used. Details can be found in 
chapters 2, 3 and 5. 

During the next phase of the study, two members of the patient organization were con-
tacted. Th ey were both peer support workers and advised the researcher on the qualitative 
study. Th e number of participants was extended to 35, with more variation in religious 
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background, age and duration of the illness. Because recruitment procedures via men-
tal health care professionals turned out to be laborious, participants were also enlisted 
by other means. The peer support workers facilitated the researcher in participating in a 
relevant peer support project of the patient organization, which led to recruitment of new 
participants; others applied via the internet (see chapter 3). 

New insights that were acquired in analyzing interviews led to extension of the topic list 
and the topic of religious experiences in stable periods was included. The topic list and 
interview instructions can be found in the appendices of chapter 3 and 5. In the output 
a distinction was made between the description of the religious experiences (Chapter 3) 
and the explanatory models of the experiences and the process of interpretation over time 
(Chapter 5). As a way of validating the preliminary results a presentation was given during 
a conference and the preliminary results of the current study were discussed. The confer-
ence was organized as a platform for individuals with psychosis and also for professionals, 
in order to discuss the spiritual potential in psychosis (“Crazy Wise”). 

1.4.2 The quantitative component of the study
After analysis of the qualitative results of the study, the quantitative component com-
menced. The study was conducted at the specialist outpatient center for bipolar disorder 
of Altrecht, ‘Altrecht Bipolar’, N=196. Initially, the research questions for this study per-
tained to the prevalence of the religious experiences and their interpretations. However, 
the previous qualitative analysis had taught us that most participants had a mixed model 
of explanation for their experiences, discerning both religious/spiritual and pathological 

Figure 1.1. Structure of the four clusters of research questions in relation to the chapters of the dissertation and  
the qualitative and quantitative methods used
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aspects and that communication about the experiences was an important theme in the 
interpreting process. Th erefore, several other sub-questions were added for the quanti-
tative analysis, as a way to further explore this two-sided explanatory model of religious 
experiences and to examine with whom participants communicated about these experi-
ences. Details about the questionnaire, research procedure and analysis can be found in 
chapters 4 and 6; the questionnaire was tested by the peer support workers of the patient 
organization who advised the researcher and by nine participants of the qualitative study. 
Th e participants had diff erent levels of education as to also enable participants who are less 
health-literate to be able to fi ll in the questionnaire. Th e complete questionnaire is added 
as a separate appendix to the dissertation. 

1.5  Outline of the thesis
Th e outline of the thesis is as follows (see also fi gure 1.1):

Chapter 2 presents the qualitative pilot study for this project. It gives an answer to the re-
search questions about religious experiences (mainly) in mood episodes, the interpretation 
of them and treatment expectations (n=10, research-question 1a, 2a, 2c-e, 4b).  

Chapter 3 reports on the various types and aspects of religious experiences that were 
described by participants in the qualitative interviews, both occurring in illness episodes 
and in stable periods (research question 1a).

Chapter 4 describes the prevalence of the diff erent types of religious experiences and 
the prevalence of their perceived lasting infl uence in the quantitative sample (research 
questions 1b and 3b). Second, relations of religious experiences with diagnostic variables 
and religiousness are described (research question 2c and 2d). Th ird, relations between 
the perceived lasting infl uence of experiences with diagnostic variables and religiousness 
are reported on (research question 3c). 

Chapter 5 pertains to the personal explanatory models of religious experiences in the 
qualitative component of the study and the various factors that may infl uence the inter-
pretation process of religious experiences over time: mood episodes, religiousness and 
communication about religious experiences is explored (research question 2a, 2c-e, 3a, 3c). 
In this chapter, specifi c attention is paid to communication about religiousness and reli-
gious experiences within mental health care and treatment expectations (research ques-
tion 4a and 4b).

Chapter 6 describes the prevalence of the various explanations of religious experiences 
in the quantitative component of the study. Second, the relation of those explanations with 
diagnosis and religious characteristics is explored (research question 2b and 2e). Further-
more, in this chapter, the frequencies of communication patterns and treatment expecta-
tions are described (research questions 4a, 4b).

In chapter 7, the main results of the study are summarized, followed by the conclusions, 
the discussion, the limitations of the study and suggestions for future research and clinical 
care. 



Chapter 2 

Revelation, delusion or disillusion:
Subjective interpretation of 
religious and spiritual experiences 
in bipolar disorder



Welcome Morning

Th ere is joy
in all:
in the hair I brush each morning,
in the Cannon towel, newly washed,
that I rub my body with each morning,
in the chapel of eggs I cook
each morning,
in the outcry from the kettle
that heats my coff ee
each morning,
in the spoon and the chair
that cry “hello there, Anne”
each morning,
in the godhead of the table
that I set my silver, plate, cup upon
each morning.

All this is God,
right here in my pea-green house
each morning
and I mean,
though oft en forget,
to give thanks,
to faint down by the kitchen table
in a prayer of rejoicing
as the holy birds at the kitchen window
peck into their marriage of seeds.

So while I think of it,
let me paint a thank-you on my palm
for this God, this laughter of the morning,
lest it go unspoken.

Th e joy that isn’t shared, I’ve heard,
dies young.

P6: 
So it is also very clear that I experience the absence of God during 
depression and during a mania very much the presence of God. Th at I 
myself am a child of God and that I actually experience it means I feel 
connected to God and that I feel the divine energy fl owing through me.

Welcome Morning, in: the Awful Rowing 
Toward God (1975), by Anne Sexton, 
Th e complete poems, 1999, p.455.
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Abstract * 
Th e objective of this study is to explore the interpretation of religious and spiritual experi-
ences during mania, depression and recovery, from the perspective of bipolar clients and 
to inquire into their expectations of treatment in relation to these experiences. For this 
purpose, a qualitative pilot study is designed, which includes interviews with 10 outpa-
tients of Altrecht, a Dutch mental health institution. Th e meaning of religious and spiritual 
experiences and the question of their authenticity proved to be an important theme for the 
participants. Th e support of spirituality for illness management was brought to the fore, 
as well as the temporary lack of this support during depression by some participants. Par-
ticipants considered it desirable that more attention be paid to the topic during treatment, 
and to establish better cooperation between spiritual counsellors of the institution and 
other professionals. Th us, a more existential or hermeneutical approach towards religious 
experiences in relation to bipolar disorder would be a desirable contribution to standard 
treatment. Th e exact outlines of such an approach demand more empirical research. 

2.1  Introduction
Recently published meta-analyses (Braam, 2009; Pesut, Clark, Maxwell, & Michalak, 2011) 
on the relationship between bipolar disorder and religion or spirituality give a varied pic-
ture of this relationship. Some studies focus on the prevalence of strong religious convic-
tions or spiritual experiences in bipolar clients, or on religious delusions during mania. In 
others, religious coping and illness management are the central point. Pesut et al. (2011) 
observe a dichotomy between studies that focus attention on psychopathology and others 
that highlight religion or spirituality as a resource. Th e focus of the current study is on 
the relation between religion or spirituality and bipolar disorder from a client-centred 
perspective. 

Th e concepts “religion” and “spirituality” are the subject of much discussion, and no 
general agreement about their meaning has been established (Huguelet & Koenig, 2009; 
Spilka, Hood, Hunsberger, & Gorsuch, 2003). Th e secularisation thesis which announced 
the gradual disappearance of religion from the Western stage, is increasingly criticised 
in the Social Sciences and replaced by the concept of “transformation” of religion. Some 

* Th is is the Accepted Manuscript of an article published by Taylor & Francis in Mental Health, Religion & 
Culture on January 24, 2014, available online at the Taylor & Francis Ltd web site: www.tandfonline.com: Ouwe-
hand, E., Wong, K., Boeije, H., & Braam, A. (2014). Revelation, delusion or disillusion: Subjective interpretation 
of religious and spiritual experiences in bipolar disorder. Mental Health, Religion & Culture, 17(6), 1-14. https://
tandfonline.com/doi/full/10.1080/13674676.2013.874410 
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authors see “religion” as referring to transcendental authority and traditional institutions 
and as such diametrically opposed to “spirituality” which is seen as being more closely 
related to personal life and expression (Heelas, Woodhead, Seel, Szerszynski, & Tusting, 
2005). In contrast to this, Kronjee and Lampert (2006) do not make a conceptual diff erence 
between spirituality and religion, but focus on lifestyle instead. Th ey distinguish between 
“bound” spirituality or religion when people count themselves as belonging to a religious 
group or institution (28% of the Dutch population), and “unbound” spirituality or religion 
when people do not, but still regard themselves as religious or spiritual (26% of the Dutch 
population). For our research, we consider it a feasible approach to take the participants’ 
own judgement about their belonging to a religion or otherwise as a starting point. Th is 
means we do not defi ne religion or spirituality in advance and use the words religion and 
spirituality interchangeably. 

Studies that investigate religious experiences such as conversion and mystical union in 
bipolar clients conclude that prevalence of these experiences amounts to 52% of 62 par-
ticipants (Gallemore, Wilson, & Rhoads, 1969), or 55% in a sample of inpatients of whom 
11 were in a manic episode (Kroll & Sheenan, 1989). Mitchell and Romans (2003) found a 
strong religious belief in 79% of their sample of New Zealanders with bipolar disorder in 
a euthymic state. Starting from the perspective of the pathology, the prevalence of reli-
gious content in manic delusions diff ers substantially in studies, varying across studies from 
15% to 31% (Applebaum, Robbins, & Roth, 1999; Cothran & Harvey, 1986; Getz, Fleck, & 
Strakowski, 2001). Th e conclusion from these various fi gures is that religion is an important 
issue for some clients with bipolar disorder. 

In a large Canadian health survey, higher spiritual values (e.g., search for meaning, giving 
strength, understanding life’s diffi  culties) were associated with higher odds of having cur-
rent and past depression and mania (Baetz, Boven, Jones, & Koru-Sengul, 2006). According 
to the authors, this association might refl ect the use of religious coping when faced with life 
diffi  culties as mental disorders. Mitchell and Romans (2003) in their study present a refi ned 
picture of religious coping. Th ey examined, for example, diff erent ways of practising belief 
(in an organisational or in a more private way), and how these were related to views on 
illness management and health outcomes. Although participants regarded spiritual healing 
as helpful, this was not related to better health outcomes. Forty per cent of the participants 
in this New Zealand study reported a decrease of faith because of bipolar disorder. 

In several empirical studies that investigated clients’ expectations of treatment with re-
gard to spirituality and religion (Baetz, Griffi  n, Bowen, & Marcoux, 2004; Fitchett, Burton, 
& Sivan, 1997; Pieper & van Uden, 2005; Seyringer et al., 2007), mental health-care clients 
considered religion or worldview as relevant to their mental problems and treatment. In the 
only qualitative study which specifi cally focussed on quality of life of clients with bipolar 
disorder, spirituality emerged as an important aspect of the quality of life for one-third 
of the 35 interviewed patients (Michalak, Yatham, Kolesar, & Lam, 2006). Th e question 
whether religious experience was “real” or a sign of hyper-religiosity was a theme for many 
patients. Th e impact of bipolar disorder on religious involvement in their community was 
another one. Spirituality showed complex connections with social support, routine, stigma 
and disclosure. For example, ostracism by their religious community simultaneously im-
plied loss of social support and the loss of routine of religious activity. 
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To obtain more insight in this perceived importance of religion and spirituality among 
clients with bipolar disorder, the current pilot study is intended to examine the following 
research questions: 

1. How do clients with bipolar disorder evaluate their experiences during mania and de-
pression while they are in a euthymic state? 

2. How do these evaluations infl uence their perceptions of life and illness? 
3. What do clients expect of treatment with regard to their religiousness or spirituality? 

Th e aim of this pilot study is to identify important themes for clients with bipolar disorder 
in relation to the spiritual and religious experiences they have. It covers a small sample 
because it is meant as a starting point for further research to improve clinical practice in a 
way that reckons with the clients’ perspective. 

2.2  Methods

Recruitment and sample 
Th e study was initiated in Altrecht, a mental health institution in the city of Utrecht and 
its immediate environment, in the Netherlands, that also includes a specialist centre for 
bipolar disorder. Little literature about the content of religious or spiritual experiences 
related to the disorder is available. Standard psychiatric treatment usually does not focus 
on the content of experiences that are considered manic or psychotic. For exploration and 
description of a hitherto virtually unknown fi eld, a qualitative research design is appro-
priate (Boeije, 2010). As mentioned before, Pesut et al. (2011) pointed out the dichotomy 
in the literature between an approach of religion from a psychopathological and from 
a “religion as resource” angle. Th erefore, a phenomenological–hermeneutical approach 
was used. Phenomenological–hermeneutical qualitative research is, on the one hand, 
philosophically rooted in the phenomenological tradition which describes phenomena 
as richly as possible to come to their essence or quintessential meaning (Creswell, 2007). 
Hermeneutics, on the other hand, does not seek the essentials of phenomena, but implies 
that every process of understanding starts from a particular position (Swinton & Mowat, 
2006). Th ere is always pre-understanding which directs interpretation of 

experience. Hermeneutics was originally the discipline of understanding classical (the-
ological) texts, but during the last decennia it has also been applied to human expressions 
in general (Dingemans, 1991), or to the interpretation of life stories as “living human doc-
uments” (Gerkin, 1984) in pastoral counselling. Th e hermeneutic approach in this study 
implies that the interpretation of religious experience from a client-centred perspective 
has been brought into a dialogue with the theological and medical professional framework 
of the researchers. Th e phenomenological–hermeneutical approach is in its basic assump-
tions similar to the interpretative phenomenological analysis in psychology (Biggerstaff  & 
Th ompson, 2008; Brocki & Wearden, 2006). 

Th is pilot study, which includes 10 bipolar outpatients of Altrecht, is intended as a fi rst 
exploration of the research questions. Five participants were approached by the fi rst au-
thor, a spiritual counsellor; of these fi ve, four were known from previous counselling con-
tact. Th e other fi ve were recruited by the staff  of the ambulant department for bipolar 



36

disorder. Th ose individuals the staff  judged might be interested, were approached. Th e 
sample characteristics are listed in Table 2.1. 

It appeared to be easier to recruit participants who were known by the spiritual counsellor 
than via other staff  members. Th e reason for this could be that spirituality was not always 
a topic during treatment. During hospital admission, clients oft en contact the spiritual 
counsellor themselves and these contacts are not part of the treatment. All interviews were 
conducted by the fi rst (spiritual counsellor) and second author (resident psychiatrist under 
training) together. Th e second author was not acquainted with any of the participants. 

Th e participants in this study were all raised in the Christian tradition. Six were raised 
within the tenets of a Protestant Church and four within those of the Roman Catholic 
Church. At the time of the interview, fi ve participants were still Christian, four participants 
referred to a form of New Age Spirituality, not bound to any religious group, and one par-
ticipant considered himself as not religious anymore, though he practised Zen-meditation. 

Ethics 
Participants were informed about research aims and procedure by telephone and mail. 
Th is information was again presented at the beginning of the interview. Th e consent forms 
were signed at the end of the interview, together with the fi lling in of the forms to assess 

Table 2.1. Sample characteristics n=10
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that participants had recovered. Th e researchers chose this moment to infl uence the inter-
views as little as possible by concepts of mental illness and encourage spontaneous reaction 
to the questions. None of the participants were clients of the authors at the time of the 
interview. Th e fact that four participants had had previous counselling contact with one 
of the researchers was recorded in the research proposal. Th e study was approved by the 
Scientifi c Committee of Altrecht Mental Health Care, which assesses all research proposals 
on ethical standards. 

Data collection 
Th e 10 participants were interviewed for approximately 1.5 hours. Th e interviews were semi 
structured. Topics of the interview were: 

1. Religious upbringing and present religious/spiritual attitude. 
2. Duration of the illness. 
3. Spiritual/religious experiences during mania and depression. 
4. Evaluation of these experiences at the time of the interview. 
5. General refl ections on the relationship between spirituality and bipolar disorder. 
6. Experiences with and expectations from mental health-care professionals in relation 

to spirituality/religion. 

Before the interview took place, a clear explanation was given of the aim of the research 
and the role of the interviewers. We used a fl exible format for interviewing and participants 
were invited to raise their own topics and give tips to improve treatment. To assess whether 
clients were currently in a euthymic state, we administered the Altman Self-Rating Mania 
(ASRM) Scale (Altman, Hedeker, Peterson & Davis, 1997), the Quick Inventory of Depres-
sive Symptomatology – Self Report (QID-SR; Rush et al., 2003), and the Clinical Global 
Impressions Scale for use in bipolar illness (CGI-BP; Spearing, Post, Leverich, Brandt & 
Nolen, 1997). Th ere were no manic symptoms found (ASRM scores, 0–4) and no or light 
depressive symptoms (QIDS-SR scores, 1–8) in the participants. Th e resident psychiatrist 
under training observed no marked mood episode by using CGI-BP (scoring of M1, D1-2). 

Data analysis 
Nine interviews were audiotaped and transcribed verbatim and one interview was written 
down verbatim during the interview, because the participant did not consent to audiotap-
ing. Th e interview texts were sent to the participants with the possibility of providing a 
complementary commentary, of which no use was made. Th e text was coded with the pro-
gram NVivo. Th e authors started coding the same interview independently and composed 
a common code list. Aft er coding the following fi ve interviews, the common code list was 
adjusted and interviews were coded accordingly. Th e topic list was a starting point for the 
code tree, but sub-codes emerged from the interview texts. Much discussion was spent on 
the distinction between statements that focussed on the experiences themselves to be able 
to describe them, and interpretative statements aft erwards. Th e religious experiences, for 
example, were categorised in experiences during mania and during depression and aft er 
that coded according to the content emerging from the text (Table 2.2). 

To give an example of the coding process: the main code “interpretation of religious 
experiences” was divided into the codes: “changing awareness during diff erent phases”, 
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“cherishing”, “disappointment aft erwards”, “approval aft erwards”, “doubt authenticity”, 
“validation by others”, “deepening spirituality”, and “seduction & fl ight”. Th e main code 
“treatment relationship” was divided into the codes: “fear for reductionism”, “need & ex-
pectations”, “negative treatment experiences”, “positive treatment experiences”, and “tips”. 
Another point of discussion was the interrelatedness between spiritual outlook, religious 
development and religious experience in general and the specifi c role bipolar disorder 
played. It was not the researchers’ intention to extensively relate individual experiences to 
the biography of the participants and present their life stories. Th ey rather intended to ex-
plore important themes in the process of interpreting challenging spiritual experiences re-
lated to bipolar disorder and the possible contribution treatment can make in this process. 

Th e fi rst author made a fi rst draft  of the results. Th e number of quotes within a theme, 
the importance participants attached to a theme and contrasting experiences of partici-
pants were leading for the research report. Th is was discussed with the second author and 
adjusted. Th e process as a whole was discussed with a senior researcher, but no reliability 
audit was administered.

2.3  Results
We start this section with a short delineation of the general remarks participants made 
about their religious outlook and upbringing, in order to provide a context in which the 
other fi ndings can be interpreted. Subsequently, three themes that are directly related to 
religious experiences and their interpretation will be outlined: (i) religious experiences 
during mania and depression; (ii) the quest for meaning and the authenticity of the expe-
riences and (iii) cherishing of blissful experiences. Finally, we examine the support off ered 
by spiritual practice in the management of illness and clients’ expectations treatment and 
of cooperation between spiritual counsellors and other professionals. 

Religious outlook of the participants 
All participants were originally from a Christian background. We discovered that changes 
in spiritual outlook were related to life stage (puberty) or important life events, for ex-
ample, the death of a relative. Th e onset of bipolar disorder or a manic episode could be 
one of them. An example of the intertwinement of life course, spiritual development and 
bipolar disorder was the narrative of an orthodox Protestant woman. During adolescence 
she discovered that she was a lesbian. Aft er this discovery, spirituality faded into the back-
ground for her, till, years aft er the diagnosis of bipolar disorder, she underwent mindful-
ness training. Th en she became interested in its Buddhist background which helped her to 
understand her illness (P6, New Age Spirituality). Religious involvement was fl uctuating 
in diff erent life episodes of the participants and was only in some cases directly related to 
the onset or development of the disorder. 

With the exception of one participant, all participants experienced religion or spiritual-
ity as a source of confi dence and support at the moment of the interview. Religion helped 
them to deal with life’s diffi  culties, of which bipolar disorder was only one. Th eir religious 
frame of reference off ered them a vision on the tragedies of life in general in which things 
did not happen in vain. Half of the participants mentioned they had the feeling that their 
life was “governed” by God or some other universal principle, or had the feeling that they 
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were “spiritually growing” in a direction they were drawn to. Th is sense of being governed 
could be under strain due to bipolar disorder, as in the case of the man who could not fulfi l 
his vocation as a minister because of his illness (P3, Protestant). 

We found that fi ve participants had been studying theology or general religious/philo-
sophical studies for some years. Th is indicates the high religious involvement of some of 
the participants. Overall, we can say that for most participants religion was an important 
issue, which took diff erent shapes in the course of their lives. Bipolar disorder was only 
one factor of infl uence in their spiritual development. 

Religious experiences during mania and depression 
Many participants reported intense spiritual experiences during mania, accompanied by 
feelings of happiness or freedom. Mystical experiences of a sense of unity, of enlighten-
ment, of the ascending of the soul or of the presence of the divine were reported. Others 
mentioned seeing intense light or angels, and communication with the deceased. Changed 
perception of time and changed perception with respect to sight, hearing and smelling 
occurred. Insight into the deeper connections of the universe, creation or the Bible and 
having a divine or spiritual mission for the world were other experiences reported. Some 
of these experiences occurred in stable periods as well, although less intensely and for a 
shorter period of time. Th ey seemed to be described on a sliding scale of religious expe-
riences that happened during diff erent states. P7, for example, declared, that she got in to 
contact with an “in-between-dimension” between the terrestrial and the celestial dimen-
sion for the fi rst time during her fi rst period of mania, the consciousness of which never 
left  her from then on (P7, Protestant). 

During depression, less religious or spiritual experiences were reported. Experiences 
participants did mention were an absence of light or of God, an inability to reach God, 
an absence of meaning, coherence or goal in life, or an intense emptiness. Th ree reported 
a presence of evil forces that were physically perceptible. Th ree participants of orthodox 
Protestant background struggled with feelings of guilt, failure and punishment. Despite 
these negative experiences, participants emphasised that belief or spirituality supported 
them during depression: P5, for example, felt a “presence” during depression about which 
she wrote in her diary, even if it were only a few words (P5, New Age Spirituality). Another 
participant sometimes suddenly experienced a deep inner rest in periods of great despair, 
even to the extent of the appearance of Jesus at the moment she wanted to commit suicide 
(P7, Protestant). Two participants experienced an absolute absence of spirituality during 
depression: “For eighteen months it was a time without God, an absolute rock bottom, 
nothing at all”, said one woman (P1, Protestant). 

Th e quest for meaning and the authenticity of the experiences 
To make sense of their religious experiences during mania, participants searched for an 
explanation within or beyond their present religious orientation. For some, the quest for 
meaning began aft er the religious experience they had had during their fi rst manic episode, 
or during subsequent episodes. It manifested itself by seeking another church or reading 
books which could make these religious experiences comprehensible. P1 (Protestant) talks 
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about her confusion aft er the fi rst manifestation of bipolar disorder. She was an active 
member of the Baptist church and was studying theology. While she was writing her thesis, 
she had an intense experience of the presence of God. Apparently, a mania was developing, 
she reported. She went to an Evangelical church because in her own congregation similar 
religious experiences were never discussed. Th en she was hospitalised in a psychiatric 
clinic. Talking with another patient with “religious delusions” drove her to the conclusion 
that her own experience must also have been an indication of insanity. From that moment 
on, she decided to stop being involved in religious matters. 

For most participants, an internal dialogue about the authenticity of their religious ex-
periences had taken place aft er manic episodes. For some, it was still an issue at the time 
of the interview. For some participants, the “insights” they had developed during manic 
states appeared muddled when they had recovered. For others, experiences in the manic 
state could be luminous or meaningful in origin, but became grotesque, distorted or ex-
aggerated because of “the manic drive”. One participant (P7, Roman Catholic), who was 
very interested in mysticism, hesitated to interpret his mystical experiences during mania 
as “hallel” (Hebrew for praising God), or “gallel” (Hebrew for blasphemy). He called them 
“psychotic” and “meaningful” or “true human experience” at the same time. He considered 
his interest in mysticism as a fl ight from the disappointments of life and originated in a 
desire to be special. At the same time, fi nding inner peace was a much more important 
religious goal for him than feeling good or special. 

Such an internal dialogue had not come to an unambiguous conclusion for some par-
ticipants and was still described as troublesome by them. Aft er 12 years, P1 still pondered 
how much weight she should give to her intense experience of God’s presence during her 
fi rst manic episode: 

I never would have wanted to miss this experience. I fi nd it hard. God was with me there, through 
everything. For years I had the feeling: this is important, I must write everything down. But con-
sidering what the costs are: not being able to fi nish my studies, three years of my life, than the 
question arises: does this divine encounter make up for all the losses? (P1, Protestant) 

For P6 in contrast, the manic state connected her to her “vocation as a human being”. 
She was infl uenced by the ideas of Eckhart Tolle, a contemporary spiritual teacher whose 
books like “Th e Power of Now” are very popular, and meditation was a way of life for her: 

Th e reason why I am on earth is to Be with a capital “B” and to help people remember the divine 
spark within themselves. Everybody can switch over from doing to Being. When I am stable, I 
just do not dare to say this aloud but during a manic period I do, because I am less inhibited. (P6, 
New Age Spirituality) 

Two participants had no doubt about the genuineness of their spiritual experiences, be-
cause they regarded them as a turning point in their lives. Th ese experiences had come 
aft er an intense religious quest as a “revelation” for the one (P4, woman, Protestant). For 
the other, it had come as “enlightenment” aft er a period of intensive psychotherapy (P2, 
man, New Age Spirituality). For both they had led to important choices and a change of 
lifestyle. P2 judged his religious experience during mania with practical standards: 
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I have been struggling with it for some time, so as to say: what do these experiences mean? But 
what makes the diff erence? Th ey were pleasant, they have led to a good result and a change in 
myself, so just call them by whatever you like. My conclusion is: it does not make any diff er-
ence. One would call it psychosis, the other enlightenment. Even among experts there is a lot of 
hubble-bubble. 

Th e intense involvement in reading spiritual literature to comprehend his experience grad-
ually decreased aft er his life had settled again, because in his eyes the most important 
existential questions had been answered. 

Negative religious experiences during depression likewise brought about consideration 
aft erwards. P6 (New Age Spirituality) told us that concepts like “sin” and “devil”, which 
originated from her orthodox Protestant background, came to the fore during depressive 
states. Aft er recovery, she interpreted them as invented by men. Others submitted a link 
between orthodox protestant background and their feelings of sin and guilt during de-
pression as well, both in their own lives as well as in the lives of other clients they had met. 
Th ey mentioned it as an important theme for refl ection in treatment. P5, who had macabre 
thoughts about her family during depression, which she interpreted as “diabolic”, stressed 
the importance of making sense of her psychotic experience for recovery: 

I was worried about these strange spirits and he (spiritual counsellor of the hospital) explained, 
that in Greek diabolos is the force that can sow unrest and actually can strike at places of chaos. 
Th at is exactly what I experience during psychosis. I am very confused then, that is my illness, it 
is in my genes. But because of the chaos in my head it could well be that a kind of diabolos starts 
to work in me so that I end up with macabre thoughts and demonic hate. From the moment I 
understood this, a lot more of the puzzle pieces of my life fell into place and I got more involved 
in the rehabilitation-movement … Th ese questions, philosophical questions, are very important. 
I am convinced that if one does not fi nd somebody who can help you with it, you continue to 
search for meaning and you can oft en notice that they come back in the next psychosis. (P5, New 
Age Spirituality) 

Th e diff erent ways of giving meaning to experiences during mania and depression can be 
ranged from, on the one hand, a totally medical interpretation of the experiences and the 
rejection of them as genuine religious or spiritual, to, on the other hand, the rejection of 
the medical model in favour of a spiritual interpretation. P3, from an orthodox Protestant 
background judged his “mystical” experiences during mania to be illusory and a part of 
his illness. Whereas P10 considered her religious experiences during mania as being close-
ly related to her spiritual development. Her bipolar disorder was a necessary hurdle in this 
development from which she could learn (P10, New Age Spirituality). In most interviews, 
diff erent explanatory models (Kleinman, 1988) coexisted and the participants used con-
cepts from diff erent linguistic fi elds. 

Cherishing of blissful experience 
Related to the issue of authenticity was the theme of cherishing the blissful experiences 
of the manic state. Because they were classifi ed as so “fantastic”, “happy” or other de-
scriptions of similar purport, participants did not want to miss them. “Like addiction, 
fi rst the high and aft erwards the hangover”, P3 commented. Some participants felt cut off  
from these experiences when using medication. Some participants showed an ambivalent 
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attitude towards this issue. On the one hand, they reported restraint in talking about these 
happy experiences, either because they found it diffi  cult to explain them to other people, 
or because they were afraid the experiences would be interpreted as a sign of an emerg-
ing mania. On the other hand, some participants mentioned the “seductiveness” of these 
experiences and were aware of the danger of overvaluing them. “I was curious”, P10 (New 
Age Spirituality) explained, while looking back upon the time of the onset of bipolar dis-
order, more than 20 years ago. “I thought: how far can I go? Th e universe is infi nite”. In the 
course of her life, this attitude had proved to be unhelpful. In the interviews, cherishing 
blissful experiences could go together with increasing religious activity: prayer, reading, 
painting or writing down experiences, sometimes originating from a strong desire to re-
cord them. 

Spiritual practice as support in illness-management 
Practices like mindfulness/meditation, prayer, reading religious texts and (biographical) 
writing, or tangible objects were mentioned as supportive in illness management. P6 (New 
Age Spirituality) reported that she benefi tted a great deal from mindfulness training and 
the works of Eckhart Tolle. It helped her in keeping a distance from negative thoughts dur-
ing depression and judging more realistically what she was able to do during a week. For 
P9 (not religious), meditation helped him fi nding rest when his mind was fuzzy, especially 
in unsettling times like holidays. P7 (Protestant) mentioned “rituals and small tangible 
things” that helped her to keep balanced: 

To keep the consciousness of being grounded, I need small things I can touch, like a tattoo (small 
Celtic cross). I know it is always there. Sometimes when I’m in trouble or don’t know how to go 
on, I grab my arm: you are never without the Trinity. 

Th e Celtic spirituality helped her to live in balance with nature, the seasons, the earth 
and her body, an attitude she had missed in her religious upbringing. Several participants 
mentioned that keeping balance could implicate not being involved too much with reli-
gious experiences, but observing attention for spirituality in concrete, everyday life. Th ey 
articulated this in terms of “grounding” and described themselves as “badly grounded”, or 
their spiritual experience as “having no feet”. P8 (Roman Catholic), with his predilection 
for mystical experiences considered gardening and going to church to meet other people 
as a healthy counterbalance to his mystical aspirations. He had once gone through an 
intense spiritual week in a monastery during which the coaches had not recognised his 
developing mania.

Expectations for treatment 
An explicit wish emerged from most interviews to talk about spirituality and religion dur-
ing treatment. It varied from the need for a rough impression of one’s religious background 
on the side of the mental health-care professional, so as to be able to bring it up when nec-
essary, to the specifi c wish to talk about the authenticity of their religious experiences. P5 
(New Age Spirituality) regretted that she had not been able to talk about the question that 
was bothering her during the past 20 years since she was familiar with her illness: 
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How does one come from this gigantic shame for what one has thought during psychosis, this 
megalomania and all things that press you down to the understanding that what has happened 
could have a meaning. Also to the recognition it is not 100% your own fault and it is not only your 
own brains that produce all this. 

She stated that it was not so easy to work it all out alone. Reading spiritual books could 
help, but could cause confusion as well. Some participants stressed the importance for 
mental health-care professionals to bring the subject forward on their own initiative. 
Many participants thanked us explicitly for the interview, some had prepared it thorough-
ly and expressed their hope that professionals in mental health care would develop a more 
positive attitude towards religion and spirituality. 

Several participants mentioned a spiritual counsellor of the institute as helpful, others 
expected more support in these matters outside of mental health care, but considered it 
appropriate for professionals to refer to reliable spiritual counsellors. Some participants 
mentioned that, during hospitalisation, they had come into contact with the spiritual 
counsellor by coincidence. Th ey found it a pity that other professionals did not refer to 
them, or only as a last solution, when other therapies did not work out. In this case, the 
need of the client was answered, but no clear view on the relationship between spirituality 
and bipolar disorder was developed. A second point of criticism was the fragmentation of 
health care: each professional had his or her own territory as a result of which the patient 
did not feel treated from an overall view in which religion had a place as well. 

2.4  Discussion
Th e objective of the current study was to obtain insights from clients diagnosed with bi-
polar disorder on how religious experiences related to the disorder were conceived. Par-
ticipants mentioned more spiritual experiences during mania than during depression. 
Making sense of these experiences and considering their authenticity appeared to be an 
important issue for most participants. Th is outcome is in line with the results of the Qual-
ity of Life study of Michalak et al. (2006) which indicated that religious clients struggle to 
disentangle “real” experience from hyper-religiosity. 

Th e explanatory models participants in our study used, ranged from predominantly 
medical to exclusively spiritual. Several authors in the psychiatric literature have tried to 
clarify the overlap between psychotic and religious experiences. Th e question is raised as 
to whether current psychiatric practice takes into account the growth potential in psy-
chotic experience (Johnson & Friedman, 2008; Lukoff , 1985). In our study, two partici-
pants stressed that their religious or spiritual experiences marked a new stage of life, in 
spite of their occurrence during a psychotic or manic episode. 

In most cases medical and spiritual explanations coexisted and more doubt was felt 
about the exact character of the experiences, but participants stressed that the experi-
ences had spiritual or existential implications that exceeded the pathology. Discernment 
between “healthy” and “pathological” experience only might not be suffi  cient in the case 
of long-lasting mental disorders, because clients ask for a more phenomenological or 
hermeneutical approach to their religious experiences. Klapheck, Nordmeyer, Cronjäger, 
Naber, and Bock (2012) state that recovery from psychotic crisis depends on the ability to 
fi nd meaning in the psychotic experience. Glas (2012) advocates the reintroduction of an 
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existential vocabulary in psychiatry. Th is perspective in research and treatment and its 
possible eff ect on health outcomes needs more elaboration in our view. 

Religious or spiritual practice was mentioned by many participants as supportive in 
illness management: mindfulness/meditation, prayer, reading religious texts and (bio-
graphical) writing, or tangible objects. Mindfulness/meditation was mentioned as being 
supportive by participants with and the one participant without a religious view of life, 
which was in line with the outcome of the study of Mitchell and Romans (2003). In their 
study, participants who practised religion in a non-organisational way were more likely to 
report that their faith supported them in illness-management than those who practised in 
an organisational way. In our study as well, private practice was more oft en mentioned as 
being supportive than organised ritual. 

Participants in our study expressed various wishes with regard to treatment. Atten-
tion for their religious background, exploration of the religious or spiritual experiences 
and their meaning with professionals during treatment, consultation about practices like 
mindfulness/meditation, cooperation between the spiritual counsellors of the institute or 
reference to reliable spiritual counsellors outside the institute were mentioned. Th e wish 
for support from mental health-care professionals in our study corresponds with the fi nd-
ings on treatment expectation that emerged from the research of Pieper and van Uden 
(2005) under Dutch Protestant and Roman Catholic outpatients with various mental dis-
orders. Only one-third of the religiously affi  liated clients were satisfi ed with the treatment 
with regard to religious aspects in their study. 

Mitchell and Romans (2003) observed a paradigm confl ict between medical and 
spiritual advisors in their study. In the Dutch situation, Pieper and van Uden (2005) found 
that only a quarter of the clients judged a parish priest or minister more capable of dealing 
with problems that were related to religion or worldview. Th e majority of the participants 
considered the relationship between religion and mental health problems to be part of 
psychiatric treatment, and not of congregational pastoral care. According to the above 
study, therapists should be trained in these issues. In the sample of Pieper and van Uden 
outpatient-departments were without spiritual counsellors in the staff . In Dutch clinical 
settings, spiritual counselling is part of the off ered care, as a voluntary support to stand-
ard treatment. Th e spiritual and existential dimension evoked by mental illness and what 
this means to individual clients in relation to religious or philosophical traditions, is the 
domain in which spiritual counsellors operate. From the perspective of the participants in 
our study, it does not seem to make much diff erence who pays attention to this dimension, 
as long as it is an integral part of treatment. Th ey suggested that cooperation between 
spiritual counsellors allied to mental health-care-facilities and other professionals would 
be advisable to improve treatment. Th e paradigm confl ict between medical and spiritual 
advisors, mentioned by Mitchell and Romans (2003), was not mentioned in our study. 
Th is might be due to the fact that all participants were white Dutch, not belonging to an 
ethnic minority. 

Th e participants in our study were noticeably grateful for the opportunity to talk about 
their religious experiences. Some of them mentioned this explicitly to Wong as a psychia-
trist and expressed their wish for more interest in spirituality in mental health care. 
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Limitations of the study 
A limitation of the current study is that the participants did not represent the average 
client with bipolar disorder. Participants in this study should be regarded as well educated, 
and moreover well aware that they are part of a society that should be qualifi ed as secular-
ised. Th erefore, other results might have been obtained in ethnic minorities with stronger 
religious affi  liation with regard to the institutional aspect of religion, or in clients with 
bipolar disorder from western countries with higher levels of religious affi  liation, such 
as the USA. Th e participants should therefore be regarded as clear examples of how cli-
ents struggle to make sense of their spiritual experiences during the development of their 
illness and what they expect of mental health care. 

Th e fact that four participants were known by the fi rst author, even though the contact 
had been some years before the interview, might have created bias in the interview results 
and therefore entail a weakness of the present study. On the one hand, it did give an easy 
access to these participants who would otherwise possibly have been more reluctant to talk 
about their spiritual experiences. On the other hand, it has probably led to participation 
of clients with a more than average affi  nity to religion. Most of them explicitly expressed 
their hope that the study would contribute to directing more attention to spirituality and 
religion in psychiatric treatment. A larger sample in future research should balance this 
possible weakness and gain more in-depth knowledge which could contribute to treat-
ment guidelines, especially at the fi rst onset of the disorder. 

In this study, religious experiences were explored. Th e claim of Klapheck et al. (2012) 
that making sense of psychotic experience is important for all clients and not only for re-
ligiously affi  liated persons, can only be determined by large-scale cross-sectional research. 
Another limitation of the present study is that all participants had contact with mental 
health-care professionals of Altrecht. Th is study therefore does not clarify the question as 
to whether lack of attention for religion in treatment is a reason for non-compliance with 
therapy. In the study of Mitchell and Romans (2003), all participants indicated that they 
had encountered problems with confl icting advice between medical and spiritual advisors 
and one-third of the participants indicated problems concerning the use of medication on 
account of their religion. 

Conclusions
In this study, religiously affi  liated participants reported struggling with the interpretation 
of their spiritual experiences during manic and depressive states. Attention to this fact is 
desirable in treatment. Th e euthymic state proves to be a good moment for refl ection on 
the supportive or problematic role that religion plays in clients’ lives with regard to bi-
polar disorder. For adequate counselling in existential and spiritual matters, cooperation 
between spiritual counsellors and other mental health-care professionals is advisable and 
more empirical research into helpful clinical interventions is needed. 
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Chapter 3 

Sweet delight and endless night: 
A qualitative exploration of ordinary 
and extraordinary religious and spiritual 
experiences in bipolar disorder



Every Night & every Morn 
Some to Misery are Born 
Every Morn and every Night 
Some are Born to sweet delight 
Some are Born to sweet delight 
Some are Born to Endless Night 

William Blake, Auguries of Innocence

P28: 
I really had the feeling, I tell you, that I am one with everything, so I 
almost didn’t feel my whole body anymore. It was so special. And in the 
preceding week I also had such experiences. Th at you also feel a kind of 
oneness between people and basically it’s in everything you see – that there 
is no separation anymore.

P33: 
On the one hand, He is partly present. I can still connect, but those 
moments come seldom (in depression). So in bad moments, He is absent. 
If I really feel bad, I only know that I no longer want to go on.
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Abstract *
Th e authenticity of religious and spiritual experiences during mania is an important sub-
ject for bipolar patients. Th e exploration of such experience in bipolar disorder is the 
central point of this qualitative study. A psychiatrist and a hospital chaplain conducted 35 
semi-structured interviews with recovered participants, recruited from mental health care 
institutions in the Netherlands, the patients’ association and via the internet, about their 
religious and spiritual experiences during illness episodes and in stable times. A variety in 
types (such as divine presence, unity, mission, meaningful synchronicity) during mania 
was reported, which were on a sliding scale with experiences/views in stable times in more 
than half of the interviews. During depression, absence of religious or spiritual experience 
was predominant. Th e reported experiences were viewed by most participants as both 
authentically religious or spiritual but also related to the disorder, requiring therefore lan-
guage that transcended medical terminology. Also indicated is the relevance of the results 
for fundamental discussions about the nature or religious experience. 

3.1  Introduction
Th e study of religious and mystical experiences is a broad and important fi eld in the psy-
chology of religion. Because of its diversity within diff erent religious and cultural contexts 
and its interface with psychopathology, it is also a diffi  cult fi eld to research. Hood, Hill, 
and Spilka (2009) took a clear stance on empirical research into religious experience in 
their handbook on the psychology of religion: It is interpreted experience, and a defi -
nition by its inherent characteristics is not fruitful. What is called religious within one 
tradition might be viewed as superstitious or merely anomalous within another tradition, 
and what persons with bipolar disorder (the subjects of the current Dutch study) perceive 
as religious or spiritual experiences are viewed in a psychiatric context as delusions and 
hallucinations with religious content. Th e variety of religious experience is much larger 
than William James (1902) described in his classical Varieties, when religious experiences 
in various cultures and experiences of common people are included (Dein, 2010). In the 
present study on the religious and spiritual experiences of persons with bipolar disorder 

* Th is is the Accepted Manuscript of an article published by Taylor & Francis in Th e International Journal for 
the Psychology of Religion on January 19, 2018, available online at the Taylor & Francis Ltd web site: www.tandfon-
line.com: Ouwehand, E., Muthert, H., Zock, H., Boeije, H., & Braam, A. (2018). Sweet delight and endless night: 
A qualitative exploration of ordinary and extraordinary religious and spiritual experiences in bipolar disorder. 
Th e International Journal for the Psychology of Religion, 28(1), 31-54. https://tandfonline.com/doi/full/10.1080/105
08619.2018.1415085
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in the Netherlands, we follow the interpretative position of Hood et al. (2009) and include 
all experiences that are perceived by the participants with bipolar disorder as religious or 
spiritual. 

A second important issue in the research fi eld of religious experience, directly relevant 
for the present study, is the distinction between pathological and healthy religious ex-
perience. Th ere is a large body of literature in which the relation between psychosis and 
religious experience is examined (Boisen, 1960; Dein & Littlewood, 2011; Fulford & Jack-
son, 1997; Hunt, 2000; Menezes & MoreiraAlmeida, 2010; Mohr et al., 2010; Sims, 2016). 
Apart from the theoretical implications, this is an important topic for clinical practice 
because diff erent explanatory models (Kleinman, 1988) used by therapists and clients may, 
when it comes to treatment, result in confusion (Mitchell & Romans, 2003; Stroppa & 
 Moreira-Almeida, 2013). 

Only a few studies into psychosis and religious or spiritual experience focus on bipolar 
disorder. However, discussions on Internet forums about the authenticity of religious and 
spiritual experiences during mania frequently appear on sites about bipolar disorder or 
psychosis, which indicates that interpretation of such experiences during illness episodes 
is an important topic for patients (Bipolar Wellness Centre, n.d.; Cole, 2015; Hendriks, 
2015; Loberg, 2012; Van Jost, 2014). Michalak, Yatham, Kolesar, and Lam (2006), in a qual-
itative study into the relation between bipolar disorder and quality of life, concluded that 
for one third of the participants, spirituality was a valuable aspect of quality of life. Th e 
struggle to disentangle “real” spiritual experience from hyperreligiosity was an important 
theme for this group. 

In clinical practice, the experiences during episodes that are perceived as religious or 
spiritual by patients are usually seen as pathological, and increasing preoccupation with 
spirituality is considered a sign of evolving mania (Braam, 2009; Brewerton, 1994; Jerrell 
& Shugart, 2004). Th e diagnosis of mania is the essential building block for the diagnosis 
of bipolar I disorder. Mania is characterized by a constant heightened, expansive, or irri-
table mood, accompanied by overestimation of oneself and increased vitality and activity 
and a decreased need for sleep. Depressive episodes are characterized by a lasting depres-
sive mood and loss of interest, decreased vitality and activity, and accompanied by feelings 
of worthlessness and guilt, oft en culminating in suicidal thoughts and plans (Kupka et 
al., 2015; Kupka & Nolen, 2009). Psychotic features can mark both manic and depressive 
episodes. In bipolar II disorder, no manic but only hypomanic and depressive episodes 
occur. In hypomania, symptoms can be the same as in mania, but no psychotic features 
are present and there is less impairment in daily functioning. In bipolar disorders (hypo)
manic, depressive, and mixed episodes (with characteristics of both conditions) alternate 
with periods of recovery with much individual variation in duration of episodes and grav-
ity. Th e prevalence of bipolar disorder I and II in the Netherlands is estimated at 1.9% of 
the general population (Regeer, Ten Have, Rosso, Vollenbergh, & Nolen, 2004). Quality of 
life is markedly impaired in patients with bipolar disorder, even when they have recovered 
(Michalak, Yatham, & Lam, 2005), and the suicidal risk for bipolar patients is estimated at 
5% among never-hospitalized patients with bipolar disorder of moderate severity and 19% 
for the group with severe bipolar disorder (Goodwin & Redfi eld Jamison, 2007). 
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Because of the presupposed relation between hyperreligiosity and mania in psychiatry, it 
is not surprising that religious experience related to bipolar disorder is usually studied 
from the perspective of psychopathology. Th e scant empirical research that is available in-
vestigates the association between mania and delusions/hallucinations with religious con-
tent by comparing diff erent diagnostic groups of inpatients (Brewerton, 1994; Cothran & 
Harvey, 1986; Kroll & Sheehan, 1989) or diff erences in religious background and diagnosis 
related to the severity of religious delusions (Getz, Fleck, & Stratowski, 2001). Gallemore, 
Wilson, and Rhoads (1969) found an increased prevalence of conversion and salvation ex-
periences in the recovered group with aff ective disorders (52%), compared to the control 
group who had never been mentally ill (20%). Surprisingly enough, in only four cases (n = 
62) had such experiences occurred during mania, according to the participants; they usu-
ally occurred when the participants were well. Two review studies about the relationship 
between religion and spirituality and bipolar disorder emphasize the importance of in-
cluding religion and spirituality as a possible determinant in the course of bipolar disorder 
(De Fazio et al., 2016; Pesut, Clark, Maxwell, & Michalak, 2011). At the same time these re-
views reveal the lack of empirical studies to draw relevant conclusions for clinical practice. 

Dutch research into patients’ expectations with regard to religion and spirituality in 
general indicates that mental health care patients value religion and spirituality as im-
portant for illness management and that this interest is underestimated by professionals 
(Pieper & Van Uden, 2005). Religious and spiritual experiences during episodes of illness 
are interpreted diff erently by patients and professionals, and this is experienced as prob-
lematic from the patients’ perspective (Borjes, Van Eerd, Sisselaar, Verhaar & Vink, 2001; 
Ouwehand, Wong, Boeije, & Braam, 2014). 

Th e concept of religious or spiritual experience is diffi  cult to delimit because religion 
and spirituality in Western societies are, according to sociologists of religion, in a process 
of transformation. Th is process is characterized by waning traditional religious institu-
tions, authorities, rituals, and dogmas toward waxing multiple spiritual expressions in 
informal networks. An increasing emphasis on the experiential and personal appears as 
a feature of modern religiosity and spirituality (Bernts & Berghuijs, 2016; De Hart, 2011, 
2014; Kronjee & Lampert, 2006). We do not go into the problem of defi ning religion and 
spirituality as concepts extensively, as the defi nition problem has already been excellently 
presented by others (Berghuijs, Pieper, & Bakker, 2013; Hood et al., 2009, p. 9ff .; Streib & 
Hood, 2016b). In this article we follow Streib and Hood (2016b) in “Th e Bielefeld-based 
Cross-cultural Study on ‘Spirituality,’” arguing as they do in favor of the term “religion” 
over “spirituality” in scientifi c research, for reasons of intellectual clarity. Following Ernst 
Troeltsch’s typology of religion in church, sect, and mysticism (by which Troeltsch, 1923, 
meant nonorganizational forms of religion that focus on personal religious experience) 
we defi ne spirituality as the “privatized, experience-oriented” type of religion. Th e concept 
of “spirituality” is important for self-defi nition in individuals, but in the current study, as 
in “Th e Bielefeld-based Cross-cultural Study on ‘Spirituality,’” it is considered an emic 
term that should be regarded empirically as self-description, not as a separate concept in 
any theory of religion. In sociological research it becomes apparent that self-defi nition 
as encompassing the religious and spiritual overlap to some extent for certain groups in 
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modern Western societies, but fi gures diff er country by country. Th e group that identifi es 
itself as both religious and spiritual is much larger in the United States (47% according to 
General Social Survey Chicago 2016)4 than in the Netherlands, for example (20% accord-
ing to God in the Netherlands; Bernts & Berghuijs, 2016) and younger generations defi ne 
themselves more than older generations as exclusively spiritual (De Hart, 2011; Possamai, 
2005). Moreover, the subjective signifi cance people attach to the concepts “religion” and 
“spirituality” has only recently become a subject of empirical study (Eisenmann et al., 
2016; Streib, Keller, Klein, & Hood, 2016). 

In “Th e Bielefeld-based Cross-cultural Study on ‘Spirituality’” (Streib & Hood, 2016a), 
Klein, Silver, Streib, Hood & Coleman III (2016) investigated the relationship between 
the religious and spiritual self-rating of participants in their study, and through Hood’s 
Mysticism Scale it was found that mysticism is an inherent aspect of what people to-
day understand as “spiritual” (in Germany and the United States). Th eir study does not 
explore other anomalous experiences or paracultural phenomena that increasingly gain 
interest both in and outside the Dutch churches (Berghuijs, 2016; De Hart, 2011). In the 
current study we included not only the so-called numinous and mystical experiences but 
also paranormal and anomalous experiences, such as out-of-body experiences and con-
tact with deceased persons. We use the term New Spirituality as a broad term for diff erent 
emerging forms of religion, where the focus is on individual experience and a “true inner 
self,” a holistic and cyclic perspective on transformation and history, the immanence of 
the divine, and syncretistic tendencies (De Hart, 2011). According to recent research, 25% 
of the Dutch population are members of a church, 7% belong to other religions than 
Christianity, and 68% have no religious affi  liation. Forty-two percent of the population 
believe in God or “something higher,” and 58% are agnostic or atheist (Bernts & Berghuijs, 
2016). Dutch statistical fi gures show a decrease of actual experiences of God or a higher 
power, from half of the population in 2006 who “certainly” or “perhaps” had such an ex-
perience to one third in 2015 (Bernts & Berghuijs, 2016). We mention this here to give a 
context to the religious and spiritual experiences described in the present study, because 
an important question is whether such experiences of people with bipolar disorder diff er 
from experiences found in the general population. 

Keeping in mind the developments in the religious landscape as just summarized, the 
current study addresses the following question: How do people with bipolar disorder 
express their own ordinary and extraordinary religious or spiritual experiences during 
illness and during stable periods? Because so few empirical studies are available, we 
would like to contribute to a more comprehensive understanding of the topic by a ret-
rospective, phenomenological description of religious and spiritual experiences. More 
insight into the variation of content and aspects of such experiences can help clinicians 
establish a better relationship with patients who struggle with the experiential aspect of 
their spirituality. 

4 Th e variables ‘religious person’ and ‘spiritual person’ in GSS 2016 were computed as in Dutch research 
in the sociology of religion ‘God in Nederland, (GiN)’ [God in the Netherlands] (Bernts & Berghuijs, 2016), to 
attain a fourfold r/s typology: ‘religious nor spiritual,’ ‘only religious,’ ‘only spiritual,’ and ‘religious and spiritual.’
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3.2  Methods

Research design 
Th e analytical approach of choice of the current study was Interpretative Phenomenolog-
ical Analysis (IPA; Biggerstaff  & Th ompson, 2008; Smith & Osborn, 2008). From a philo-
sophical point of view, IPA combines two traditions: phenomenology and hermeneutics. 
In qualitative research the phenomenological approach is used as a method to describe 
phenomena as richly as possible by “bracketing” the researcher’s theoretical presuppo-
sitions. Rather than explaining the narrative of the participants by theory, the researcher 
provides plausible insight and understanding into the life world of participants by rich, 
descriptive narrative. In the hermeneutical tradition the necessity of interpretative pro-
cesses for understanding human expressions is presupposed. Th e researcher is never free 
from preunderstanding while interpreting a narrative. In IPA the interpretative infl uence 
of the researcher on the analyzing process is presumed. Th e interviews were carried out 
aft er recovery, for two reasons. Th e fi rst reason is based on the theoretical assumption in 
recovery literature, that refl ection on the meaning of life and meaning of the experience 
of illness is an important aspect of recovery (Leamy, Bird, Le Boutillier, Williams, & Slade, 
2011). Retrospective accounts of religious and spiritual experiences that have happened 
during episodes of illness are, next to psychiatric diagnosis, constructed narratives that 
can play a positive role in recovery. However, too much mood disturbance and cogni-
tive confusion will not contribute to consistent refl ection on meaning and the recovery 
process (Cook, 2016); therefore, data collection during episodes of illness is unfeasible in 
the present design. Second, we regarded it as unethical to conduct a 2-hr interview with 
patients undergoing an acute episode. 

Recruitment procedure 
In the recruitment procedure we aimed at recovered participants with a variety in age, re-
ligious and educational background, and duration of the illness. Th e participants were en-
listed in three ways: fi rst by practitioners of two mental health institutions—Altrecht and 
Eleos (17 participants)—and second in a peer support project (nine participants), carried 
out by the patients’ organization for those with bipolar disorder. Th ird, owing to recruit-
ment procedures via mental health care professionals turning out to be laborious, partic-
ipants could apply in reaction to a blog (Ouwehand, 2015) on an interactive website for 
professionals and peers with psychotic disorder (38 applications, of whom only nine per-
sons could be included, because suffi  cient participants with the same religious or spiritual 
affi  liation had already been included). Probably not all mental health professionals are 
informed about the spiritual life of their patients, and religious or spiritual experience 
could especially be a diffi  cult subject in treatment because of its association with mania. 

Participants with a strict (orthodox or pietistic) background, as well as participants of 
religions other than Christianity, and participants belonging to ethnic minorities were 
hard to fi nd. Another group diffi  cult to include was recently diagnosed patients. From 
the 10 participants with a relatively recent diagnosis (varying from 6 months to 2½ years), 
a mere two had had only one manic episode. Th e other eight already had gone through 
more than one manic episode or had a delayed diagnosis. 



54

Chapter  3

Data collection 
Th e interviews were semi structured and lasted approximately 2 hr. Five relevant topics 
were addressed, of which the fi rst three are presented in the present article: fi rst (as the 
main objective of the study), religious or spiritual experiences during mania, during de-
pression, and aft er recovery; second, diagnosis and course of the bipolar illness; third, 
present religious attitude of participants (including the religious upbringing). Th e last top-
ic served to discuss the main objective in a context relevant for the participant. Th e possi-
ble questions are recorded in the appendix. Th e fourth (interpretation of the experiences 
aft er recovery) and fi ft h topics (expectations of treatment with regard to the experiences) 
will be presented in another publication. Th e interviews were carried out by a hospital 
chaplain (the fi rst author) and a psychiatrist or trainee psychiatrist. Th e fi rst author act-
ed as the main interviewer. Interview instructions and procedures can be found in the 
appendix. 

Assessment of recovery was examined with the Altman Self-Rating Mania Scale (Alt-
man, Hedeker, Peterson, & Davis, 1997), the Quick Inventory of Depressive Symptoma-
tology–SelfReport (Rush et al., 2003). Th e Clinical Global Impressions Scale for use in 
bipolar illness (Spearing, Post, Leverich, Brandt, & Nolen, 1997) was fi lled in by the co-in-
terviewer. Two participants had somewhat higher self-ratings on manic symptoms, and 
six participants reported somewhat higher levels of depressive symptoms, but this did not 
interfere with the ability to participate in the interview, also according to clinical judgment 
of the psychiatrist or psychiatrist trainee. 

Data analysis 
Th e interviews were audiotaped and transcribed verbatim. Th e transcripts were sent to the 
participants for possible correction, of which a few persons made use. Two participants 
did not consent to audiotaping; a written report of the interview was corrected by them 
aft erward. Interview texts were analyzed in NVivo10. Th e fi rst author and the resident 
psychiatrist, who was co-interviewer in the fi rst 10 interviews, both coded the fi rst inter-
view independently and developed a code list. Th e next fi ve interviews were analyzed by 
either one or the other, and the common code list was adjusted accordingly aft er several 
discussion sessions. Because of the diff erent professional backgrounds of the interviewers, 
we needed this initial thorough exchange of both a clinically psychiatric way of observ-
ing together with a theological/counselling approach. Th is exchange aimed at facilitating 
a dialogue in which presuppositions were minimalized, or—at least—balanced. In this 
way we were able to construct a code-tree that refl ected the participant’s expressions and 
attribution of meaning and at the same time would contain valuable diagnostic informa-
tion. Th e four remaining interviews were analyzed by the fi rst author, who discussed the 
results with the co-interviewer. Aft er the fi rst 10 interviews, the sample was extended to 35 
participants in total with more varied religious background, and the research question of 
religious experience in stable periods was added. In the subsequent coding and analyzing 
process the fi rst 10 interviews were reanalyzed. Th e whole process was discussed with 
the Ph.D. supervisors and within a network of Ph.D. students with experience in quali-
tative research. Clarifi cation of the code names was a returning point in the discussions. 
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“Ineff ability,” for example, is an aspect of religious experience as well as of psychotic ex-
perience (Clarke, 2010, p. 102), which makes exact description diffi  cult. Th e code names, 
closely related to literal formulation of the participants, evoked diff erent connotations in 
the Ph.D. supervisors, each using their own jargon of diff erent professional backgrounds 
(theology, psychiatry, and social studies). In the article, we present code names with the 
defi nitions we used in analysis. 

Ethics 
Participants were informed about research aims and procedure by mail and telephone and 
signed a consent form before the interview took place. On request they were provided 
with the topic list for the interview. Four participants had a previous counselling contact 
with the fi rst interviewer, because in the initial phase of the study it was diffi  cult to fi nd 
participants. In three cases the participants knew the interviewing psychiatrist; this could 
have created a bias. A discussion about this resulted, in one case in the replacement of the 
co-interviewer. Th e study was approved by the Regional Medical Ethical Committee of 
the University Medical Centre Groningen (METc2014.475) and the Scientifi c Committee 
of Altrecht Mental Health Care (2015–05/oz15015). 

3.3  Results

Sample characteristics 
Th e sample characteristics are summarized in Table 3.1. 

Most participants had been raised as Christians, three as Muslims, and six had no reli-
gious background. During the course of their lives, the spiritual attitude and views of most 
of the participants had changed. As in the general population, the religious interest of 
some participants shift ed from more traditional religious views to forms of New Spiritual-
ity, sometimes without entirely leaving church or mosque. Buddhism, mindfulness, and 
the spiritual teachings of Eckhart Tolle were popular in the New Spirituality group. Th e 
affi  liation in this group varied: from reading esoteric literature to participation in intense 
courses as Landmark, Psychosynthesis, or other alternative therapies. Other participants 
moved to a less orthodox or evangelically oriented church in the course of their life. 

Th e group members were as a whole highly educated. About half of them had a job or 
were engaged in a course or study; the other half were occupied in voluntary work or were 
unemployed. Two thirds of the group were married or involved in a relationship. Most of 
the participants had regular contact with either mental health care professionals or with a 
general practitioner for medication. Th irteen participants had attended training or educa-
tion in religious studies, theology, philosophy (10), and/or New Spirituality (5) at diff erent 
educational levels, mostly in addition to other professional education. 

Religious and spiritual experiences during diff erent episodes 
In the next three sections we fi rst describe religious and spiritual experiences during 
diff erent phases of the illness and when recovered: during mania, depression, and when 

5 Registration numbers of the two committees, respectively.
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Table 3.1. Sample Characteristics n=35
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participants were stable, numbered 1, 2, and 3. Types referred to religious or spiritual 
themes in the experience, for example, the presence of God. Aspects referred to accompa-
nying phenomena, for example, physical sensations or changed awareness, occurring in 
religious and spiritual experiences with varied content. Aspects might resemble psychi-
atric symptoms, but in this study they are described from the perspective of participants, 
staying close to their own vocabulary. 

1.   Religious and spiritual experiences during mania. 

Th e frequency of reported experiences and the variation in type and aspects was much 
higher during mania than during depression or in stable periods. Many participants were 
eager to tell about their religious or spiritual experiences in mania, and some started the 
interview immediately with this topic. In four of the 35 interviews, religious or spiritual 
experiences during mania were absent. In the next two sections we report the diff erent 
types and aspects in order of prevalence. Quotations of types and aspects during manic 
episodes can be found in Table 3.2. 

Types of religious or spiritual experience during mania 
Th e two most frequently reported types of religious or spiritual experience, both in about 
half of the interviews, were 1a. Th e presence of a transcendental or divine reality, subdivid-
ed in Presence of God/Light and Experiences of Unity, and 1b. Mission/Vocation. A third 
type, appearing in somewhat less than one third of the interviews, was the experience of 1c. 
Meaningful synchronicity: experiencing everything as having a special meaning, diff erent 
from what occurs in daily life. A reservoir of diff erent types of experiences, which were 
each mentioned by only a few participants, was categorized as 1d. Other Positively valued 
experiences and 1e. Negatively valued experiences. 

1a. Th e presence of a transcendental or divine reality 
Th e presence of a divine reality was mentioned in 10 interviews, as an intense presence of 
God, Jesus, the Holy Spirit, or a supernatural Light. Th is was described by some partici-
pants as sense of presence, by others as an apparition or a divine voice speaking to them: 
“Such an intense closeness of God. Yes. As if God was sitting in the room” (P1).

Akin to the experience of divine presence was the experience of a sense of unity or con-
nection to a divine or transcendental reality in one fourth of the interviews. It could be 
felt as a connection with other people, with nature, with the cosmos, with God, or with 
one’s deeper self. P28 recounted his fi rst admission to a psychiatric ward, 1 year before the 
interview: 

I was tied down to a bed and I was lying fl at on my back, being transported through the hospital. 
I really had the feeling: I am one with everything. . . . It was so extraordinary! In the preceding 
weeks I have had similar experiences. Feeling a kind of unity, between human beings, and actually 
between everything you can see. (Man, New Spirituality) 
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Table 3.2. Coding example: Religious and spiritual experiences during mania
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1b. Mission or vocation 
About half of the participants reported experiences of having an important mission or 
vocation in or for the world. P29, a young man, mentioned his mission to help peers. He 
had had a hard time accepting his diagnosis and only slowly began to appreciate his fellow 
clients and professionals who were trying to help him. During a manic episode, an angel 
appeared to him with the message that he should change society and help other young 
people like him. 

Because they were all special people, like prophets, coming from God to do something on earth. It 
was my responsibility to make it easier for them to fulfi l their mission. (P29, Evangelical) 

For a part of this group, their mission or vocation during mania was strongly linked to 
ethical imperatives or critical standards they felt compelled to realize in their lives. Th eir 
vocation varied from helping others who were in need to propagating one’s religious con-
victions or pursuing justice. Some participants reported that they had identifi ed them-
selves during mania with a holy person or being with a godly mission, for example, with 
the suff ering Christ (P18) or a prophet (P33). 

1c. Meaningful synchronicity 
A third type of religious experiences had to do with the changed relationship that partic-
ipants perceived between objects, people, or situations. Everything becomes meaningful 
and has a special value during mania. P18 described religious experiences he had on suc-
cessive days at exactly four o’clock in the morning and the meaning of the number four. 
Th e numerical value of events or texts disclosing itself during mania was mentioned by 
a few others as well. Several participants mentioned a strong sense of non-contingency: 
perceiving nothing as coincidental anymore. P28 reported his perception of synchronicity 
between things happening in his body and around him as if there was a relation between 
the two. By others a sense of non-contingency was felt in encountering other people: 

I thought I had just met the people who had some special message for me, or I had to do some-
thing for them. Each encounter had a special meaning. (P33, Evangelical) 

1d. Other positively valued experiences 
Varied religious or spiritual experiences, oft en reported by only a few participants, are 
summarized in this subsection. Th ese concerned experiences that are called paranormal 
in New Spirituality literature and popular culture and experiences that occur in Christian 
or anthroposophical circles. Th ese are found in fewer than half of the interviews: Appari-
tions and voices, Symbols/symbolic images or visions, and Out-of-body experiences. 

A few participants reported apparitions of deceased persons, either only as a sight or 
with the possibility of communicating with them. Some others mentioned apparitions 
of angels or beings of light that moved up and down between heaven and earth, like P7, 
a mainstream Protestant woman: “Th ey are so approachable, really present, tangible.” 
Others mentioned voices, either from outside or from within the head, of deceased per-
sons, holy beings or of “something Higher” (P6). A few others had seen strong images, 
symbols, or visions during mania, which were perceived as three-dimensionally present. 
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Others again described that the contact with the body was much looser or even lost, which 
sounded like out-of-body experiences. 

1e. Negatively valued experiences 
Th e phenomena just mentioned were experienced as comforting by the participants, but 
in one third of the interviews a dominant feature of the manic experiences was fear. Neg-
ative experiences that were reported specifi cally as religious or spiritual concerned the 
experience which we coded as the Annihilation of the person. Some participants who had 
experiences of unity during a developing mania explained that this could culminate in the 
experience of dissolution of the ego or of an overwhelming fl ow of energy that seemed 
to annihilate the person, which was very frightening. A second negative religious experi-
ence was coded as Sin & Evil. A few participants reported the appearance of frightening 
biblical sights or the fear of having sinned against the Holy Spirit. P33, a young woman 
who had come into contact with an African Pentecostal Church in a period of a gradually 
developing manic episode, described satanic manifestations that were infl icting her body. 
She was the only participant who reported this kind of drastic experience: “falling on the 
fl oor, making strange sounds, while not making them myself. Shaking and making strange 
bodily movements.” However, most of the terrifying experiences during mania had no re-
ligious content, and some participants told us that increased praying or meditating helped 
them to cope with their fear and desperation. Frightening experiences were oft en reported 
next to positive religious or spiritual experiences in the same interview. 

Aspects of the religious and spiritual experiences during mania 
Th e apparent aspects of the religious and spiritual experiences are presented in the next 
section. Th ese are aspects related to emotionality and physical sensations, on one hand, 
and altered awareness, on the other hand, by which we meant changes in perceiving the 
outer reality. 

1f. Positive & negative emotions 
Strong Positive & negative emotions were oft en reported as accompanying religious or 
spiritual experiences. On the positive side, the words that participants used to describe 
this experience diff ered in intensity from “pleasant,” “euphoric,” “high,” “lovely,” and “con-
tentment” to an intensifi cation of feelings into “total happiness,” “so much love,” “perfect 
peace and silence,” “exceptional beauty,” “enormous freedom,” and “being in paradise.” Fear 
characterized negative experiences and could be as intense as its positive counterparts. 

1g. Fusion 
A much less mentioned aspect was Fusion, by which participants meant feeling the same 
as another person, whereby someone’s mood changed with the other person’s mood, or as 
fusion or merging with another person. 

1h. Physical sensations 
Changing body awareness and physical sensations were mentioned in one third of the 
interviews. Some participants felt an extension of the body, a gradual expanding. Others 
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could hardly feel the physical body anymore, or mentioned leaving the body. Other phys-
ical sensations that were mentioned by participants as accompanying their religious and 
spiritual experiences were involuntary movements of the limbs or the eyelids, shivering 
and vibrations, experiencing strong hot or cold sensations, having no control over the 
limbs anymore, feeling that an electric wire or fi rework was burning through in the head, 
and being unable to move or feeling very heavy. 

1i. Energy 
Abundant energy as a physical sensation was mentioned by others. It was so overwhelm-
ingly strong in P28 that he had the feeling of losing all control. Others described a feeling 
of divine or healing energy, fl oating through the body, or overfl owing through the hands. 
Strong energy could manifest itself quite unexpectedly, like a twinge or stab, but was felt 
by others as running through the whole body. 

1j. Intensity 
Intensity was more of a qualifi cation concerning all the aspects just mentioned and was 
expressed by adjectives as “intense,” “vehement,” and the like. Sometimes the intensity of 
experiences was described as overwhelming. 

1k. Altered awareness 
Other aspects had to do with the altered awareness of participants. We discerned the as-
pect of insights, by which we did not refer to the concept of insight into one’s own con-
dition used in clinical practice but insights that participants perceived in the nature of 
reality or of themselves. It had to do with viewing everything in a completely new way, 
discovering reality as never perceived before, or seeing relationships between things that 
were formerly never observed. Perceiving oneself in another dimension is the aspect of 
“realness” of what people were seeing or experiencing. Th is could vary from observing that 
the outer world had changed to actually participating as a person in this other reality such 
as in a dream or movie. Th e tangibility of heavenly beings moving up and down, men-
tioned by P7, was an example of such “realness” she perceived herself as part and parcel 
of, to the extent that she felt she could go up with them to heavenly spheres. P2 explained 
that the border between seeing things and actually experiencing them as in a dream was 
very thin, as if it happened at the same time. Th is involvement in another reality could be 
felt as inevitable and very powerful, as being drawn into, being taken over, or being ad-
dressed by this other reality. We called this otherdimensional association. P25 described it 
as if outside reality were animated or personalized and were connecting with her: “At the 
beginning you are just yourself and then the illness strikes you. Th en everything changes, 
as if a new dimension is directing itself to you” (Woman, New Spirituality). 

Situations, thoughts, or the performing of actions were perceived as happening auto-
matically or due to an invisible power. A contrasting aspect to this being involved or driv-
en by a transcendent power was the perception of P3 that by performing certain actions he 
would bring things to a conclusion. He himself was the driving force in a changing world 
around him. 
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Table 3.3. Coding example: Religious and spiritual experiences during depression
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2.   Religious and spiritual experiences during depression 

For many participants decreased vitality and a barren emotional life, which are character-
istic of depression, applied to spiritual life as well: For them, spirituality was absent or at a 
low level. Th e reported frequency of religious and spiritual experiences and their variation 
was much lower than during mania. Quotations of types and aspects during depressive 
episodes can be found in Table 3.3. 

Types of religious and spiritual experiences during depression 
As the most important type of experience we coded 2a. Absence of faith/spirituality, and 
the more personalized version of it, absence of the divine. Taken together, more than half 
of the participants mentioned this spiritual barrenness. Other, much less prevalent types 
were 2b. Guilt and punishment, 2c. Religious doubt, and 2d. Th e presence of evil; together 
these themes occurred in 14 interviews. In one third of the interviews, 2e. Trust and confi -
dence appeared, not always as an emotionally strongly felt experience but as an important 
theme. 2f. Suicidality in relation to belief and spirituality was a theme in 11 interviews, 
which contained both positive and negative experiences. 

2a. Absence of faith/the divine 
For many participants, the absence of faith or spirituality was a recurring condition when 
becoming depressed. It usually was described in a negative way, as absence of religious 
or spiritual experiences. When it was described positively, with expressions like “indif-
ference,” “a dark hole,” “fl atness,” “absolute emptiness,” “paralyzed,” “being totally stuck or 
blocked,” “a frozen state,” and “total despair,” participants usually did not qualify this state 
as spiritual or religious. Th is emptiness and being stuck manifested itself in various as-
pects of life, of which spirituality was only one. In the interviews, the depressive condition 
was not spontaneously elaborated on by participants, contrary to the oft en enthusiastic 
descriptions of experiences during mania. P5 described her depressive state as follows: 

You can believe in everything and think that you’ve come to the end of it all. But you always start 
at zero when you’re in a depression. To me it was such an intense emptiness that I . . . the whole 
faith comes undone, because you feel nothing at all and just empty and can’t experience anything 
at all. (Woman, New Spirituality) 

On a more personal level, participants did not experience the presence of God or Light 
anymore, such as they had felt during mania. P25, who had intensely communicated with 
God during mania, described herself as feeling enclosed during depression: 

I had the feeling I had completely turned in on myself. Very frightened, very uncertain, the world 
around me was an unsafe place. I also felt a wall between me and the rest of the world. (Woman, 
New Spirituality) 

P22 characterized a depression as “an assault on my faith.” Th is absence of the divine was 
felt by some participants as a distance, by others as abandonment. 
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2b. Guilt and punishment 
P14 recounted her depressions as repeatedly recurring periods of preoccupation with guilt 
and death (Woman, raised Protestant, New Spirituality). Th e feeling of not being able to 
meet the expectations of others was a recurring theme in her life, which strongly manifest-
ed itself during depressions. Feelings of guilt varied in participants from feeling worthless 
in God’s eyes or blaming themselves for their meagre faith, to more intense feelings of 
being punished for not being a faithful church member anymore (P6) to the fear of going 
to hell because of lack of faith (P33). Participants more oft en blamed themselves for the 
lack of spirituality during depression than expressing feelings of disappointment or anger 
toward God. Only one respondent expressed her anger toward the divine explicitly. 

2c. Religious doubt 
Several participants expressed how diffi  cult it was for them to believe in a divine presence 
or help from above at moments they could not feel anything at all. A few related religious 
doubt specifi cally to the experiences they had had during mania: All conclusions they had 
drawn based on religious or spiritual experiences during mania seemed illusionary dur-
ing depression. Doubt could grow so strong that belief or spiritual outlook on the whole 
became unsettled, such as in P24. Aft er his mystical experiences, aroused by intense Sufi  
practice during his fi rst manic episode, he ended up in a depression: 

At that moment everything collapsed. Because you build up a picture and you think: this is my 
path, it is predestined. And then you experience depression and you really start to doubt. My 
whole spirituality collapsed and aft er this I did not bother with any of it for a year. 

2d. Presence of evil 
A contrasting experience to divine absence is the presence of evil during depression, which 
was reported by fi ve participants. It was described as a tangible atmosphere: “as very black 
clouds around me” (P10), or as a presence of frightening evil spiritual beings (P6). Others 
mentioned biblical texts of threatening content such as the Apocalypse in the Book of 
Revelation with which they were occupied during their period of depression. 

2e. Trust and confi dence 
Next to negative experiences, in one third of the participants the theme of trust or con-
fi dence appeared. Th is varied from spontaneously occurring texts from the Bible at the 
time of deepest despair, to moments of divine intervention. Five participants described a 
defi nite spiritual moment of turn in their depression. P17, a mainstream Protestant wom-
an, opened her Bible at the moment she was thinking of committing suicide. She then read 
the text, “Th erefore choose life” in Deuteronomy 30:19. For her this was a clear indication 
God wanted her to live and not to die. P13 described the moment he was crouching in the 
corner at the hospital, absolutely desperate, when a sudden recollection of Viktor Frankl’s 
philosophy marked the beginning of his way upward: 

One of his statements that inspired me was: life has its meaning, absolutely. If I were to die today, 
would life lose its meaning because of that? Th at is impossible! Th at was a very impressive experi-
ence. (Man, agnostic, humanistic) 
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Not all experiences of trust and confi dence were as pronounced as the examples just men-
tioned. For several participants, intensifi ed praying/meditating or reading holy texts was a 
way of coping with their desperation. Th e recollection of divine helps at other times, or the 
recognition of one’s experiences in Biblical texts such as the Psalms, helped them to put up 
with their situation although they did not actually feel trust at that moment. 

2f. Suicidality and religiosity 
Suicidality was a theme about which we did not deliberately ask, but it came forward in 
relation to belief or spirituality in 11 interviews. For some of the participants their belief 
or spirituality was a protective factor. Th ey declared at moments of suicidal thoughts their 
belief prevented them from doing so, or as in the case of P17 just mentioned, a text from 
the Bible helped her to choose life. Two participants reported a divine intervention while 
actually trying to commit suicide. For a few others, heaven seemed to lure them as an at-
tractive place, during depression — “then it will be fi nished and I will be there (in heaven) 
and then everything will be all right” (P1, woman, Evangelical). 

Aspects of religious and spiritual experiences during depression 
Because religious and spiritual experiences were less present during depression, it was 
impossible to classify aspects of them in the same way as with religious and spiritual ex-
periences during mania. Only some participants made remarks about certain aspects spe-
cifi cally referring to religious or spiritual experiences, for example, the presence of 2g. 
fear accompanying the experience. More frequently general features of depression such as 
melancholic feelings, superfi ciality or absence of emotional life, low energy, and the like 
were mentioned, but they were not related to reported religious or spiritual experiences or 
given any religious meaning. Participants oft en mentioned the absence of a vivid emotion-
al life and therefore the lack of a spiritual life as well. 

3.   Religious and spiritual experiences when recovered 

It was not easy for all participants to answer the question about religious or spiritual ex-
periences in stable periods. In the interviews, much more focus was placed by them on 
religious signifi cance of experiences during mania. Besides, diff erences in views on what 
religious experience actually is clearly came to the fore. We discerned fi ve types of answers 
to the question of whether people had religious or spiritual experiences when they were 
stable: 3a. A sliding scale between religious experience/views in stable periods and during 
mania, 3b. No religious or spiritual experience when stable, 3c. Ordinary religious and 
spiritual experiences like a beautiful sunset, 3d. A clear distinction between religious and 
spiritual experiences during illness episodes and in stable periods, and 3e. Regular para-
normal experiences unrelated to the disorder. Quotations of the aforementioned types can 
be found in Table 3.4. 
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Table 3.4. Coding example: Religious and spiritual experiences when recovered
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3a. Sliding scale 
In more than half of the interviews a continuity appeared between experiences in both 
stable periods and in manic episodes. We coded this as a sliding scale. Th is sliding scale 
included momentary religious or spiritual experience (coded as altered awareness and 
being easily aff ected) occurring in both periods. In other cases a continuity in religious 
attitude or views appeared, which concerned a sense of meaningfulness and purpose in 
life in both manic and stable periods (coded as Meaningfulness and Lasting aspirations). 

Altered awareness 
Several participants reported moments of God’s presence, feeling unity with other peo-
ple, nature or the world, and seeing images or hearing voices in stable periods, which 
were intensifi ed during mania. Th ey occurred and passed by spontaneously, but some-
times they were triggered by intense spiritual practice or ritual. We coded this as expand-
ing consciousness. 

Easily aff ected 
Th e emotional aspect of being easily aff ected in religious matters or becoming very en-
thusiastic about spirituality was experienced by several participants in stable periods. 
Th ey usually valued it as a pleasant capacity. P34, an orthodox Protestant woman was 
clearly moved while talking about her experiences of intense happiness: 

I can have this intense happy feeling, yes, of peace, I have always had it. I think I am sensitive for 
it. When I was walking along the beach once, I felt the wind caressing my cheeks and I thought 
God caressed me. 

Th e aforementioned religious and spiritual experiences in stable periods were of shorter 
duration and less intense, participants reported, although the content could be the same 
as in mania. 

Meaningfulness 
On a broader level, when talking about the religious attitude and views of participants, 
a gradual diff erence between stable and manic periods appeared in the sense of mean-
ingfulness participants felt. Th e overfl ow of meaning and sense of noncontingency and 
the sometimes grandiose aspirations during mania took more moderate shapes when 
participants were recovered. Expressions like “synchronicity,” “things do not happen by 
coincidence, they have a purpose,” “divine direction,” “God uses people,” “karma,” or “an 
intrinsically meaningful process” used by participants to describe their religious attitude 
and views point to this sense of meaningfulness or purpose participants had in life. 

Lasting aspirations 
Aspirations during mania were felt by several participants as exaggerated, but those as-
pirations could still be an important theme for them when recovered. Two experts by 
experience, for example, felt a strong imperative to carry out their mission when recov-
ered by helping peers. 
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3b. No religious or spiritual experiences in stable periods 
For other participants, religious or spiritual experiences were absent in stable periods. 
Th ey exclusively considered very intense and extraordinary experiences (during mania) 
as spiritual or religious.

3c. Ordinary religious and spiritual experiences 
Some participants started to declare that they had no religious or spiritual experiences 
when recovered, but by a more in-depth exploration it was possible to come up with asso-
ciations for them. Ordinary experiences, such as being moved by a sunset or the sight of 
grandchildren, the feeling of a deep silence when walking, experiencing tranquility while 
praying or reciting Koran, or feelings of gratitude, were mentioned as religious or spiritual 
experiences in daily life when recovered. 

3d. Clear distinction 
A few participants indicated there was a clear distinction between religious and spiritual 
experiences during mania and when recovered. Th is was the case when they evaluated in 
retrospect a religious or spiritual experience during mania and had come to the conclu-
sion that it had belonged to the illness and had not been genuinely religious. P3, an or-
thodox Protestant man who rejected his mystical experience during mania as an illusion, 
emphasized spontaneous moments of gratitude in daily life as religious experiences. He 
considered all experience as originating in God. In other cases, the religious or spiritual 
experience during mania had an immediate and direct quality, whereas the divine re-
vealed itself in stable periods in a more indirect way, for example, through a text or by 
another person. 

3e. Regular paranormal experiences 
Two participants reported paranormal experiences they had had since childhood, which 
they did not relate to bipolar disorder at all but viewed as intrinsically belonging to their 
life and to their spirituality. P12, who reported diff erent paranormal experiences, told us 
he had been familiar with them since he was 17. 

And then suddenly I found myself up against the ceiling . . . and I saw myself below lying on my 
bed. But I’ve also seen my father and sometimes my mother-in-law sitting at the foot of my bed. 
Th ey are both deceased. 

P12 considered such experiences as natural because his mother always had spoken about 
them in this way. 

3.4  Discussion
Th e aim of this phenomenological interpretative study was to explore religious and 
spiritual experiences of persons with bipolar disorder during both illness episodes and 
when recovered. Th e data showed a variation in types and aspects of such experiences, 
especially during mania: experiences of the presence of a transcendental reality, experi-
ences of unity, experiences of vocation/ mission or of meaningful synchronicity, and var-
ious other less frequent religious or spiritual experiences of a paranormal or supernatural 
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kind. Negative experiences were present as well. Aspects of such experiences, which were 
found in experiences of varied content, concerned emotional and physical life and were 
characterized by high intensity; other aspects had to do with a changed awareness. Such 
a phenomenological description of the patient’s perspective on the topic is new in the 
scientifi c literature up to now, wherein the focus on the pathological character of religious 
experiences has usually been emphasized. Th e majority of the participants clearly viewed 
the reported experiences as religious or spiritual while using medical terms such as “man-
ic,” “psychotic,” “symptoms,” and so on. Th is implies that although regarded as having 
religious or spiritual value, the experiences were, nevertheless, related, in the eyes of the 
participants, to bipolar disorder. Merely defi ning such experiences as hallucinations and 
delusions within a pathological context deprives them of their meaning and importance. 

Mohr and Pfeifer (2009) and Sims (2016) tried to clarify the patient’s perspective by 
distinguishing between the content and form (Sims, 2016) or type (Mohr & Pfeifer, 2009) 
of psychotic symptoms such as delusions and hallucinations. Th e content of psychiatric 
symptoms can be religious or not, and form or type refers to the psychiatric classifi cation 
of symptoms. According to Sims, the content of the experiences refl ects the predominant 
interests of the person and arises from his or her social and cultural background, whereas 
the phenomenological form (e.g., delusion or auditory hallucination) reveals the psychi-
atric diagnosis. Mohr and Pfeifer and also Sims pleaded for a respectful and interested at-
titude toward the patient’s belief and spirituality. In our analysis we distinguished between 
content and aspect. Aspects we found cannot completely be equated with Sims’s concep-
tualization of forms. Th e insights aspect, for example, might refer to a delusion in the 
psychiatric sense and is sometimes judged as such by participants aft erward. But insights 
also might refer to the noetic feature, which James (1902) viewed as one of the defi ning 
marks of religious experience. It then may have a transformative power that transcends 
the manic episode. Strong energy going up and down the spine can phenomenologically 
be described as a feature of mania (Podvoll, 1990, p. 75). However, this description resem-
bles the kundalini experience that is part of kundalini-yoga in New Spirituality but orig-
inates in the Upanishads, philosophical writings in Hindu tradition. A snake, goddess, or 
energy can be awakened by asanas (bodily attitudes and postures) and kumbhakas (reten-
tion of the inhaled air) and transform, through the diff erent chakras, into an experience 
of transcendence. Th is experience is accompanied by intense heat (Eliade, 1969, p. 245ff .). 
On the Internet, spiritual experiences during mania and kundalini are associated in re-
covery stories (e.g., Cole, 2015). Th is study showed that participants, to describe intense 
experiences whether religious or psychotic or both, use language that transcends medical 
terms. Both ways of perceiving religious experience, the spiritual and the pathological, 
might be true for patients with other diagnoses as well. Th ere is a vast body of literature 
on psychosis (i.e., schizophrenia) and spirituality, but only few studies explore the way 
patients make sense of their religious experiences and cope with them (Clarke, 2010; Brett, 
2010; Klapheck, Nordmeyer, Kronjäger, & Bock, 2012; Brett, HeriotMaitland, McGuire & 
Peters, 2012 Mohr et al., 2010). 

Romme and Escher (2000) showed that people who hear voices have diff erent kinds of 
explanations for this phenomenon. Many of them do not meet the criteria for psychiatric 
diagnosis and apply religious or spiritual explanatory models to their voices. Pathology 
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cannot be assessed by the content and form of religious experiences alone. Cultural and 
religious context of the experience, the presence of other psychiatric symptoms, and the 
eff ect of the experience on the person over time should be considered as well (Jackson & 
Fulford, 1997; Lukoff , 1985; Mohr & Pfeifer, 2009; Sims, 2016). Such a careful approach is 
not always present in clinical practice, however, where patients feel their religious and 
spiritual experiences are viewed by clinicians as merely pathological (Borjes et al., 2001; 
Kohls, 2011; Ouwehand et al., 2014). 

In this study, in more than half of the interviews a sliding scale appeared between reli-
gious experiences, attitudes, and views in stable periods and during mania. Experiences 
of altered awareness and being easily aff ected by religious matters arose in daily life in a 
milder way and lasted for a shorter period. On a broader level, insights, a sense meaning-
ful synchronicity, and the experience of a strong vocation during mania could be in line 
with insightful and creative ideas in stable periods, and with a sense of coherence and 
purpose in life as experienced by participants when recovered. Th is last result is in accord-
ance with the study of Mitchell and Romans (2003), who found that religious and spiritual 
ideas were of great importance to 78% of the patients with bipolar-in-remission in their 
study. Th e “sliding scale” aspect of the experiences presented raises relevant questions 
for further study. Why do some participants notice a continuity in their experiences and 
others do not? Do such experiences simply refl ect religious commitment (Wiebe, 2004)? 
To what extent is the religious background and affi  liation of people determinative? In our 
sample, religious affi  liation was certainly higher than in the whole patient population with 
bipolar disorder, but six participants without any religious background or affi  liation had 
religious or spiritual experiences during mania as well. In his review study of religious 
delusions and hallucinations, Cook (2015) argued that both personal religiosity and the 
content of primary psychopathology (religious hallucinations) can infl uence delusional 
content of other psychopathology (religious delusions) and vice versa. Longitudinal stud-
ies are needed to clarify such relationships over time. 

Another question for further research could be how the fi nding of a continuity between 
“normal” religious experiences and religious experiences during mania might relate to 
neuroscientifi c studies on the underlying brain states of such experiences. Neuroscience 
could shed more light on the question of to what extent moments of religious experience 
during mania in participants with bipolar disorder diff er from religious experiences aft er 
recovery or from religious experiences in persons without diagnosis. Neuroscience could 
clarify what happens in the brain when an apparently blissful experience turns into a 
horrifying one as well. Neurologist McNamara (2009), for example, viewed delusions as a 
breakdown in the decentering process that he has regarded as characteristic for religious 
experience. Decentering is a phase of reduced agency and volition, which normally leads 
to a more integrated and skillful Self. McNamara stated that proper stimulation of the 
brain circuit leads to religious ecstasy, but overactivation, such as during mania, results 
in various forms of religiously tinged aberrations. From the results of the present study it 
could be argued that the integration process of decentering religious experiences in per-
sons with bipolar disorder is dependent not only on the disorder but also on the way peo-
ple interpret their religious experiences/ delusions aft erward. McNamara valued this ar-
gument in his discussion of remaining religiosity in patients with epilepsy aft er a temporal 
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lobectomy (p. 81ff ). We agree with Maselko (2013) that the theoretical assumptions of the 
researcher about religion will largely determine which regions of the brain will be studied. 

In this study, the most frequently reported feature of depressive episodes consisted of 
absence of spirituality and distance from a divine reality. Negative experiences of evil, guilt, 
and religious doubt occurred less frequently. In one third of the interviews, experiences of 
trust were mentioned during depression, oft en in spite of the present despair. Stroppa and 
Moreira-Almeida (2013) found in their study of 168 bipolar outpatients that intrinsic relig-
iosity and positive religious coping were strongly associated with fewer depressive symp-
toms. We do not know whether this conclusion is applicable to this sample, because it had 
a diff erent research design. Participants in this study had a stronger affi  nity with religion 
than might be expected of the average group of people with bipolar disorder. Possibly, in 
retrospect, signs of spiritual struggle or distress, also known as “negative religious coping,” 
were less prevalent in this sample. A more specifi ed picture of negative religious coping in 
relation to the interpretation of religious experiences requires further study. 

Descriptions of everyday religious experiences in our study clearly showed a considera-
ble variety in how participants refl ected on such experiences. In analysis, it appeared to be 
impossible to classify everyday religious and spiritual experiences because of the diff erent 
subjective interpretations. Th is was in contrast to the fi nding that most participants easily 
could elaborate on religious or spiritual experiences during mania, irrespective of their in-
terpretation aft erward. Perhaps religious language as such has the quality to express what 
people experience during psychosis and during extraordinary religious states (Goodwin 
& Redfi eld Jamison, 2007). Th is could be a reason for the more-than-average interest of 
the sample in diff erent forms of religious education. 

For future research two directions might contribute to the applicability of the fi ndings 
of this study to clinical practice: Th e fi rst would involve estimating the prevalence of reli-
gious and spiritual experiences among patients diagnosed with bipolar disorder. In Cook’s 
review of religious hallucinations and delusions in mental disorder, the religious content 
of delusions reported varied from 20% to 60%. According to Cook, the diff erences in con-
ceptualization between studies make overall conclusions diffi  cult. In our view, a compar-
ison between religious experiences in episodes of illness and in recovered periods would 
contribute to the understanding of the phenomenon as well. Second, further exploration 
of the interpretative processes involved in the integration of the religious and spiritual 
experiences in the life story of participants would be desirable. To the extent that they 
seek help, their explanatory models for such experiences have to be related to scientifi c 
models used in clinical practice6. An exchange of theoretical perspectives on religious ex-
periences would contribute to understanding their cultural and personal embeddedness 
(Cobb, Dowrick, & Lloyd-Williams, 2012; Kohls, 2011; Mohr & Pfeifer, 2009). Th is would 
be helpful when confronted by the dichotomy of “religious/spiritual” or “ill.” Th erapists 
need not be neutral; they may have their own opinion of what these experiences mean, 
but it is important that they have respect for how patients interpret their own experience 

6 Lundmark (2010), in a case study of a patient with cancer who saw an apparition of Christ, carefully ex-
amined diff erent psychological explanations for this vision. An important question for clinical practice is how to 
communicate such explanations in a way that the patient feels respected.
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and how it can be related to their spirituality. Th is will promote a trusting relationship in 
which therapists can also introduce their own perspective or frame of reference. 

Limitations of the study 
In this study data analysis and data collection were intertwined as is recommended in 
qualitative research in order to reach more depth in the fi ndings. We fi rst sampled 10 
interviews about which a previous publication appeared on a specifi c, explorative subject 
(Ouwehand et al., 2014). In this study the fi rst interviews are included: Th e sample is ana-
lyzed in its entirety, whereby the fi rst 10 interviews were reanalyzed according to emerging 
themes. 

Eff ort has been made to include participants with varied religious/spiritual and cultural 
background and educational level in the sample. In striving for this we used three types 
of recruitment. Although we managed to recruit individuals with diff erent religious back-
grounds, our sample is still not representative of the general clinical outpatients group 
with bipolar disorder. 

Conclusion 
Th is qualitative study aimed to explore the religious and spiritual experiences in subjects 
with bipolar disorder. Diff erent types and features of such experiences during mania, de-
pression, and in stable periods were presented. Religious or spiritual manifestations dur-
ing episodes of illness were experienced by more than half of the participants on a slid-
ing scale with experiences and perspectives when recovered. Th e questions of when and 
how such experiences are supportive for recovery are still to be investigated, whereby the 
subjective interpretation of clients and knowledge of their religious views and attitude is 
indispensable. 
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Chapter 4 

Prevalence of religious and spiritual 
experiences and the perceived infl uence 
thereof in patients with bipolar disorder 
in a Dutch specialist outpatient center 



No worst, there is none. Pitched past pitch of grief, 
More pangs will, schooled at forepangs, wilder wring. 
Comforter, where, where is your comforting? 
Mary, mother of us, where is your relief?

Gerard Manley Hopkins, from: No worst, there is none

P37: 
In those depressive periods, there is especially a real doubt as to whether it 
really is like that. Particularly because I don’t feel it then and if I go on to 
read what I wrote down earlier or something, then I think: yes I thought 
all that then, but now I don’t feel that way at all.
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Abstract * 
Th e aim of the current cross-sectional study was to estimate the prevalence of religious 
and spiritual (R/S) experiences and their perceived lasting infl uence in outpatients with 
bipolar disorder (BD; n = 196). A questionnaire with a range of R/S was constructed, 
building on the results of an earlier qualitative study. Experiences of horizontal transcend-
ence (not necessarily referring to the divine) such as the experience of “intense happiness, 
love, peace, beauty, freedom” (77%) or meaningful synchronicity” (66%) were the most 
prevalent. Th e experience of “divine presence” (vertical transcendence, referring to the 
divine) had a prevalence of 44%. Perceived lasting infl uence of the experiences was 20% 
to 67% of the total frequency, depending on the type. Most positive R/S experiences were 
signifi cantly more related to BD I and mania, and on average, persons with BD I had 
more R/S experiences (mean = 4.5, SD = 2.6) than those with BD II (mean = 2.8, SD = 2.4, 
p = 0.000). Patient-reported R/S experiences in BD can have both R/S and pathological 
features.

4.1  Introduction
Th e complex relationship between religion and bipolar disorder (BD) is an understudied 
topic. Available studies show heterogeneity in aspects of religion and spirituality (Azorin 
et al., 2013; Cruz et al., 2010; Huguelet et al., 2016; Mitchell and Romans, 2003; Mizuno et 
al., 2018; Stroppa and Moreira Almeida, 2013; Stroppa et al., 2018) and show mixed and 
sometimes confl icting results. Relevant conclusions for clinical practice are therefore dif-
fi cult to draw. Two points of departure are seen in the sparse research into religious and 
spiritual (R/S) experiences in BD. R/S experiences are studied either from a perspective 
of religiosity, including religious experiences, or from the perspective of psychopatholo-
gy as religious delusions and hallucinations. Of the former approach, as far as is known 
to the authors, only two studies have compared prevalence of religious experiences in 
BD and other populations. Gallemore et al. (1969) found a prevalence of 52% of conver-
sion and salvation experiences (n = 62) in a group of patients with BD, against 20% in a 
healthy control group. In only four cases were the experiences related to mania. Kroll and 

* Th is is a non-fi nal version of an article published in fi nal form in Th e Journal of Nervous and Mental 
Disease: Ouwehand, E., Braam, A. W., Renes, J., Muthert, H. J. K., Stolp, H. A., Garritsen, H. H., & Zock, H. T. H. 
(2014). Revelation, delusion or disillusion: Subjective interpretation of religious and spiritual experiences in bipo-
lar disorder. Th e Journal of Nervous and Mental Disease, 207(4), 291-299. doi: 10.1097/NMD.0000000000000965, 
https://journals.lww.com/jonmd/Abstract/2019/04000/Prevalence_of_Religious_and_Spiritual_Experiences.11.
aspx
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Sheehan (1989) compared an inpatient group with several disorders with the existing pop-
ulation-based data on religion and spirituality and found 55% with “a personal religious 
experience” in the BD group (n = 11) versus 35% in the general population. In the latter ap-
proach, R/S experiences in psychiatric patients were usually viewed as delusions and hal-
lucinations with religious content (Appelbaum et al., 1999; Brewerton, 1994; Cothran and 
Harvey, 1986; Getz et al., 2001). Th e prevalence of religious delusions in manic episodes 
in the United States is estimated to be 15% to 33% (Appelbaum et al., 1999; Koenig, 2009). 
According to Grover et al. (2016), 38% of their sample of patients with BD had psychopa-
thology with religious content. Cook (2015), in his review study into religious delusions 
and hallucinations, points to a lack of agreed defi nition as to where the boundaries of what 
is truly “religious” and what is pathological lie. 

“Religious experience” and “religious delusion” are concepts from diff erent, sometimes 
confl icting, academic fi elds. In patients with BD, however, particularly in those who con-
sider themselves as religious, the two seem to overlap. Disentanglement of “normal” R/S 
experiences and hyperreligiosity can be a challenge for patients with BD (Michalak et al., 
2006; Ouwehand et al., 2014) and is an important issue for clinical practice. Renewed at-
tention for narrative and descriptive phenomenology in psychiatry attempts to reconcile 
a patient-centered perspective on the meaning of psychosis with a strict psychopatho-
logical approach (Cook, 2016; Heriot-Maitland et al., 2012; Klapheck et al., 2012; Rieben 
et al., 2013). Th e present study combines descriptive phenomenology with a quantitative 
research design. Th e main focus is on the prevalence of R/S experiences in a Dutch bipolar 
outpatient clinic, building on the results of a former qualitative study that explored R/S 
experiences in 34 persons with BD (Ouwehand et al., 2018). 

In the current study, we adopted the theoretical approach of Streib and Hood (2016a) 
described in “Th e Bielefeld-based cross-cultural study on ‘spirituality’,” as concepts for 
religion and spirituality. In a West-European country like the Netherlands, one of the 
general secularizing trends is a decreasing involvement with religious traditions and insti-
tutions and an increasing interest in the noninstitutional, personal, and experiential side 
of religion. Th e latter development emerges as an important feature of new forms of spirit-
uality (De Hart, 2011; Possamai, 2005). In the current study, “spirituality” is viewed as one 
type of the broader concept of “religion,” that is, “privatized, experience-oriented religion” 
(Streib and Hood, 2016b), beside other ideal types, namely, “church” and “sect.” Streib and 
Hood derive this classifi cation from the sociologist and theologian Ernst Troeltsch (1923). 
Following this approach, the concepts “religion,” “religiosity,” and “spirituality” are theo-
retically understood as belonging to the same family and not as opposites. At the same 
time, diff erent meanings attached to those concepts by individuals or groups are taken 
into account in their studies; they are seen as emic concepts. 

In recent studies in the sociology of religion conducted in Western secularizing coun-
tries, not only “objective” measures such as religious affi  liation or church attendance are 
used, but also R/S self-defi nition (Bernts and Berghuijs 2016; Streib and Hood, 2016b), 
whereby participants can mark how religious and/or spiritual they consider themselves. 
Th is approach results in a typology of religious involvement that makes a fourfold distinc-
tion based on the self-defi nition of individuals as religious or spiritual, “both religious 
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and spiritual,” or “neither religious nor spiritual.” Th e four groups are then analyzed in 
terms of belief, God images, experiences, practices, style of citizenship, etc. (Berghuijs et 
al., 2013; De Hart 2011; Streib and Hood, 2016b). In our view, this approach refl ects the 
changing role of religion in modern Western societies more adequately than fi gures on 
denomination only. 

With regard to religious experiences, we adopt the distinction made by Hood et al. 
(2009) and used in the study of Streib and Hood (2016b) as well, between experiences of 
vertical and horizontal transcendence. Vertical transcendence in this sense refers to God 
or a divine reality. Horizontal transcendence does not refer to a heaven or supernatural 
agents, but to transcendence within and as part of this world, for example, an experience 
of feeling connected with nature or one’s deepest self or a sudden insight in man’s destiny. 
All are experiences of transcendence, breaking through a person’s ordinary sense of real-
ity. Horizontal transcendence experiences occur more oft en in the “only spiritual” group 
of persons who oft en characterize themselves as nontheistic or agnostic (Berghuijs et al., 
2013; Streib and Hood, 2016b). 

Apart from prevalence, the infl uence of R/S experiences on people’s lives over time is a 
relevant issue for clinical practice. Th e transformative character of religious experience is 
an important theme in the psychology of religion (Hunt, 2000, Sandage and Moe, 2013), 
referring to the lasting impact of religious experience on personality, behavior, and beliefs. 
In a mixed-method design, Brett (2010) researched the phenomenology, appraisals, emo-
tional reactions (level of distress), and social context of anomalous experiences in groups 
with and without a diagnosis of psychotic disorder. She concluded that there were clear 
overlaps between the phenomenology and the transformative impact of the experiences 
in the two groups. Most participants reported that their experiences had changed their 
worldview and self-understanding in a positive sense. However, in the diagnosed group, a 
few participants did report negative changes. 

A practical way to distinguish between pathological and normal R/S experiences is to 
look at the results of the experience over time. Braam and Verhagen (2016) argue that 
James’ criterion “By their fruits ye shall know them, not by their roots” is in fact similar to 
the assessment criterion of the Diagnostic Statistical Manual of Mental Disorders (DSM), 
that symptoms can only be classifi ed as a disorder when they imply serious suff ering and 
dysfunction in social/professional life (Braam and Verhagen, 2016, p. 19; James, 1902). 
Positively formulated, genuine religious experience will usually have a positive eff ect on 
lifestyle, goal directedness, and altruistic activity (Sims, 2016). However, the conditions for 
integrating potentially destabilizing experiences into one’s life story and personality are 
not always present when people no longer live in an R/S context. 

In the preceding qualitative study, we described R/S experiences of people with BD from 
their own perspective (Ouwehand et al., 2018). A variation in types was found, especially 
during mania. Participants considered their R/S experiences predominantly as meaning-
ful, although a number of them struggled with the signifi cance thereof. Depression was 
characterized by “divine absence” and the absence of religiosity in general. In the current 
study, the results of the previous study were used to assess the prevalence of R/S experi-
ences in a Dutch specialized outpatient center for BD. Th e most frequently mentioned R/S 
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experiences in mania and depression of the qualitative study were included in the current 
study (Table 4.3), with the possibility to add a personal description of an R/S experience. 
Because the experiences could be perceived as religious or spiritual, but as symptoms of 
BD as well, we also asked for their perceived lasting infl uence, as an indication of the reli-
giousness of the experiences for the person in question. 

Th e current study addresses the following objectives: 

1. Estimation of the frequency of the diff erent types of R/S experiences and of their per-
ceived lasting infl uence.

2. Estimation of the distribution of the diff erent types of R/S experiences and their per-
ceived lasting infl uence in bipolar I and bipolar II disorder (BD I and BD II). A higher 
prevalence of positive R/S experiences was expected in BD I because psychotic experi-
ence during manic episodes is related to this type of BD. Second, the estimation of the 
distribution of the diff erent types of R/S experiences over diff erent types of self-report-
ed mood episode was intended. It was hypothesized that positive experiences would 
occur more oft en during manic episodes than during depression or mood stability, 
based on the outcome of the previous qualitative study. Experiences of divine absence 
and absence of R/S were expected to occur more oft en during depressive episodes. 

3. Estimation of the mean occurrence of positive R/S experiences (expected to be related 
to mania) and their lasting infl uence in diff erent BD subtypes, in original/present affi  l-
iation, and R/S self-defi nition. 

4.2  Methods

Sample 
Th e study was conducted between April 28 and July 8 2017 at Altrecht Mental Health 
Care in the Netherlands, a specialist outpatient center for BD in Utrecht. Th e study was 
approved by the Regional Medical Ethical Committee of the University Medical Centre 
Groningen (METc2014.475) and the Scientifi c Committee of Altrecht Mental Health Care 
(2016-40/oz1620). 

Research Procedure 
Th erapists were encouraged to ask patients to participate in the study aft er patients had 
fi rst been informed by letter. All participants provided written informed consent. A re-
search assistant was available when needed. Included were adults aged 18 to 65 (mean = 46, 
SD = 12.8) who met the DSM-V (American Psychiatric Association, 2013) criteria for BD I 
and II, BD not otherwise specifi ed, cyclothymia, or schizoaff ective disorder of the bipolar 
type. Diagnostic data concerning type and severity of the illness were provided by the 
responsible therapist. Patients who were too ill to fi ll out the questionnaire were excluded. 
Th e Clinical Global Impression for BD (CGI-BP; Spearing et al., 1997) was fi lled out by the 
treating therapists to assess the severity of mood symptoms.
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Questionnaire 
A new questionnaire was constructed for the study because the only two other studies that 
had included a questionnaire on R/S experience had been conducted in a predominantly 
Christian context with corresponding items (Gallemore et al., 1969; Kroll and Sheehan, 
1989). Th e current study was conducted in a much more secularized context. To that end, 
we developed a questionnaire based on the results of a former qualitative study on R/S 
experiences in BD (Ouwehand et al., 2018), with 12 sociodemographic and religious varia-
bles and 16 items on types of R/S experiences and their perceived frequency and perceived 
positive/negative infl uence on participants’ lives. Aft er a pilot among 11 participants in 
the previous qualitative study, a short version of the questionnaire for the current study 
was developed for patients who were not willing to fi ll out the standard version of the 
questionnaire. It includes general information and items on R/S experiences. Th is short-
list takes 5 to 7 minutes to fi ll out. First, the standard version was off ered to everyone, and 
only in second instance, when patients were reluctant to participate, the short version was 
off ered. When patients did not want to participate, the therapist noted the reason and 
handed in those forms. Th e questionnaire was not tested on reliability and validity be-
cause of the explorative character of the study. All items, except for diagnosis and severity 
of the illness, were based on selfassessment and personal judgment. 

Demographic and Diagnostic Variables 
Demographic variables included sex, age, marital status, and level of education. Th erapists 
provided the DSM-5 diagnosis and the scores of the CGI-BP. 

R/S Experiences With and Without Lasting Infl uence
Eleven questions were included to assess diff erent types of R/S experiences (Table 4.3, 1–11). 
Two subquestions were included (9a and 11a) about perceived positive/negative content of 
apparitions and voices, and one open question (12) for any additional R/S experience the 
participant wished to report. Content of the answers was coded by the fi rst author and is 
presented in Table 4.3. A separate question assessed the frequency of occurrence in fi ve 
categories, ranging from 1 (never) to 5 (daily). 

For every type of religious experience, response categories were as follows: “yes, with 
lasting infl uence,” “yes, with no lasting infl uence,” and “no,” following the design of the 
survey “God in Nederland” [God in the Netherlands, GiN] 2006/7 (De Hart, 2011) for 
mystical experiences. A separate question assessed the positive or negative infl uence of 
the totality of the experiences in seven response categories, ranging from 1 (very positive) 
to 7 (very negative). 

To estimate the distribution of the respective R/S experiences, answers were grouped in 
discrete categories: “All yes” versus “no experience” and “yes with lasting infl uence” versus 
“yes without infl uence” and “no experience.” 

To estimate the mean occurrence of the summation of R/S experiences expected to be 
related to mania (open question included), we computed a variable “any positive expe-
rience.” Th e same procedure was followed for the variable “any positive experience with 
lasting infl uence.” 
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Episode 
For every type of experience, the phase of illness at which the experience occurred was 
assessed in four categories: “mania,” “depression,” “mood stability,” and “N/A (not appli-
cable).” Participants could mark several episodes, but for the estimation of frequencies, 
we used the variable with the values “mania” for experiences occurring during mania or 
mania marked with another episode, and “depression” for experiences occurring during 
depression or depression marked with “mood stability.” “N/A” was marked when partici-
pants had never had the respective experience. 

Religiosity
To assess religiosity, two questions were included, namely, whether participants belonged 
to a religious denomination, and if they were raised up in a religious denomination (here-
inaft er referred to as “original affi  liation”). Th is was followed by the possibility to fi ll in 
predefi ned denominations or to add a denomination themselves. For analysis, we fi rst 
categorized variables as “religious affi  liation” (1) and “no affi  liation” (0), and in the second 
case “original affi  liation” (1) and “no original affi  liation” (0), respectively. Th ird, we used 
the questions about selfdefi nition as religious or spiritual from GiN (Bernts and Berghuijs 
2016). Variables were computed as in GiN to attain a fourfold R/S typology: “religious nor 
spiritual,” “only religious,” and “only spiritual,” “religious and spiritual.” 

General Sociological Data on R/S Experiences 
Th e results of the current sample were compared in the discussion with general Dutch 
surveys including R/S experiences, that is, De Hart 2011 (source: God in Nederland [God 
in the Netherlands, GiN] 2006/7); Bernts and Berghuijs 2016 (source: God in Nederland 
[God in the Netherlands] 2015); Berghuijs et al. (2013) and Berghuijs (2016) (source: LISS 
[Longitudinal Internet Studies for the Social Sciences] panel of CentERdata 2009); and 
Berghuijs 2017 (source: Motivation Research and Strategy 2014, frequency tables received 
from the author). All studies were propensity-weighed databases with 2100 to 2600 re-
spondents, representative of the general population. 

Statistical Procedure 
We started with the description of frequencies of the separate R/S experiences with and 
without lasting infl uence for the comparison with general sociological data, including all 
bipolar diagnoses (BD I and II, cyclothymia, schizoaff ective disorder of the bipolar type, 
and BD not otherwise specifi ed, n = 196). We then described the distribution of the R/S 
experiences and their perceived lasting infl uence across the following variables: 
− BD I and II. 
− Self-assessed episode of occurrence (mania, depression, and mood stability). 
− We used chi-square tests and the Fisher exact test when cells contained fewer than fi ve 

observations. Participants with no R/S experiences were omitted from this chi-square 
test. Including them would distort the outcomes, since we especially wanted to establish 
whether a signifi cant distribution across episodes was present and not across the groups 
with or without the respective experiences. 
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− Present and original religious affi  liation. 
− Religious or spiritual self-defi nition. 

For estimation of the distribution of experiences with or without lasting infl uence, we 
excluded other bipolar diagnoses because of small numbers. We also excluded the “no” 
category (participants who did not have the pertaining R/S experience) to estimate distri-
bution of experiences with and without lasting infl uence across diagnoses and religious 
variables. 

Finally we used t-tests and a one-way analysis of variance with Bonferroni post hoc test 
to examine the association between the summation of positive R/S experiences and their 
lasting infl uence, and the variables used in the chi-square tests: BD I/II, original/present 
affi  liation, and R/S self-defi nition. Statistical analyses were performed with version 22 of 
the Statistical Package for the Social Sciences. 

4.3  Results

Patient Characteristics 
In total, 518 unique patients attended the Altrecht Outpatient Department for BD at the 
time of the study (the total population of the department is 705 patients). Th e net response 
rate was 38%: 196 participants (181 standard version, 15 short version). Sixty-nine question-
naires with reasons for nonparticipation were returned (40% not interested, 16% keeping 
distance from such experiences, 15% other worries, 10% tired of research, 7% too busy, and 

Table 4.1. Sample characteristics compared to the total population of the Altrecht bipolar outpatient 
 department in 2017
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13% other reasons). Although intended, scoring of the nonresponse rate was not consist-
ently maintained. Patients’ characteristics can be found in Table 4.1. Th e study sample had 
similar characteristics with regard to sex, age, and diagnosis as the total population of the 
Altrecht Outpatient Department for BD except for marital status, which was higher in the 
sample. In 0.5% of the participants, the CGI-BP7 showed a value of 4 (moderately ill) for 
mania; in 10%, values greater than 3 (moderately to severely ill) for depression; and in 21%, 
greater than 3 for BD in general. 

Th e religious characteristics of the sample are presented in Table 4.2. Participants de-
fi ned themselves more oft en as “only spiritual” or “religious and spiritual” compared with 
the general population. Th e “only religious” and the neither “nor spiritual” groups were 
smaller than in the general population. Th e “only religious” and the “only spiritual” groups 
were comparable in size to the American fi gures, but the “religious and spiritual” group 
was comparable to the European fi gures, whereas the “religious nor spiritual” group fell 

7 In the CGI-BP, the severity of the illness is assessed separately for mania, depression, and the overall illness 
with the same rate for the three modalities: 1 = not ill; 2 = borderline mentally ill; 3 = mildly ill; 4 = moderately 
ill; 5 = markedly ill; 6 = severely ill; 7 = extremely ill.

Table 4.2. Sample religious characteristics of a Dutch bipolar outpatient department, compared to sociological data
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in between the European and American fi gures in size. Participants fi lled in a religious af-
fi liation more oft en than the general population, except for Islam. However, in answering 
the question whether they belonged to a religious group (28% answered “yes”), the results 
were similar to the general population (27% yes). 

Frequencies of R/S Experiences in Retrospect 
Table 4.3 presents the frequencies of the diff erent R/S experiences as mentioned in the 
questionnaire. Th e highest frequencies were found for experiences of horizontal tran-
scendence, not specifi cally related to the divine: item 1 (intense happiness, love, peace,
beauty, or freedom, 77%) and item 2 (meaningful synchronicity, 66%). Th e lowest fre-
quencies were found for experiences that are usually associated with psychosis: item 9 
(religious apparitions, 21%), item 10 (being an important religious person, 20%), and item 
11 (divine voice, 12%). Both apparitions and voices were predominantly benign in nature. 
Evil apparitions or voices were always reported in combination with benign manifesta-
tions, never singularly. 

When the frequencies of the separate experiences were totaled, only 8% of participants 
had had no experience. Th ere was a discrepancy in the answer on the question “how oft en” 
participants had had one or more of the mentioned experiences because 34% answered 
this question with “never.” 

Perceived Lasting Infl uence of R/S Experiences 
Th e occurrence of perceived lasting infl uence ranged from 4% to 36% and in six experi-
ences (open question included) was about two times lower than the total frequency of 
the diff erent R/S experiences (Table 4.3). Th e lowest frequency was found with item 10 
(important religious person). In the latter experience, the perceived lasting infl uence was 
one fi ft h of the total frequency, and in the experiences related to depression (absence of 
faith/spirituality and divine absence), it was about a quarter of the total frequency of the 
experiences. Yet, in the experience of a divine voice, the perceived lasting infl uence was 
two thirds of the total frequency. 

Th e question “When such experiences have a lasting infl uence on your life, could you 
indicate how positive or negative this infl uence is? How positively or negatively did your 
life change because of the experiences” was answered by 137 participants, of whom 58% 
indicated the infl uence was very or rather positive and 7% as very, rather, or somewhat 
negative. 

Distribution of R/S Experiences Across Type of BD Diagnosis 
Th e distribution of frequencies across subtypes of BD showed that the frequency of seven 
of the R/S experiences was signifi cantly higher in BD I (table available on request). In the 
group with BD II only, the more general experiences of transcendence (items 1 and 2) had 
a frequency higher than 50%. Items 6 and 8, related to depression, did not diff er signifi -
cantly for BD I and II. Th e distribution of R/S experiences with perceived lasting infl uence 
did not show signifi cant associations across diagnoses, other than a weak association for 
the “experience of intense happiness etc.” (1). 
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Table 4.3. Prevalence of religious or spiritual experiences with and without lasting infl uence in the 
current sample (N = 196)
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Distribution of R/S Experiences Across Type of Episode in Which Th ey Were Occurring 
As expected, the distribution of R/S experiences showed higher frequencies in mania 
(with or without R/S experiences during depression or mood stability) than in depression 
(with or without R/S experiences during mood stability but not in mania), or exclusively 
during mood stability, in seven experiences. Th e highest frequency of occurrence during 
mania was found for item 10, “important R/S person” (89% within groups). Items 6 and 
8 (63% absence of faith, and 68% absence of the divine; within groups) occurred mostly 
during depression (Table 4.4). 

Distribution of R/S Experiences Across Original and Present Affi  liation, and 
Religious or Spiritual Self-Defi nition 

Th e prevalence fi gures for experiences of vertical transcendence (item 5, divine presence, 
and item 8, divine absence) were signifi cantly higher in both subgroups with an “original” 
(n = 181) or “present” (n = 179) religious affi  liation (table available on request). Th e same 
result was found for two other types of experience: items 3 (experiences of unity) and 2 
(meaningful synchronicity). Only the perceived lasting infl uence of the “experience of 
unity” occurred signifi cantly more in persons with a “present religious affi  liation” than in 
those “without present religious affi  liation.” For “original religious affi  liation,” no signifi -
cant results were found pertaining to the lasting infl uence of the experiences.

Table 4.4. Distribution of religious or spiritual experiences across types1 of episodes (self-rated)
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Th e distribution of R/S experiences across the R/S self-defi nition groups showed signifi -
cant results for all items except for item 10 (important religious person) with a complex 
pattern of associations (table available on request). In the “religious and spiritual group,” 
the highest frequencies were found in 8 of the 11 R/S experiences. Th e experience of “unity” 
occurred most oft en (66%–69%) in all groups except for the “religious nor spiritual” group 
(32%). Th e lowest frequencies of all experiences were found in the neither “religious nor 
spiritual” group, compared with the other groups. However, more than half of this group 
still had had the “experience of intense happiness etc.” (item 1). 

With regard to the lasting infl uence of the experiences across the R/S self-defi nition 
groups, signifi cant associations were found for three R/S experiences (df = 3): “intense 

Table 4.5. Associations between ‘any positive experience’ or ‘any experience with perceived lasting infl uence’ and 
diagnosis, original/present affi  liation and self-defi nition as religious or spiritual
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happiness etc.” (χ2 = 16, p = 0.001), “unity” (χ2 = 14, p = 0.002), and “divine presence” 
(χ2  =  12, p = 0.005). In the “religious and spiritual” group, these three experiences oc-
curred two times more with perceived lasting infl uence than without lasting infl uence. 
Perceived lasting infl uence in the “religious nor spiritual” group was 0% (divine presence) 
to 25% (intense happiness and unity). 

Associations Between Mean Occurrence of Summated Positive and Negative R/S 
Experiences and Various Variables 

Associations with the summation scores of all positive experiences can be found in Table 
4.5. In the total sample, 92% of participants recognized one or more experiences and 52% 
one or more experiences with perceived lasting infl uence. Th e mean occurrence of pos-
itive experiences was signifi cantly higher for those with BD I (mean = 4.5) as compared 
with those with BD II (mean = 2.8). When comparing the subgroups pertaining to reli-
gious affi  liation, the mean occurrence for the group with original (mean = 4.6) or present 
R/S affi  liation (mean = 5.0) was signifi cantly higher than for the group without origi-
nal (mean = 3.1) or without present (mean = 3.8) R/S affi  liation. In the R/S selfdefi nition 
groups, the mean occurrence was highest for the “religious and spiritual” group (mean = 
5.3) and second highest for the “only spiritual” group (mean = 4.7). Although the groups 
without an “original” or “present affi  liation” and the neither “religious nor spiritual” group 
had the lowest mean scores, they still had more than two R/S experiences on average. 
When combining “original” and “present affi  liation,” the group with an “original affi  lia-
tion” combined with “present affi  liation” had a mean score of 4.8, and combined with the 
group “without present affi  liation” had mean score of 4.4. Th is was signifi cantly higher 
than the score of the group with neither “original nor present affi  liation” (mean = 3.0; table 
available on request). Summated experiences with perceived lasting infl uence had a weak 
signifi cant relationship with diagnosis and original and present religious affi  liation, and a 
strong signifi cant relationship with R/S self-defi nition. 

4.4  Discussion
Th e aim of the current study was to estimate the prevalence of a range of R/S experiences 
as assessed by a questionnaire in 196 Dutch bipolar outpatients. We will discuss the results 
fi rst from the perspective of R/S experiences and second from the perspective of psycho-
pathology. In the current study, the highest frequencies were found for experiences of 
horizontal transcendence, such as an “intense feeling of happiness, love, peace, beauty, or 
freedom” or “experiencing meaningful synchronicity.” Th e lowest frequencies were found 
for experiences usually associated with psychotic symptoms such as “the feeling of being 
an important religious person” and “divine voices and apparitions.” 

Some tentative remarks can be made when comparing the results of the current sample 
with frequencies of R/S experiences in sociological surveys representative for the general 
Dutch population (Berghuijs, 2016; Berghuijs, 2017; Bernts and Berghuijs, 2016; De Hart, 
2011; data collected between 2006 and 2015). Th e questions in sociological surveys of some 
of the experiences (i.e., items 2, 3, 5, and 7) are similar to the questions in the current study, 
but still diff er slightly in formulation. No robust conclusions can therefore be drawn from 
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comparison of the data. Both in the general population, as well as in our study, experienc-
es of horizontal transcendence occur more oft en than specifi c experiences of the presence 
of a higher power or God. Th e prevalence of an experience of “meaningful synchronicity” 
(2) occurs in 53% to 55% of the general population, over and against 66% in the current 
sample. “Divine presence” (5) is experienced by 32% to 50% of the general population and 
in 44% of our sample. An experience of “insight in the nature of reality” is experienced 
by 30% of the general population, whereas 37% of our sample had “a profound spiritual 
insight” (7). Only the experience of “unity” (3) (formulated as “experience of being one 
with all things” in De Hart 2011) occurred twice as oft en in our sample (57%), compared 
with the general population (28%). 

Seen from the perspective of psychopathology, frequencies of positive experiences were 
signifi cantly higher in BD I than in BD II, but not for the experience of “intense happiness, 
love, peace, beauty, or freedom” and “divine apparition.” According to participants, R/S 
experiences occurred more oft en during mania than during other episodes. Th is result 
is inconsistent with the fi ndings of Gallemore et al. (1969), who, on the one hand, found 
a prevalence of 52% of conversion/ salvation experiences (n = 62) in a group of patients 
with BD versus 20% in a healthy control group. On the other hand, the experiences had 
occurred in only four cases during mania. 

In a study on the phenomenology and impact of psychosis on the course of BD I, the 
prevalence of delusions of reference was 62% in the sample and that of grandiose delusions 
61% (Keck et al., 2003). Th ere certainly will be overlap with the experience of “meaningful 
synchronicity” (66%), “having a mission in the world” (51%), and “the feeling of being an 
important religious person” (20%) in our study. Th e same can be said for auditory and 
visual hallucinations (37%/32%) in the study of Keck et al. and the hearing of a divine 
voice (12%) and seeing a divine apparition (21%). Apparently, psychotic experience with 
religious or spiritual content can have a transitional nature for some but is interpreted 
religiously aft er psychosis and perceived as having lifechanging infl uence by others. In the 
qualitative study preceding the current one, for more than half of the participants, there 
was a sliding scale between R/S experiences that occurred when they were recovered and 
during mania (Ouwehand et al. 2018). 

Another point to be mentioned with regard to the perspective of psychopathology is 
that “original religious affi  liation” had more infl uence on the mean score of positive reli-
gious experiences than “present affi  liation.” Braam et al. (2000) studied the infl uence of 
religious roots on symptom formation in depression in the elderly and suggest religion as 
a lifelong symptom formation factor that infl uences the type of symptoms expressed. Th is 
could be the case for BD as well. 

Th e abovementioned results point to an intertwinement of genuine R/S experiences and 
pathology. A fruitful approach toward experiences that can potentially be destabilizing 
could be to look at their consequences in the long term. Several authors argue that not the 
experiences as such determine possible pathological outcomes, but appraisals, emotional 
response, and social support (Brett et al., 2009, 2014; Lovatt et al., 2010). Th ey examined 
the diff erences in impact of “anomalous” experiences on diagnosed and undiagnosed 
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groups. One of the fi ndings of those studies was that predictors of lower distress were 
spiritual appraisals, a greater perceived social support/understanding, a greater perceived 
controllability, and reaction with a “neutral response.” Positive lasting infl uence on peo-
ple’s lives is one of the features of genuine religious experience (Braam and Verhagen, 
2016; Sims, 2016). 

In the current study, 58% of participants (n = 137) appreciated the infl uence of the to-
tality of the experiences in the questionnaire as positive, and only 7% as negative. Th e 
perceived lasting infl uence for the separate experiences was a fi ft h to two thirds of the total 
frequency of the experience, depending on the type. A notable result is, for example, that 
20% of persons with the experience “important religious person” perceived this as having 
lasting infl uence, against 67% of persons hearing a divine voice. In the current study, only 
few signifi cant associations were found between the perceived lasting infl uence of var-
ious experiences and diagnosis, original/present R/S affi  liation, and R/S self-defi nition. 
However, perceived lasting infl uence of the totality of experiences was signifi cantly more 
present in BD I, in persons with original/present religious affi  liation, and in persons who 
describe themselves as religious and spiritual. Th is last fi nding points to the conclusion 
that also R/S experiences with lasting infl uence can have pathological and R/S features. 

How people integrate such experiences or reject them as pathological and how these 
illness narratives (Kleinman, 1988) infl uence their lives cannot be studied with a quantita-
tive research design only due to the complexity of the concept religious experience and of 
the interpretation process in a psychiatric context. More in-depth qualitative research is 
needed to explore the impact of R/S experiences, along with longitudinal studies to clarify 
long-term consequences of such experiences. 

Limitations
In the current study, considerable eff ort was made to include all visiting patients of the 
bipolar outpatient department. Sample characteristics were similar to the total outpatient 
population, although the religious affi  liation of outpatients is not regularly assessed. Th e 
questionnaire was pretested on comprehensibility and length by participants of a former 
qualitative study on religious experience in BD, but not tested on reliability and validity. 
All items, except for diagnosis, were based on self-assessment and perception in retrospect. 
Th is had the advantage that participants, who were generally asymptomatic, were able 
to respond to items with relatively complex content. It could not be established whether 
the respondents had the R/S experiences during mood episodes as observed by others or 
were actually psychotic at that moment. Another limitation concerns the comparison with 
results on R/S experiences in the general population. National surveys and sociological 
studies included only a few of the R/S experiences of the current study with slightly dif-
ferent formulations. Th erefore, comparison was tentative. Th e current study is explorative 
in a hitherto sparsely examined fi eld. Yet, the outcomes provide material for hypothesis 
building and more rigorous research. 
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Conclusion
R/S experiences in patients with BD occur more oft en during manic episodes than during 
other episodes according to participants. Th ey occur more oft en in BD I than in BD II. 
General experiences of transcendence had the highest frequencies; R/S experiences usu-
ally viewed as psychotic had the lowest frequencies. Th e R/S experiences were perceived 
as having a positive infl uence by more than half of those who had had at least one experi-
ence, but the perceived lasting infl uence per experience varied. Th e entanglement between 
pathological and R/S features of the experiences should be taken in thorough consider-
ation in longitudinal research and in clinical practice to estimate long-term eff ects on 
recovery. Research would gain signifi cance if a validated cross-cultural questionnaire on 
R/S experience would be available. 
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Chapter 5 

“The awful rowing toward God”:
Interpretation of religious experiences 
by individuals with bipolar disorder



But there will be a door
And I will open it
And I will get rid of the rat inside of me,
Th e gnawing pestilential rat.
God will take it with his two hands
And embrace it.

From ‘Rowing’, in ‘Th e Awful Rowing 
Toward God’(1975) Anne Sexton, 
Th e complete poems, 1999, 418.

P1: 
I never would have wanted to miss this experience. I fi nd it hard. God 
was with me there, through everything. For years I had the feeling: this is 
important, I must write everything down. But considering what the costs 
are: not being able to fi nish my studies, three years of my life, than the 
question arises: does this divine encounter make up for all the losses? Yes, 
that is hard. But I see ... it was truly something very special.

P10: 
When I was younger, there was a seduction to completely immerse myself 
in those experiences, as much and as far as possible. Well, that is not good 
at all. Th e challenge is to stay true to yourself and to just let it be as it is.
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Abstract *
Limited research has been conducted on the religious experiences of people with bipolar 
disorder (BD). Qualitative research indicates that the disentanglement of pathology and 
genuine religiosity is an important issue for persons with BD and that some patients ex-
perience discrepancy between the explanatory models of mental health care professionals 
and religious leaders. Th e current study explores the ways patients with BD interpret reli-
gious experiences they have had during illness episodes, how this interpretation changes 
over an individual’s lifetime, and the expectations of treatment that persons with BD have 
regarding these religious experiences. Semi-structured interviews with 34 stable BD pa-
tients were conducted by a hospital chaplain and a psychiatrist trainee. Th e method of 
analysis was interpretative phenomenological analysis. For many participants, a religious 
quest originated aft er a religious experience during mania, and then a variety of medical 
and religious sources supported the interpretation process. Most participants endorsed 
mixed medical and religious explanations for their experiences and tried to distinguish 
between spiritual and pathological features. Th e interpretation process changed over time, 
infl uenced by religious affi  liation and views, mood swings and the course of BD, and com-
munication with others about the experiences. Discourse about the experiences was of-
ten problematic within treatment; a majority expressed the need for recognition of the 
spiritual value of the experiences, together with a critical sounding board for refl ecting 
on their meaning and the infl uence of BD. More attention could be paid to the subject in 
treatment, and the expertise of hospital chaplains could contribute to this.

5.1  Introduction
Th e Awful Rowing toward God is the title of a poetry collection (1999) by Ann Sexton 
(1928– 1974), written one year before her suicide. Sexton was diagnosed with bipolar disor-
der (BD) (previously known as manic-depressive disorder) in 1954. Her poems in this col-
lection refl ect both her severe suff ering and her fi erce religious longing, coupled with her 
profound questioning of the destiny of (wo) mankind and the meaning of life. Th e current 
study, conducted within the context of hospital chaplaincy in mental health care, concerns 
the interpretation of religious and spiritual experiences of persons with BD. In the sparse 
patient-centered literature on BD in relation to religiosity, the question of whether such 

* Th is is the Accepted Manuscript of an article published by Springer in Pastoral Psychology  on May 11, 
2019, available online https://doi.org/10.1007/s11089-019-00875-4: Ouwehand, E., Zock, T. H., Muthert, J. K. H., 
 Boeije, H., & Braam, A. W. (2019). “Th e awful rowing toward God”: Interpretation of religious experiences by 
individuals with bipolar disorder. Pastoral Psychology, 68(4), 437-462. doi: 10.1007/s11089-019-00875-4
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experiences are a sign of hyperreligiosity or refl ect genuine spirituality emerges as an im-
portant theme for patients (Michalak et al. 2006; Ouwehand et al. 2014). Th is qualitative 
study explores how individuals value and interpret self-reported religious and spiritual 
experiences that occur during episodes of illness.

Bipolar disorder
Bipolar disorder is a mental illness that occurs in about 2% of the Dutch population (Re-
geer et al. 2004). Owing to the cyclic nature of BD, manic and depressive periods recur, 
alternating with periods of stability in between. Characteristic of (hypo)mania is a contin-
ually elevated, expansive, or irritable mood accompanied by increased energy or activity, 
a decreased need for sleep, and overestimation of oneself (Kupka and Nolen 2009). In 
hypomania, distinctive for bipolar II disorder (BD II), psychotic features are absent and 
patients are less impaired in daily functioning than in bipolar I disorder (BD I), which has 
mania as its distinctive feature. Although (hypo) mania is more prominent in the public’s 
perception of the illness, depressive episodes do in fact occur more oft en and are of longer 
duration than (hypo) manic episodes (Kupka and Nolen 2009). Th e depressive phase is 
accompanied by loss of interest in life and imbalanced appetite, sleep, and psychomotor 
activity. Together with a decrease in energy, concentration, and decisiveness comes the 
onset of feelings of guilt and worthlessness; preoccupation with death may be accompa-
nied by suicidal plans or attempts. Manic and depressive symptoms can occur simultane-
ously (mixed episodes), and much individual variation in the course and manifestation of 
the illness is present (Kupka and Nolen 2009).

Religious experience and bipolar disorder
Very few studies concerning the religious experiences of people with BD are available 
(Gallemore Jr et al. 1969; Kroll and Sheehan 1989; Ouwehand et al. 2018). Studies of the 
interpretation of religious experiences of persons with a bipolar diagnosis are not known 
to the authors; this is the focus of the current study. Religious experiences can occur when 
people are stable. However, when they occur during illness episodes, these experienc-
es may still be viewed as religious by patients. Th is interpretation does not necessarily 
coincide with the medical model because psychiatric research usually only focuses on 
psychopathology with religious content. According to studies carried out in the United 
States, it appears that the prevalence of delusions with a religious content within manic 
episodes can be estimated at 15– 33% (Appelbaum et al. 1999; Koenig 2007) and at 38% in 
India (Grover et al. 2016). For the Netherlands, where the current study was conducted, 
no fi gures are available. Two studies address religious experience in BD, i.e., conversion/
salvation experiences (Gallemore Jr et al. 1969) and various experiences with an evangel-
ical/charismatic focus (Kroll and Sheehan 1989). Both studies were conducted within a 
predominantly Christian context.

Th e present religious landscape in the Netherlands, however, is much more secularized 
and pluralistic than the context of the aforementioned studies. Institutional affi  liation to 
any of the world religious traditions is estimated ay 28–32% in national surveys (Bernts 
and Berghuijs 2016; Kronjee and Lampert 2006). In recent surveys in the sociology of 
religion, the self-defi nition of people as religious oras spiritualis increasingly measured. 
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Th is leads to a four-fold typology of persons who consider themselves as ‘only religious’, 
‘only spiritual’, ‘religious and spiritual’, and ‘religious nor spiritual’ (Bernts and Berghuijs 
2016; Possamai 2005; Streib and Hood 2016). Unlike in the United States, where a major-
ity of people view themselves as both religious and spiritual, the self-designation as ‘only 
religious’ oras ‘only spiritual’ are becoming diverging life orientations in the Netherlands, 
according to social scientists (Berghuijs et al. 2013). Furthermore, a growing percentage of 
the population (23%) is committed to more than one religious tradition, resulting in what 
Berghuijs (2017) characterizes as ‘hybrid religiosity.’ Although Dutch sociological surveys 
have estimated the prevalence of some types of religious experience (the experience of the 
divine presence, mystical experience, and experiences of transcendence without referring 
to the divine) in the general population (Berghuijs 2016, 2017; Bernts and Berghuijs 2016; 
De Hart 2011), no accepted classifi cation of religious experience in the pluralistic situation 
of modern Western societies is available.

Th e theoretical basis for the current study is Streib and Hood’s (2016) cross-cultural 
study of modern ‘spirituality.’ Following Troeltsch’s (1923) typology of religion in ‘church,’ 
‘sect,’ and ‘mysticism,’ they view this last ‘ideal type’ as the noninstitutionalized forms of 
religion that have privatized, personal religious experience as their main focus. Streib and 
Hood reactualized Troeltsch’s typology for the contemporary religious landscape in West-
ern secularized societies. Th e tendency toward experience-oriented religion is visible not 
only within the churches, in the growin g infl uence of evangelicalism, but also in various 
‘alternative,’ ‘new,’ or ‘holistic’ spiritualities (De Hart 2011; Possamai 2005; Van Harskamp 
2000). In this article, we use the etic term ‘new spirituality’ (De Hart 2011) to describe the 
religious orientation of participants in the study, bearing in mind that from an emic per-
spective individuals may attribute diff erent meanings to the concepts ‘religion’ and ‘spirit-
uality.’ Th e point of departure of the study is to describe the interpretation of religious 
experience within the participants’ own frame of reference.

Hitherto, there has been little research done into the kinds of religious experience that 
can occur in BD and the infl uence such experiences have on persons with this diagno-
sis. A qualitative study (Ouwehand et al. 2018) indicated diff erent types of self-reported 
religious and spiritual experiences in BD, predominantly occurring during mania. Most 
mentioned were experiences of the presence of a transcendental reality, either divine or 
more this-worldly, of unity, of vocation/mission, or of meaningful synchronicity. Less 
mentioned were the various other religious or spiritual experiences of a paranormal or 
supernatural kind such as apparitions and voices, symbolic images or visions, and out-of-
body experiences. Negative religious experiences were present as well.

Interpretation of religious experience in BD
An important issue for clinical practice is the relation between psychiatric categories such 
as ‘psychosis,’ ‘hallucinations’ and ‘delusions,’ and phenomenological patient-reported de-
scriptions and interpretations of their religious experiences. Medical anthropologists have 
consistently argued that confl icting ‘explanatory models’ that patients and doctors apply 
to illness may impair treatment (Helman 2001; Kleinman 1988, 1991). Mitchell and Ro-
mans (2003) and Stroppa and Moreira-Almeida (2013) empirically confi rmed this obser-
vation for patients with BD. Th e concept of the explanatory model pertains to the process 
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by which illness is patterned, interpreted, and (medically) treated within a culture. In 
addition to professional and scientifi c medical explanatory models, Helman (2001) dis-
tinguishes between lay explanatory models, i.e., the ways in which the individuals in their 
social context explain the illness, and folk explanatory models, referring to secular and 
sacred alternative healing within a society. In medical anthropology, explanatory models 
in small-scale societies and migrant groups in Western societies are usually studied. In 
the fi ft h edition of the DSM the assessment of personal explanatory models for illness 
experiences is included in the ‘Cultural Formulation Interview’ (DSM-5, American Psy-
chiatric Association 2013). However, the concept of explanatory models is useful for the 
current study as well and functions as a ‘sensitizing concept’ (Boeije 2010). It clarifi es the 
interaction between the diff erent and sometimes confl icting explanations for religious 
experiences related to BD in persons with this diagnosis.

Narrative
‘Narrative’ is another theoretical concept underlying the current study. Ganzevoort and 
Visser (2009) take it as the basis for their model of pastoral care. Th e concept evolved 
from the hermeneutical tradition of Hans-Georg Gadamer and Paul Ricoeur and points 
to the inherently narrative character of identity. In the stream of happenings and experi-
ences in people’s lives, individuals construct stories that organize their sense of self and 
memory (Bruner 1991; Cook 2016). Th ese stories create coherence in the tension between 
historical and familial predisposition and openness to an indefi nite future. Narrative ap-
proaches imply that humans have a dynamic, open identity, which cannot be fi xed during 
their lifetime and which has an inherently dialogical character (Ganzevoort and Visser 
2009; Zock 2013). Cook (2016) points to the additional challenge for individuals with a 
psychiatric diagnosis with regard to biographical refl exivity. An illness narrative is a par-
ticular kind of life story, related to and partly overlapping with other narratives such as 
spiritual autobiographies or narratives of surviving trauma. People suff ering from mental 
illnesses that impede refl exive capacities because of mood disturbance or lack of cogni-
tive clarity may have problems in constructing narratives that foster recovery, according 
to Cook. In the case of BD, it can be expected that mood swings will infl uence a person’s 
sense of self and the way individuals interpret religious experiences that are related to 
mood episodes.

Aim and research questions
From the literature, it is evident that although religious experience is an important issue 
for individuals with BD, it has been neither well examined nor well understood within 
the context of psychiatry. It is also a relevant issue to be discussed during treatment in 
which diff erent explanatory models are in use. Th erefore, we formulated the following 
research questions:
1. During stable periods, how do people with a diagnosis of BD retrospectively interpret 

the religious experiences that occurred during their episodes of illness?
2. Do these interpretations change over the years?
3. What do patients with BD expect of treatment with regard to their religious experiences?



97

‘ The awful  rowing toward God’

In answering these questions, we seek to contribute to the identifi cation of the discrep-
ancies between diff erent explanatory models in clinical practice. In such a way, we hope 
to improve treatment on this point. As this is a multidisciplinary study, some theological 
refl ections on religious experience in the context of mental illness will be presented as well. 
In this time of increasing community-based mental health care, possible directions for the 
improvement of pastoral care in ecclesiastical life will also be discussed.

5.2  Methods

Research design
Th e current study had a qualitative design, an appropriate approach for exploring a hither-
to sparsely examined subject (Boeije 2010). Interpretative phenomenological analysis was 
used for examining the data (Biggerstaff  and Th ompson 2008; Smith and Osborn 2008). 
Th is approach is similar to the hermeneutic phenomenology that Swinton and Mowat 
(2006) applied in their study of depression and spirituality. Phenomenology attempts to 
describe phenomena comprehensively and in great detail without initially imposing the 
theoretical presumptions of the researcher on the analyzing process; the term ‘bracketing’ 
is used for this (Biggerstaf and Th ompson 2008). As in all qualitative research, partici-
pants’ own understanding of a phenomenon (interpretations of religious experience in 
the context of BD) is the point of departure. At the same time, all qualitative research 
presumes that humans can only make sense of the world by implicit and explicit interpre-
tative processes; human beings are inevitably hermeneutical beings (Swinton and Mowat 
2006). Th e researcher’s preunderstanding is therefore always present. Th e fact that the 
researcher in this case (the fi rst author) is more aligned with discourse in the discipline of 
religious studies than in the psychology of religion has infl uenced, for example, the choice 
of using anthropological and sociological theory in the analyzing process more than, for 
example, psychodynamic theory. Furthermore, the researcher’s experience as a hospital 
chaplain with a liberal Protestant background has aff ected her theological refl ection on 
the results.

Participants in the study were interviewed when they were stable. Refl ection on the 
meaning of experiences of illness episodes and their impact on the lives of participants 
can be important for recovery (Leamy et al. 2011). However, because the capacity to refl ect 
is usually seriously impaired during full-blown mania or depression, the interviews took 
place aft er recovery from an episode.

Data collection
Th e data collected were comprised of interviews and, additionally, of written testimonials 
by fi ve of the participants sent to the researcher aft er the interview. Although the intention 
was to include participants with diff erences in age, religious and educational background, 
and duration of the illness, participants with a fundamentalist or pietistic Christian back-
ground as well as members of religious and ethnic minorities were diffi  cult to recruit. 
Recently diagnosed patients were underrepresented in the study as well. When theoretical 
saturation in the available groups was reached, recruitment ended. Th e participants, 34 in 
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total, were fi rst enlisted via two mental health institutions—Altrecht and Eleos (17 par-
ticipants)—and via a peer support project of a patient organization (www.ervaringrijk.nl, 
8 participants). Potential participants could also apply in response to a blog (Ouwehand 
2015) on an interactive website for professionals and people with psychotic disorders (38 
applications, many with an affi  liation to new spirituality; the fi rst nine stable applicants 
were included).

To become acquainted with the fi eld of research, the fi rst author attended several con-
ferences and meetings of the patient’s organization concerning ‘psychosis and spiritual 
crisis’ and ‘BD and spirituality’ between 2013 and 2017. Relevant websites and recovery 
stories referred to by participants in the study were examined (www.psychosenet.nl, www.
ervaringrijk.nl, www.vmdb.nl, www.nieuwetijdskinderen.nl, www.petraetcetera.nl, www.
pamela-kribbe.nl, www.bipolairanders.nl). Th e researcher established informal contact 
with two persons in the patient organization, and they gave advice several times during 
the initial phase of the study. Observations and memos functioned as background infor-
mation to develop insight in the fi eld. Th is material was predominantly infl uenced by 
new spirituality. No other network or organization within institutionalized religion with a 
focus on BD was known to the researcher. 

Interview procedure
Th e interviews were semi-structured (see appendix for the list of topics). In the current 
study, the topics presented are ‘interpretation of the religious or spiritual experiences oc-
curring in illness episodes’ and ‘treatment experiences and expectations.’ A previous pub-
lication addressed the phenomenological description of religious or spiritual experiences 
during mania and depression and in stable periods (Ouwehand et al. 2018). Th e interviews 
lasted approximately two hours and were carried out by a hospital chaplain (the fi rst au-
thor) and a psychiatrist or trainee psychiatrist. Assessment of patient stability was done 
using the Altman Self-Rating Mania Scale (Altman et al. 1997) and the Quick Inventory 
of Depressive Symptomatology–Self-Report (Rush et al. 2003). Th e psychiatrist employed 
the Clinical Global Impressions Scale for use in bipolar illness (Spearing et al. 1997) for an 
independent rating.

Data analysis
Th e interviews were audiotaped, transcribed verbatim, and sent to the participants for 
possible correction. Th e analysis of the interview texts was done using NVivo10. Th e 
hospital chaplain and the resident psychiatrist, who were co-interviewers in the fi rst ten 
interviews, coded interview 1 independently. Interviews 2 through 6 were analyzed by 
either one or the other. Diff erences in the professional backgrounds of the interviewers 
(theological and medical) resulted in an exchange concerning ways of interpreting the 
data and a clarifi cation of professional presuppositions. During this process, a common 
code list was developed and adjusted during several discussion sessions. In this way, the 
participants’ expressions and attribution of meaning as well as valuable diagnostic infor-
mation could be coded. Interviews 7 through 10 were analyzed by the fi rst author, who 
discussed the results with the co-interviewer. Th e next step in the research process was to 
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extend the sample to 34 participants in total; these participants had more diversity in reli-
gious background, in demographic characteristics, and in duration of the illness (recently 
diagnosed vs. long-established BD). Th e code tree of the fi rst ten interviews served as a 
basis and was adapted for the subsequent coding and analyzing process, wherein these 10 
interviews were reanalyzed. A summary of all interviews was prepared that contained the 
main subjects of the interviews. Th e interviews comprised the main body of analysis. Th e 
written testimonials of participants were also used in the process of analysis if they clari-
fi ed themes in the individual interviews.

Ethics
Participants were informed about the aims and procedure of the study and were, on re-
quest, provided with the list of topics in advance. All participants signed a consent form 
before the interview. In a few cases, the participant knew one of the interviewers from a 
former counseling or assessment contact. Th e issue was discussed with the participants 
concerned and in one case resulted in the replacement of the co-interviewer before the 
interview. Th e study was approved by the Regional Medical Ethical Committee of the 
University Medical Center Groningen (METc2014.475) and the Scientifi c Committee of 
Altrecht Mental Health Care (2015–05/oz15012).

5.3  Results

Sample characteristics
Th e sample characteristics are summarized in Table 5.1. Most participants had a Christian 
background; six participants had no religious background, and three had been raised as 
Muslims. Religious affi  liation changed during the course of most participants’ lives. Gen-
eral sociological tendencies toward new spirituality, hybrid religiosity, and the increasing 
infl uence of evangelicalism were refl ected in the sample. Th e affi  nity with religiosity was 
very high; only one person had no religious affi  liation at the time of the interview. Th ir-
teen participants had had some education in religious studies, theology, or philosophy 
(10) and/or had been trained in or had taken courses in new spirituality (5) at diff erent 
educational levels, mostly in addition to other professional education. Most participants 
took medication and had regular contact with a general practitioner or mental health care 
professional.

Searching for meaning or being on a ‘religious quest’ was an important theme in many 
of the interviews. Th e theme referred to ‘normal’ psychological development with periods 
of more intense searching, which was explored in the topic ‘religious roots and devel-
opment’ in the interviews. ‘Religious quest’ also referred to an intense searching for the 
meaning of the religious experiences that had occurred, especially during manic episodes. 
Pertaining to this last process, the intertwinement of genuine religious experiences and 
psychopathology was present in many of the interviews. Medical and religious terminol-
ogy and interpretations were used side by side. Th is dual character of the experiences 
became clear, on the one hand, through the religious meaning participants ascribed to 
the experiences and, on the other hand, through their evaluation of certain features of 
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the same experiences as infl uenced by BD. In the following sections, the three themes of 
‘religious quest,’ ‘spiritual growth,’ and ‘infl uence of BD’ are presented. Aft er that, exclu-
sively spiritual and exclusively medical explanations for religious experiences—advocated 
by only a few participants—will be addressed.

Religious quest
Th e theme ‘religious quest’ refers to two processes in the interviews. On the one hand, 
searching for meaning and a change in attitude toward religious traditions occurred dur-
ing certain key moments or stages in a person’s life, for example, in adolescence or as a 
consequence of a stressful life event. In this respect, the quest was part of ‘normal’ psy-
chological development. To give an example, 16 participants were engaged in some form 
of new spirituality at the time of the interview, whereas only two had been raised within 
this orientation. On the other hand, several participants had initiated a religious quest as 
a direct consequence of religious experiences occurring during mania. For example, this 
was the case for six participants who did not come from religious homes and had had no 
religious affi  liation at the time of their fi rst mania. In about one-third of the interviews, 
a religious or spiritual quest and the onset of a (hypo)manic episode seemed to be inter-
twined. Th e exact infl uence of one or the other was not always traceable in stories covering 
long periods of time. Moreover, the diagnosis of BD was usually determined only years 
aft er the fi rst symptoms; the religious quest phenomenon and developing mania were pos-
sibly intertwined before the moment of diagnosis. Th e religious quest as a consequence 
of experiences during mania could at times take intense forms. Participants mentioned 
spiritual literature and the internet as sources of information, such as the teachings of Eck-
hart Tolle; they attended conferences, workshops, and personality training courses such 
as Crazy Wise, New Wine, Landmark, Psycho-Synthesis, or meetings of the BD patient 
organization; they consulted mental health professionals, clergy, or alternative healers to 
make sense of their experiences. Th e interviews represented a certain moment in time in 
a dynamic process taking place over years of searching and interpreting their experiences.

Spiritual growth
‘Spiritual growth’ or ‘deepening faith’ was a theme in 21 of the interviews and was described 
either as a moment of transformation, referred to by terms such as “a major clean-up,” “a 
breakthrough,” or an experience of “divine intervention,” or as a more gradual process, 
referred to by process-based terms such as “a process of the deepening of faith” or “be-
coming richer through the illness.” ‘Spiritual growth’ was related to four subthemes that 
were oft en interrelated: ‘meaningful coherence,’ referring to the feeling of meaningfulness, 
coherence, and purpose in life; ‘insight’ into the nature of reality or of oneself; ‘overcoming 
trauma,’ and ‘perceived infl uence of the experiences.’

Meaningful coherence 
Many participants had experienced a feeling of coherence, of a meaningful connected-
ness during mania. Th is was described as a mystical experience of unity and, in the in-
terpretation of apparently coincidental events, as having a cause and purpose or message. 
Although some participants mentioned that the feeling of signifi cance could be exagger-
ated in mania, several others viewed this condition of connectedness, coherence, and 
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Table 5.1. Sample characteristics N = 34
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intentionality as an inherent aspect of their spirituality; they felt things do not happen in 
vain and are oft en a sign of another, divine reality.

For a few participants, this feeling of purpose in their life was also pertinent to the fact 
that they had BD. In their eyes, their illness was predestined by God or a higher power or 
was a result of karma, “a grace” as well as a “challenge” (P31).

Insights
Almost a third of the participants pointed out that their views on the nature of reality and 
the destiny of human beings had changed owing to their experiences. Th is theme refers 
to a deeper understanding of the human condition. Again, this was described by some as 
a sudden insight, directly related to their experiences, in existential themes such as “good 
and evil” (P20), “the nature of time” (P8), or “man’s destiny” (P29). Th e experiences were 
taken as evidence that “there is more than you can see, that God is real” (P7) or that “an 
energy is pervading everyone” (P28). Profound changes in one’s philosophy of life or in 
one’s perception of oneself could evolve from the experiences. P25 remarked: “I am not 
the same person anymore. When your mind is expanded like this, there is no way back” 
(female, no religious education, new spirituality).

For others, insight had grown gradually and was described as a process of change, which 
was related to the theme ‘perceived lasting infl uence.’ Very few participants reported neg-
ative experiences, but when they did so, even these could be evaluated as contributing to 
insight in retrospect. Two participants referred to negative and frightening visions of evil 
during mania, which they evaluated aft erward as strong incentives to change and recovery 
(P5, P29). Th is might be due to their Roman Catholic/Caribbean background, in which 
the presence of evil or the devil was assumed. P5 reported that such experiences had en-
couraged her to refl ect more profoundly on the meaning of good and evil in general and 
in her personal life in particular.

Overcoming trauma 
Several participants saw a clear connection between their experiences during illness and 
overcoming the burdens of their past, intense life events, or trauma. Seven of them had 
already been involved in psychotherapy, in intense personality training, or in alternative 
therapy when mania, accompanied by religious experiences, evolved. Th ey perceived their 
religious experience during mania as a “major clean-up” (P28) or “sweeping away the last 
fi lth” (P2) through which they coped with their past or with the burden of a former life. 
P5, a Roman Catholic woman with an interest in new spirituality, reported that listening 
to the content of psychosis was necessary for spiritual growth. She felt that if you rejected 
the content, the next psychosis was fed by this unfi nished business. Several participants 
stressed the existential nature of the content of psychosis as it referred to important life 
themes such as good and evil, the intrinsic connectedness of all beings, or one’s ‘true’ self.

Perceived lasting infl uence of the experiences
In many interviews, participants refl ected on the consequences of the process of change, 
either initiated by the religious experiences or by the therapeutic process of dealing with 
one’s past, of which the experiences were an inherent part. Th e category ‘perceived lasting 
infl uence’ is an aggregation of various consequences, diff erent in character, all mentioned 
by only a few participants. For some, this process of change had led to another attitude in 
life, which was described in terms of growing self-acceptance, trust, and life orientation. 
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It could pertain to acceptance of BD and illness management as well: “taking due account 
of myself and of the illness” (P28). Concrete changes in life conditions such as a new job, 
relationship, or house were mentioned as well, although it did not always become clear 
what the cause of these changes were. Some participants took steps in helping others as 
a volunteer, peer support worker, or alternative therapist. Several participants mentioned 
a change in religiosity or spirituality—becoming more intensely involved in religion by 
taking courses or doing relevant study, such as theology or philosophy, or becoming a 
member of a diff erent, more evangelical church.

Pathological features of the experiences
As mentioned above, in most interviews an intermingling of medical and religious con-
cepts was present. In this section, we will fi rst address the way participants tried to draw 
demarcation lines between genuine spirituality and signs of bipolar disorder. Second, we 
will discuss the ‘costs’ of their experiences, as they described them.

Distinction
Th e distinctions participants mentioned between religious phenomena and pathology of-
ten corresponded with psychiatric symptomatology. For example, they referred to being 
overly preoccupied with the experience owing to the “the manic drive” (P8); excessive 
“magical thinking” (P23); megalomania—considering yourself the “nicest and most inter-
esting religious person” (P5); and the derailment of experiences of unity, connectedness, 
and love (P25, P28) into frightening experiences (P14, P25). Other pathological features 
mentioned were related to the environment: extreme talkativeness about the experiences 
(P22) and “neglect of others” (P8) owing to obsession with the experiences. For a few par-
ticipants, the incoherence of their notes written about the manic experiences pointed in 
retrospect to the pathological features of these occurrences (P1, P3, and P8).

Costs
Almost a third of the participants refl ected on the ‘costs’ of mania, however enriching the 
religious experiences in themselves might have been. Th e costs included admission to the 
hospital and leaving children and loved ones at home; long periods of recovery; loss of 
cognitive functions, job, or partner; and shame about the consequences of mania. Most 
participants within this group who had gone through several manic episodes concluded 
they did not want to go through one ever again. P27 summarized the evaluation of his 
religious experiences as follows:

It did give me some wonderful insights, though, because both times I had a real breakthrough. 
And I actually realized that I do not need anything to be happy. And that is something I have 
oft en thought about later on. But the fact is that I became psychotic, and the more oft en you have 
psychotic episodes, the easier it is for these episodes to occur. So, I think no, it is too high a price 
to pay. (male, no religious education, Protestant)

Exclusively spiritual and exclusively medical explanations
Only two participants in the study applied an exclusively spiritual interpretation to their 
religious experiences and two an exclusively medical interpretation. Th e fi rst two em-
phasized that their experience had to be viewed exclusively in religious or spiritual terms. 
Although they had utilized mental health services, they objected to the diagnosis of BD. 



104

Chapter  5

As P30 remarked: “a manic episode, I’ve come to view it diff erently… We call it bipolar 
disorder. In other cultures, they perhaps refer to it as being spiritually gift ed” (male, new 
spirituality). For these two participants, the experiences were expressions of a spiritual 
crisis, and they had a critical attitude toward mental health care.

Th e second two participants considered their experiences as exclusively pathological 
and a sign of BD. Th ey viewed them as “illusory, not a worthwhile goal to strive for dur-
ing illness episodes” (P11, male, anthroposophical) or a “disruptive experience” P3 (man, 
strict pietistic Protestant). In both cases, their own religious tradition was a reference 
point in the valuation of the experiences as not genuinely religious. Th eir personal faith 
was a reference point for coping with the diagnosis of BD as well. Th ey viewed it as a 
given that they had to deal with, with the help of a spiritual reality or God. Both had a 
sophisticated attitude toward religious experiences in general. P11 had written a booklet 
about balanced spiritual practice in the tradition of Rudolf Steiner. P3, a theologian, re-
marked that in fact all human experiences come from God. In that sense, he said, there 
is no reason to set ‘special experiences’ apart.

In the following sections, two themes that infl uenced the participants’ interpretation 
process of their experiences over time are discussed. First, the theme ‘mood swings and 
development of the illness’ is addressed. Not only did the content of the experiences 
appear to be episode dependent (Ouwehand et al. 2018), but the ways participants in-
terpreted their religious experiences were infl uenced by mood swings and the diff erent 
phases in the development of the illness. ‘Recurring doubt and distance from religiosity,’ 
the ‘discrepancy’ between the experiences and normal daily life, and ‘fi nding balance’ 
were subthemes here. Second, ‘communication’ was an important theme in the interpre-
tation process. Th e approach of others (relatives, professionals, peers, and clergy) oft en 
determined the direction of the interpretation process or its practical consequences. In 
this section, participants’ expectations of treatment pertaining to their experiences are 
also described.

Mood swings and development of the illness
Th e way participants interpreted their religious experiences was not static. Th e inter-
views included evaluations of how their interpretation had changed over the years, oft en 
depending on illness episodes but also on development of the illness over time and on 
illness management. Th e process of coming to terms with the illness and with religious 
experiences that had something to do with BD was oft en a process of ups and downs—of 
getting stuck temporarily and of fi nding balance.

Recurring doubt and distance from religiosity
Many participants reported periods of doubt about the religious signifi cance of their ex-
periences during the course of their illness. Doubt could arise during hospital admission, 
when confronted either with other patients who had, in their eyes, strange experiences or 
with a medical explanation for their own experiences. P34, a fundamentalist Protestant 
woman, reported she became very confused by the diagnosis of BD II because, up to that 
moment, she had considered her mood fl uctuations as ways in which God was challeng-
ing her (in hypomania) and teaching her modesty (in depression).
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Doubt could arise during the depressive episodes following mania, and the entire religious 
life of participants could become unsettled. Absence of faith or spirituality and absence of 
the divine was a prominent characteristic of depression in the sample. P24 described how 
his whole world collapsed during depression. Aft er his mystical experiences during mania, 
he thought he had found a spiritual path in his life in Sufi sm, but during and aft er a bout 
of depression he strongly doubted the truth of his experiences and kept his distance from 
any kind of religiosity for about a year. Some participants described keeping a distance 
from faith and spirituality at periods in their lives due to the illness. Several participants 
described depression as a closing off  of oneself from the divine or the spiritual dimension, 
a period of meaningless abyss full of despair and self-reproach. Religious experiences that 
had occurred during mania were interpreted by some as pathological during depression: 
“I thought: this is illness—I don’t want to have anything to do with it (the experience) an-
ymore” (P1, female, evangelical Protestant).

Several patients refl ected on how their interpretation of their experience fl uctuated over 
time; conclusions drawn during a certain episode or phase of life were revised later on, 
oft en more than once. P37 reported how diffi  cult it was to get a grip on this tedious pro-
cess of changing views about himself, God, and the world. Even while speaking during the 
interview, he was aware of the fact that he would have expressed himself diff erently if he 
had been hypomanic or very depressed. P6, when she recovered from a bout of psychotic 
depression, dismissed a religious interpretation of her experiences.

If you are stable, then you look back on depression and regard sin as something that has been 
made up. But when you are depressed, then you are afraid that the devil really exists. (female, 
brought up in a fundamentalist Protestant household, interested in new spirituality).

Discrepancy
Two participants explicitly struggled with the fact that religious experience and daily life, 
when they had recovered from an episode of mania, remained separate domains. P18 for 
example, remarked:

And then I really feel, yes, I had a lot of experiences and they were beautiful, but what can I do 
with them? Th ose experiences cannot easily be integrated in daily life, and in fact you have to keep 
your distance from them and continue in the “normal” world; for me, that is diffi  cult. (male, from 
a Roman Catholic background, hybrid religiosity)

Th e experiences lost their signifi cance for some participants, but for these two the dis-
crepancy between their experiences and ordinary life remained painful. Th e interview 
itself was a moment of partly reliving their experiences or suff ering the grief of unresolved 
longing for their religious experiences, even when they had happened many years ago. A 
few others, who were still recovering from an episode, came to realize how alarmingly 
close they were to an experience they did not want to happen again. Even when religious 
experiences during illness episodes were valued as enriching, the struggle to integrate 
them into one’s life story was apparently challenging for many participants.

Finding balance
Th e challenge of fi nding balance was a theme in more than a third of the interviews. For 
some participants, their quest for meaning had become less intense over the years, related 
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to their acceptance of the illness, the decreasing frequency of destabilizing mood swings, 
and improved illness management. Th ese participants reported they had overvalued their 
religious experiences when they were younger, like “Icarus, fl ying too close to the sun” 
(P11). Th ey stressed the need to put their religious experiences into the right perspec-
tive. A few expressed the opinion that in certain spirituality circles, religious experience 
was given too much importance. Th ese ‘experienced’ participants (both with a Christian 
and a new spirituality affi  liation) had learned that religious experience and the quest for 
meaning must be balanced with more earthly things such as sport, working in the garden, 
caring for relatives, doing practical things in daily life, meeting other people in church, or 
carrying out simple spiritual practices. For these participants, their religious views helped 
them to put their experiences into perspective, such as for P8, who made the distinction 
between experiences as hallel (Hebrew for ‘praising God’), or gallel (Hebrew for ‘blasphe-
my’). Th ey stressed that religious experiences in and of themselves were not a criterion for 
genuine spirituality but fostered spiritual growth (P32) and an (ethical) orientation in life 
(P10, P22, P27).

Communication
‘Communication’ about the religious experiences participants had gone through during 
illness episodes was an explicit interview topic, but the theme also came to the fore in-
directly at other moments in the interviews through the many remarks on the infl uence 
other people had had on the process of interpretation. Th is infl uence was sometimes per-
ceived as supportive and understanding but in other cases as undermining or unhelpful. 
Participants expressed two clear needs with regard to communication about their experi-
ences: ‘recognition’ and ‘a critical sounding board.’

Recognition and acceptance
Many participants expected recognition of the religious importance of their experiences. 
Th ey expressed their longing for non-judgmental listening; the attitude of the dialogue 
partner—not questioning the veracity of the experiences—was an important condition for 
their willingness to share their experiences. Th ey described the loneliness of their quest 
for meaning when sharing had been impossible and their gratitude for people with whom 
they had been able to share their experiences. Many participants explicitly appreciated the 
opportunity to participate in the study.

Critical sounding board
Several participants stressed that recognition and acceptance did not just mean confi rma-
tion of their experiences. A critical sounding board was needed as well, either to relativize 
the content or participants’ interpretation of the experiences or to give feedback regarding 
the attitude of participants toward others—talking too much or going too far in pursuing 
spirituality. P37 explained how his best friend, not a believer at all, teased him gently about 
his experience in a respectful way. He appreciated the lightness this brought to the con-
versation, while at the same time his friend was recognizing that the experience was about 
things of immense concern to P37.

In the following paragraphs, communication with diff erent groups of people and the 
themes that are illustrative of communication within each group, are addressed: relatives 
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and friends, health care professionals, peers, and clergy/hospital chaplains. Treatment ex-
pectations and tips participants gave are incorporated as an integral part of the discussion 
of each group. Th ese include comments on attitude as well as practical tips to improve 
communication about religious experiences.

Relatives and friends
Ambivalence toward worried partners or parents was present in several interviews. Some 
participants shared their religious affi  liation with their partner, and their experiences and 
possible derailment were part of a mutual exchange. However, close relatives could be too 
concerned as well. Th ey were sometimes guardians in a double sense: preventing derail-
ment as well as preventing fulfi lment. Other participants reported disagreement with or 
anger toward relatives or friends about the topic. Th ey mentioned how painful it was to 
realize that their worthwhile and impressive experiences were seen by close relatives as 
illness. P20, who did not want to put the relationship with her husband at risk, constantly 
felt pressure to “color just inside the lines.” Th e sorrow over the loss of an experience that 
had occurred ten years before and had given her much happiness touched her while de-
scribing it during the interview. Th e impossibility of sharing it with others had made her 
uncertain of herself, she said. Several participants stated that the way their experiences 
were viewed by others, or the fear of others due to the strangeness of the experiences, had 
led them to taking a negative stance toward the experience. Other reactions included a 
reluctance to talk about it with anyone, (temporarily) keeping a distance from any form 
of religiosity to prevent trouble with relatives, or rejecting relatives who were too critical.

Mental health care professionals
Remarks about actual or expected communication with mental health care professionals 
oft en had a more general character and did not specifi cally pertain to religious experi-
ence. Th e medical language of professionals was regularly experienced as reductionist and 
lacking a perspective of the whole person behind the symptoms. Half of the participants 
perceived the medical model as undermining and diminishing their experiences, or they 
described the professionals as being disrespectful or uninterested in faith and spirituality 
in general. In most consultations, the general condition and daily functioning of the pa-
tient were addressed; according to several participants, neither faith nor spirituality was 
regarded as a source for recovery. One-third of the sample missed refl ecting on the content 
of their religious experiences or psychosis in general. Sharing is more than informing, P19 
stated: “It is all about existential questions, even if the experiences manifest themselves as 
‘crazy.’” 

Another stumbling block in communication was perceived diff erences in philosophy of 
life. Some participants pointed out that the discrepancy between a medical and a religious 
model had to do with diff erences in basic assumptions about what being human is. Th ey 
did not fi nd much opportunity to talk about ‘the soul’ or non-natural explanations of what 
had happened. “I fi nd most psychiatrists skeptical,” P36 remarked, “and science is their 
religion.” For this reason, some of the participants did not expect psychiatrists to be able to 
address their spiritual needs, and they turned to alternative therapists or friends who were 
engaged in spirituality. Th eir quest for more spiritual explanations had varying degrees 
of success because the vulnerability to BD was not always recognized in the alternative 
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circuit or in the church. Others mentioned a shared frame of reference as a necessary con-
dition for discourse on religiosity or emphasized the need for education of mental health 
care professionals on this point.

Th e actual or expected lack of interest of professionals had made several participants 
reluctant to explore their experiences in treatment. A few participants therefore stated 
explicitly that a proactive attitude among professionals could be helpful. Th ey suggested 
investigating whether religiosity or religious experience was important to the patient for 
disease management and referring them to hospital chaplaincy.

Positively valued communication with mental health care professionals was less promi-
nent in the interviews than were critical remarks, especially with regard to religiosity and 
religious experience. Positive remarks about communication pertained to the opposite of 
the aforementioned attitudes and were mentioned more oft en about nurses, case man-
agers, and psychotherapists than psychiatrists. Participants positively valued felt interest, 
openness to the patient’s interpretations, shared decision-making (for example, with re-
gard to medication that could infl uence spirituality), encouraging patients in their quest 
for meaning, and the professional showing vulnerability or fallibility, which was perceived 
as shared humanity.

Another positively evaluated aspect relating to mental health care was professional ex-
pertise. Th e medical outlook was appreciated by several participants as complementary 
and necessary to their religious explanations. A few mentioned that professionals had 
at moments been right to dampen their religious enthusiasm, although they could only 
appreciate this in retrospect. Th ey had “planted a seed in my being that had germinated 
later on,” P26 stated.

Peer support
Contact with peers with comparable experiences was reported as helpful or mentioned 
as a need. Th is contact was experienced during hospital admission and, for a few, within 
the context of a religious community as a result of admitting their diagnosis. P23, a peer 
support worker, explained how she off ered diff erent explanations pertaining to religious 
experience in her contact with patients as possibilities for refl ection. It was a recurring 
theme in her work and had been a healing experience for herself, she said.

Sharing religious experience in peer support groups appeared to be only successful 
under certain conditions. Diff erent phases of the illness and incongruence of religious 
background (evangelical faith and new spirituality, for example) impaired mutual under-
standing, some participants reported, especially when adequate guidance of the session 
was lacking. 

Clergy and hospital chaplains
Only a few participants reported a supportive relationship with clergy in a religious com-
munity, and nobody made mention of any contact between mental healthcare profession-
als and clergy. Th is would have been very helpful in valuing their religious experience, a 
few participants stated. Several participants also pointed to the importance of a non-judg-
mental space in which the experiences could be explored and valued, either individu-
ally or in a group. P20 reported that the hospital chaplain had left  the interpretation of 
her experiences open and neither explained them as pathological nor as revelatory. Th is 
had helped her to let go of worrying about them. P37 mentioned that the interpretations 
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of diff erent religious and spiritual traditions the hospital chaplain had off ered him had 
helped him to reduce self-stigma. Openness, acceptance, advice, relativism, counterbal-
ance, trust, and prayer were other words in the interviews pertaining to the attitude of 
hospital chaplaincy (Figure 5.1).

5.4  Discussion

Intertwinement of the religious and the pathological
Th e focus of this study was on the way persons with BD interpret their religious or spiritual 
experiences related to illness episodes. We found that an intense religious quest was at 
times a direct consequence of religious experiences during mania. An important result 
was that most participants endorsed mixed religious and medical explanations for BD and 
for their religious and spiritual experiences related to BD. Religious experiences were seen 
as having an infl uence on participants’ lives and fostering spiritual growth but as also po-
tentially having pathological characteristics. Th is fi nding corresponds with the results of 
a qualitative study into the meaning of fi rst-episode psychosis, implying that participants 
combined various systems of explanation for their psychotic experiences by drawing on 
medical explanatory models and the cultural and religious repertoire of the wider society 
(Larsen 2004).

Figure 5.1. Th e process of interpretation of religious experiences related to bipolar disorder, the various infl uences on 
this process found in the analysis, and the diff erent explanations participants attributed to their experiences



110

Chapter  5

Religious experience and autobiography
Part of the sample viewed their religious experiences related to illness episodes as a nec-
essary phase in their lives. In their opinion, addressing the content of the experiences 
was crucial for overcoming trauma and coming to terms with the past. Th e view of the 
relatedness of religious experiences to autobiography has long roots. James (1902/1917) 
and Boisen (1936) regarded religious experiences as resolutions of inner confl icts and 
disharmony. For both authors, the result of the experiences, marking the dissolution 
of the inner confl ict defi ned in transcendental terms, distinguishes genuine religiosity 
from psychopathology (Hood et al. 2009). James does not specifi cally refer to religious 
experience within the context of mental illness, whereas Boisen takes his own experi-
ences with psychosis as a starting point for refl ection. Th e fi ndings of the present study 
do not suggest that a clear distinction can be made between genuine religiosity and 
psychopathology. Th e boundaries between the two are oft en blurred and part of an on-
going process of interpretation. Th is is consistent with several studies into Boisen’s own 
interpretation of his psychotic religious experiences that relate them to his autobiogra-
phy, including his history of schizophrenia (Arends 2014; Stroeken 1983). Th e fact that 
patients draw a relationship between psychotic religious experience and autobiography 
can be an important issue in treatment for them. 

More recently, Bock (2000) theorizes along similar lines, albeit his interest concerns 
the more general process of meaning-making and the integration of psychotic experi-
ence in autobiography. One of the results of his qualitative study into experiences of un-
treated psychosis with regard to religion is that experiences with religion in an oppres-
sive atmosphere can foster psychosis, but religiosity can also be a protective factor and 
helpful in integrating psychotic experiences into a person’s life story. Bock’s theoretical 
insight is the basis for the Subjective Sense in Psychosis Questionnaire used to measure 
coherence and comprehension (making sense of the phenomenon) in psychotic disor-
ders (Klapheck et al. 2012). One of the outcomes of this study was that 76% of the in-
cluded patients assumed a relationship between their autobiography and the emergence 
of psychosis.

Th e transient character of the interpretation process
Th e second research question pertained to the process of the interpretation of religious 
experiences over the participant’s lifespan. Th is process showed much individual varia-
tion and modifi cation over time. Participants perpetually weighed and revalued medi-
cal and religious explanations and tried to integrate scientifi c knowledge about BD with 
alternative or spiritual views on the illness. Religious upbringing and affi  liation had an 
infl uence on the process, but mood swings, development of the illness, and communica-
tion with others about the experiences aff ected the course and direction of explanations 
as well. One of the results of the present study was that several participants with a longer 
history of BD concluded that their passionate religious quest at the initial phase of BD 
had led to derailment and exaggeration of their religious experiences. In their view, 
these experiences should be balanced with more earthly, everyday, and sober aspects of 
religiosity. Th is corresponds with the study of Brett et al. (2013) in which lower levels of 
distress over anomalous experiences were predicted by “more neutral responses, which 
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were characterized by not actively pursuing the experiences, preventing them, or intellec-
tually exploring them” (p. 222).

Th e transient character of religious explanations for mental illness found in the pres-
ent study corresponds with the results of a study of Huguelet et al. (2010). In a group of 
patients with schizophrenia and schizoaff ective disorder, a spiritual view of their illness 
(broader than only focusing on religious experiences) persisted in 31% of the sample over 
a period of three years. However, only 38% of the patients did not explain their illness in 
spiritual terms over the entire study period. Larsen (2004) also emphasized the ongoing 
development of the interpretation process of fi rst-episode psychosis, which was infl u-
enced by various social and institutional contexts and communication media. Ouwehand 
and colleagues (Ouwehand et al. 2019) found in their study of the prevalence of religious 
experiences and their perceived lasting infl uence in a BD outpatient sample (n = 196) 
that the perceived lasting infl uence of religious experiences varied from 4 to 36% across 
various types in the total sample. Th is referred to onefi ft h to two-thirds of the participants 
who reported religious or spiritual experiences. All experiences were signifi cantly related 
to mania in this study. One of the conclusions was that psychotic experience with religious 
or spiritual content may have a transitional nature for some but is interpreted religiously 
aft er recovery and perceived as having life-changing infl uence by others. Th e outcome of 
the latter study puts in perspective the high number of participants in the current study 
who reported a lasting infl uence of their religious experiences. Th e result in the current 
study could be explained by the high religious involvement and the higher than average 
theological and/or spiritual education of the sample.

Confl icting explanatory models in mental health care
With regard to communication in mental health care about religious experiences, this 
sector as a whole in our study was not evaluated as being very helpful, despite participants’ 
appreciation for individual professionals and their medical, psychological, and nursing 
expertise. Much of the quest for meaning took place outside the hospital. Yet, confl icts 
over treatment were less apparent than in the studies of Mitchell and Romans (2003) and 
Stroppa and Moreira-Almeida (2013). Th is might be due to the high educational level 
and underrepresentation of ethnic and religious minorities in the current study. Another 
reason could be a positive bias toward mental health care professionals. Although many 
participants were critical of psychiatry, they were mostly well informed about their med-
ical condition and its consequences. Th is implies that psychoeducation about the illness 
had had some eff ect. Besides, many participants had a relationship with a professional at 
the time of the interview, even though they missed having spiritual or existential refl ection 
on their experiences and BD in general.

Brett and colleagues (Brett et al. 2013) found in their study on anomalous experiences in 
clinical and nonclinical populations that perceived social support and understanding was 
one of the predictors of lower distress as a reaction to such experiences. Th is fi nding cor-
responds with the themes of recognition of the value of religious experiences and the need 
for a critical sounding board to evaluate the infl uence of BD on the experiences. Accord-
ing to the participants, both can contribute to a better therapeutic or pastoral relationship 
with regard to religious experiences.
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Th e need for adequate communication platforms
Most participants had a social network, but it was not always supportive of the partici-
pants’ religious quest. In some cases, relatives’ concerns about hyper religiosity and con-
fl icts regarding the experiences were an issue. In addition, religious experiences could not 
always be shared in relevant religious or spiritual contexts. Th is might be due to the highly 
individualized and networked character of non-traditional religiosity and spirituality in 
a secularized society (De Hart 2011, De Hart 2014; Van Harskamp 2000). Another reason 
could be that, even within churches, religious experience is sometimes ignored or not seen 
as relevant (Van den Berg 1988; van der Zwaag 2007). Some participants had explored 
their religious experiences in individual pastoral counselling or in support groups led by 
the hospital chaplaincy in mental health care, but the potential contributions these made 
were not systematically integrated into their treatment.

Th e current study showed the need for dialogue and the exploration of religious experi-
ences in the sample, although this need would probably be less prominent in a more rep-
resentative sample of persons with BD as the participants had a more than average interest 
in religion and spirituality. A narrative approach that encourages people to explore their 
experiences in connection to their life stories, as oft en used in hospital chaplaincy, could 
be better integrated into the entire treatment process. Structured guidance, expertise in 
BD, and bridgeable diff erences in religious background were mentioned as a prerequisite 
for support groups on the topic. Th e internet could be a medium for exchange, as well, 
because it was an important source of information. However, such exchange would only 
be helpful under the abovementioned conditions.

Religious and spiritual guidance
Religious and spiritual traditions off er guidelines for evaluating the lasting infl uence of 
religious experience. For example, in the letters of Paul, the fruit of the Spirit is called “love, 
joy, peace, forbearance, kindness, goodness, faithfulness, gentleness and self-control” (Gal. 
5:22–23 NIV). Religious ecstasy needs a direction, which can vary in diff erent religious 
traditions but always will connect experience with wisdom passed down over the ages and 
point to a fruitful religious or spiritual life individually as well as in connection with other 
people. Th is hermeneutical process is not without theological controversies, of course, be-
cause religious traditions value religious experiences diff erently. Nevertheless, the herme-
neutical process in itself is necessary to make sense of the experiences. Lasting infl uence 
or the ‘fruits’ of the experience can be evaluated in the treatment relationship (Braam and 
Verhagen 2016; James 1902; Sims 2016), but the evaluation of the consequences for daily 
life transcends psychiatric treatment because it involves ethical and religious choices.

Discussion of religious experiences in the congregation
Discussion of religious experiences can be an important topic for those with BD who are 
in treatment, but it can also contribute to the life of the church. Th e transient character of 
religious experiences and explanations thereof raises theological questions about the value 
of religious experience because mood fl uctuation is not a unique feature of BD. In Prot-
estant theology, there has been much critical debate on religious experience as a ground 
for revelation since Karl Barth’s rejection of any form of natural theology. Th e tendency 
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in Western society toward the experiential aspect of religion and on personal spiritual 
growth, both in new spirituality and in the growing evangelical movement, asks for re-
newed theological refl ection on religious experience in the traditional churches.

Th e theologian Aartjan van den Berg, originally a Barthian, developed a model for inte-
gration of religious experience in congregational life of mainstream Protestantism (1988). 
He and Berthilde van der Zwaag explore in qualitative studies the transforming aspect 
of contemporary religious experiences in the Christian tradition. Both point to the long 
lasting positive infl uence on individual lives and at the same time the invisibility of the 
reported experiences in congregational life. Van den Berg clarifi es not only the healing 
and directing infl uence of mystical experiences on individuals’ lives, but also stresses their 
inspirational potential for social and political change (Sölle 1975), which can vitalize the 
congregation.

Van den Berg as well as Ganzevoort end Visser (2009) incorporate the modern religious 
longing for a more direct encounter with the divine, both within and outside the Christian 
tradition, in their practical theological approach. At the same time, they stress the need for 
critical refl ection on religious experience in dialogue with the Christian tradition. Th eir 
approach can contribute to a supportive context of open communication to explore reli-
gious experiences of those both with and without a BD diagnosis. Th is could have a ‘nor-
malizing’ and stress-reducing eff ect on the interpretation of experiences related to illness 
episodes (Brett et al. 2013). Ganzevoort stresses the nurturing of diversity in interpreta-
tions, instead of dogmatic evaluation, as important for the pastoral approach to religious 
experience (2012). Such a context of “opening up communication with God and people” 
(Schillebeeckx 1975) is not self-evident, but it is a potential of religious communities.

“Th e Awful Rowing toward God” (Sexton 1999)
In the current study, participants reported religious experiences during mania with much 
more enthusiasm than they reported those during a depressive period. However, depres-
sion is a recurring condition in BD and determines the course of the illness to a large 
extent (Kupka 2009). In Th e Awful Rowing toward God, Ann Sexton describes her expe-
rience of the absence of God in depression (“God went out of me / as if the sea dried up 
like sandpaper, / as if the sun became a latrine.” (“Th e Sickness unto Death,” p. 441), and 
her desperate longing for God (“but I am rowing, I am rowing /...but there will be a door 
/ and I will open it / and I will get rid of the rat inside of me, / the gnawing pestilential 
rat. / God will take it with his two hands / and embrace it.” (“Rowing,” pp. 417–418). Th ese 
two poems contrast sharply with Sexton’s moments of ecstatic joy and gratitude at other 
moments (“So while I think of it, / let me paint a thank-you on my palm / for this God, 
this laughter of the morning / lest it go unspoken.” (“Welcome Morning,” p. 455). Anne 
Sexton completed corrections of Th e Awful Rowing toward God before her death in 1974. 
Th e poetry collection was published posthumously in 1975.

Swinton and Mowat (2006) describe phenomenologically how depression erodes mean-
ing and faith. Th ey characterize this process as a spiritual and existential crisis, and this 
is comparable to descriptions of depression in our study. In clinical and pastoral practice, 
attention to negative aspects of religiousness is important. Th e abyss of meaninglessness 
and absence of the divine, frightening or incomprehensible experiences, grieving the loss 
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of ‘paradise’ in (hypo)mania, and grieving the losses in other domains of life because of 
serious mental illness are not primarily medical matters but require existential and the-
ological refl ection. Th e containment of both loss and longing in coming to terms with 
illness is an important role of the hospital chaplain or spiritual counsellor (Muthert 2012). 
Religion off ers a vocabulary that gives expression to the ambiguities that living with a 
mental disorder such as BD entails.

Limitations
An eff ort was made to include participants of religious and ethnic minorities and partici-
pants in the initial phase of BD, but these groups were underrepresented in the study. Th e 
sample was on average highly educated and more than average religiously affi  liated. In this 
sense, it was not representative of BD patients. Th e interviews took place when partici-
pants had recovered from an episode of illness and involved retrospective interpretation 
of experiences that had oft en occurred some years ago. Although the contribution of the 
current study toward the understanding of spiritual needs at the time of illness episodes 
is limited, this retrospective interpretation gives considerable insight into the way persons 
with BD struggle to make sense of such experiences and try to integrate them into their 
life story.

Conclusion
Interpretation of religious experiences in the context of BD is a challenging endeavor for 
people with this diagnosis. It implies a constant process of autobiographical refl ection, 
which is infl uenced by original and present religious affi  liation, mood swings, course of 
the illness, and communication with others. Most participants in the current sample en-
dorsed a mixed medical-religious model to interpret their experiences and BD in general, 
and a variety of medical and religious or spiritual sources supported the interpretation 
process. Mental health care was evaluated as not being very helpful in dealing with re-
ligious experience with regard to illness management, and contributions of the hospital 
chaplaincy was viewed as not integrated into the treatment. A majority in the present 
sample expressed the need for open dialogue about their religious experiences within their 
treatment and the opportunity to explore and critically evaluate them. Yet, more research 
is needed to estimate this need in a representative sample of the entire patient population 
with BD. Th e expertise of hospital chaplains in the hermeneutical processes involved in 
valuing religious experiences should be integrated into a multidisciplinary approach in 
treatment. A fi ve-minute summary of the research project is available on YouTube: https://
www.youtube.com/watch?v=MxrGvWr2zMg.
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Chapter 6 

Holy apparition or hyperreligiosity: 
Prevalence of explanatory models 
for religious and spiritual experiences 
in patients with bipolar disorder and 
their associations with religiousness



“I can say for sure that my beliefs about God have 
both hindered and assisted my recovery. Th ere 
were times when God felt like the only power that 
could bring me to health, and there were also times 
when God became the only force in my way” .

Chris Cole, Th e body of Chris, 2015.

P25: 
And that, of course, ultimately became my search too. (...) Is there 
anything I am open to and that could adress me ... ... or is it just a short 
circuit in my brain. (...) I can imagine a theory that attests that because 
of your bipolar disorder, because of your mania, that you are open to 
something – suppose there is a spiritual dimension in any way – that you 
are open to it but that it is also a disease in the brain that causes it to 
derail. And so I lose control.
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Abstract *
One point that emerges from qualitative research on religion and bipolar disorder (BD) is 
the problem patients with BD experience in distinguishing between genuine religious ex-
periences and hyperreligiosity. However, clinical practice does not obviously address com-
munication about diff erences in explanatory models for illness experiences. Th e aim of the 
current study is fi rst to estimate the frequencies of diff erent types of explanations (medical 
versus religious) for experiences perceived as religious and related to BD, second to explore 
how these types relate to diagnosis and religiousness, and third to explore the frequency of 
expectation of treatment for religiosity. In total, 196 adult patients at a specialist outpatient 
center for BD in the Netherlands completed a questionnaire consisting of seven types of 
explanations for religious experiences and several items on religiousness. Of the partic-
ipants who had had religious experiences (66%), 46% viewed the experiences as ‘part of 
spiritual development’ and 42% as ‘both spiritual and pathological,’ 31% reported ‘keeping 
distance from such experiences,’ and 15% viewed them as ‘only pathological.’ Measures of 
religiousness were positively associated with ‘part of spiritual development’ and negatively 
associated with ‘keeping distance from the experiences’ and ‘only pathological.’ Half of the 
sample viewed religiosity as an important topic in treatment. It can be hypothesized that 
strength of religiousness may help people to integrate destabilizing experiences related to 
BD into their spiritual development. However, the ambiguity of strong religious involve-
ment in BD necessitates careful exploration of the subject in clinical practice. 

6.1  Introduction

Religion and Serious Mental Illness
Religion has been reported to play an important role in coping with serious mental illness 
and can serve as a positive source for recovery for many patients with such a condition 
(Huguelet et al. 2016; Koenig 2009; Mohr et al. 2012). Religion is likely to sustain hope, a 
positive sense of self, comfort, meaning of life, enjoyment of life, love, and compassion 
(Mohr et al. 2006). Furthermore, religion has the capacity to bring together in meaningful 
coherence existential opposites such as longing and loss, good and evil, or the experienced 
presence and absence of God in life (Muthert 2007; Zuidgeest 2001). 

* Th is is the accepted manuscript of an article that is accepted by Pastoral Psychology, Online Publication 
p. 1-17, doi: 10.1007/s11089-019-00892-3: Ouwehand, E., Braam, A. W., Renes, J. W., Muthert, J. K., & Zock, T. H. 
(2019). Holy Apparition or Hyperreligiosity: Prevalence of Explanatory Models for Religious and Spiritual Expe-
riences in Patients with Bipolar Disorder and their Associations with Religiousness. Pastoral Psychology.
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Th e role religion plays in relation to mental health can be ambiguous. Increased religiosity 
can be a sign of religious coping with the symptoms of the illness (Tepper et al. 2001) but 
might be an indication of the severity of psychosis as well (Abdel Gawad et al. 2017; Getz et 
al. 2001). Th ose studies included patients with various diagnoses, not just bipolar disorder 
(BD). Other studies point to both benefi cial and harmful aspects of religion for people 
with serious mental illness (Koenig 2009; Mohr et al. 2006, Mohr et al. 2012).

Studies that examine the relation between religiousness and BD in particular, are scarce, 
heterogeneous in design, and show mixed results. Th ey usually investigate relations be-
tween religious variables and symptoms of BD (Azorin et al. 2013; Huguelet et al. 2016; 
Stroppa and Moreira Almeida 2013; Stroppa et al. 2018), measures of well-being or qual-
ity of life (Huguelet et al. 2016; Stroppa and Moreira Almeida 2013; Stroppa et al. 2018), 
or measures of resilience (Mizuno et al. 2018). Th e current study is focused not on the 
relation between health outcomes and religious variables in BD but on explanations of 
particular experiences related to this illness, namely, on experiences that patients perceive 
as religious or spiritual. From a medical point of view, however, such experiences can be 
seen as pathological. 

Religious Experiences and BD
In regard to the relation between religious experiences and BD, only two studies are availa-
ble, as far as the authors know. Th ey were conducted in a predominantly Christian context 
(Gallemore et al.1969; Kroll and Sheenan 1989) and described a higher incidence of reli-
gious experiences in a group of patients with BD compared to a healthy control group or 
the general population. In the study of Gallemore and colleagues (1969), the prevalence of 
a single conversion or salvation experience in 62 persons with a diagnosis of an aff ective 
disorder was 52%, against 20% in the control group with a similar religious background. 
In four cases, the conversion could be related to mood elation in the structured interview 
assessing religiousness. In the interview, conversion experiences were interpreted as ex-
periences of a (re)dedication to religious life with a subsequent dedication to a “better 
life” (Gallemore et al. 1969, p. 485). Jerome Kroll and William Sheenan (1989), reported an 
incidence of 55% of ‘personal religious experiences’ during a manic episode versus 35% of 
the general population having ‘personal religious experiences’ in a subsample (n = 11) with 
BD of a larger inpatient group. 

Ouwehand and colleagues (2019) found that the occurrence of specifi c self-reported 
religious or spiritual experiences of persons with BD did not diff er much from frequen-
cies of comparable experiences in the general population. However, these experiences 
occurred signifi cantly more oft en in persons with bipolar I disorder (BD I) than with 
bipolar II disorder (BD II) and were reported as occurring more oft en during mania than 
not. Th is study was conducted in a highly secularized context, and the reported types of 
experiences were not directly comparable with the religious experiences in the American 
context of the above-mentioned studies. 
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Clinical Practice: Attention for Various Interpretations
In clinical practice, a clear demarcation line between genuine religiosity and pathology 
oft en cannot be drawn. Distinguishing between hyperreligiosity and genuine spirituality 
is a concern for patients (Michalak et al. 2006; Ouwehand, Zock, et al. 2019). Th ey view 
hyperreligiosity as excessive religious practice during (hypo) mania, or as being deluded 
about the truth of their religious experiences during mania (Michalak et al. 2006). Th is 
makes them uncertain how to view their own religiosity. Th e distinction between genu-
ine religiosity and pathology can be problematic for mental health professionals as well 
(Bassett et al. 2015). Th e latter are not always adequately equipped to address religious or 
spiritual problems of patients (Fulford and Sadler 2011) or do not feel at ease with the topic 
(Huguelet et al. 2011). Possibly, mental health professionals tend to interpret these expe-
riences as related to psychiatric illness. Confl ict related to views on illness experiences in 
BD between professionals and patients can impair treatment (Mitchell and Romans 2003; 
Stroppa and Moreira-Almeida 2013). 

Anthropologically informed studies can shed light on patients’ perspectives on illness 
and recovery. Medical anthropology coined the term ‘explanatory models’ for mental 
illness (Kleinman 1988). Explanatory models refer to notions about illness and healing 
held by the persons who are engaged in the clinical process (patients, family, and med-
ical professionals) as well as to views on illness and health in society (Kleinman 1988). 
Explanatory models point to how patients perceive, express, and cope with symptoms 
of their illness and to how practitioners interpret their patients’ complaints within their 
theoretical model of pathology. Medical anthropology holds the view that mental illnesses 
are not natural ‘givens’ but stand in a dialectical relationship to personal experience and 
to prevailing views on illness and treatment in health-care systems in societies (Helman 
2001; Kleinman 1988). 

Th e current study intends to explore relationships between various types of explanations, 
diagnoses, and religious characteristics of participants. Th ese types of explanations are 
part of the broader concept of explanatory models Kleinman uses. Th ey refer to whether 
participants evaluated their experiences related to BD in retrospect as belonging to genu-
ine spirituality, pathology, or both. Religion, seen as part of the larger culture people live 
in (Geertz 1973; Taves 2009), provides spiritual healing practices, rooted in beliefs, as an 
alternative healing system to the biomedical approach predominant in mental health care 
(Hoff er 2012). In Western, secularized countries, a transformation of religion is taking 
place (Possamai 2005; Van de Donk and Plum 2006) from institutional, tradition-oriented 
religion toward new forms of individualized, experience-oriented spirituality. Concepts 
such as ‘well-being,’ ‘health,’ and ‘spiritual growth’ are inherently part of the cultural vo-
cabulary of these new spiritualities (Possamai 2005).

Religiousness is a multi-dimensional construct that can be measured in various ways. 
Because of the changing meaning the concepts ‘religion’ and ‘spirituality’ have in modern 
society, recent sociological research oft en measures people’s self-understanding as reli-
gious or spiritual in addition to other religious variables such as affi  liation and practice 
(Barker 2008; Bernts and Berghuijs 2016; Possamai 2005; Streib and Hood 2016). We will 
follow this approach in the current study. Th is leads to a fourfold typology of groups: 
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neither religious nor spiritual, only religious, only spiritual, and religious and spiritual. In 
Western secularizing societies, an increasing number of people understand themselves as 
being ‘only spiritual.’ Th is group does not identify with any religious tradition and consid-
ers the experiential aspect of religion as highly important. However, the group ‘religious 
and spiritual’ is the largest both in Europe and in the United States (Barker 2008; Lipka 
and Gecewicz 2017). 

Th e current study fi rst estimates frequencies of various explanations of religious expe-
riences from the patient’s perspective in a Dutch specialized outpatient center for people 
with BD. Do patients predominantly view such experiences as pathological, religious, or 
both? Do they have doubts about their signifi cance or do they keep their distance from 
such experiences? A second aim of the study pertains to the relationship between types of 
explanations of religious experiences on the one hand and religious variables and diagno-
ses on the other. Th ird, treatment expectations are explored. With whom do participants 
communicate about their religious experiences, and do they fi nd addressing such experi-
ences or religiosity during treatment important or not? 

Th e qualitative study (Ouwehand, Zock, et al. 2019) from which the types-of-explana-
tion items in the current study were derived showed a variety of explanations and reac-
tions to religious experiences related to illness episodes. A majority of the respondents 
endorsed mixed medical and religious explanatory models for their experiences. Spiritual 
growth or deepening of faith was a theme in 21 of the 34 interviews in the qualitative study. 
However, uncertainty about the signifi cance of their experiences and keeping distance 
from religious experiences or from religiosity in general were mentioned as themes during 
depression as well. 

6.2  Methods

Sample
Th e study was conducted at a specialist outpatient center for BD of Altrecht Mental Health 
Care in Utrecht, the Netherlands, in 2017. Th e study was approved by the Regional Medical 
Ethical Committee of the University Medical Centre Groningen (METc2014.475) and the 
Scientifi c Committee of Altrecht Mental Health Care (2016-40/oz1620). 

Research Procedure
Recruitment was conducted by therapists aft er patients had fi rst been informed by letter. 
Written informed consent was provided by all participants. Because of the complexity of 
the subject, a research assistant supported participants in fi lling out the questionnaire 
when necessary, such as when Dutch was not the mother tongue. Included were adults 
aged 18 to 65 who met the criteria of the Diagnostic and Statistical Manual of Mental Dis-
orders (5th ed.; DSM-5; American Psychiatric Association 2013) for BD II, BD I, or bipolar 
disorder not otherwise specifi ed, cyclothymia, or schizoaff ective disorder bipolar type. 
Th e therapist provided the essential diagnostic information pertaining to type and severi-
ty of the disorder. Th e latter was assessed with the Clinical Global Impression for Bipolar 
Disorder (CGI-BP; Spearing et al. 1997). Patients were not included if they were incapable 
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of fi lling out the questionnaire (e.g., due to their mental condition). Th erapists noted the 
reasons for nonparticipation when participants did not agree to participate. 

Questionnaire
A new questionnaire was constructed for the study because no questionnaire with explan-
atory models related to religious experiences in BD was available. Th e questionnaire was 
based on the results of a former qualitative study on religious or spiritual experiences in 
BD (Ouwehand et al. 2018, Ouwehand, Zock, et al. 2019). Included were items on types 
of explanations of religious experiences related to illness episodes (see Table 3), items on 
communication and treatment expectations, socio-demographic items, and a range of 
items to assess religiosity. Results related to the content of religious experiences were pub-
lished elsewhere (Ouwehand et al. 2019); see Appendix 1. 

Eleven participants in the previous qualitative study tested the questionnaire for com-
pleteness and comprehensibility. A short version of the questionnaire was developed 
alongside the standard version to include as many patients as possible in cases where there 
was no specifi c interest in religion, or people did not have much time. Th e short version 
was off ered in the current study only in second instance. Th e aim of the short version was 
to include the relevant items to estimate the prevalence of diff erent types of religious expe-
riences and their perceived lasting infl uence (Ouwehand et al., 2019). However, no items 
about diff erent explanatory models were included. Th e short version took 5–7 minutes to 
fi ll out and was included in the analysis for the current study only for estimation of com-
munication and treatment expectations. 

Variables
Explanations of Religious Experiences

For the current study, we intended to explore the frequencies of medical, religious, and 
mixed types of interpretation, uncertainty about how to interpret the experiences, and 
the reaction of keeping distance from religious experiences or religiosity in general. Seven 
items were included to assess diff erent types of explanations (see Table 2). Th ey followed 
the initial remark, ‘Looking back at the religious/spiritual experiences I had during mania 
and depression, I think . . .’ For every question, the response categories were ‘yes,’ ‘no,’ or 
‘I don’t know.’ 

Communication and Treatment Expectations
Th e multiple-choice question, ‘With whom did you speak about these experiences?’ could 
be answered in the following ways: ‘no one,’ ‘family,’ ‘friends,’ ‘peers,’ ‘psychiatrist,’ ‘psy-
chologist,’ ‘nurse or case manager,’ ‘another professional,’ ‘alternative therapist,’ ‘clergy,’ 
‘hospital chaplain.’ Variables were computed for each category and were categorized (yes/
no) into the groups ‘private’ for family and friends, ‘mental health-care professionals’ for 
the four psychiatric professions, and ‘clergy’ for clergy members and hospital chaplains. 
Treatment expectations were assessed with an item on the importance of addressing re-
ligious experience in treatment (participants with religious experiences) and an item on 
the importance of addressing faith/spirituality in general in treatment (total sample), both 
measured on a 5-point Likert scale ranging from not important at all to very important. 
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Demographic and Diagnostic Variables
Demographic variables included gender, age, marital status, and level of education. Ther-
apists provided the DSM-5 diagnosis and filled in the scores of the CGI-BP (Spearing et 
al. 1997). Response categories were 1 = not ill, 2 = borderline mentally ill, 3 = mildly ill, 4 = 
moderately ill, 5 = markedly ill, 6 = severely ill, 7 = extremely ill. Severity of the illness is 
assessed separately for mania, depression, and overall illness. 

Religiosity
Several instruments were used to assess religiosity. This was done in order to meet the 
multidimensionality of the concept religiosity. 

Two questions about self-definition as ‘religious’ or ‘spiritual’ were used: (a) ‘Do you 
consider yourself a religious person?’ (b) ‘Do you consider yourself a spiritual person?’ 
Variables were computed to attain a fourfold religious and spiritual (R/S) typology (yes/
no): ‘neither religious nor spiritual,’ ‘only religious,’ ‘only spiritual,’ ‘religious and spiritual’ 
(Barker 2008; Berghuijs et al. 2013; Casey 2013; Lipka and Gecewicz 2017; Streib and Hood 
2016). 

The Duke University Religion Index (DUREL) was also used. This is a five-item measure 
of religious involvement that includes two items on organizational and nonorganizational 
religious activity and three items on intrinsic religiosity, scaled from 1 (absolutely true) to 
5 (absolutely not true). Evidence in support of the reliability and validity of the measure 
can be found in Koenig and Büssing (2010) but was not available for the Dutch version. 
Therefore, two existing Dutch translations were back-translated by a certified translator, 
and this back-translation was compared by the translator and the researchers (Appen-
dix 3). A variable with the summation scores of the three items of the DUREL on intrinsic 
religiosity was constructed (Cronbach’s alpha 0.85) as an indication of religious salience.

The ten-item version of the Brief Religious Coping Questionnaire (RCOPE; Pargament 
1999) was included in the relation between religious coping and depression, as in a Dutch 
study by Braam and colleagues (2010). It consists of five positive religious coping and five 
negative religious coping items, scaled from 1 (never) to 4 (very often). As in the study by 
Braam and colleagues (2010), in the first item of the negative RCOPE, ‘I think about how 
my life is part of a larger religious force,’ ‘religious force’ was replaced in the translated ver-
sions with ‘higher all-embracing entity’ to meet the more secularized Dutch context com-
pared to the American version. Internal consistency of the Dutch version of the positive 
RCOPE items was sufficient (Cronbach’s alpha = 0.87). The consistency of the negative 
RCOPE was marginal (Cronbach’s alpha = 0.61), but it became acceptable after omitting 
item 8: ‘I try to make sense of the situation and decide what to do without relying on God’ 
(Cronbach’s alpha = 0.74). A four-item negative RCOPE scale was used in the analysis. 
Although there is some doubt as to whether the brief RCOPE meets the religious profile 
of individuals in secularized populations (Hvidtjørn et al. 2014; Körver 2013), we used the 
brief RCOPE because it is used frequently in the literature. 
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Statistical Procedure
Descriptive statistics were used for the description of frequencies of the seven types of 
explanations and items on communication and treatment expectations. A principal com-
ponent analysis was conducted for the seven types of explanation of religious experiences 
in illness episodes to get an impression of the possible underlying patterns. Spearman’s 
correlation tests were used to estimate correlations between these seven explanations and 
religious variables. Because of multiple comparisons, the α level of signifi cance was deter-
mined to be .010. A table presenting the interrelatedness of religious variables is available 
upon request. Chi-square tests were performed to explore the distribution of the occur-
rence of various types of explanation across BD I and BD II, excluding participants with 
the diagnosis bipolar disorder not otherwise specifi ed, cyclothymia, and schizoaff ective 
disorder bipolar type, because of small numbers. Statistical analyses were performed with 
version 22 of the Statistical Package for the Social Sciences. 

6.3  Results

Patients’ General Characteristics
During the measurement period of the study, the Altrecht Outpatient Department for 
BD counted 705 patients, of whom 518 patients actually visited the department. Th e net 
response rate was 38%: 196 participants (181 standard version, 15 short version). Reasons 
for non-response were not obtained from all non-responding patients. However, 69 ques-
tionnaires were returned that included the reason(s) for not participating in the study 
(40% not interested, 16% keeping distance from such experiences, 15% other worries, 10% 
tired of research, 7% too busy, 13% other reasons). 

Th e mean age was 46 (SD 12.8); 60% were women; 52% were married or cohabitating; 
and 70% had a diagnosis of BD I, 26% BD II, and 5% BD not otherwise specifi ed. Th ose 
characteristics were similar to characteristics of the total patient population of the Altre-
cht Outpatient Department for BD (mean age 47, SD 12.4; 56% women; 73% BD I, 20% BD 
II, and 7% other diagnoses). Only the marital status was higher in the sample (52%) than 
in the total department patient population (37%). Th e participants’ educational level was 
high: 53% had fi nished university or higher vocational education. Th is is not assessed in 
the total patient population of the Altrecht Outpatient Department for BD. For mania, the 
CGI-BP-value was ≤ 3 for 99.5% of the sample; 90% had values ≤ 3 for depression; and 79% 
had values ≤ 3 for BD in general. A score of ≤ 3 means that the therapist involved estimated 
the severity of BD as ‘not ill’ to ‘mildly ill.’

Religious Characteristics
Th e religious characteristics of the sample are presented in Table 6.1. Institutional reli-
giousness had decreased among participants since their youth: 29% were not from a reli-
gious home originally, whereas 52% marked they had no religious affi  liation at the time of 
the study. About a quarter of the sample practiced their faith or spirituality regularly, and 
39% considered faith and/or spirituality (very) important. Religious coping rates were not 
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Table 6.1. Sample religious characteristics of a Dutch bipolar outpatient department
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very high, and negative religious coping scores were even lower than positive religious 
coping scores. 

Frequencies of various types of explanations of religious experiences
Table 6.2 shows the frequencies of the various types of explanations of R/S experiences of 
participants who had had such experiences. Th e explanations ’Such experiences belong to 
my spiritual development, have deepened my faith’ (46%) and ‘both religious/and patho-
logical’ (42%) scored highest.

Principal component analysis with varimax rotation of the seven types of explanations 
pointed to a two-factor solution, with 54% of variance explained (see Table 6.3). Th e fi rst 
factor (Eigenvalue 2.4) pertained to a view of the experiences as pathological (versus 
spiritual) related to keeping distance from the experiences or religiosity in general (items 
1, 3, 5, and 7 in Table 6.2). Th e second factor (Eigenvalue 1.3) referred to an interpretation 
that accepted both explanations simultaneously or at least expressed more ambiguity to-
ward the experiences (items 2, 4, and 6 in Table 6.2). 

Table 6.2. Frequencies of types of explanations of religious and spiritual experiences during illness episodes of 
bipolar disorder in a Dutch bipolar outpatient sample
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Associations between types of explanations, religious variables, and diagnosis
Table 6.4 presents the results of the associations between various explanations of religious 
and spiritual experiences and religious self-defi nition, religious practice, and intrinsic re-
ligiosity (DUREL) and positive and negative religious coping (RCOPE). Th e most pro-
nounced association was found for positive religious coping in relation to the explanation 
‘spiritual development’ (r =.55). Th e ‘religious and spiritual’ self-defi nition group and all 
other religious variables were signifi cantly positively related to the explanation ‘spiritual 
development.’ Th e ‘neither religious nor spiritual’ self-defi nition group was signifi cantly 
negatively related to this type of explanation. Th e ‘religious and spiritual’ self-defi nition 
group and all other religious variables except for negative religious coping were signifi -
cantly negatively related to the explanation ‘only pathological.’ No signifi cant associations 
were found in the chi-square analyses of various types of explanation across BD I and II 
(results not shown).

Communication about religious experiences and treatment expectations
Participants who had had religious experiences communicated with friends (53%) and 
family (51%) and with professionals in mental health care: psychiatrists (30%), psycholo-
gists (24%), nurses or case managers (18%), or other professionals (6%). Communication 
with other patients (14%), clergy (12%), hospital chaplains (6%), and alternative therapists 
(6%) was limited, and 6% communicated with no one about their experiences. Looking at 

Table 6.3. Factor analysis of types of interpretation of religious and spiritual experiences in a Dutch 
outpatient sample with bipolar disorder
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Table 6.4. Associations between types of explanation of religious and spiritual experiences and religious variables 
in a Dutch bipolar outpatient center, N =181 (standard version of the questionnaire only)
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diff erent groups the participants communicated with, it was found that 71% spoke about 
their religious experiences in the private sphere, 48% with a mental health professional, 
and 16% with clergy (in or outside the hospital). 

Secondly, we explored treatment expectations. Of the total sample, 50% of the partici-
pants considered it very or somewhat important to address religiosity in treatment. Th is 
was 60% for the group with religious experiences and 29% for the group without such ex-
periences. Of the participants who had had religious experiences, 56% considered it very 
or somewhat important to discuss such experiences in treatment.

6.4  Discussion
Th e current study aimed at describing the prevalence of types of explanations of religious 
experiences in BD in an outpatient sample and the association of these explanations with 
religious variables. It explored who patients communicate with about such experiences 
and their treatment expectations in regard to religiosity. 

In the current study, almost half of the participants considered the religious experiences 
they had had during illness episodes as part of their spiritual development. Th e view that 
such experiences have both religious and pathological features was advocated by almost 
half of the sample as well. In particular, higher scores on positive religious coping as well 
as on religious practice and intrinsic religiosity were signifi cantly associated with the view 
that religious experiences in illness episodes were part of participants’ spiritual develop-
ment or of deepening faith. On the other hand, religious variables were inversely related to 
the view that the experiences were only pathological and should be avoided. Th e fi ndings 
in the current study suggest the hypothesis that religious practice, intrinsic religiosity, and 
positive religious coping may help people to integrate destabilizing experiences related to 
BD into their life story and spiritual development. However, about one-third of partici-
pants with religious experiences kept their distance from such experiences or were uncer-
tain whether they were authentic or belonged to BD.

Huguelet et al. (2016) assessed the subjective importance of religion and spirituality and 
found a much higher prevalence of what they called ‘essential spirituality’ in the patient 
group with a diagnosis of schizophrenia (41%) compared to BD (6%). Measured in their 
study was religious affi  liation, private/public practice, importance in daily life, and reli-
gion or spirituality as a provider of meaning to life. Huguelet and colleagues explain the 
diff erences in outcomes for schizophrenia and BD by mood swings, characteristic of BD. 
Although measured diff erently, the fi ndings of the current study suggest a higher subjec-
tive importance of religiosity for patients with BD compared to the aforementioned study. 
Huguelet et al. (2010) reported a positive association of religious explanatory models for 
illness experiences with the importance of the subjective dimension of religion for per-
sons with schizophrenia or schizoaff ective disorder. Th is was the same result as in our 
study for BD.

Th e ambiguity regarding strong religious involvement due to its relation with mood 
swings and development of BD over time may be the reason for uncertainty and keeping 
distance from the experiences for about one-third of the sample in the current study. Th e 
explorative factor analysis of the various types of interpretation point to a factor implying 
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a view of religious experiences as pathological (versus spiritual) and a second factor im-
plying an interpretation accepting both explanations simultaneously or at least having 
more ambiguity toward the experiences. Th ese fi ndings call for careful exploration in clin-
ical practice of the various aspects of religiosity and their impact on people’s lives. 

Of the participants with religious experiences, 71% shared them in the private environ-
ment and almost half shared them with mental health professionals. Of the total sample, 
50% viewed religiosity in general as an important topic to address in treatment. In a qual-
itative study preceding the current one (Ouwehand, Zock, et al. 2019), it was found that 
not all participants expected mental health care professionals to be equipped to address 
the issue. To fi nd signifi cance for their oft en impressive religious experiences, participants 
sought alternative (spiritual) therapy and training and literature on the Internet, along 
with standard treatment. Th ese religious or spiritual explanatory models for religious 
experiences oft en address existential questions and questions about the meaning of the 
illness due to their more holistic approach toward healing compared to regular mental 
health care (Hoff er 2012). Hoenders and colleagues (2006) reported that 42% of the pa-
tients of a Dutch outpatient center for mental health used complementary or alternative 
medicine. Kilbourne and colleagues (2007) described a wide range of usage of alterna-
tive healing approaches in an American sample with bipolar disorder, including prayer/
spiritual healing (54%), and meditation/relaxation exercises (53%).

Th e literature confi rms our fi nding that a number of the patients considered religiosity 
as relevant to their mental health problems and treatment (Baetz et al. 2004; Fitchett et 
al. 1997; Pieper and Van Uden 2005). In the study by Brett (2010) of ‘anomalous experi-
ences’ in diagnosed and undiagnosed groups, it was found that perceived social support 
was one of the protective factors against experienced distress and that it contributed to a 
benign outcome. Pieper and Van Uden (2005) reported that only one-quarter of Dutch 
outpatients with mental health problems judged a parish priest or minister more capable 
of dealing with problems that were related to religion or worldview compared to mental 
health professionals. In the current study, 12% of the participating outpatients with re-
ligious experiences had actually communicated with clergy in a parish or congregation. 
Th is is in line with broader secularizing tendencies toward the decreasing importance of 
institutional religion. 

In view of the fi nding that mental health professionals are important communicating 
partners for at least half of the patients with respect to religious experiences and religios-
ity in general, the topic deserves more attention in clinical education. Th is conclusion is 
in line with the resolution on religious, religion-based, and/or religion-derived prejudice 
adopted by the American Psychological Association in 2008 and with the World Psychi-
atric Association position statement on religion and spirituality in 2017. However, the de-
bate on ethical challenges to implement these position statements in clinical practice and 
the development of professional competencies and guidelines are still in the initial phase 
(Braam 2017; Gonsiorek et al. 2009; Vogel et al. 2013).

High religious involvement in serious mental illness could be a sign of religious coping. 
In a Canadian study (Baetz et al. 2006), it was found that higher scores on spiritual values 
(e.g., search for meaning, giving strength, understanding life’s diffi  culties) were associated 
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with higher odds of having current and past depression and mania. Th e explanation of 
Baetz and colleagues for this fi nding was that the association might refl ect the use of re-
ligious coping when faced with life diffi  culties such as mental disorders. Mohr and col-
leagues (2006) reported religious coping as a specifi c way to deal with delusions and hal-
lucinations in 11% of the participants with schizophrenia in their study. It also could be 
argued that, in a broad sense, religious language provides more appropriate expression 
options for psychotic experiences than medical language and that religion off ers explan-
atory models that enhance the patient’s value as a human being and their perspective on 
a hopeful future. 

In the sample of this study, 63% considered themselves as ‘only spiritual’ or ‘religious 
and spiritual’ versus 31% in the general population (Bernts and Berghuijs 2016). Th e high 
involvement in religiosity in the current study can be due to self-selection bias (more re-
ligiously interested participants applying than agnostics or atheists). Another explanation 
could be that high involvement in religiosity is a consequence of the experiences partic-
ipants had had, especially during mania, which could lead to a religious quest for their 
signifi cance (Ouwehand, Zock, et al. 2019) and therefore to more religious involvement. 
Especially in forms of new spirituality, ‘spiritual experiences’ and ‘spiritual growth’ are 
important issues (De Hart 2011; Heelas et al. 2005) and might provide explanatory models 
for the religious experiences related to BD. 

Conclusions
Almost half of the persons with religious experiences in the current study viewed these 
experiences as part of their spiritual development or as both pathological and spiritual. 
Uncertainty and distancing from the experiences was present in about one-third of this 
group and point to ambiguity about the experiences, possibly due to their relation with 
mood swings. Positive religious coping and religious salience were positively associat-
ed with the view that religious experiences related to illness episodes in BD are part of 
spiritual development or deepening of faith and were negatively associated with the view 
that such experiences should be seen as only pathological. Levels of religiousness of per-
sons with BD were higher than in the general population and may be a consequence of the 
search for signifi cance of religious experiences related to mania but could also be a sign of 
religious coping with the illness. Findings of the current explorative study may contribute 
to further hypothesis-building concerning the direction of the relation between religious 
explanatory models for illness-related experiences and various aspects of religion. Re-
ligiosity is viewed as an important topic in treatment by half of the patients with bipolar 
disorder. In-depth exploration of various religious aspects and their impact on patients’ 
lives is advisable in clinical treatment. 

Limitations
An eff ort was made to include as many participants as possible, especially persons who 
had little or no affi  nity with religiosity and religious experiences. However, the high lev-
el of religious involvement of participants in the study may be a sign of self-selection 
bias; the actual percentage of persons with religious or spiritual experiences may be low-
er than estimated in the current study (66%). However, this limitation pertains less to 
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the analyses of the explanatory models of religious and spiritual experiences because the 
items assessing them were only fi lled out by participants who reported having had reli-
gious experiences. 

Th e current sample was not entirely representative of the Dutch population with regard 
to religious affi  liation. Only a few strictly orthodox and evangelical Christians were part of 
the sample, and none or only a very few people were from ethnic minorities. Th ose groups 
are diffi  cult to engage in research (King et al. 2006), and they are probably also underrep-
resented in the specialist outpatient center for BD of the present study. 

Explanations of psychotic experiences are transient over time (Huguelet et al. 2010; 
Larsen 2004) and in the case of BD are related to mood swings and development of the 
illness (Ouwehand, Braam, et al. 2019). Th e fi ndings in the current study are a refl ection 
of participants’ explanations at a certain point in time and should be interpreted in the 
context of an ongoing interpretation process.

Th e low scores on the Brief RCOPE in Dutch studies (Braam et al. 2010; Körver 2013; 
and the current study) indicate that the items of the RCOPE do not fi t the present reli-
gious self-understanding in a secularized society. In a Danish study (n = 1,800), between 
71% and 98% of respondents stated that they did not use the coping strategies of the Brief 
RCOPE at all in crisis situations. (Hvidtjørn et al. 2014). We obviated this limitation by 
using various religious measures to give an indication of the religiousness of the sample. 
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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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� 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, 
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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.



159

Conclusions  and discussion

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 
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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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A

Vragenlijst over hoe vaak religieuze  
of spirituele ervaringen voorkomen  
bij mensen met een bipolaire stoornis

Onderzoeksnummer	 Datum

Behandelaar

	
Deze bladzijde is voor behandelaars!

Wilt	u	de	patiënt	vragen	of	hij	of	zij	wil	participeren?	
Indien niet:	 wilt	u	vragen	of	zij	de	reden	willen	invullen	op	de	volgende	bladzijde		
	 	 of	wilt	u	deze	zelf	invullen?
Indien wel:	 wilt	u	hem	of	haar	het	consentformulier	laten	ondertekenen		
	 	 en	het	onderzoek	meegeven	om	na	het	consult	in	te	vullen?

Onderstaande graag invullen als patiënten willen participeren en apart inleveren bij de balie  
of bij de onderzoeksassistent die helpt met invullen beneden.

Diagnose participant:

	 Bipolair	I	 Bipolair	II	 Overig,	nl

Relevante overige diagnoses:

	 Angststoornis	 Autismespectrum	 ADHD	 Middelengerelateerd

	 Overig,	nl

	 Persoonlijkheidsstoornis:	 Cluster:		 A	 B	 C	 NAO	 Geen	 Uitgesteld

Ernst van de ziekte: 

Op	grond	van	uw	klinische	ervaring,	hoe	ziek	was	de	patiënt	gedurende	de	afgelopen	week.

Manie	 1 2 3 4 5 6 7

Depressie	 1 2 3 4 5 6 7

Algehele	bipolaire	stoornis	 1 2 3 4 5 6 7

1. Normaal, niet ziek.
2. Minimaal ziek:	Weinig	of	minimale	symptomen,	met	behoud	van	doelmatig	functioneren	in	gebruikelijke	activiteiten.	
3. Licht ziek:	Lichte	symptomen	met	duidelijk	subjectief	onwelbevinden,	maar	geen	of	slechts	weinig	functionele	beperkingen.
4. Matig ziek:	(Enkele)	duidelijke	symptomen,	gepaard	gaand	met	enige	beperkingen	in	het	dagelijks	functioneren.	
5. Matig-ernstig ziek:	Uitgesproken	symptomen,	gepaard	gaand	met	aanzienlijke	beperkingen	in	het	dagelijks	functioneren.	
6. Ernstig ziek:	Ernstige	symptomen;	onvermogen	om	te	functioneren	op	de	meeste	gebieden.	
7. Zeer ernstig ziek:	Zeer	ernstige	symptomen;	patiënt	kan	niet	meer	functioneren	en	heeft	veel	zorg	nodig.

Naam	participant	 Geboortedatum

Om het onderzoek te anonimiseren hierlangs afknippen. ✁
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Vragenlijst over hoe vaak religieuze  
of spirituele ervaringen voorkomen  
bij mensen met een bipolaire stoornis

Onderzoeksnummer	 Datum

Behandelaar

	

Verklaring

Deze	vragenlijst	is	voor	een	onderzoek	naar	hoe	vaak	religieuze	of	spirituele	ervaringen	voorkomen	bij	mensen	
met	een	bipolaire	stoornis.	Doel	ervan	is	om	in	kaart	te	brengen	hoeveel	mensen	met	een	bipolaire	stoornis	deze	
ervaringen	hebben.	Daarnaast	willen	we	graag	weten	hoe	u	deze	ervaringen	interpreteert.	En	of	u	het	belangrijk	
vindt	dat	dit	onderwerp	bij	de	behandeling	betrokken	wordt.	De	vragenlijst	gaat	ook	over	uw	houding	tegenover		
geloof	of	spiritualiteit,	bijvoorbeeld	of	het	belangrijk	is	voor	u	of	juist	helemaal	niet.	

Het	doel	van	het	onderzoek	is	om	meer	kennis	te	vergaren	over	het	onderwerp	geloof/spiritualiteit	en	bipolaire	
stoornissen.	De	uitkomsten	van	het	onderzoek	worden	anoniem	verwerkt	in	wetenschappelijke	artikelen.	
Uiteindelijk	hopen	we	dat	het	leidt	tot	verbetering	van	de	behandeling.

Het	onderzoek	is	geanonimiseerd.	De	resultaten	worden	niet	doorgestuurd	naar	uw	behandelaar.	Wel	vragen	wij	
uw	behandelaar	om	een	globale	indruk	te	geven	van	uw	toestand	op	dit	moment.	Uw	toestand	kan	namelijk	
invloed	hebben	op	de	antwoorden	die	u	geeft.	

We	vragen	u	toestemming:	
1.	Om	uw	behandelaar	een	globale	indruk	van	uw	toestand	en	uw	diagnose	(DSM	classificatie)	in	te	laten	vullen.	
2.	Om	de	resultaten	van	deze	vragenlijst	te	gebruiken	voor	wetenschappelijk	onderzoek.	

Voor	ons	is	het	van	groot	belang	dat	ook	mensen	die	niet	direct	in	het	onderwerp	geloof	of	spiritualiteit	
geïnteresseerd	zijn	meedoen.	Zo	krijgen	wij	een	duidelijker	beeld	voor	hoeveel	mensen	dit	onderwerp	van	belang	is.	
Als	u	niet	wilt	meedoen	met	het	onderzoek	respecteren	wij	dat	uiteraard.	

Stemt u in met het gebruik van de antwoorden voor wetenschappelijk onderzoek en het invullen van uw diagnose 
en een indruk van uw toestand door uw behandelaar?

	 Ja	 Naam	

	 	 Datum	 Handtekening

		 Nee,	wilt	u	een	reden	hiervoor	aangeven?	

	

	

	

Bij	de	beantwoording	van	de	vragen	is	het	van	belang	dat	u	álle	vragen	van	de	vragenlijst	invult,	ook	als	u	vindt	
dat	sommige	vragen	niet	zo	duidelijk	betrekking	op	u	hebben.	Geeft	u	dat	gerust	aan	in	de	kantlijn.	Kiest	u	het	
antwoord	waarvan	u	vindt	dat	het	het	meest	bij	u	past?	Geeft	u	het	antwoord	dat	het	eerst	in	u	opkomt?

B
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1	van	7

Vragenlijst

Onderzoeksnummer 	
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2	van	7

1. Ik	ben	een	 Man	 Vrouw

2. Mijn	leeftijd	is	 	 jaar

3. Ik	ben	 Alleenstaand	 Samenwonend/Gehuwd

4. De	hoogste	genoten	opleiding	die	ik	heb	afgerond	 Geen	afgeronde	schoolopleiding

	 	 Basisschool	

	 	 Middelbare	school

	 	 MBO	

	 	 HBO	

	 	 Universiteit

	

Algemene gegevens

Vragen over geloof/spiritualiteit/levensbeschouwing
1. Beschouwt	u	uzelf	als	een	gelovig	mens?	
	 	 Ja	 Nee	 Weet	niet

2. Heeft	het	geloof	een	bepaalde	betekenis	in	uw	leven	en	zo	ja,	hoe	groot	is	die	betekenis	dan?	
	 	 Ja,	zeer	grote	betekenis	 Ja,	grote	betekenis	 Ja,	enige	betekenis	 Nee,	geen	betekenis

3. Ongeacht	of	u	zichzelf	als	religieus	beschouwt	of	niet,	hoe	spiritueel	zou	u	zeggen	dat	u	bent?	
	 	 Beslist	wel	spiritueel	 Enigszins	spiritueel	 Nauwelijks	spiritueel	 Beslist	niet	spiritueel

4. Heeft	deze	spiritualiteit	een	bepaalde	betekenis	in	uw	leven	en	zo	ja,	hoe	groot	is	die	betekenis	dan?	
	 	 Ja,	zeer	grote	betekenis	 Ja,	grote	betekenis	 Ja,	enige	betekenis	 Nee,	geen	betekenis

5. Ik	reken	mijzelf	tot	een	religieuze/spirituele	groepering	(bijv.	kerk,	moskee)	of	netwerk	(bijv.	meditatiegroep)	
	 	 Ja	 Nee	 Weet	niet

6. Wat	is	uw	huidige	levensbeschouwing/geloof	(U	kunt	MEERDERE	mogelijkheden	aankruisen)	

	 	 Rooms	Katholiek	 	 Islam

	 	 Protestant	(Wilt	u	hieronder	ook	de	richting	aankruisen?)	 Jodendom

	 	 	 Vrijzinnig	 	 Boeddhisme

	 	 	 Midden	orthodox	(bijvoorbeeld	PKN*)		 Hindoeïsme

	 	 	 Orthodox	(bijv.	gereformeerde	Bond,	kleine	gereformeerde	kerken)	 Humanisme

	 	 	 Evangelisch	 	 Geen

	 	 Anders,	nl

*	dit	is	de	voormalige	Nederlandse	Hervormde	Kerk,	Gereformeerde	Kerken	in	Nederland	(synodaal)	en	Evangelisch-Lutherse	Kerk.
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7. Bent	u	in	een	bepaald	geloof	of	een	bepaalde	levensbeschouwing	grootgebracht?	(U	kunt	MEERDERE	mogelijkheden	aankruisen)
	 	 Ja	 Nee	 Weet	niet

Indien	‘Nee’	dan	naar	vraag	9.

8. In	welk	geloof	of	richting	bent	u	grootgebracht?	(U	kunt	MEERDERE	mogelijkheden	aankruisen)

	 	 Rooms	Katholiek	 	 Islam

	 	 Protestant	(Wilt	u	hieronder	ook	de	richting	aankruisen?)	 Jodendom

	 	 	 Vrijzinnig	 	 Boeddhisme

	 	 	 Midden	orthodox	(bijvoorbeeld	PKN*)		 Hindoeïsme

	 	 	 Orthodox	(bijv.	gereformeerde	Bond,	kleine	gereformeerde	kerken)	 Humanisme

	 	 	 Evangelisch

	 	 Anders,	nl

*	dit	is	de	voormalige	Nederlandse	Hervormde	Kerk,	Gereformeerde	Kerken	in	Nederland	(synodaal)	en	Evangelisch-Lutherse	Kerk.

9. Hoe	vaak	besteedt	u	tijd	aan	religieuze/spirituele	privé	activiteiten,	zoals	bidden,	meditatie	of	studie?	
	 	 Meer	dan	één	keer	per	dag	 Dagelijks	 Twee	of	meer	keer	per	week

	 	 Ongeveer	één	keer	per	week	 Eén	of	twee	keer	per	maand	 Zelden	of	nooit

10. Hoe	vaak	gaat	u	naar	de	kerk	of	andere	religieuze/spirituele	bijeenkomsten?	(Bijv.	voor	een	dienst,	gesprek,	meditatie	of	gebed)
	 	 Meer	dan	één	keer	per	week	 Ongeveer	één	keer	per	week	 Eén	of	twee	keer	per	maand

	 	 Een	paar	keer	per	jaar	 Eén	keer	per	jaar	of	minder	 Nooit
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Hieronder worden religieuze/spirituele ervaringen beschreven.  
Wilt u aangeven of u deze ervaring wel eens heeft gehad  
en of deze nog steeds invloed heeft op u?  
 
Wilt u bij elke ervaring ook aangeven wanneer u deze heeft gehad?  
Tijdens een manie, depressie en/of tijdens een stabiele periode?  
U kunt meerdere periodes aankruisen bij één ervaring. 

  Mate van invloed Periode

11.	Een	intense	ervaring	van	de	aanwezigheid	van	het	Goddelijke,	God	of	Licht?

12.	Een	intense	ervaring	van	eenheid	in	uw	leven,	bijvoorbeeld	met	God		
of	het	Goddelijke.	Maar	het	kan	ook	een	ervaring	van	eenheid	met	andere		
mensen	of	de	mensheid	als	geheel	zijn,	met	de	natuur	of	met	de	kosmos?
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  Mate van invloed Periode

13.	Een	intense	ervaring	van	geluk,	liefde,	rust,	schoonheid	of	vrijheid?

14.	Het	gevoel	een	belangrijk	missie	in	of	voor	de	wereld	te	hebben?		
Bijvoorbeeld	dat	u	een	sterke	roeping	voelde	om	andere	mensen	te	helpen,		
de	wereld	rechtvaardiger	te	maken,	of	anderen	te	bekeren	tot	uw	geloof.	

15.	Het	gevoel	een	belangrijke	religieus	persoon	te	zijn		
(bijv.	Christus,	Maria,	de	Profeet,	de	Verlosser	enz.)

16.	Een	ervaring	dat	alles	een	bijzondere	betekenis	heeft.	Niets	is	toevallig.	
Alles	wat	u	ziet	of	meemaakt	hangt	met	elkaar	samen.

17.	Heeft	u	wel	eens	een	periode	van	totale	afwezigheid	van	het	Goddelijke,		
God	of	Licht	meegemaakt?	

18.	Heeft	u	wel	eens	een	periode	van	totale	afwezigheid	van	spiritualiteit		
of	geloof	meegemaakt?	

19.	Heeft	u	wel	eens	een	religieuze	of	spirituele	verschijning	gehad?	
Als	u	nee	hebt	geantwoord	kunt	u	verder	naar	vraag	21.

20.	Van	wie	was	deze	verschijning?	Hier	graag	aankruisen	wat	voor	u	geldt:

	 	 Van	een	heilige,	goede	geest,	gids,	engel,	God	of	Christus

	 	 Van	een	kwaad	geestelijk	wezen,	bijv.	duivel,	demonen,	kwade	geest?

	 	 Anders,	nl.

21.	Heeft	u	wel	eens	een	goddelijke	stem	gehoord?	
Als	u	nee	hebt	geantwoord	kunt	u	verder	naar	vraag	23.

22.	Van	wie	was	deze	stem?	Hier	graag	aankruisen	wat	voor	u	geldt:

	 	 Van	een	heilige,	religieus	persoon,	geestelijk	wezen,	gids,	engel,	God	of	Christus

	 	 Van	een	kwaad	geestelijk	wezen,	bijv.	duivel,	demonen,	kwade	geest

	 	 Anders,	nl.

23.	Heeft	u	wel	eens	een	plotseling	diep	geestelijk	inzicht	of	een	visioen	gehad?

	

Ja
, e

n 
he

t h
ee

ft
 b

lij
ve

nd
e 

in
vl

oe
d 

ge
ha

d 
op

 m
ij

Ja
, m

aa
r g

ee
n 

bl
ijv

en
de

 in
vl

oe
d 

op
 m

ij

N
ee

Ti
jd

en
s e

en
 m

an
ie

Ti
jd

en
s e

en
 d

ep
re

ss
ie

Ti
jd

en
s e

en
 st

ab
ie

le
 p

er
io

de

N
ie

t v
an

 to
ep

as
sin

g

Hieronder worden religieuze/spirituele ervaringen beschreven.  
Wilt u aangeven of u deze ervaring wel eens heeft gehad  
en of deze nog steeds invloed heeft op u?  
 
Wilt u bij elke ervaring ook aangeven wanneer u deze heeft gehad?  
Tijdens een manie, depressie en/of tijdens een stabiele periode?  
U kunt meerdere periodes aankruisen bij één ervaring. 
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  Mate van invloed Periode

24.	Heeft	u	wel	eens	andere	religieuze	of	spirituele	ervaringen	gehad		
dan	hierboven	genoemd?			
We	bedoelen	dan	een	ervaring	die	anders	is	dan	uw	gewone	dagelijkse		
ervaring	en	die	je	wetenschappelijk	niet	zomaar	kunt	verklaren.	U	kunt		
bijvoorbeeld	denken	aan	een	bijna-dood-ervaring,	een	kundalini-ervaring,		
een	ervaring	van	contact	met	overledenen,	een	ervaring	van	het	buiten		
je	lichaam	zijn	of	trance-ervaring.	Maar	ook	aan	een	ervaring	als	het	spreken		
in	tongen	of	dat	de	heilige	Geest	over	u	gekomen	is.

Zou	u	deze	ervaring	kort	kunnen	beschrijven?

25. Hoe	vaak	heeft	u	een	of	meerdere	van	deze	ervaringen	(zoals u heeft aangegeven in vraag 11 t/m 24)	gehad?

	 	 Nooit	 1	maal	 Af	en	toe		 Regelmatig	 Dagelijks

Indien	‘Nooit’	kunt	u	door	naar	vraag	36

26. Als	deze	ervaringen	(zoals u heeft aangegeven in vraag 11 t/m 24)	van	blijvende	invloed	zijn	voor	uw	leven,	wilt	u	aangeven		
hoe	positief	of	negatief	dit	heeft	uitgepakt	voor	u?	Hoe	positief	of	negatief	is	uw	leven	veranderd	door	deze	ervaringen?	

	 	 Heel	positief	 Vrij	positief	 Een	beetje	positief	 Neutraal	 	

	 Een	beetje	negatief	 Vrij	negatief	 Heel	negatief

		

Hieronder worden religieuze/spirituele ervaringen beschreven.  
Wilt u aangeven of u deze ervaring wel eens heeft gehad  
en of deze nog steeds invloed heeft op u?  
 
Wilt u bij elke ervaring ook aangeven wanneer u deze heeft gehad?  
Tijdens een manie, depressie en/of tijdens een stabiele periode?  
U kunt meerdere periodes aankruisen bij één ervaring. 
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Nu volgen drie uitspraken over geloof/spiritualiteit. Wilt u aangeven in hoeverre zij voor u waar zijn?

37. Ik	ervaar	de	aanwezigheid	van	God/het	heilige	in	mijn	leven	
	 	 Absoluut	waar	volgens	mij	 Het	lijkt	me	waar	te	zijn	 Ik	ben	er	niet	zeker	van

	 	 Het	lijkt	me	niet	waar	te	zijn	 Absoluut	niet	waar

	

Hieronder (vraag 27 t/m 34) volgen verschillende reacties die u misschien achteraf heeft gehad op uw religieuze of spirituele  
ervaringen. Let op: we vragen hier alleen naar reacties op ervaringen die u tijdens manieën of depressies heeft meegemaakt.  
Als u die niet heeft meegemaakt, kunt u door naar vraag 36.

Als ik terugkijk op de religieuze/spirituele ervaringen die ik tijdens manieën en depressies heb gehad, dan denk ik:

27. Ze	horen	bij	mijn	spirituele	ontwikkeling,		
ze	hebben	mijn	geloof/spiritualiteit	verdiept	 Ja	 Nee	 Weet	niet

28. Ik	twijfel	of	het	authentieke	(‘echte’)	religieuze	ervaringen	zijn		
of	dat	ze	bij	de	bipolaire	stoornis	horen	 Ja	 Nee	 Weet	niet

29. Ik	houd	afstand	van	zulke	ervaringen	 Ja	 Nee	 Weet	niet

30. Deze	ervaringen	hebben	zowel	religieuze/spirituele	kanten		
als	pathologische	(zieke)	kanten	 Ja	 Nee	 Weet	niet

31. Zulke	ervaringen	horen	alléén	bij	mijn	ziekte	 Ja	 Nee	 Weet	niet

32. Deze	ervaringen	zijn	eigenlijk	teken	van	een		
spirituele	crisis	of	geloofscrisis	 Ja	 Nee	 weet	niet

33. Ik	kan	beter	helemaal	afstand	houden	van	geloof	en	spiritualiteit,		
omdat	zulke	ervaringen	uit	mijn	ziekte	voortkomen	 Ja	 Nee	 Weet	niet

34. Met	wie	heeft	u	deze	ervaringen	besproken	(u	kunt	MEERDERE	kruisjes	zetten)
	 	 Niemand	 Psychiater	 Andere	reguliere	hulpverlener

	 	 Familie	 Psycholoog	 Alternatieve	hulpverlener

	 	 Vrienden	 Verpleegkundige/casemanager	 Geestelijk	verzorger	in	de	instelling

	 	 Lotgenoten	 Geestelijke	buiten	de	instelling	(bijvoorbeeld	pastor,	imam,	dominee,	goeroe	enz.)

35. In	hoeverre	vindt	u	het	belangrijk	om	deze	ervaringen	in	de	behandeling	te	bespreken?	
	 	 Heel	belangrijk	 Enigzins	belangrijk	 Neutraal

	 	 Niet	zo	belangrijk	 Helemaal	niet	belangrijk

36. In	hoeverre	vindt	u	geloof/spiritualiteit/levensbeschouwing	in	zijn	algemeenheid	belangrijk	voor	uw	behandeling?	
	 	 Heel	belangrijk	 Enigzins	belangrijk	 Neutraal

	 	 Niet	zo	belangrijk	 Helemaal	niet	belangrijk

 

Belangrijk

In het vervolg van deze vragenlijst wordt verwezen naar God. Hier wordt uw eigen beeld van een hogere macht of het heilige 
bedoeld. Zo kunnen bijvoorbeeld moslims hier Allah lezen. Of als nieuwe vormen van spiritualiteit voor u belangrijk zijn, kunt u hier 
een kosmische macht of iets anders lezen. 
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Hieronder volgen tien uitspraken over de rol die uw levensbeschouwing speelt of heeft gespeeld bij het omgaan met problemen.  
Ook hier geldt dat u bij het woord ‘God’ uw eigen associatie van een hogere macht of kracht kunt invullen. 
Wilt u aangeven hoe vaak elk van de volgende uitspraken van toepassing is op u?

Wat doet u ten tijde van problemen?	 Nooit Soms Regelmatig Heel vaak

40. Ik	denk	er	over	na	hoe	mijn	leven		
deel	uitmaakt	van	een	hoger,		
alomvattend	geheel

41.	Om	moeilijke	tijden	door	te	komen		
werken	God	en	ik	als	partners	samen

42.	In	crisissituaties	richt	ik	me	tot	God		
voor	kracht,	steun	en	leiding

43.	Wanneer	ik	me	in	moeilijkheden	bevind,		
probeer	ik	daarin	Gods	les	te	vinden

44.	Ik	beken	mijn	zonden	en	vraag		
om	Gods	vergeving

45.	Ik	voel	dat	moeilijke	situaties	Gods	manier		
zijn	om	mij	te	straffen	voor	mijn	zonden		
of	voor	mijn	tekort	aan	geestelijk	leven

46.	Ik	vraag	me	af	of	God	mij	in	de	steek		
heeft	gelaten

47.	Ik	probeer	de	betekenis	en	bedoeling		
van	de	situatie	te	bepalen	en	besluit		
wat	ik	moet	doen,	zonder	God	daarin		
te	betrekken

48.	Bij	problemen	vraag	ik	me	af	of	God		
werkelijk	bestaat

49.	Ik	uit	boosheid	naar	God	omdat	God		
verschrikkelijke	dingen	laat	gebeuren

Hieronder kunt u nog opmerkingen of vragen over het onderzoek zetten. Als u op de hoogte gesteld wilt worden van de resultaten 
van het onderzoek, kunt u mailen naar: e.ouwehand@altrecht.nl. Heel hartelijk dank voor het invullen!

	38. Mijn	geloof/levensbeschouwing	is	wat	werkelijk	ten	grondslag	ligt	aan	mijn	hele	levenshouding	
	 	 Absoluut	waar	volgens	mij	 Het	lijkt	me	waar	te	zijn	 Ik	ben	er	niet	zeker	van

	 	 Het	lijkt	me	niet	waar	te	zijn	 Absoluut	niet	waar

39. Ik	doe	mijn	best	om	mijn	geloof/levensbeschouwing	mee	te	dragen	in	alle	andere	aspecten	van	het	leven	
	 	 Absoluut	waar	volgens	mij	 Het	lijkt	me	waar	te	zijn	 Ik	ben	er	niet	zeker	van

	 	 Het	lijkt	me	niet	waar	te	zijn	 Absoluut	niet	waar
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First Part of the interview, Chapter 3 (approximately one hour)

Demographic data
Age, gender, single/married or cohabitant, children
Formal education, work/volunteer

Diagnosis
Since when have you had the diagnosis bipolar disorder? Which kind of bipolar disorder 

do you have?
How many (manic/depressive) episodes have you experienced?
Do you use medication?
Do you have a therapist? Do you agree that we may contact your therapist when your 

diagnosis is not clear to us?

Religious background and development
Were you brought up in a religious household? Could you tell us more about how important 

religion/spirituality was in your family? How did your faith/spirituality change over the 
years?

How important is faith/spirituality for you at the moment? Would you describe yourself as 
a religious or spiritual person? What does that mean to you?

Are you member of any organized form of religion or spirituality? (How much involved, 
is it important)

Do you follow a certain spiritual path? (Explanation of the path)
How often do you go to church, mosque/synagogue or to a religious or spiritual gathering?
How often do you pray or meditate/perform religious rituals in your daily life?
Do you read about religion/spirituality? How often, what kind of literature?
Did faith or spirituality play a role in your life before you were diagnosed ?

Appendix 2: Interview Procedure  
(This appendix belongs to Chapter 3 and 5)
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Experiences during mania
Can you recount which religious or spiritual experiences you have had during a manic 

episode?
Here we asked as precisely as possible what the participant had seen, heard, felt, experienced 
etc. When the participant started to elaborate on the interpretation we tried to bring the 
account back to the experience itself. The interpretation of the experience was explored in 
the second part of the interview.
If you have had more than one manic episode, did you have more religious or spiritual 

experiences than you just told us about? Did you have different kinds of religious or 
spiritual experiences or the same? How did they differ?

Experiences during a depressive episode
How did you experience faith/spirituality during depression?
Did you have any religious or spiritual experience during depression? Or were they absent? 

How was your faith/spirituality colored during depression?

Religious experience in stable periods
Could you tell us about religious or spiritual experiences you have had in stable periods? 

Perhaps the more common religious experiences in daily life?
When participants did not come up with experiences immediately, we referred to subjects 
they mentioned about their religious outlook and upbringing or we gave examples of less 
extreme religious or spiritual experiences than in illness episodes. It was often difficult to 
relate to the question after the recollection of intense religious experiences during mania.

Appendix  2:  Inter v iew procedure
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Second part of the interview, Chapter 5 (approximately one hour)

Interpretations of religious experiences during illness episodes
How do you evaluate your religious experiences during mania/depression at this moment?
What kind of experiences are they, from your perspective?
To what extent do you consider your experiences as an expression of your illness or as an 

authentic religious experience, or perhaps both?
Is the interpretation of you experiences during illness episodes an issue for you at this 

moment? Have you found meaning in the experiences, are you still struggling to find 
meaning in them, or have you found an answer to your questions? Could you describe 
to us how you interpreted your experiences? Has your interpretation changed over time?

Have your experiences changed your view of life? How?
Have they changed your view of yourself? How?
Have they changed your daily life? How?
Do you think that the course of your illness has influenced your perception of religiosity/ 

spirituality? How?
Do you think that your religiosity/spirituality has influenced the course of you illness? 

How?

Helpful and unhelpful interventions/reactions
What has been helpful for you with regard to your experiences?
Did you talk about them with your partner/family/friends? What were their reactions?
Did you talk about them with other persons? Do you recall when this helped you and 

when not? Have you read about the experiences you have had (the internet, books, 
journals)? What was helpful for you?

What other things have helped you to make sense of your experiences?

Treatment experiences and expectations
Could you tell us about your experiences with mental health care with regard to your 

religious experiences?
What has been helpful and what not in the reactions of professionals? Can you give us 

examples?
If you think the approach has not been helpful, what do you need with regard to your 

experiences (during manic/depressive episodes, when stable)?
Which aspects of your religiosity/spirituality could have been supported in treatment (for 

example, religious practices, exercises, discourse about the content of the experiences, 
influence of medication on spirituality, etc.)

Are there any differences in the approach toward such experiences between different 
mental health professionals (nurse, case manager, psychologist, psychiatrist, hospital 
chaplain, or imam), in your opinion? Could you give examples?
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Evaluation
Have you told us what you wanted to say or are there other remarks you want to make? 

Do you have any suggestions for us as researchers? How do you evaluate the interview? 
Do you want the literal text sent to you to make corrections or give further explanation?

Instructions for the interviewers
•	 Introduction	of	the	study	(why,	history	etc.),	of	the	interviewers	and	of	the	role	of	the	

psychiatrist as interested listener instead of a clinical diagnostician. Explanation of 
personal involvement of the interviewers in the study. It is important to establish a 
relationship with the participants, since religious experiences are not often shared with 
psychiatrists and participants possibly feel restraint to talk about the subject with a 
psychiatrist.

•	 Signing	or	collecting	the	informed-consent	form.
•	 The	topic	list	is	a	guideline.	The	questions	are	meant	as	examples	for	the	interviewers,	

but the aim is to explore more in depth what participants have experienced, by asking 
to elaborate on what they are pointing out initially.

•	 There	is	no	need	to	follow	the	topic	list	strictly.	When	participants	start	with	a	recount	
of their experiences or how they experienced hospitalization, that is OK.

•	 The	psychiatrist	asks	about	the	diagnosis	and	progression	of	the	illness	till	it	is	clear	or	
asks permission to consult participant’s therapist. Sometimes not all topics on the list 
can be addressed.

•	 The	description	of	religious	and	spiritual	experiences	and	the	process	of	interpretation	
after recovery are the most important topics and should be divided as topics as much 
as possible. This can be a challenge, because persons with bipolar disorder can be very 
associative.

•	 The	first	 interviewer	 is	 in	direct	 contact	with	 the	 interviewee,	 invites	him	or	her	 to	
elaborate on the experiences and guards the process when participants become too as-
sociative. The second interviewer controls whether the important topics are dealt with 
and is responsible for timing.

•	 At	several	times	in	the	interview,	the	interviewer	summarizes	what	the	participant	has	
told and asks for feedback.

•	 Evaluation at the end of every interview, additional documents can be sent to the 
researcher.

Appendix  2:  Inter v iew procedure
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Appendix 3: Items of the DUREL  
(Koenig & Büssing, 2010)  
(This appendix belongs to Chapter 6, p. 122)



Samenvatting

Achtergrond en vraagstelling
Deze dissertatie is ontstaan in de praktijk van de geestelijke verzorging in de geestelijke 
gezondheidszorg. Religieuze ervaringen komen regelmatig ter sprake in het contact met 
patiënten die opgenomen zijn. Geestelijk verzorgers en andere professionals signaleren 
dat	mensen	met	een	bipolaire	stoornis	tijdens	een	ziekte-episode	religieuze	ervaringen	
kunnen meemaken en dat patiënten op zoek zijn naar de betekenis ervan. Er is echter 
vrijwel geen onderzoek voorhanden naar hoe mensen met een bipolaire stoornis deze 
ervaringen duiden als zij weer stabiel zijn. Als patiënten niet meer in intensieve psychia-
trische	zorg	–	zoals	opname	in	een	kliniek-	zijn,	hebben	zij	vaak	geen	contact	meer	met	
de geestelijk verzorger van de instelling. Ook lijkt de inhoud van ervaringen die mensen 
in	ziekte-episodes	hebben	meegemaakt	lang	niet	altijd	aan	de	orde	te	komen	in	de	ambu-
lante behandeling. Dat roept de vraag op hoe deze religieuze ervaringen doorwerken in 
het dagelijkse leven als mensen hersteld zijn. 

De interpretatie van religieuze ervaringen vanuit het perspectief van mensen met een 
bipolaire stoornis is een complex onderwerp. In de geestelijke gezondheidszorg worden 
religieuze ervaringen vaak als onderdeel van de pathologie gezien, terwijl de mensen die 
deze ervaringen hebben, ook zoeken naar de religieuze betekenis ervan voor hun leven. 
De discrepantie tussen een medisch verklaringsmodel en de manier waarop individuele 
patiënten hun eigen religieuze ervaringen interpreteren, kan een obstakel zijn in de be-
handeling. Meer inzicht in de aard van religieuze ervaringen van mensen met een bipo-
laire stoornis, hoe zij deze achteraf interpreteren en wat zij van behandelaars verwachten 
in de omgang met deze ervaringen, kan dan ook bijdragen aan de behandelrelatie en het 
herstelproces.

De centrale vraagstelling voor deze studie is: 

Hoe interpreteren stabiele patiënten met een bipolaire stoornis religieuze ervaringen die 
zich voordoen tijdens ziekte-episodes en in stabiele perioden en wat verwachten zij van de 
behandeling inzake zulke ervaringen? 

Deze	vraagstelling	is	verdeeld	in	sub-vragen	die	via	kwalitatief	onderzoek	(interviews)	en	
kwantitatief onderzoek (vragenlijsten) beantwoord zijn.
1. Welke religieuze ervaringen hebben mensen met een bipolaire stoornis en hoe vaak 

komen de verschillende typen ervaring voor?
2. Hoe interpreteren stabiele patiënten hun ervaringen en hoe vaak komen de verschil-

lende verklaringsmodellen voor? 
3. Welke behandelverwachtingen hebben mensen met een bipolaire stoornis en hoe 

belangrijk is voor hen aandacht voor religiositeit en religieuze ervaringen in de 
behandeling?
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Theoretisch kader
Het theoretisch kader in hoofdstuk 1 omvat drie componenten. Allereerst wordt het begrip 
‘explanatory models’ (verklaringsmodellen) gepresenteerd van de medisch antropoloog 
Arthur Kleinman (1988, 1991). Ten tweede wordt de godsdienstwetenschappelijke benade-
ring van de studie beschreven, die religieuze ervaring typeert als geïnterpreteerde ervaring 
binnen een specifieke context. Ten derde komen enkele wetenschappelijke opvattingen 
over	de	bipolaire	stoornis	aan	de	orde,	zoals	die	hun	weerslag	hebben	gevonden	in	DSM-5.	
Ook de relatie tussen de bipolaire stoornis en religiositeit wordt hier kort besproken. 

Explanatory models
Kleinman (1988, 1991) onderscheidt drie soorten verklaringsmodellen van ziekte en ge-
zondheid. Allereerst beschrijft hij persoonlijke verklaringsmodellen, die vaak religieuze 
aspecten hebben. Ten tweede onderscheidt hij het medisch model, verbonden aan de psy-
chiatrie als medische wetenschap. Als derde type beschrijft hij tenslotte de in de cultuur 
gangbare verklaringsmodellen, in de vorm van ‘volkstheorieën’(Helman 2001), bijvoor-
beeld spirituele of alternatieve geneeswijzen. Kleinman ziet deze modellen als culturele 
constructies met een breed palet aan betekenissen, die met elkaar samenhangen maar 
soms ook tegengesteld zijn aan elkaar. Dit is ook het geval wanneer het medisch paradig-
ma tegenover meer religieuze verklaringsmodellen van ziekte komt te staan. De verschil-
lende verklaringsmodellen en de mogelijke spanning daartussen zoals Kleinman in zijn 
werk beschrijft, heeft als achtergrondtheorie voor deze studie gediend.

Een godsdienstwetenschappelijke benadering
Een tweede uitgangspunt is dat de culturele context van invloed is op de betekenis van 
religieuze ervaringen, ook als het om persoonlijke ervaringen gaat. Dat betekent dat deze 
studie niet de essentie van religieuze of mystieke ervaringen wil beschrijven, maar onder-
zoekt welke (religieuze) betekenissen mensen met een bipolaire stoornis aan ervaringen 
geven, zoals die in de klinische praktijk vaak in samenhang met de stoornis blijken voor te 
komen. De context van deze betekenisgeving is de Nederlandse, geseculariseerde en plu-
ralistische samenleving, waarin het huidige tijdsgewricht een transformatie van religie laat 
zien naar nieuwe vormen van spiritualiteit. Daarin ligt de nadruk op individuele spirituele 
groei en op de persoonlijke ervaring. In deze nieuwe vormen van spiritualiteit worden ook 
opvattingen over gezondheid en ziekte zichtbaar: concepten als ‘healing’, ‘gezondheid’ en 
‘spirituele groei’ worden regelmatig met elkaar in verband gebracht. 

De nieuwe spiritualiteitsvormen die zich momenteel ontwikkelen, worden in recent 
godsdienstsociologisch onderzoek, in navolging van de socioloog Ernst Troeltsch, gezien 
als behorend tot het mystieke type van religie. Dit is een ideaaltype van religie waarin 
een beroep wordt gedaan op de onthullende kracht die in de religieuze ervaring zelf tot 
uitdrukking komt. In dit type van religie wordt de autoriteit van religieuze tradities en in-
stituties verworpen en wordt de nadruk gelegd op individuele spirituele groei. Deze studie 
volgt bovengenoemde lijn van denken. Het begrip ‘spiritualiteit’ valt theoretisch onder het 
bredere begrip ‘religie’, als één van de sociologische vormen van religie. Participanten in 
deze studie zullen de begrippen een eigen inkleuring geven, afhankelijk van hun culturele 
en religieuze achtergrond. 
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De bipolaire stoornis volgens de DSM-5 (APA 2013)
Bij de bipolaire stoornis wisselen manische of hypomane episodes en depressieve episodes 
elkaar af, met symptoomvrije perioden daar tussenin, in een terugkerend ritme over de 
tijd. Bipolaire stoornis type I en II zijn de twee belangrijkste varianten binnen de bipolaire 
stoornissen. Type I kent daarbij manische episodes, die psychotische kenmerken kunnen 
hebben. Manieën brengen meer functionele beperkingen in het sociale leven met zich 
mee dan hypomanieën, kenmerkend voor de bipolaire stoornis type II. Een manie kan lei-
den tot een ziekenhuisopname, terwijl dat bij een hypomanie niet het geval is. Toch wordt 
de bipolaire stoornis type I niet langer gezien als de mildere vorm van de ziekte, omdat 
type II evenveel ziektelast geeft als type I, met name in de depressie (APA, 2013). 

Bij zowel een manie als een depressie kunnen psychotische kenmerken aan de dag tre-
den. De term ‘religieuze wanen’, die in psychiatrische studies vaker wordt gebruikt dan 
de term ‘religieuze ervaringen’, is onderwerp van discussie in de psychiatrische literatuur. 
De vraag of het mogelijk is een duidelijk onderscheid te maken tussen ‘gezonde’ en ‘pa-
thologische’ religieuze ervaringen is omstreden in de psychiatrie. Auteurs die zich met dit 
vraagstuk bezighouden, geven criteria aan voor een onderscheid tussen de twee. Anderen 
bekritiseren het onduidelijke gebruik van het concept ‘religieuze waan’. Voor deze studie 
biedt de literatuur weinig houvast, omdat de schaarse studies die er zijn over religieuze 
wanen en de bipolaire stoornis geen eenduidige resultaten geven, evenmin als de studies 
over de rol van religieuze ervaringen in de bipolaire stoornis. 

Onderzoeksopzet
De studie heeft een mixed methods design dat bestaat uit een kwalitatieve en een kwanti-
tatieve	component.	Er	is	gekozen	om	een	kwalitatief	onderzoek	–interviews-	te	gebruiken,	
om de interpretatie van persoonlijke ervaringen van mensen met een bipolaire stoornis 
centraal te stellen. Dit is een nog te weinig bestudeerd veld van wetenschappelijk onder-
zoek.	De	kwantitatieve	component	–vragenlijstonderzoek-	is	toegepast	om	de	prevalentie	
van religieuze ervaringen en verklaringsmodellen daarvan te exploreren. Kennis over de 
reikwijdte van religieuze ervaringen in de klinische praktijk draagt bij aan de relevantie 
van het onderzoek. Beide deelstudies zijn uitgevoerd onder mensen met een bipolaire 
stoornis die stabiel genoeg waren om mee te doen. 
Allereerst	zijn	tien	diepte-interviews	gehouden	door	de	onderzoeker	(geestelijk	verzor-

ger) en een psychiater in opleiding, met stabiele patiënten van Altrecht GGz. Hiermee 
werden de kwalitatieve onderzoeksvragen geëxploreerd: de vraag naar verschillende reli-
gieuze	ervaringen	tijdens	ziekte-episodes;	de	vraag	naar	de	verklaringsmodellen	voor	deze	
ervaringen achteraf en tenslotte de vraag naar de verwachtingen die participanten hadden 
van de behandeling met betrekking tot het onderwerp (hoofdstuk 2). Vervolgens werd 
de onderzochte groep uitgebreid met participanten van zowel binnen als buiten Altrecht, 
met meer variatie qua achtergrond, levensbeschouwing en duur van de ziekte. De onder-
zoeksresultaten met betrekking tot de religieuze ervaringen en de verklaringsmodellen 
daarvoor	 zijn	 apart	 beschreven	 in	 twee	 artikelen	 (hoofdstuk	 3	 en	 5).	 In	deze	meer	uit-
gebreide steekproef werd ook navraag gedaan naar religieuze ervaringen tijdens stabiele 
perioden (hoofdstuk 3). Vooraf aan het onderzoek is literatuuronderzoek gedaan. In het 
kwalitatieve gedeelte van de studie is gebruik gemaakt van de volgende onderzoeksmetho-
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den: exploratie van het veld (patiëntenvereniging Plus Minus, bijeenkomsten, conferenties, 
relevante	sites	op	internet)	en	35	interviews	van	anderhalf	à	twee	uur	door	de	onderzoeker	
(geestelijk verzorger) en een psychiater in opleiding. 

Het eerste onderzoeksdesign beoogde vooral om de prevalentie van verschillende typen 
religieuze ervaringen en van de verklaringsmodellen voor deze ervaringen te exploreren. 
Een groot deel van de geïnterviewden interpreteerde hun ervaringen als zijnde zowel re-
ligieus als pathologisch. Tijdens het samenstellen van de vragenlijst, na analyse van deze 
kwalitatieve data, werd een aantal onderzoeksvragen toegevoegd aan de initiële opzet naar 
associaties tussen ervaringen en interpretaties enerzijds en klinische en religieuze variabe-
len anderzijds (hoofdstuk 4 en 6).Voor het kwantitatieve gedeelte van de studie is gebruik 
gemaakt van een vragenlijst, ontwikkeld op grond van de kwalitatieve resultaten. Voor het 
meten van religiositeit is gebruik gemaakt van bestaande maten, te vinden in hoofdstuk 
4 en 6. Aan het vragenlijstonderzoek hebben circa 200 patiënten van het specialistische 
behandelcentrum voor de bipolaire stoornis van Altrecht meegedaan. 

De onderzoeksvragen van het onderzoek als geheel zijn ingedeeld in vier clusters van 
vragen, namelijk: ‘religieuze ervaringen’, ‘verklaringsmodellen van deze ervaringen’, ‘blij-
vende invloed vanuit het perspectief van participanten’ en ‘communicatie en behandelver-
wachtingen’ (hoofdstuk 1). 

Resultaten en conclusies
In hoofdstuk 7 worden de belangrijkste resultaten van het onderzoek beschreven. Eerst zijn 
de beide samples vergeleken wat hun kenmerken betreft. Daarna zijn de resultaten van bei-
de deelstudies met elkaar vergeleken voor de vastgestelde vier clusters van onderzoeksvra-
gen: ‘religieuze ervaringen’, ‘verklaringsmodellen van deze ervaringen’, ‘blijvende invloed 
vanuit het perspectief van participanten’ en ‘communicatie en behandelverwachtingen’. 

Een vergelijking van de kwalitatieve en kwantitatieve onderzoeksgroep liet zien dat beide 
groepen een grotere religieuze betrokkenheid hebben dan gemiddeld in de Nederlandse 
samenleving, vooral bij nieuwe vormen van spiritualiteit. Ruim 60% van de kwantitatieve 
onderzoeksgroep ziet zichzelf als ‘religieus en spiritueel’ of als ‘uitsluitend spiritueel’. Het 
percentage van deze twee groepen samen in de algemene bevolking is 31%. Een mogelijke 
verklaring hiervoor is dat de religieuze zoektocht na een manie, waarin iemand religieuze 
ervaringen heeft gehad, leidt tot meer religieuze en spirituele betrokkenheid, vooral op het 
gebied van nieuwe spiritualiteit. 

Religieuze ervaringen 
Religieuze ervaringen kwamen vooral tijdens manieën voor, zo bleek uit beide componen-
ten van de studie. Meest voorkomend waren ervaringen van horizontale transcendentie. 
Dit zijn ervaringen van transcendentie die niet verwijzen naar een goddelijke werkelijk-
heid, boven of buiten de menselijke werkelijkheid, maar bijvoorbeeld naar het intermen-
selijke, of naar een dieptedimensie van de werkelijkheid. Andere ervaringen, zoals de aan-
wezigheid van God of eenheidservaringen (mystieke ervaringen) zaten in de middengroep 
qua frequentie. Het minst vaak kwamen ervaringen voor die nog het meest op psychia-
trische categorieën lijken, zoals het gevoel een belangrijk religieus persoon te zijn (groot-
heidswaan) en visioenen en stemmen (visuele en auditieve hallucinaties). De inhoud van 

Samenvatt ing



198

veel van de ervaringen in dit onderzoek verschilt niet van beschrijvingen van religieuze 
ervaringen	in	de	godsdienstpsychologische	en	-sociologische	literatuur	en	is	onderdeel	van	
het religieuze idioom van een moderne westerse samenleving. Ervaringen die mogelijk uit-
drukking zijn van de grootheidswaan vormen een aparte categorie, omdat deelnemers aan 
het onderzoek deze als het minst van blijvende invloed op hun leven zagen. Opvallend is 
verder dat mensen met een bipolaire stoornis in deze studie de neiging hebben om vooral 
ervaringen die met manieën verweven zijn, religieuze ervaringen te noemen, meer dan de 
ervaringen in het dagelijks leven als zij stabiel zijn. Tijdens depressies waren religieuze erva-
ringen en religiositeit in het algemeen opvallend afwezig of uitgesproken negatief van aard. 

 
Verklaringsmodellen

In de kwalitatieve interviews reflecteerden mensen op de invloed die de religieuze erva-
ringen op hun leven hadden. Ook reflecteerden zij op de invloed van de ziekte op hun 
religieuze ervaringen. Positieve aspecten van de ervaringen, zoals spirituele groei, nieuwe 
inzichten, of een intens gevoel van verbondenheid werden bijvoorbeeld afgewogen tegen 
negatieve aspecten van de ervaringen, bijvoorbeeld excessieve preoccupatie met de erva-
ringen, magisch denken of het ontsporen van de ervaring in een angstige toestand van 
verlies van het zelf. Deze negatieve aspecten hoorden volgens de participanten meer bij de 
bipolaire stoornis. 

Deze belangrijke bevinding, namelijk dat medische en religieuze verklaringsmodellen 
met elkaar vervlochten zijn in het interpretatieproces van religieuze ervaringen, kwam in 
minder sterke mate terug in het vragenlijstonderzoek. Daaruit bleek dat 42% een derge-
lijk	 ‘zowel	 religieus	als	pathologisch’	verklaringsmodel	voor	de	ervaringen	had;	46%	zag	
de	 ervaringen	als	deel	 van	 zijn	of	haar	 spirituele	ontwikkeling	 en	 15%	als	uitsluitend	bij	
de ziekte horend. Ook bleek uit het vragenlijstonderzoek dat de ervaringen vaker tijdens 
manieën voorkwamen dan in andere episodes en dat zij vaker voorkwamen bij mensen met 
een bipolaire stoornis type I dan met een bipolaire stoornis type II. Tegelijkertijd bleek dat, 
hoe religieuzer participanten waren, hoe vaker zij religieuze ervaringen rapporteerden. Ook 
bleek het ‘spirituele groei’ model vaker voor te komen bij de meer religieuze participanten. 
Zij beschouwden hun ervaringen minder als uitsluitend pathologisch en waren minder ge-
neigd ze te vermijden. De ervaringen hingen dus zowel met de ziekte als met de religiositeit 
van participanten samen. Twijfel over de interpretatie was een belangrijk thema in beide 
delen van het onderzoek en hing in de interviews vaak samen met depressieve episodes. 

Het afwegingsproces bleek in de studie in de eerste plaats een intrapersoonlijk proces te 
zijn. Participanten hadden eigen religieuze verklaringsmodellen voor hun ervaringen. Deze 
persoonlijke	interpretaties	werden	in	het	contact	met	behandelaars	en	psycho-educatie	ge-
confronteerd met het medische verklaringsmodel. Religieuze verklaringsmodellen bleken 
in de studie onder andere ontleend te zijn aan interpretaties uit alternatieve geneeswijzen, 
de Jungiaanse en transpersoonlijke psychologie, de Psychosynthese of de mystieke theolo-
gie. 

Blijvende invloed van ervaringen volgens participanten
Iets meer dan de helft van de participanten in het vragenlijstonderzoek vond dat hun re-
ligieuze ervaringen hun leven op een positieve manier veranderd hadden. Het vragenlijst 
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onderzoek toonde ook aan, dat bij alle ervaringen een deel van de participanten vond 
dat deze blijvende invloed op hun leven hadden en dat een ander deel van de partici-
panten geen blijvende invloed van de ervaringen ondervond. De mate waarin blijvende 
invloed aan de ervaringen werd toegekend, verschilde per type ervaring. Aan ervaringen 
die	participanten	blijvend	inzicht	hadden	gebracht	-een	veranderde	kijk	op	zichzelf	en	
op	de	werkelijkheid-,	werd	bijvoorbeeld	vaker	blijvende	invloed	toegekend	dan	aan	de	
ervaring ‘een belangrijk religieus persoon te zijn’. Deze laatste ervaring kan duiden op 
een grootheidswaan. De voorbijgaande aard van religieuze ervaringen is niet specifiek 
voor de bipolaire stoornis, want ook uit godsdienstsociologisch onderzoek blijkt dat re-
ligieuze ervaringen niet voor iedereen blijvende betekenis hebben. 

Dat iemand blijvende invloed aan religieuze ervaringen toekent, heeft te maken met 
een langdurig interpretatieproces door de jaren heen. Uit het kwalitatieve onderzoek 
bleek hoe de wijze waarop men ervaringen interpreteerde afhankelijk was van de epi-
sode waarin men zich bevond. Tijdens depressies werden eerdere verklaringen vaak in 
twijfel getrokken. Mensen bij wie de diagnose al lang geleden gesteld was hadden soms 
een meer uitgebalanceerde houding ten opzichte van hun ervaringen ontwikkeld, waar-
bij ook andere aspecten van religiositeit benadrukt werden. Religieuze achtergrond, het 
deel uitmaken van een spirituele traditie of gemeenschap, maar ook het beter omgaan 
met de bipolaire stoornis waren hierbij van invloed. Voor sommigen bleef de discrepan-
tie tussen de religieuze ervaringen tijdens manieën en het gewone dagelijks leven een 
strijd. 

Communicatie en behandelverwachtingen
In het contact met anderen bleek dat geïnterviewden een duidelijke behoefte hadden aan 
erkenning voor hun ervaringen en aan een accepterende houding van gesprekspartners, 
of dit nu naasten of professionals uit de GGz waren. Anderzijds hadden zij ook behoefte 
aan een kritisch klankbord om de betekenis te kunnen wegen. Ervaringen werden het 
meest	met	familie	en	vrienden	gedeeld	(71%);	vervolgens	met	GGz	professionals	(48%);	
14% deelde de ervaringen met geestelijken, waaronder geestelijk verzorgers van de instel-
ling, zo bleek uit het vragenlijstonderzoek. Kritiek op de houding van GGz professionals 
was meestal niet specifiek voor de bipolaire stoornis. Men miste aandacht voor religio-
siteit in de behandeling en vond dat religieuze ervaringen regelmatig tot de pathologie 
werden gereduceerd. Een ander kritiekpunt was dat de focus in de behandeling meer 
ligt op het dagelijks functioneren dan op de beleving van de patiënt en dat de inhoud 
van	psychosen	niet	besproken	word.	Ook	het	hanteren	van	een	niet-holistische,	gefrag-
menteerde benadering van de patiënt, waarbij iedere discipline (psychiater, psycholoog, 
spv’er	of	case-manager,	geestelijk	verzorger)	haar	eigen	terrein	heeft,	werd	genoemd	als	
manco in de behandeling. In het contact met geestelijk verzorgers werd de ruimte om 
betekenis van de ervaringen te verkennen gewaardeerd, zowel in individuele gesprekken 
als in groepsverband. Van de ambulante patiënten die deelnamen aan het vragenlijst-
onderzoek had minder dan tien procent met een geestelijk verzorger over religieuze 
ervaringen gesproken. Uit het vragenlijstonderzoek bleek dat de helft van de patiënten 
religiositeit als onderwerp in de behandeling belangrijk vindt en meer dan de helft van 
de patiënten met religieuze ervaringen wil deze ervaringen bespreken in de behandeling.
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Discussie en aanbevelingen
Deze studie heeft aangetoond dat in de onderzochte groep verschillende verklaringsmodel-
len gehanteerd worden voor religieuze ervaringen, en dat deze verklaringsmodellen vaak 
met elkaar vervlochten zijn. Reflectie op religieuze ervaringen gebeurt zowel in interper-
soonlijke communicatie (tussen patiënten, hun naasten, GGz professionals, medepatiënten 
en geestelijken) als in intrapersoonlijke communicatie (ten gevolge van stemmingswisse-
lingen,	verloop	van	de	ziekte	en	psycho-educatie,	en	medebepaald	door	religieuze	achter-
grond en zoektocht naar de religieuze betekenis van deze ervaringen). De zoektocht naar de 
(blijvende) betekenis van religieuze ervaringen is bij tijd en wijle verwarrend, brengt twijfel 
met zich mee en is op zijn minst een uitdaging voor mensen met een bipolaire stoornis.

Een interdisciplinaire benadering van het fenomeen religieuze ervaringen in de behande-
ling van mensen met een bipolaire stoornis lijkt aan te bevelen. Er zou meer aandacht aan 
het onderwerp besteed kunnen worden bij patiënten die dat willen. In de behandeling kun-
nen het medisch model en het persoonlijke interpretatiemodel van patiënten worden gewo-
gen en met elkaar in verband gebracht worden. In samenspraak met de patiënt kan gezocht 
worden naar wat in iemands geloof of spiritualiteit blijvend het herstelproces ondersteunt. 
Dit lijkt een vruchtbaarder benadering dan een strikt onderscheid tussen ‘gezonde’ en ‘pa-
thologische’ religieuze ervaringen en vraagt om meer consistente aandacht voor het onder-
werp als patiënten stabiel zijn. Qua aanbod valt, naast individuele gesprekken, verder te 
denken	aan	een	e-health	module	over	het	onderwerp	en	een	groepsaanbod	met	begeleiders	
die zowel psychiatrische als religieuze deskundigheid hebben. Geestelijk verzorgers kunnen 
met hun levensbeschouwelijke expertise aan deze interdisciplinaire benadering bijdragen 
op	ontwerp-	en	uitvoeringsniveau.	Ook	zou	het	gewenst	zijn	om	de	kennis	te	benutten	van	
mensen die de stoornis al langer hebben en een evenwichtige omgang met deze ervaringen 
hebben gevonden. Op beleidsniveau is het wenselijk om na te denken over de integratie van 
patiëntverwachtingen en behoeften op het gebied van religiositeit en zingeving, bijvoor-
beeld in de behandelrichtlijn voor de bipolaire stoornis. 

Ook voor toekomstig wetenschappelijk onderzoek kan een interdisciplinaire aanpak 
vruchtbaar zijn. Voor de psychiatrie als wetenschap blijft wetenschappelijke kennis over 
de effecten van interventies op symptomen belangrijk. Tegelijkertijd geeft de herstelbewe-
ging aan dat kwaliteit van leven niet alleen met symptoomreductie te maken heeft. Er zijn 
daarom ook onderzoeken nodig naar kwaliteit van leven die thema’s uit de herstelbeweging 
integreren in uitkomstmaten (Murray & Michalak, 2012). Te denken valt aan thema’s als 
eigen regie en empowerment, geleefde ervaring, betekenissen van ziekte en herstel voor de 
eigen identiteit, verbondenheid met anderen en hoop (Leamy et al. 2011). 

Dit laatste geldt uiteraard niet alleen voor de bipolaire stoornis. Als het om religieuze 
ervaringen gaat die gerelateerd zijn aan deze ziekte, is meer longitudinaal onderzoek naar 
interpretatieprocessen wenselijk. Een vergelijking van de resultaten van deze studie met re-
ligieuze ervaringen en verklaringsmodellen van mensen met psychotische stoornissen kan 
een ander onderzoeksthema voor de toekomst zijn. Concluderend kan worden gesteld dat 
een mixed methods design, waarbij kwalitatieve en kwantitatieve onderzoeks methoden en 
zowel psychiatrische als geesteswetenschappelijk kennis op elkaar betrokken worden, een 
beter begrip oplevert van zo’n complex onderwerp als religieuze ervaring in de context van 
de GGz. 
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Background and Research Question
This dissertation originated in the practice of psychiatric health care within the mental 
health care system. Religious experiences are regularly discussed with patients who have 
been admitted to the clinic. Hospital chaplains and other professionals indicate that peo-
ple with bipolar disorder can undergo religious experiences during an illness episode and 
that patients explore what these experiences might mean. However, there is virtually no 
research available on how people with bipolar disorder interpret what they have gone 
through when they are stable again. When patients are no longer in intensive psychiatric 
care – such as after admission to a clinic – they often no longer have any contact with the 
hospital chaplain of the institution. Not only that, but the content of the experiences that 
people have undergone in illness episodes does not always appear to be investigated in 
outpatient treatment. This raises the question of how these religious experiences affect 
daily life when people have recovered.

The interpretation of religious experiences from the perspective of people with bipolar 
disorder is a complex topic. In mental health care, religious experiences are often seen as 
pathological, while the people who have these experiences tend to search within them for 
a religious significance that might apply to their lives. The discrepancy between a medical 
explanatory model and the way in which individual patients interpret their own religious 
experiences can be an obstacle to treatment. More insight into the nature of religious ex-
periences within the context of bipolar disorder, how patients subsequently interpret the 
phenomena and what they expect from practitioners in dealing with these experiences 
can therefore contribute to the treatment relationship and the recovery process.

The pivotal research question of this study is:

How do stable patients with bipolar disorder interpret religious experiences that occur dur-
ing both disease episodes and in stable periods and what are their expectations of how such 
experiences are approached in treatment?

This	research	question	is	divided	into	sub-questions	that	have	been	answered	via	qualita-
tive research (interviews) and quantitative research (questionnaires).
1. What religious experiences do people with bipolar disorder have and how often do the 

different types of experience occur?
2. How do stable patients interpret their experiences and how often do the different ex-

planatory models occur?
3. What treatment expectations do people with bipolar disorder have and how important 

is it for these patients that their religiosity and religious experiences are taken into con-
sideration within the treatment regime?

Summary



202

Theoretical framework
The theoretical framework in Chapter 1 consists of three components. First, the concept of 
‘explanatory models’ posited by the medical anthropologist Arthur Kleinman (1988, 1991) 
is	presented.	Secondly,	the	study’s	religious-scientific	approach	is	described,	which	char-
acterizes religious experience as interpreted experience within a specific context. Thirdly, 
as	reflected	in	DSM-5,	some	scientific	views	on	bipolar	disorder	are	discussed.	The	rela-
tionship between bipolar disorder and religiosity is also briefly discussed here.

Explanatory models
Kleinman (1988, 1991) distinguishes three types of explanatory models of illness and 
health. First, he describes personal explanatory models, which often have religious as-
pects. Secondly, he distinguishes the medical model associated with psychiatry as a med-
ical science. Finally, as a third type, he describes the explanatory models commonly used 
in culture, in the form of ‘folk theories’ (Helman 2001), for example, spiritual or alterna-
tive medicine. Kleinman sees these models as cultural constructions with a wide range 
of meanings, which are interrelated but are also at times the opposite of each other. This 
is	also	the	case	when	the	medical	paradigm	comes	face-to-face	with	models	presenting	
a more religious explanation of illness. The interaction and possible tension between the 
different explanatory models as described by Kleinman, served as a background theory 
in this study.

A Religious Studies approach
A second principle is that the cultural context influences the meaning of religious expe-
riences, even when those experiences are personal. This denotes that this study does not 
describe the essence of religious or mystical experiences, but investigates the (religious) 
significance people with bipolar disorder give to experiences, as they often appear in clin-
ical practice in conjunction with the disorder. The context of this attribution of meaning 
is Dutch society, which is secularized and pluralist, showing, in the current era a transfor-
mation from organized religion to new forms of spirituality. The emphasis is on individ-
ual spiritual growth and on personal experience. Within these new forms of spirituality, 
notions about health and illness are also visible: concepts such as ‘healing’, ‘health’ and 
‘spiritual growth’ are regularly associated with each other.

The new forms of spirituality that are currently developing can be noticed in recent 
religious sociological research (following the example of sociologist Ernst Troeltsch), as 
belonging to the mystical type of religion. This is an ideal type of religion that makes an 
appeal to the revelatory power expressed within the religious experience itself. In this 
type of religion, the authority of religious traditions and institutions is rejected and the 
emphasis is placed on individual spiritual growth. This study follows the above line of 
thinking. The term ‘spirituality’ falls theoretically under the broader concept of ‘religion’, 
as one of the sociological forms of religion. Participants in this study will give the con-
cepts their own colouring, depending on their own cultural and religious background.
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Bipolar disorder according to the DSM-5 (APA 2013)
In bipolar disorder, manic or hypomanic episodes and depressive episodes alternate, with 
symptom-free	periods	in	between,	in	a	recurring	rhythm	over	time.	Type	I	and	II	are	the	
two most important variants of bipolar disorder. Type I also presents with manic episodes, 
which can have psychotic characteristics. Mania involves more functional limitations in 
social life than does hypomania, a characteristic of type II bipolar disorder. A manic ep-
isode can lead to hospitalization, while this is not the case with hypomania. Nonetheless, 
type I bipolar disorder is no longer seen as the milder form of the disease, because type II 
causes as great a disease burden as type I, especially in depression (APA, 2013). 

Psychotic features can occur in both mania and depression. The term ‘religious delu-
sions’, which is used more often in psychiatric studies than the term ‘religious experiences’, 
is the subject of discussion in the psychiatric literature. The question of whether it is possi-
ble to make a clear distinction between ‘healthy’ and ‘pathological’ religious experiences is 
controversial in psychiatry. Authors who deal with this issue posit criteria for a distinction 
between the two. Others criticize the unclear use of the concept of ‘religious delusion’. The 
literature provides little guidance for this study, because the very few studies on religious 
delusions and bipolar disorder do not give unequivocal results, nor do the studies on the 
role of religious experiences in bipolar disorder.

Research design
The study has a mixed methods design that consists of a qualitative and a quantitative 
component. It was decided to use qualitative research – interviews – to focus on the inter-
pretation of personal experiences of people with bipolar disorder. This is a field of scien-
tific research that has not been studied sufficiently. The quantitative component – a ques-
tionnaire – has been applied to explore the prevalence of religious experiences and their 
corresponding explanatory models. Knowledge about the scope of religious experiences 
in clinical practice contributes to the relevance of the research. Both partial studies were 
conducted among people with bipolar disorder who were stable enough to participate.
First,	ten	in-depth	interviews	were	conducted	by	the	researcher,	(hospital	chaplain)	to-

gether with a psychiatrist in training, with stable patients from Altrecht GGz. The qualita-
tive research questions were then explored: how the different religious experiences during 
illness	episodes	were	regarded;	what	the	explanatory	models	for	these	experiences	after-
wards were and finally, what the expectations were that participants had of the treatment 
with regard to the subject (chapter 2). Subsequently, the researched group was expanded to 
include participants from both inside and outside Altrecht, with more variation in back-
ground, philosophy of life and duration of the disease. The research results regarding the 
religious experiences and the explanatory models for them are described separately in two 
articles	(chapters	3	and	5).	In	this	more	extensive	sample,	inquiries	were	also	made	about	
religious experiences during stable periods (chapter 3). Literature research was done prior 
to the study. The qualitative part of the study uses the following research methods: field 
exploration (Plus Minus patient association, meetings, conferences, relevant sites on the 
internet)	and	34	interviews	of	one	and	a	half	à	two	hours	by	the	researcher	(hospital	chap-
lain) and a psychiatrist in training. 
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The first research design primarily aimed to explore the prevalence of different types of 
religious experiences and the explanatory models for these experiences. A large number 
of the interviewees interpreted their experiences as being both religious and pathologi-
cal. During the compilation of the questionnaire, after analysis of these qualitative data, 
a number of research questions were added to the initial design of associations between 
experiences and interpretations on the one hand and clinical and religious variables on 
the other (chapters 4 and 6). For the quantitative part of the study use was made of a 
questionnaire developed on the basis of qualitative results. For measuring religiosity, ex-
isting measures were used, which can be found in chapters 4 and 6. Around 200 patients 
from the specialist Treatment Centre for Bipolar Disorders in Altrecht participated in the 
questionnaire study.

The research questions of the study as a whole are divided into four clusters of ques-
tions, namely: ‘religious experiences’, ‘explanatory models of these experiences’, ‘lasting 
influence from the perspective of participants’ and ‘communication and treatment expec-
tations’ (Chapter 1).

Results and conclusions
In Chapter 7 the most important results of the study are described. First, the two sam-
ples	were	compared	in	terms	of	their	characteristics.	The	results	of	both	sub-studies	were	
then compared for the four research groups identified: ‘religious experiences’, ‘explanatory 
models of these experiences’, ‘lasting influence from the perspective of participants’ and 
‘communication and treatment expectations’.

A comparison of the qualitative and quantitative research groups showed that both 
groups have a greater religious involvement than average in Dutch society, especially in 
new forms of spirituality. More than 60% of the quantitative research group see themselves 
as ‘religious and spiritual’ or ‘exclusively spiritual’. The percentage of these two groups to-
gether in the general population is 31%. A possible explanation for this is that after a manic 
episode in which a person has undergone religious experiences, the religious search has 
led to more religious and spiritual involvement, especially in the field of new spirituality.

Religious experiences
Religious experiences occurred chiefly during mania, as was apparent from both compo-
nents of the study. Experiences of horizontal transcendence were most common. These 
are experiences of transcendence that do not refer to a divine reality, above or outside of 
human reality, but, for example, to the interpersonal, or to a depth dimension of reality. 
Other experiences, such as the presence of God or unity experiences (mystical experienc-
es) were in the middle group in terms of frequency. Less often did experiences occur that 
mostly resemble psychiatric categories, such as the feeling of being an important religious 
person (delusion of grandeur) and having visions and hearing voices (visual and auditory 
hallucinations). 

The content of many of the experiences in this study does not differ from descriptions 
of religious experiences in the psychology of religion and sociology and is part of the 
religious idiom of a modern Western society. Experiences that may be an expression of 
the delusions of grandeur form a separate category, because participants in the study saw 
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them as the least important of those of lasting impact on their lives. It is also striking that 
people with bipolar disorder in this study tend to call experiences that are interwoven with 
mania religious experiences, more than the experiences in daily life when they are stable. 
During a bout of depression, religious experiences and religiosity in general were remark-
ably absent or pronounced negative in character.

Explanatory models
In the qualitative interviews people reflected on the influence that religious experiences 
had on their lives. They also reflected on the influence the disease had on their religious 
experiences. For example, positive aspects of the experiences, such as spiritual growth, 
new insights, or an intense sense of belonging were weighed against the negative aspects 
of the experiences – for example, excessive preoccupation with the experiences, magical 
thinking or a derailment of the experience in a state of anxiety involving loss of the self. 
According to the participants, these negative aspects belonged more to bipolar disorder. 

This important finding, namely, that medical and religious explanatory models are in-
tertwined in the interpretation process of religious experiences, returns less strongly in 
the questionnaire study. It appeared that 42% had such a ‘both religious and pathological’ 
explanation	model	for	the	experiences;	46%	regarded	the	experiences	as	part	of	his	or	her	
spiritual	development	and	15%	as	exclusively	associated	with	the	illness.	The	questionnaire	
study also showed that the experiences were more common during manic episodes than 
in other episodes and that they were more common in people with type I bipolar disor-
der than in type II bipolar disorder. At the same time, it appeared that the more religious 
the participants were, the more often they reported religious experiences. The ‘spiritual 
growth’ model also appeared to be more common among the more religious participants. 
They considered their experiences less pathological and were less inclined to avoid them. 
The experiences were therefore related to both the illness and to the religiosity of partici-
pants. Doubt about the interpretation was an important theme in both parts of the study 
and often related to depressive episodes in the interviews. 

In the study, the assessment process turned out to be primarily an intrapersonal pro-
cess. Participants had their own religious explanatory models for their experiences. These 
personal interpretations were sometimes at odds with the medical explanation model as 
expounded	 by	 practitioners	 and	 those	 in	 psycho-education.	 In	 the	 study,	 religious	 ex-
planatory models appeared to be derived from, among other things, interpretations from 
alternative medicine, Jungian and Transpersonal Psychology, Psychosynthesis or mystical 
theology.

Permanent influence of experiences according to participants
Just over half of the participants in the questionnaire survey found that their religious ex-
periences had changed their lives in a positive way. The survey questionnaire also showed 
that some of the participants felt that all of the experiences had an enduring impact on 
their lives but that other patients felt that the episodes had no lasting impact. The extent 
to which a lasting influence was ascribed to the experiences varied by the type. For ex-
ample,	 experiences	 that	had	provided	participants	with	 long-term	 insight	–	 a	 changed	
view of themselves and reality – were more often given a ‘lasting influence’ stamp than 
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the experience of ‘being an important religious person’, the latter perhaps indicating a de-
lusion of grandeur. The transient nature of religious experiences is not specific to bipolar 
disorder;	religious	sociological	research	shows	that	religious	experiences	do	not	have	an	
enduring significance for everyone. 

That someone ascribes ‘lasting influence’ to religious experiences has to do with a lengthy 
interpretation process over the years. The qualitative research has shown that the way peo-
ple interpret experiences depends on the illness episode in which they found themselves. 
Earlier explanations were often called into question during a period of depression. People 
who had been diagnosed a long time before had sometimes developed a more balanced 
attitude towards their experiences, emphasizing other aspects of religiosity. Religious 
background, being part of a spiritual tradition or community, but also dealing better with 
bipolar disorder were of influence. For some, the discrepancy between ‘manic’ religious 
experiences and ordinary daily life remained great and would evoke an inner conflict.

Communication and treatment expectations
In their contact with others it appeared that interviewees had a definite need for their ex-
periences to be recognised and accepted by those regarded as discussion partners, whether 
they were family members or professionals from the GGz. On the other hand, they also 
needed a critical sounding board to be able to evaluate the significance of the experiences, 
which were mostly shared with family and friends (71%), then with GGz professionals 
(48%). The survey questionnaire showed 14% shared the experiences with clergymen, in-
cluding the spiritual caregivers of the institution. Any criticism of the attitude of mental 
health professionals was usually not specific to the context of bipolar disorder. What the 
patients did miss was some attention being given to religiosity in the treatment and it was 
found that religious experiences were regularly reduced to pathology.

Another point of criticism was that the focus in treatment was placed more on daily 
functioning than on the perception of the patient and that the content of the psychoses 
was	not	discussed.	The	use	of	a	non-holistic,	fragmented	approach	to	the	patient,	in	which	
the practitioners within each discipline (psychiatrist, psychologist, spv’er or case manag-
er, hospital chaplain) confined themselves to their own field, was mentioned as a failure 
in the treatment. In the contact with hospital chaplains, room to explore the meaning 
of the experiences was appreciated, both in individual conversations and in groups. Of 
the outpatients who participated in the questionnaire survey, fewer than ten percent had 
discussed religious experiences with a hospital chaplain. The questionnaire study showed 
that half of the patients consider religiosity as a topic in treatment and more than half of 
the patients with religious experiences want to discuss these experiences in treatment.

Discussion and Recommendations
This study has shown that different explanatory models are used for religious experiences 
in the group studied, and that these explanatory models are often intertwined. Reflection 
on religious experiences occurs both in interpersonal communication (between patients, 
their friends and family, mental health professionals, fellow patients and clergymen) and 
in intrapersonal communication (as a result of mood swings, course of disease and psy-
cho-education,	and	is	partly	determined	by	religious	background	and	the	quest	for	the	
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religious significance of these experiences). The search for the (permanent) meaning of 
religious experiences is, from time to time, confusing, entails doubts and is at least a chal-
lenge for people with bipolar disorder.

An interdisciplinary approach to the phenomenon of religious experiences in the treat-
ment of people with bipolar disorder is recommended. More attention could be paid to 
the subject in those patients who would prefer it. During treatment, the medical model 
and the personal interpretation model of patients could be evaluated and combined. In 
consultation with the patient, whatever permanently supports the recovery process with-
in the context of faith or spirituality could be sought. This appears to be a more fruitful 
approach than setting a strict distinction between ‘healthy’ and ‘pathological’ religious 
experiences and would, if patients are stable, require more consistent attention to this 
approach. 

Taking into consideration what could be offered in addition to individual therapy, an 
e-health	module	on	the	subject	and	group	therapy	with	counsellors	who	have	both	psy-
chiatric and religious expertise can be helpful. Hospital chaplains, with their philosophical 
and religious expertise, could contribute to this interdisciplinary approach at design and 
implementation level. It would also be desirable to use the knowledge of those people who 
have had the disorder for a long time and have found a balanced approach to these experi-
ences. At the policy level, it is desirable to consider the integration of patient expectations 
and needs in the field of religiosity and purpose – for example in the treatment guideline 
for bipolar disorder.

Bearing in mind future scientific research, an interdisciplinary approach may also be 
worthwhile. For psychiatry as a science, scientific knowledge about the effects of inter-
ventions on symptoms remains important. At the same time, the Recovery Movement 
indicates that quality of life is not just about symptom reduction. Therefore, quality of life 
studies that integrate themes from the Recovery Movement into outcome measures are 
also needed (Murray & Michalak, 2012). These include themes such as personal control 
and empowerment, lived experience, the significance of illness and recovery for the sake 
of one’s own identity, of connectedness with others and of hope (Leamy et al. 2011).

This last theme of course does not only apply to bipolar disorder. When it comes to re-
ligious experiences related to this disease, more longitudinal research into interpretation 
processes is desirable. A comparison of the results of this study with religious experiences 
and explanatory models of people with psychotic disorders could perhaps be another re-
search theme for the future. 

In conclusion, a mixed methods design, involving qualitative and quantitative research 
methods and both psychiatric and humanities knowledge, provides a better understand-
ing of such a complex subject as religious experience within the context of mental health 
care.
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