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Abstract

:

This article argues how the clinical psychology of religion can support mental health and mental health care. The starting point is an ecological–existential approach to mental health, that stresses the interactions between person and environment, with an emphasis on the existential dimension of interactions. This approach will be related to religion and spirituality (R/S) and the study of R/S and mental health. To show the added value of an ecological–existential approach, the emotion of shame will be discussed as an illustrative case. Finally, implications for clinical psychology of religion and mental health care will be outlined and a clinical case report will be presented.
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1. Introduction


Mental health is not a private issue. Instead, it is determined by a complex interplay of individual, social and structural stresses and vulnerabilities, as a recent report of the World Health Organization (2022) states. Hence, it is often beyond the control of individuals. An illustration is the COVID-19 pandemic, which has had an impact on the mental well-being of many people, including young ones. Students reported more anxiety and depression, and the most symptoms of mental health problems were reported by schoolchildren and their parents during periods with high levels of restrictions and closed schools (Caring Universities 2022; Creswell et al. 2021; Fegert et al. 2020). The devastating effects of war, starvation, oppression and other crisis situations form another example, with people’s stories speaking of loss, trauma, fear and grief. The damage is greater than the destruction of homes and building or damage to physical health. Feelings of safety and trust in life are destroyed too, as core beliefs about the world are violated, leading to a disruption of meaning making, which undermines mental well-being (Betancourt et al. 2013; Park 2016b, 2022; Park et al. 2016; Snyder et al. 2020). Experiences of damage and destruction, depression and disruption are also reported by psychiatric patients (e.g., Kauffman 2002). Hultberg (1988, p. 118) cited a traumatized woman who said: ‘I feel so ashamed’, which he interprets as: ‘I feel so injured, I have been damaged in my innermost core, my soul has been violated, so that I can hardly live any longer’.



Shame is the illustrative case in the current article on the clinical psychology of religion and mental health. First, an ecological approach to mental health, which stresses the interactions between person and environment, will be described with an emphasis on its existential aspects. This ecological approach will be related to religion and spirituality (R/S) and the study of R/S and mental health. Subsequently, the emotion of shame will be discussed in relation to society and spirituality, in order to show the added value of an ecological–existential approach. Finally, the implications for clinical psychology of religion and mental health care will be outlined and a clinical case report will be presented.




2. An Ecological Approach to Mental Health: Mental Well-Being and Mental Health Problems Arise from Multiple Interactions


We live in a world of complex social, technological and economical networks, a world that is characterized by globalization and digitalization (e.g., Mayer and Vanderheiden 2021). Being part of this complex world requires that we are capable of engaging with and relating to our environment. This environment includes significant and less significant others, organizations, communities, institutions, society and societal developments, ecology and climate, and all the accompanying crises (Bronfenbrenner 1977, 1979; Page and Howard 2010). All these factors affect our mental health. Mental well-being and mental health problems arise from the different interactions we have (Van den Berg et al. 2018), ranging from intrapersonal interactions (bad sleep impacts on your mood, for instance) and interpersonal interactions (bullying may cause anxiety, depression or even suicidality; Swearer and Hymel 2015), to interactions with society, economic systems (Lund et al. 2010) and culture (Zhu et al. 2020). For instance, feelings of shame, guilt and powerlessness of victims of sexual assault increase when social systems do not provide the needed services (Campbell et al. 2009). Furthermore, a philosophy of life which characterizes the cultural climate has an impact on mental well-being. The ideology of neoliberalism, which is dominant in many parts of the Western world, was studied in relation to mental health. This ideology emphasizes that identity depends on successes and achievements, and that people are responsible for their own successes, focusing on ‘winners’ as opposed to ‘losers’ and leaving little room for failure (Adams et al. 2019). Empirical results show that neoliberalism reduces mental well-being and contributes to perfectionism, performance pressure, status anxiety, burn-out, loneliness, narcissistic personalities, and—not least of all—to feelings of shame (Becker et al. 2021; Kaufman 1996; Scharff 2016).



For a long time, mental health problems have been viewed through a medical lens: an individual with symptoms and complaints needs a diagnosis and a therapist—the approach parallels how physical diseases are treated (Clark et al. 2017). However, more pluralistic and person-centered movements have corrected this view, such as the recovery movement (e.g., Leamy et al. 2011). For example, in the Netherlands the redesigning psychiatry initiative, an innovative network for mental health care, opposes an individualistic approach, emphasizing that mental health problems are interactional problems (Van den Berg et al. 2018). Others also underline that recovery is relational in nature (Price-Robertson et al. 2017). Likewise, socio-ecological perspectives based on the work of Bronfenbrenner (1977, 1979) specify the influence of intrapersonal factors, interpersonal processes, institutional factors, community factors and public policy on health (Golden and Earp 2012; McLeroy et al. 1988). However, in scientific and clinical approaches to mental health, the multiple interactions and multidimensional networks in which people are involved are not always—or are often not—taken into account. For example, the hyperreactivity to sensory input of autistic people, or their struggles with flexible switching between scripts or actions are often considered to be their problem, resulting from their disorder, instead of an indicator that interactions between individuals and societal habits, values and expectations are disrupted (cf. Harper and Speed 2012).



For those reasons, an ecological view on mental health and mental well-being is needed, and deserves more attention from scientists, clinicians and policy makers. Reflecting on different levels of interactions and problem-maintaining interactional patterns will contribute to the resilience of individuals, groups and communities. In this context, recovery has to do with adaptation and finding a new equilibrium in changing circumstances, with restoring the balance, and with transformation within the interactional network (Bennett et al. 2018; Schultze-Lutter et al. 2016).



Well-being, recovery and resilience are associated with the capacity to lead a meaningful life, to tell one’s own story and to define one’s own narrative (Kerr et al. 2019; Roe and Davidson 2005; Waters and Fivush 2015). In short, they are associated with the ability to create and find meaning in one’s life (Park 2022), which is linked to existential orientation and existential meaning-making domains (La Cour and Hvidt 2010). At these fundamental domains of existence, we find the ground under our feet, a foundation on which to build our identities, sources of meaning and essential values, templates of narratives and myths, such as religious narratives (Foy et al. 2011; Pargament and Cummings 2010). Therefore, I argue for an ecological–existential view on mental health, which explicitly integrates interactions and interactional patterns with the multiple dimensions and forms of religion and spirituality. Without inclusion of the existential dimension, the socio-ecological view on mental health is not complete (De Haan 2017; Verhagen 2017). As human beings, we are capable of relating to our experiences, to take a reflexive and evaluative stance on these experiences, on ourselves and our situation, which opens up the existential dimension in our lives, with R/S being part of this dimension (De Haan 2017; La Cour and Hvidt 2010). Thus, when we are constantly interacting, we do not only relate to others and the surrounding world, but also to ourselves and to the existential or spiritual domain, or even to God (that is to say, to our representations of God or the divine) (La Cour and Hvidt 2010). These relationships could be represented as an existential quadrant, with our stance on ourselves, others, the world, or life in general (Janoff-Bulman and McPherson Frantz 1997), and God/the divine/the spiritual domain as four constantly interacting vertices (see Figure 1).



As reflection on all four vertices implies issues of ultimate concern (e.g., ‘Who am I? Is there a place for me in this world? What is the purpose of my life?’), all elements of the depicted quadrant are existential in nature. Within the proposed ecological–existential view on mental health, they are reciprocally related to all elements of the ecological model, and mutually interacting. Thus, in contrast to the biopsychosocial–spiritual model, which discerns various levels of functioning, the proposed ecological–existential view on mental health takes its starting point in one complex person–world network, with more emphasis on dynamic interactions (cf. (De Haan 2017)).



As the relationship to God/the divine or the spiritual domain is an element of the ecological–existential network (La Cour and Hvidt 2010), the clinical psychology of religion is a relevant field in the study of R/S and mental health (Van Uden and Pieper 2003). From an ecological–existential perspective, researchers who investigate R/S and mental health should not focus on diagnostic categories or on monolithic conceptualizations of religion or spirituality, as these are restricting in nature. Instead, dimensions of mental health should be examined in relation to dimensions of R/S. There are already interesting studies with a focus on dimensions (e.g., Jongkind et al. 2019; Lassiter et al. 2019). However, too often R/S is reduced to religious denomination or religious behavior such as religious attendance; thus, existential meaning-making is poorly included in this context (cf. Braam and Koenig 2019). Moreover, starting from a network theory of mental disorders (Kendler et al. 2011), dynamic patterns and interactions between these various dimensions are of primary interest. Methodologically speaking, this means the application of network models and of methods such as EMA (Ecological Momentary Assessment) or ESM (Experience Sampling Methods) (Verhagen et al. 2022). In this context there are some studies published in the field of the psychology of religion and related domains. For example, Wilt et al. (2021) used ESM to study interactions of religious/spiritual struggles and aspects of mental health, and Van Ments et al. (2022) developed an integrative adaptive network model for formation and use of a mental God-model. However, clinical psychology of religion seems to be lagging in this area. We know that associations which are found among a general population need not to be the same among psychiatric samples (e.g., Braam and Koenig 2019). Therefore, studies are needed which map the interactional patterns mentioned in the context of psychopathology. To illustrate what this ecological–existential view on mental health and R/S yields and means in concrete terms, we will discuss the emotion of shame.




3. An Ecological–Existential View on Shame: Interactional Emotion and Existential Feeling


Shame is not only a painful emotion, but also a self-conscious, social and existential emotion, as it results from and functions within interactional and self-evaluative patterns (Ratcliffe 2009; Zhu et al. 2020). Involuntary physical reactions, such as blushing, show that shame is an embodied emotion. Mind and body make contact through continuously interacting subsystems, including the autonomic nervous system (Colombetti and Thompson 2008; Scherer 2000). Furthermore, there is the interaction between body and culture. On a cultural level, shame is related to sexuality and being naked (Groot 2014; Henriksen and Mesel 2021, p. 137ff); in the Judeo-Christian tradition, Adam and Eve feel ashamed when they discover that they are naked.



As an interpersonal or relational emotion, shame also results from interactions between individual and environment (De Young 2015). Shame is the way in which one relates to the other’s gaze, the philosopher Jean Paul Sartre ([1943] 2021) states. This implies that shame is related to anxiety and the fear of being seen, judged and abandoned (De Young 2015; Gilligan 2003). Often this anxiety has its origins in (early) interpersonal interactions involving criticism, rejection, punishment or neglect (Claesson and Sohlberg 2002; Young et al. 2003). Consequently, the individual feels the urge to hide and to disappear.



The psychotherapist David Malan (1979) has emphasized the inner conflicts that are inherent in shame. Shame is related to hidden needs and desires or even forbidden impulses (interactions on a psychological level), and this results in defensive behavior, to protect the self from pain and anxiety. For example, Jill, the woman whose case report will be presented at the end of the current article, had parents who were neither sensitive nor attuned to her needs. She still longs to be loved and to be valued, but she is locked up in anxiety for rejection, anxiety for being not good enough to be loved. Therefore she rejects her needs and longings and judges them as infantile, which results in self-condemnation and shame and withdrawal in behavior. Thus, shame is not only related to fear of disconnection and abandonment, but also goes hand in hand with self-judgment, which implies that shame is related to aggression as well (Gilligan 2003; Knabb 2018).



Feelings of shame often have a persistent and accumulative nature (Zhu et al. 2020). For example, years after experiencing the original sexual trauma, survivors regularly report high levels of abuse-related shame (Feiring and Taska 2005).Moreover, interactions of the past may contribute to shame in the present in a more indirect way. Because interactional patterns during (early) development are internalized and represented in internal working models and schemas, they affect interactions in the here and now, both between and within persons, and between individual and society (Bretherton and Munholland 2008; Young et al. 2003). They are even repeated in current interactions, and also in the therapist’s room (Malan 1979). Empirical research shows how childhood maltreatment in terms of neglect was associated with increased shame-withdraw via mental schemas characterized by incompetence (Mojallal et al. 2021). This explains why shame may become chronic and may take over one’s whole identity, resulting in the belief ‘that one’s being is flawed, that one is defective as a human being’ (Bradshaw 1988, p. vii). In this context, shame is a toxic emotion, felt in the core of one’s being, and the painful inner conflicts concerning shame may take on all-consuming proportions, finding expression in feelings of helplessness and powerlessness, as the person feels unable to cope with what life is asking of her or him (Pattison 2000; Sanderson 2015). By implication, chronic shame in current interactions is often a symptom of relational trauma rooted in insecure interactional patterns in childhood with disrupted attachment with primary caregivers (De Young 2015).



As a social and moral emotion, shame is related to societal norms, scripts and expectations, and to cultural values (Henriksen and Mesel 2021; Park 2016a). Cultural differences on the place of shame within social life can be observed (Zhu et al. 2020; cf. the (problematized but still used) distinction between shame cultures and guilt cultures; Benedict 1946). On a societal level, shame often fulfills a moral function. Think of expressions such as ‘You ought to be ashamed of yourself’, which contribute to processes of socialization. In this way, shame is instrumentally used for other purposes. Sometimes, this instrumental use has devastating effects, such as in cases of stigmatizing social discourses or public shaming, which is more present than ever due to social media (Leeming and Boyle 2004). Therefore, some authors speak of ‘shame nations’ in relation to a global epidemic of online hate (Scheff and Schorr 2017). They argue that we live in a culture of shame, with shame being taboo on the one hand (as everything is on display for the world to see), yet ubiquitous on the other (Scheff 2014). Society communicates specific expectations and promotes an ideal self, often with an economic interpretation in terms of achievements, level of wealth, job performance, success, et cetera. When these expectations are too high, when an individual perceives not only a distance to the ideal self that is promoted in society but also a closeness to an undesired self, then the result is shame, with all its consequences for mental health and social functioning (Henriksen and Mesel 2021; Zahavi 2014). As many studies cited above have demonstrated the impact of society on our well-being, including its existential aspects, we should take into account this impact more when we study existential issues such as identity and meaning-making capacities. When societal structures and networks impede the freedom that people have to tell their own story and undermine their identity, or when people are crushed by societal or political systems, they often experience not only financial losses and relational losses, but also losses in terms of human dignity, agency, autonomy and in terms of future possibilities. By implication, they feel helpless and powerless, but also ashamed (cf. World Health Organization and Calouste Gulbenkian Foundation 2014).



The multiple interactions that are involved in shame are not restricted to the elements that are mentioned above. Moreover, the interactive patterns on the physical, psychological, social and cultural level of shame are dynamically related. For instance, the interactions between shame and body are also influenced by societal images and expectations (Bessenoff and Snow 2006; Dolezal 2015). Within this dynamical interactive constellation, religion and spirituality (R/S), i.e., the existential domain, also plays a part (Park 2016a). R/S are not independent factors, but work on the psychological, social, political and cultural factors that are active in the network of interactions. In addition, R/S are multidimensional themselves, incorporating imagery, symbols, beliefs, practice, communities, et cetera. For instance, religious narratives and imagery about Adam and Eve may be interwoven with the interaction between body and culture, as mentioned above. Furthermore, the moral dimension of religion and of spiritual values affect the interactions between individual and society. Religious norms and spiritual values are associated with the ideal self, with whom someone wants to be and who s/he feels that s/he should be, which has a normative and a self-transcendent aspect as well as identity-formatting aspects (Henriksen and Mesel 2021). In this context, R/S can function in both a shame-eliciting or shame-enhancing as well as in a shame-reducing way. R/S may offer means to overcome shame by providing resources for self-experience and participation in a community that diminish feelings of shame. For example, when religions acknowledge the imperfect status of humans in relation to human dignity, and state that perfection is an implausible and inappropriate goal for a human being, they contribute to a realistic understanding of the ambiguities of the human condition that can hinder the development of shame (Nussbaum 2004; Ryan 2017).



In line with the notion that shame expresses the way in which one relates to the other’s gaze and embodies the experience that one cannot hide oneself from the judgment of the other who sees right through you, spiritual values, providing normative ‘standards of goodness’ (Vu and Burton 2022) could function as a mirror and a specific form of ‘the other’s gaze’, eliciting or enhancing feelings of shame. The same applies to religion, as people’s experience of the gaze of an omnipresent, all-knowing God who judges people in accordance with his standards of perfection may produce or enhance feelings of shame (Henriksen and Mesel 2021). A recent empirical study in the Netherlands provides a concrete illustration of this mechanism. Adolescents belonging to a strict Reformed denomination reported feelings of not being good enough; fears of failing because they could never meet God’s high standards. These feelings not only resulted in chronic shame in relation to God, but also in relation to oneself and to others (De Bruin-Wassinkmaat et al. 2021), which shows that the four vertices of the existential quadrant should not and could not be seen apart, but as constantly interacting factors. In this context, Henriksen and Mesel (2021) emphasize that the connection with the R/S domain is often mediated by practices in which others are involved, pointing to the interactions between psychological, social, cultural and existential dimensions; how R/S works on shame in the context of personal identity and everyday life depends on psychological conditions, psycho-social development, social and cultural practices, and many other factors that are part of the ecological–existential network.



The chronic shame of the strict Reformed adolescents refers to the distinction between shame ‘on the skin’ and ‘deep shame’ (Hultberg 1988). The latter is experienced so intensely, that people just want the ground to swallow them. It refers to shame as an existential feeling or existential mode, which shapes how someone experiences and orients towards the world as a possibility space (Ratcliffe 2009). As such, it affects how one relates to oneself, reflects on interactions with others and society, and constructs the narrative of one’s own identity in relation to others, the world and God/the divine. Shame as an existential feeling implies ‘a lack of connectedness to the world, an absence of warming familiarity, of significance, of belonging’ (Ratcliffe 2009, p. 180). As such, it involves anxiety of being excluded from one’s own community and from human society, which (in the context of ecological networks with all the psychological, social and religious/spiritual dimensions) interacts with anxiety about mental disintegration, as the experience of being separated and disconnected may lead to the experience that one’s very existence is at risk, as it is impossible to survive on one’s own. Thus, fear of total abandonment, of not having a place in this world, may result in fear of psychic extinction and mental disintegration and vice versa (Hultberg 1988, p. 116; Morrison 1989).



From this existential perspective, it is hardly surprising that shame is related to multiple forms of psychopathology (Kaufman 1996). For instance, addiction could be viewed as a flight from shame (Cook 1991; Rahim and Patton 2015); the ‘shame spiral of addiction’ refers to a pattern of substance use to escape or avoid negative self-conscious emotions such as shame and that paradoxically leads to increased shame related to the stigma of being an addict (Batchelder et al. 2022). ADHD is also related to a shame spiral (or even shame epidemic), as symptoms of ADHD such as impulsivity give rise to shame and identity problems, with people feeling they are failing to meet up to the expectations of others and society (Schrevel et al. 2016). Trauma, especially sexual trauma, is often associated with chronic shame and the tendency to cover and to hide (Leskela et al. 2002; MacGinley et al. 2019; Plante et al. 2022). PTSD could be understood as a shame disorder (Herman 2011) and pervasive and hidden shame plays a central role in complex trauma (Zhu et al. 2020). Depression, which for a long time has often been considered to be related to feelings of guilt or emptiness, turns out to be significantly more strongly associated with shame than with guilt in the meta-review of Kim et al. (2011). The same is true for suicidality, as feelings of shame (although frequently ignored in this context) often elicit a desire to escape, to hide the self from further disgrace and condemnation; suicide may function as the ultimate escape (Hastings et al. 2000). Given the associations with a variety of mental health problems, shame as an existential feeling should neither be overlooked nor neglected, but taken seriously in relation to mental health, mental health care and also public health (cf. Zhu et al. 2020).



How can clinical psychology be a supportive factor in this context?




4. Clinical Psychology of Religion Supporting Mental Health


Clinical psychology of religion is a psychological discipline that works with psychological theories and research methods to explain and understand the interactions between religion, spirituality and mental health (Van Uden and Pieper 2003; cf. Aten et al. 2012). Clinical psychology of religion can support mental health through inclusion and prioritization of the existential dimension of mental health problems and through underlining an ecological–existential view on mental health (cf. De Marinis 2008). In this way, the discipline can make suffering patients and mental health practitioners sensitive to the existential dimension that often has an impact on the nature and severity of clinical symptoms, as well as their course and responsivity to treatment (Vieten et al. 2013). Clinical psychology of religion can describe how specific mental health problems, or symptoms, interact with aspects or dimensions of R/S (Rosmarin and Koenig 2020). Ignorance about these interactions may result in their neglect, which hinders recovery. When, for example, issues of identity, meaning and purpose are not part of the treatment of eating disorders, crucial aspects of pathology are missed, however necessary a focus on weight and food intake may be (Richards et al. 2020). Existential shame also deserves attention in this context, as people often feel totally bad and unworthy, with (self-)stigma about their eating behavior reinforcing these feelings (Brelet et al. 2021). Not paying attention to this existential mode can result in hiding and isolating oneself (Nathanson 1992). In contrast, recovery on this existential level may facilitate clinical, social and functional recovery (cf. Whitley and Drake 2010).



When existential recovery is one of the most crucial aspects of recovery, as psychiatric patients and other patients have emphasized more than once (Huber et al. 2016; Van de Loo et al. 2022), it makes sense to map existential themes in mental problems, preferably in a transdiagnostic way. How do existential themes, such as judgment and acceptance, freedom, hope, isolation and connectedness, relate to dimensions of psychopathology? Which existential feelings characterizes diverse mental health problems and how do they impact recovery? (Ratcliffe 2009, 2015; Søberg et al. 2018). Such an overview is helpful not only for psychiatrists and psychologists, but also for spiritual caregivers, pastoral counsellors and other professionals, as it gives directions to diagnostics, case conceptualizations, approach and interventions.



It is important to stress that patients have care needs in this context: Van Nieuw Amerongen-Meeuse et al. (2020) found several clusters of R/S care needs among clinical psychiatric patients. These R/S care needs included conversations about R/S and attention to existential issues in treatment, for example through psycho-education about the associations between their mental health problems and existential feelings or aspects of R/S. Unmet R/S needs turned out to have a negative impact on the working alliance between patient and therapist, which suggest that they are also a constraint for recovery (Van Nieuw Amerongen-Meeuse et al. 2021). Thus, paying attention to those care needs is no luxury. In fact, it can bring many benefits to the patient. Aspects of religion and spirituality may function as sources of meaning, values, support and hope. These aspects contribute to resilience and adaptation, to finding a new balance, to recovery as re-defining one’s narrative and adopting a new perspective to live your life in a meaningful and self-confident way (Van den Berg et al. 2018; Boevink 2017; Pargament and Cummings 2010). Due to the attention to existential recovery, narrativity and life story, and the focus on R/S functions such as finding meaning, gaining control, comfort and closeness, and achieving intimacy with others and closeness to God (Pargament et al. 2013), the clinical psychology of religion has much to offer to psychiatry and mental health care. The ecological–existential view on mental health enables mental health care to take advantage of R/S contributions to perseverance, resilience and transformation. Empirical studies support the positive contribution of R/S, also in the context of public health. For example, Captari et al. (2022) found that doubts about divine presence and purpose amidst suffering, loss and uncertainty were related to feelings of depression among people in the global south during COVID-19 lockdowns. However, this association was moderated by hope and the supportive functions of religion and spirituality (Captari et al. 2022).



The clinical psychology of religion can also support mental health and mental health care through its theories aimed at understanding people’s experiences and behavior in relation to R/S. For mental health practitioners, it is helpful to use these theories as heuristic instruments within mental health care, which may inform diagnostic and therapeutic interventions. Pargament (1997) and Pargament et al. (2013) provide an influential theory on religious coping, for instance, which is not only helpful to understand the functions of R/S in crisis situations and the psychological mechanisms at stake, but also gives direction to counseling and treatment. In mental health care, different strategies of R/S coping could be applied (Koenig et al. 2020; Pargament and Exline 2022). By implication, various mental health practitioners should know the theories that constitute the field of the clinical psychology of religion.



Mental health problems result from disrupted relationships and problem-maintaining interactional patterns, as stated above (Van den Berg et al. 2018). This may also be the case in the religious and spiritual domain, as many people suffer from religious/spiritual struggles, experiencing disruptions in the relationship with God/the divine or with the religious community (Pargament and Exline 2021; Van Nieuw Amerongen-Meeuse et al. 2022). Sometimes, they even consider these struggles as the core of their problem (Pargament and Lomax 2013). In line with this, negatively valenced representations of God, reflecting feelings of anxiety, anger, guilt, shame and desolation, may color the interactions with God (Schaap-Jonker et al. 2017). These religious or spiritual struggles and negative feelings towards God/the divine do not automatically change during therapy, at least not always. Treatment regularly leads to an improvement in patients’ psychological well-being and social functioning, but their relationship with God could still be problematic. Hence, specific interventions, which are aimed at the religious/spiritual domain, are needed, and the clinical psychology of religion can contribute to the development of these (R/S) interventions (e.g., Aten et al. 2012; Rosmarin 2018). In this way, the discipline might build a bridge between the disciplines of psychiatry and clinical psychology on the one hand, and spiritual care on the other. Of course, spiritual caregivers are specialists in the guidance of existential suffering, and they have a lot of expertise. However, other mental health practitioners also have a need to integrate meaning-making (and spirituality) in their treatments, but feel often incompetent to do so, as they recently indicated in a survey (Akwa 2021). They want interventions that fit their own professional guidelines and treatment methods. In this context, clinical psychology of religion cannot only contribute to the psychological interventions that could be used in the context of existential recovery for mental health problems. It can also stimulate and support the acquirement of skills that are needed to address existential themes, and the development of existential competencies (Vieten and Scammell 2015; cf. Wong and Hwang 2021). Wong and Hwang (2021) pointed to the importance of the development of the patient’s existential competency in therapy in relation to shame. These authors list skills such as acknowledgment of one’s failures and limitations, self-forgiveness and self-compassion, seeking a support group, seeking deeper meaning and self-transcendence. However, these skills are also useful for therapists as well, and sometimes even of vital importance (Newmeyer et al. 2016).



Applying interventions aimed at clinical and existential recovery does not only require professional knowledge and competencies of therapists, but also adequate diagnostics. From an ecological–existential perspective on mental health, network analyses are essential instruments in this regard, and R/S or existential factors are crucial elements of these network diagrams. Hodge (2000, 2013) even proposes spiritual and religious eco-maps. However, to take into account the multidimensional and dynamically interacting nature of all of the elements of the network, various R/S factors should be assessed in connection with multiple aspects of other network elements, such as psychological and social factors. Because of the foundational nature of the existential dimension, the dynamic interactions of the existential factors with other elements of the network require explicit attention. To illustrate this, a clinical case report is presented:


Jill is a woman in her forties who seeks help for difficult interpersonal functioning and eating problems. Her life story is characterized by attachment trauma, emotional neglect and sexual abuse. Her parents ‘were fighting with their own demons’ of alcohol abuse and depression and neither paid attention to her emotional needs nor helped her to develop her own boundaries. As a teenager, she fell victim to sexually transgressive behavior of various friends and was raped several times. She felt ashamed and disgusted her body. ‘The feeling of being totally naked was so overwhelming–I felt burning pain and I couldn’t stop it.’ Her parents labelled these sexual contacts as voluntary behavior and condemned them. They even condemned Jill as a person, scolding her and calling her a whore. She was told to leave home and to rent her own room. Furthermore, her father, whose religiousness was typified by fear of judgment and obeying the rules, asked the priest whether she could receive the holy communion any longer. Hence, Jill’s conclusion is that she is a sinner who will never receive God’s forgiveness and compassion. However, she does not share this existential core belief with the therapist during her anamnesis.






The start of the therapy is hard. Jill’s self-criticism hinders the therapeutic relationship. She regularly interprets her struggles as posturing, and considers herself to be a quitter who has to try harder. ‘I am so stupid’ she often says, being afraid of the therapist’s judgments about her. At the same time, she feels worthless and empty, and her eating behavior is an attempt to deal with those feelings of emptiness. In addition, she feels uncomfortable to be seen and is delighted with online sessions during COVID-19 lockdowns, which enable her to hide her body as much as possible. Her therapist recognizes the central role of shame in Jill’s pathology and identifies different coping strategies: avoidance, withdrawal, and, most of all, self-attack (Nathanson 1992). The therapist helps her to understand her self-judgment and assumptions about the therapist’s evaluations as both an internalization of her parents’ condemnation and neglect (implying that she is not good enough), and a defense mechanism to cope with shame, anxiety and fear of being abandoned (Arntz and Van Genderen 2020; Malan 1979). Her eating behavior has the same defensive function, leading to more shame and self-judgment. In this way, Jill discovers how traumatic interactional patterns of the past result in dysfunctional intrapersonal and interpersonal interactions in the present. She recognizes how shame dominates her psychic experience and daily behavior, making it impossible to connect to others and to receive their acceptance and compassion. ‘I am unworthy’, she repeatedly says, ‘I am too bad.’






During one of the sessions, Jill lets slip that God also does not want her any longer. Exploration of her feelings and thoughts about God reveals that Jill does not only associate God with her father’s condemnation, but also with her body-related shame. She feels naked before God, ‘he sees right through me’, and she cannot hide herself for his gaze, as God is omnipresent, she believes. Sexuality plays a part in this context, which is negatively evaluated, as sexual sins are regarded as the most severe ones within religion and religious communities, according to Jill. From now on, the therapist does not limit himself to ecological analyses of Jill’s shame from a psycho-social-cultural perspective (cf. Campbell et al. 2009; Zhu et al. 2020), but includes an existential and religious perspective. Her feelings of unworthiness and her urge to hide turn out to have ultimate proportions and hamper recovery: being convinced of God’s absolute rejection and believing that he will never accept her lead to the experience that she has no ground under her feet, and will never find a foundation to build her life on. Hence, the therapist focuses on the interactions of Jill’s existential assumptions and feelings with her present functioning. Her current feelings of shame and strategies to cope with them are understood within the network of interactions between existential core beliefs, experiences with her parents during her youth, current interactions with significant others, representations of God, ideas about and experiences with her past and present religious community, body-related views and feelings and the numerous emotions which characterize the different interrelated nodes of this network. For example, they explore how her shame towards God and her perceptions of God’s penetrating gaze are dynamically related to violations of body integrity, her inability to set boundaries due to emotional neglect, her experiences with her parents, whose rejection and condemnation was associated with their punitive God representations and emphasis on authority, also within the religious community, their focus on purity with regard to religious practices and how these feelings and perceptions in relation to God affect other aspects of her experience and functioning, including the therapeutic relationship.






With help of therapeutic interventions, such as schema therapeutic interventions and limiting reparenting, which provides new corrective emotional experiences of acceptance and safety (Arntz and Van Genderen 2020; Christian et al. 2012), Jill is invited to re-write her narrative, and to define her identity no longer in terms of a shameful sinner. Instead of attributing all guilt and shame to herself, she gradually learns to notice the guilt and negligence of others. As a result, there is more room for grief and pain due to victimhood, and self-condemning behavior decreases. Jill becomes more open to representations of God as accepting, loving and compassionate, which is mutually related to the development of self-compassion and the ability to receive the love, compassion and acceptance from others.



(Knabb 2018)








5. Conclusions


An ecological–existential view on mental health has the potential to function as an important basis for the support of clinical psychology of religion to mental health and mental health care, fitting new perspectives on recovery and mental health. The interactional discussion of the emotion of shame, which plays a part in many mental health problems, underlines the relevance of the ecological–existential view and the need for contributions of clinical psychology of religion to mental health and mental health care, involving theories about, diagnostics and treatment interventions regarding the interactions between R/S and mental health. Future empirical studies should focus on the impact of the existential dimension on recovery and resilience. Methods that are able to assess the dynamics and interactions of the various elements of the ecological–existential network are needed in this context.
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Figure 1. The existential quadrant: dynamic interactions between self, other, world and God/the divine. 
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