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Chapter 1

General introduction
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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

1.1 Background
This study originates from clinical experience in hospital chaplaincy. It has the challenging
and complex issue of interpreting religious experiences1 from the perspective of individuals 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 first 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. These 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). The discrepancy between a medical explanatory 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. The aim of this study is to
disentangle this Gordian knot of understanding and misunderstanding of religious experiences in bipolar disorder.
Interpreting religious experiences that may be related to bipolar disorder is a challenging endeavor. The 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 & Redfield, 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 implications 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, including both religious and spiritual experiences from the perspective of participants. Theoretical 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. This 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. This will depend partly on the extent to which the scientific 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 philosophical or theological presumptions about the nature of reality and personhood and about the
destiny of mankind. Religious anthropology may differ 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.
This second perspective, the theological reflection 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 theological reflection. Theological reflection on the results of the study will be addressed
shortly in chapter 5 and in chapter 7, the general discussion.
The issue of valuing religious experiences in the context of psychiatry is in the first place
an important issue for patients themselves (Cook, 2013; 2016, Dein, Cook, Powell, & Eagger, 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 models are not easily reconciled with narrative, interpretative approaches that are theoretically
based on social constructionism. However, insights in the field of transcultural psychiatry and the influence of the recovery movement facilitate discussions within psychiatry
about normative aspects of psychiatric practice and the theoretical concepts underpinning 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). The emancipation of persons with mental disorders
has led to several interactive networks that contribute to knowledge and exchange of experiences 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.
The way hospital chaplains work closely matches with a recovery approach. Hospital
chaplains take the patients’ life story as a starting point for reflection on the significance of
psychiatric illness on people’s lives. In this process of biographical reflection, the worth of
every human being despite recurring suffering is stressed and the shared vulnerability of
all human beings (Antony 1993), including the chaplain, is implied.
The focus of hospital chaplaincy on narratives in which the significance 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.spiritualemergence.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 influenced 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 metaphor for his pastoral care approach. The 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 experiences 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).
The modern secularized and religiously pluralistic context of public mental health care
in Western Europe is the context in which this hermeneutical process takes place. The
‘lived’ religiosity or spirituality (Luther, 1992) of persons with bipolar disorder is the departure point of the present study. The quest for the significance of religious experiences
and their enhancing or impairing effects is often not continued with a health care chaplain after the patient’s discharge, owing to the primary focus of spiritual care on inpatient
clinical settings.
Reflection on the meaning and lasting influence of religious experiences that have occurred 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 reflection (Cook, 2016, p.4). The 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 reflect 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. The
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 reflexive interview of about
two hours or to fill out a questionnaire with rather complex questions in a coherent way, without too much
influence of a mood episode. The 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 Disorders Task Force (Tohen et al., 2009), the term ‘stable’ is not mentioned. The term ‘recovery’ refers to a period of
symptomatic remission (a minimum period of two months) in that study. However, ‘recovery’ is differently employed 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 often 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 experiences that occur both during illness episodes and in stable periods and what do they
expect of treatment with regard to such experiences?

1.2 Theoretical 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 various ways illness in a given society is explained. Second, the religious studies approach of
the present study is outlined. The theoretical view on ‘religion’, ‘spirituality’ and ‘religious
experiences’ taken in the present study, is described. Third, psychiatric concepts relevant
to the study of bipolar disorder in its various forms as currently used in psychiatric practice are clarified.

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 explanatory models as formulated by psychiatrist and cultural anthropologist Arthur Kleinman
(1988, 1991). The concept was integrated into medical anthropological theory on culture,
illness and health (Helman, 2001). Kleinman’s approach of interlinking distinctive personal, medical and social/cultural explanatory models of illness is adopted in the current
study. Kleinman defined explanatory models as the notions about an episode of illness
and its treatment of those engaged in the clinical process. Different levels of ‘explanation’
are at stake in this process.
Personal Level
The first 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. They can be seen as cognitive maps, anchored in strong
emotions that are often tacitly held or cannot be expressed, but can strongly influence
the treatment relationship. Explanatory models are responses to urgent life circumstances, more directed to practical action than theoretical explanation. They may refer to the
perception and monitoring of bodily and mental symptoms and the way patients categorize and explain the distress accompanying those symptoms. They 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 suffering,
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
The 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. Kleinman (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 often 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 decision-making in clinical practice nowadays more appropriately includes patients’ needs
than in his time. However, patient-centered care and evidence-based medicine are still
often viewed as conflicting paradigms; both valuable, but poorly integrated into clinical
care (Maassen 2018).
Cultural Level
The 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 mentally ill (Kleinman, 1991), which influence the course of the disorder. This 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. The strength of his theoretical approach is the clarification of the dynamics between the different 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 authors however, describe spiritual healing practices, rooted in popular beliefs, as an alternative healing system to the biomedical approach predominant in health care in Western
societies (Hoffer, 2012; Hoffer & 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 field 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 theory in the exploration and analysis of experiences of people with bipolar disorder, perceived 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. The 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. The medical perspective relates illness experiences predominantly to psychopathology. This may
lead to an expressed or unspoken tension between therapist and patient about treatment
(Mitchell & Romans, 2003, Stroppa & Moreira-Almeida, 2013). Third, 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
The 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 defined
in various ways in the research within the field of psychiatry and psychology (Hackney, 2010; Hood, Hill, & Spilka 2009). The 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 Schleiermacher, 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. The emphasis in the academic discipline of religious studies shifted in the second half of the 20th
century from the phenomenological study of the essential characteristics of religions –
often 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 (Kippenberg & 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 (Kippenberg & Von Stuckrad, 2003, p. 33) stressing that words only obtain their meaning
by using them in a certain context. Their 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. Therefore,
the way religious experiences are described and narrated is an integral part of the experience 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). Therefore, 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 scientific research
to a limited degree. It is more appropriate to use the term religious experiences in the
plural, reflecting the multiple ways in which the phenomenon appears and is interpreted.
Religion and Spirituality
Several authors have pointed to changing definitions of the concepts of ‘spirituality’ and
‘religion’ in the psychology of religion and in empirical (mental) health studies. This
scholarly discussion is important for the present study, because it is conducted in a highly
secularized country. The definitional discussion reflects the transformation religion goes
through in Western societies and the changing self-understanding of individuals as religious or spiritual. In health research a tendency is present to reduce ‘religion’ to a fixed
belief-system within religious institutions and expand the understanding of ‘spirituality’
to the quest for happiness, well-being or self-fulfillment of both religious and secular individuals (Hill & Pargament, 2003; Koenig, 2008; Westerink 2012). This way of defining the
two concepts as opposite each other may reflect an emerging view on religion and spirituality 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 disappear 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 The Bielefeld-based cross-cultural Study on “Spirituality” is followed. These
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’. The 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 experience” (Troeltsch, cited by Streib & Hood, p. 8, 2016b), can exist within institutionalized religion 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 religious 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 influenced the discussion about religious experiences for
decennia with his interest in the extraordinary religious experiences of geniuses. Contemporary researchers in the field 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 first 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 influences on those beliefs.
Why is this line of analysis important for the present study? Troeltsch’s view on religion
reflects the tendency in modernity towards experience-related religion both within and
outside the churches and is therefore relevant for the understanding of contemporary religious 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 outside the churches, for which the term ‘new spirituality’ (Berghuijs, Pieper, & Bakker, 2013;
De Hart 2011) will be used. Theoretically, the concepts ‘religion’, religiosity’, ‘faith’ ‘spirituality’ and ‘mysticism’ are understood as belonging to the same family although they may
reflect different sociological forms and will be used in various ways by participants in the
pluralistic religious culture in which this study is conducted.
Self-Definition 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 employed, in which both qualitative and quantitative research methods were included. For
the quantitative component of the study, an approach based on the self-definition of persons 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). The self-definition 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 profiles (De Hart, 2011, 2014), social engagement (Berghuijs, 2016) and other 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 transformation (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 spirituality 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.
This indicates that a substantial part of the population does not view religion or faith as
opposed to spirituality. The apparent pluralism in religious and spiritual orientations in
contemporary society will probably be reflected in the samples of the current study as well.
Dutch sociological research therefore serves to put the findings 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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The religious or spiritual self-definition approach is sometimes combined with qualitative research that describes ‘lived’ religiosity and thus gives color to the various religious/
spiritual profiles of people within contemporary society (Bernts & Berghuijs, 2016; Possamai, 2005; Streib & Hood, 2016). The individual particularities in the interpreting process of religious experiences and the way bipolar disorder is involved cannot be explored
by quantitative methods alone, especially in an understudied field such as bipolar disorder and religion. The main body of research in the present study consists therefore of
in-depth-interviews to explore this interpreting process in detail. The quantitative component of the study builds upon the results of this qualitative exploration. Similar research
projects exploring religious aspects in relation to severe mental illness, especially psychotic 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. This 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 The 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. This category is situated
between the diagnoses ‘schizophrenia spectrum and other psychotic disorders’ and ‘depressive 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 features: 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 persistently elevated, expansive, or irritable mood, together with increased activity or energy.
This change of mood and energy is accompanied by feelings of inflated self-esteem or
grandiosity, decreased need for sleep, abnormal talkativeness or pressure to persistent talk,
flight of ideas, distractibility, and a strong drive for excessive action with often painful consequences. 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 hypomania does. Mania progresses through various stages from elation and irritability that
increase in severity to culmination in full psychotic disorganization, with much individual variation. In bipolar II disorder, hypomanic and depressive states alternate, whereby
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hypomania is described as the first stage of mania, not developing any further (Goodwin
& Jamison, 2007). The distinction between hypomania and mania pertains to differences 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). They are characterized by
a persistent depressive mood, or diminished interest in normal activity, accompanied by
significant 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 differences 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 often 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
specifier’ feature, “allowing ‘mixed’ to be used when subsyndromal depressive or manic/
hypomanic symptoms are present in the alternate (opposite eo) syndromal episodes” (Ostacher, 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-affective illness of the bipolar type, are located at the borders of the bipolar spectrum. Cyclothymia is characterized by chronic, fluctuating mood disturbance for at least two years. The 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-affective 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
The concepts ‘delusion’ and ‘hallucination’ are psychiatric categories. However, the question 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.
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Both in mania and in depression, psychotic features may be present. Approximately twothirds of the patients with bipolar disorder (range 47 – 90%) experiences at least one psychotic symptom in their illness history (Goodwin & Jamison, 2007). The concepts ‘hallucinations’ and ‘delusions’ have to do with reality testing. In DSM-5 they are dealt with
under the chapter Schizophrenia Spectrum disorders.
Hallucinations are defined as “perception-like experiences that occur without an external stimulus. They 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 according to the different sensory systems, but auditory hallucinations, or ‘hearing voices’
represent the most significant type of ‘false’ perception in phenomenological psychopathology (Oyebode, 2018). The term ‘false’ is criticized by authors who stress the cultural
influence 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%. These percentages are higher than the 20% reported by
Goodwin and Jamison (2007, p 59.) who reviewed several more studies over a 40 year period. Hallucinations are a sign of the graver states in both mania and depression. In mania,
hallucinations often have an ecstatic and religious character and are of short duration
(Goodwin & Jamison, 2007).
Delusions are defined as “fixed beliefs that are not amenable to change in light of conflicting evidence” in DSM-5 (APA, 2013, p. 87). The 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 counterargument’ 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 different contents and the content is called ‘bizarre’ “if they are clearly implausible and not understandable to same-culture peers and do
not derive from ordinary life experiences” (APA, 2013, p.87). The 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 understandable when clinicians have enough in-depth knowledge about patients at their disposal
(Oyebode, 2018).
Delusions are categorized in different types, of which religious delusions represent one,
according to Oyebode (2018), although it is not clearly defined in this textbook on descriptive psychopathology. For research purposes this is problematic, because categories
can overlap (Cook 2015). For example, grandiose or persecutory delusions may have religious features as well. Noort, Beekman, Van Gool, and Braam (2018) found that religious
delusions often co-occur with other types of delusions in schizophrenia and psychotic depression in older adults. They argue that religious delusions may be regarded as “a denominator 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%), persecutory (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 often grandiose, expansive and religious, and not infrequently
paranoid.
The 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 definition on the concepts of religious hallucinations and delusions. In empirical research they are often not clearly defined and the distinction with ‘normal’ religiosity 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 difficult.

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. They originate in psychiatry as a medical discipline and
are usually focused on relations between religiousness and health outcomes. They investigate 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), measures 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 differences in explanatory models of bipolar disorder between professionals and patients can impair treatment.
Only three studies were identified that explicitly address religious experiences and bipolar 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 compared to a healthy control group or the general population. However, the religious context (the USA, high odds of religious affiliation and involvement), was different from the
context of the present study (the Netherlands, a secularized country with lower degrees
of religious affiliation 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
The 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. The scientific
relevance of the study is that it contributes to knowledge in an under-studied research field.
The 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. The 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.
The central research question of the current study is:
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 treatment with regard to such experiences?
Four clusters of sub-questions were posed, addressing: 1. Religious experiences (RE), 2. Interpretation or Explanatory Models (EMs) of these experiences, 3. The perceived Lasting
Influence of Religious Experiences (LIRE) and 4. Communication.
1) Religious experiences, description and frequencies
1a. Which religious or spiritual experiences occurring during different illness episodes of
bipolar disorder do persons with this diagnosis report in retrospect when they are stable? Do these experiences differ 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 different
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 different types of explanation of religious experiences
in a Dutch outpatient sample of bipolar disorder?
2c. How are religious experiences related to different 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 influence
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 influence of such experiences?
3b. What is the prevalence of the perceived lasting influence of each of the experiences
and how do the participants themselves evaluate the general influence of the experiences on their overall lives?
3c. How is the perceived lasting influence 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 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 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?
The questions of the four clusters were answered with the use of qualitative and quantitative methods. Two samples were used in this study of which details can be found in the
next section. The relationship between the clusters of research questions, the methods
used and the chapters in which the findings are reported are depicted in the figure 1.1. The
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 The qualitative component of the study
The 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. They were conducted by the researcher (hospital chaplain) together with a psychiatrist trainee. Details
about the recruitment procedure can be found in chapter 2. The focus of the interviews
was on religious experiences during illness episodes and the interpretation of them. The
widest potential variety of experiences perceived as religious or spiritual by persons with
bipolar disorder was included. The analysis was conducted according to Interpretative
Phenomenological Analysis (Biggerstaff & Thompson, 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 contacted. They were both peer support workers and advised the researcher on the qualitative
study. The number of participants was extended to 35, with more variation in religious
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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

background, age and duration of the illness. Because recruitment procedures via mental 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 conference 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 commenced. 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 pertained 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
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aspects and that communication about the experiences was an important theme in the
interpreting process. Therefore, several other sub-questions were added for the quantitative analysis, as a way to further explore this two-sided explanatory model of religious
experiences and to examine with whom participants communicated about these experiences. 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.
The participants had different levels of education as to also enable participants who are less
health-literate to be able to fill in the questionnaire. The complete questionnaire is added
as a separate appendix to the dissertation.

1.5 Outline of the thesis
The outline of the thesis is as follows (see also figure 1.1):
Chapter 2 presents the qualitative pilot study for this project. It gives an answer to the research 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 different types of religious experiences and
the prevalence of their perceived lasting influence 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). Third, relations between
the perceived lasting influence 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 influence the interpretation 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, specific attention is paid to communication about religiousness and religious experiences within mental health care and treatment expectations (research question 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). Furthermore, in this chapter, the frequencies of communication patterns and treatment expectations 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.
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