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Conceptual
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Mental Health
Challenges During
the COVID-19
Pandemic
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Abstract
The burden of mental illness1 across the
globe, already significant, has grown dramatically since the onset of the COVID-19
pandemic. This is, in part, due to limitations in the current conceptual frameworks
1
A note on terminology: Literature
on mental health and illness uses a wide
and ever-changing vocabulary to describe
the topic. For simplicity, this paper will
use the terms “mental health condition,”
“mental illness,” and “psychiatric illness”
interchangeably. This paper also refers to
“depressive disorders,” which includes a
set of particular diagnoses and symptoms:
major depressive disorder, persistent depressive disorder, and disruptive mood
dysregulation disorder, among a few others. “Anxiety disorders” refers to specific
diagnoses as well: generalized anxiety
disorder, social anxiety disorder, specific
phobias, and OCD, among a few others.

for understanding mental illness and resulting methods of practice. This paper
provides an overview of the state of mental
health and illness in the world, summarizes the prevailing frameworks and practices, and introduces a potential framework
which could guide a response to the mental
health challenges of the pandemic.
Résumé
Le fardeau des maladies mentales
dans le monde, déjà important, s’est
considérablement accru depuis le début de
la pandémie de COVID-19. Ce phénomène
est attribuable, en partie, aux limites des
cadres conceptuels actuels permettant
de comprendre la maladie mentale ainsi
qu’aux méthodes de pratique qui en
découlent. Cet article donne un aperçu de
l’état de la santé et de la maladie mentale
dans le monde, résume les cadres et les
pratiques qui ont cours et présente un
cadre qui pourrait permettre de répondre
aux défis de santé mentale découlant de la
pandémie.
Resumen
La carga de las enfermedades mentales en
todo el mundo, que ya es significativa, ha
aumentado drásticamente desde el inicio
de la pandemia del COVID-19. Este
aumento se debe, en parte, a limitaciones
de los marcos conceptuales actuales para
comprender las enfermedades mentales
y los métodos de práctica resultantes.
Este artículo proporciona una descripción
general del estado de la salud y la
enfermedad mental en el mundo, resume
los marcos y prácticas predominantes e
introduce un marco potencial que podría
orientar una respuesta a los desafíos de
salud mental de la pandemia.
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Estimates of the prevalence and impact
of mental illnesses across the world
were already concerning prior to the
COVID-19 pandemic. Around twenty percent of the world’s children and
adolescents lived with a mental health
condition needing treatment (GBD).
Depressive disorders had a global
twelve-month prevalence estimated
at 3.72 percent, with 4.25 percent in
high-income countries (HICs) and 3.43
percent in low- and middle-income
countries (LMICs); anxiety disorders
had a twelve-month prevalence of 4.03
percent, with 5.23 percent in HICs
and 3.65 percent in LMICs; and substance use disorders, a twelve-month
prevalence of 2.34 percent, with 3.92
percent in HICs and 1.59 percent in
LMICs (GBD). These illnesses are
devastating in their eﬀects: those with
severe mental health conditions die, on
average, an entire ten to twenty years
earlier than the general population
(GBD). These illnesses can prevent
aﬄicted individuals from participating
fully in community life, or even in their
own. And where the common paths
of bodily illnesses often end in organ
failure, many mental health conditions
can lead to the most tragic of end results, suicide. Still a taboo topic among
many cultures, the specter of suicide is
ever-present in virtually every locality.
It is currently the second-leading cause
of death in young people aged fifteen
to twenty-nine (GBD), and it takes
the lives of nearly 800,000 people per
year, which equates to one person taking their own life every forty seconds
(GBD).

Without proper longitudinal studies
using consistent measurement methods,
we cannot know whether the emerging
epidemiological data throughout the
course of the COVID-19 pandemic
represent a transient occurrence or a
long-term pattern; nevertheless, the results thus far are even more concerning
than the statistics prior to the pandemic. Recent meta-analyses found that the
pooled global prevalence of depression
is currently twenty-five percent—a seven-fold increase from the pre-pandemic
rate—and found similarly heightened
rates of anxiety (Bueno-Notivol et al.).
It appears that these increases in prevalence are generalized global trends
and not simply due to outlier countries.
For example, prevalence of depressive
symptoms and disorders in China is
twenty-eight percent, and prevalence
of anxiety symptoms and disorders is
twenty-five percent (Ren et al. 4–6).
Ethiopia, the United Kingdom, Iran,
and Italy, among other countries, have
likewise reported a massive increase
in individuals exhibiting depressive
and anxiety symptoms (Ambaw et al.
4–6; Bitew; Pierce et al. 887; Jahanshahi; Sani et al.). Even if individuals
only experience a partial set of the
clinical symptoms that characterize a
depressive or anxiety disorder, which
are sometimes referred to as subthreshold disorders, evidence shows that
they still feel a substantial decrement
in health status (Ayuso-Mateos et al.
367–70). Statistics like these are not
completely unexpected. In fact, multiple studies have revealed that when
epidemics of infectious disease strike,

Addressing Mental Health Challenges During the COVID-19 Pandemic 77
a strong correlation is seen with rising
rates of mental health consequences
(Shultz et al.; Yip et al. 88–90).
With such alarming statistics arriving daily, it is necessary to ask: What
factors have caused such an increase
in the rates of mental health conditions
during the COVID-19 pandemic, and
do we have an appropriate framework
to address these factors?
The scientific community has been
working for decades to determine the
numerous, interconnected variables
impacting rates of mental illness. Each
condition involves its own specific risk
factors and protective factors. Among
such factors are genetic predisposition, age, sociodemographic factors,
early and recent life experiences, and
physical health status (Michael et al.
140–41; Kessler et al. 379–81; Hettema et al. 1569–73; Blanco et al.
758–59; Dobson and Dozois; Rowland and Marwaha 259–62). While an
exhaustive analysis of all the contributing factors would be too lengthy a
discussion for the scope of this paper,
the emerging literature reveals that in
the context of the COVID-19 pandemic, the following psychological factors
prominently increase the risk of mental
illness: chronic stress; the increasing
reality of social isolation; and the loss
of hope, replaced with uncertainty and
fear (Gabrielli and Lund; Xiong et al.
57–60; Hwang 1217–20; Satici et al.;
Serafini et al.). For instance, while
small, contained amounts of stress can
be a positive motivator for action in
the short-term, persistently high levels
of stress over time (chronic stress), or

excessively high levels of stress in a
short time, can actually lead to loss of
brain mass in several areas and over-activation of hormone pathways, increasing the risk of developing behavioral
disturbances and depressive disorders
such as major depressive disorder and
persistent depressive disorder (Brodal
369; McEwen 175; Sarahian et al.;
Reynaud 41–42; Fenster 542). Likewise, loneliness, when prolonged, can
increase the risk of developing depressive and substance use disorders and
attempting suicide (Cacioppo et al.,
“Loneliness” 5; Cacioppo et al., “Toward” 17). During the pandemic and
subsequent lockdowns, many have felt
the toll of these experiences.
Once we understand some of the
factors precipitating our current mental health crises, and in order to find
eﬀective solutions, it would be helpful to look at the current frameworks
for understanding and treating mental
illness. This paper aims to review the
existing mental health framework and
propose the consideration of a modified framework, guided by the Bahá’í
Writings, which draws on previously
developed Bahá’í-inspired frameworks
to highlight the need to move toward
a spiritually informed understanding
of mental illnesses that can adequately
address all the factors that play a role
in their development. As discussed
in more detail below, this modified
framework would add two important
dimensions to the current model. First,
it considers the spiritual reality of the
individual as an essential dimension,
which can help to provide solutions for
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spiritual and existential problems such
as the finding of meaning in suﬀering,
among other challenges which the prevailing model does not fully address.
Second, it considers the realities of the
community and institutions—not just
individuals—which can serve to alleviate or exacerbate mental illnesses.
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The observation and study of mental
illnesses in modern science have varied origins, from ideas about “hysteria”
among women to beliefs of supernatural possession or characterological
failings (Wallace IV and Gach 199–
220, 353–78, 590–620; Freedheim and
Weiner 337–56; Tasca et al. 111–17).
The field of human psychology has advanced remarkably in the past century,
allowing us to conceptualize unconscious patterns of thought (ego psychology), perceptions of interpersonal
dynamics (object relations theory),
and the meeting of deep-rooted human
needs (attachment theory) as roadmaps
of human behavior, to name just a few
contributions (Wallace IV and Gach
520–30, 631–55, 658–70). In parallel,
research of anatomical structures and
physiological processes has helped clinicians to diagnose and treat disorders
in mood, addiction, psychosomatic
syndromes, and many other conditions.
This conception that mental illnesses are brain illnesses is known as the
“medical model” of disease (Griesinger 1–4; Liang 22–24). In recent years,
these psychological and biomedical

approaches have been combined to
conceive of a model called the “biopsychosocial formulation” of mental
illness (Engel). In this framework,
scholars see human thought and behavior as emergent from an interaction
between genetic, anatomic, and physiologic qualities (biological); phenomena aligned with psychodynamic and
cognitive-behavioral theories (psychological); and environmental situations
and events which make up one’s human
experience (social). The biopsychosocial model operates as a framework for
mental health practitioners to conceptualize the interrelated issues within a
patient and address them in an individualized manner. As a result, treatment
of illnesses using this framework can
include changing lifestyle factors, administering appropriate medicines,
providing targeted psychotherapy,
modifying interpersonal relationships,
and building immediate networks of
support (Engel 108–21; Borrell-Carrió
et al. 578–81; Schotte et al. 319–21).
Regarding the delivery of mental
healthcare, multiple models exist. From
a macro-perspective, organizations and
governments can implement population-based interventions to reduce the
chances of developing an illness, such
as enacting public policies or conducting educational campaigns for mental
wellness. In primary care oﬃces, clinicians intermittently screen for early signs of developing mental health
conditions; for example, pediatricians
and family physicians might provide a
questionnaire to their patients screening
for symptoms of depression (Wissow
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et al. 1134–35). When conditions are
not caught at an early stage in this manner and subsequently worsen—which
occurs in a majority of cases—patients
will present to a mental health provider for specialized treatment (Bijl and
Ravelli 603–06; Olfson et al.). These
providers are academically trained
healthcare professionals such as psychologists, psychiatrists, social workers, and licensed family therapists; the
training involved typically produces
knowledgeable providers but is also
rigorous, expensive, and time-consuming (Kakuma et al. 1655–59; Magen
and Banazak 198–200; Zisook et al.;
Boggs and Douce 674–78).
Multiple studies have strengthened
the credibility of the biopsychosocial
model, for instance by showing how
physical phenomena directly impact
our psychological states, and how our
psychological states impact our physical wellbeing (e.g., Kong et al.; Pennebaker and Skelton 526–8). Using
the biopsychosocial formulation and
the medical model of illness, modern
psychiatric practice has benefited millions of individuals across the globe
and helped to destigmatize populations who were previously at great
risk of morbidity and mortality (Saxena 496–7; Singla et al.). Systems of
care delivery and practice, too, have
been eﬀective in treating problems at
diﬀering levels of severity, especially
in treating individual cases (Singla et
al.). These frameworks for conceptualization and practice, therefore, have
significant strengths.
Yet, with the surges in mental health

challenges during the COVID-19 pandemic and the lack of ability to meet
these needs, it is important to examine
where the current frameworks fall short
as well. The following points highlight
a few limitations demonstrated by these
frameworks. First, the frameworks
cannot address some of the major psychological factors aﬀecting individuals
during the course of the pandemic,
including existential questions such as
the creation of meaning and purpose in
suﬀering. Second, these frameworks
examine strengths and vulnerabilities
primarily within individuals and are
unable to recognize challenges or suggest solutions on scales involving entire communities or populations which
the pandemic has aﬀected. Third, as an
extension of the second example, while
these frameworks and care systems are
often useful tools when prevalence is
low, they are essentially focused on the
diagnosis and treatment of individuals
and are not equipped to meet population-level challenges when the need
expands. The following sections discuss these limitations in further detail.
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The COVID-19 pandemic is, in our
time, a global event of tremendous
scale akin to infectious outbreaks and
disasters of the distant past. As such, it
shares some characteristics with largescale natural disasters or humanitarian
crises in which many individuals suﬀer
suddenly and simultaneously.
In the psychological literature, trauma is described as occurring when
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individuals experience disturbing and
uncontrollable events that typically involve fear for safety or security
and which often challenge their view
of the world as a just, safe, and predictable place; examples of traumatic
events include sexual violence, assault,
natural disasters, war, or sudden accidents (American Psychological Association). Of course, a global event
such as the COVID-19 pandemic has
no singular perpetrator such as in the
case of many individualized traumatic
events, and the scars left by the pandemic may be vastly diﬀerent than for
survivors of rape or physical assault.
Still, the pandemic shares a number of
psychological elements with trauma
which cannot be ignored: the inability
to feasibly escape the prompting situation; feelings of helplessness and loss
of power and control; sudden removal
of safety; and the perceived betrayal
of an established social compact in
which individuals are able to protect
each other from harm (Herman 51).
A global inability to contain the infection, coupled with the sudden decline
and death of millions of individuals,
have left countless souls with the very
emotions of helplessness, loss of control, vulnerability, and betrayal that can
characterize trauma. In addition, as articulated in “hopelessness theory” and
demonstrated experimentally, when
individuals have little control over
negative events which they perceive
to be long-lasting, unchangeable, and
global, they are at higher risk of developing hopelessness (Seligman 407–11;
Abramson 359–64). Hopelessness is

a well-demonstrated risk factor for
suicide, a symptom of major depressive disorder, and a factor leading to
ineﬀective coping strategies such as
increased substance use and greater
consumption of electronic media (Ribeiro et al. 281–85; Case and Deaton
133–47; Abramson 360–04). We have
seen increasing reports of hopelessness, substance use, electronic media
usage, and suicidal ideation emerge
during this pandemic (Banerjee et al.
2–3; Statistics Canada; Wong et al. 34).
For those undergoing intense suffering, the establishment of resilience
and hope can often rely on an important process: the finding of meaning in
suﬀering (Egnew 171–73; Neimeyer
9–22; Frankl 116). While the biopsychosocial framework can assist in
some important ways, it unfortunately
cannot address deep, intangible questions such as those of building meaning or finding purpose. New forms of
psychotherapy developed within the
current framework to help bring meaning out of negative experiences appear
to be no more eﬃcacious than other
current treatments (D’Souza and Rodrigo; Pearce and Koenig). While the
most promising such psychotherapy,
Acceptance and Commitment Therapy, emphasizes relief from suﬀering
and coherence among one’s goals and
actions, it relies upon an individual’s
existing value systems rather than the
finding of meaning itself (Hayes et al.
1–5).
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Furthermore, because the biopsychosocial formulation of mental illness is
only able to identify social-environmental factors which operate immediately around the individual, it often
cannot address the primary causes of
such factors. For example, even prior to
the COVID-19 pandemic, many across
the world lacked safe places to shelter,
to cook, to collect clean and potable
water, or to learn, conditions which
have been worsened by the loss of income and housing, closure of schools,
and the strain on public services
(Marmot and Wilkinson 6–30; Nicola
186–90; Marmot et al. 1662–68; Jones
and Grigsby-Toussaint 1–3; Laborde et
al. 501–02; Van Lancker and Parolin
243). Due to dwindling financial resources, opportunities for some communities have disappeared that may
not reemerge post-pandemic (Baldwin
and Weder di Mauro 45–52; Jones and
Grigsby-Toussaint 1–3). Communal
spaces—youth centers, community
gardens, gatherings for prayer and devotion—can create social support and
a sense of belonging and serve as vital
defenses against the eﬀects of chronic stress, isolation, and hopelessness
during the pandemic (Kingsbury 1294–
97); unfortunately, due to the impact
of infection and the resulting control
measures, these community spaces are
now significantly limited, particularly
in communities with low rates of vaccination (Flint et al. 1114–15; Bethke
and Wolﬀ 366–69).
Thus, while the biopsychosocial

framework might recognize specific
factors such as community spaces as
helpful tools to build resilience against
the development of mental illness, it
does not have anything to say about the
state of the community itself and cannot
therefore provide adequate solutions
when such environments are not available. Due to its focus on the individual,
the biopsychosocial framework might
not recognize these key social-environmental factors impacting mental
resilience or vulnerability. If a model’s
scope is such that it cannot incorporate
all contributing variables, it will not be
able to address them properly.
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Due to the current conceptual framework of mental illness as an individual phenomenon, the resultant practice
models have never been able to adequately meet global needs. Population-based interventions, rather than
viewed as collective investments in
current and future health, tend to be
few and poorly funded (GBD; Eaton
et al. 1594–601; Alloh et al. 12–13).
Many people, facing supply-and-demand models of care designed for
commercial markets, either have no
primary care provider to oﬀer mental
health screenings or simply cannot
present to their clinic with adequate
frequency (Rhodes et al. 863–66;
Wissow et al. 1134–35). As a consequence, mild symptoms develop into
diﬃcult-to-treat disorders requiring the
aid of mental health specialists. Yet,
due to the high barriers to entry for
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the training of such specialists, these
providers are quite scarce; globally,
there is less than one mental health
professional for every 100,000 people
(GBD; Andrilla et al. S201–03). In resource-poor communities, this number
is still lower (GBD). In short, systems
of support and care for the mentally ill
have been sorely lacking. Even prior to
the pandemic, in low- and middle-income countries, between seventy-six
and eighty-five percent of people with
mental health conditions received no
treatment for their condition (GBD;
Saraceno and Dua S112–13).
This individually focused care
system is unable to predict or prevent massive surges in need such as
that precipitated by the COVID-19
pandemic. In a healthcare system in
which wait times for a mental health
specialist can already be months, a
seven-fold increase in depression
rates will likely cause further delays
in treatment.
This is, of course, not to cast blame
on medical or governmental institutions. In fact, over the past few decades prior to the pandemic, many
organizations and legislative bodies
have attempted to craft a patchwork
of solutions to the above challenges,
involving policy changes, advocacy
campaigns, and eﬀorts at increasing
the distribution of limited resources in
a more just fashion—a longstanding
ideal within medical ethics (Eaton et
al. 600–02; Alloh et al. 15–16).

T

I

F

It is clear that discrete limitations in
a framework for conceptualizing and
treating mental illness, such as the inability to address questions of meaning
or purpose and focusing on the individual and their immediate surroundings
in both the assessment and treatment
process, can have an enormous impact
on global outcomes—an impact that is
only exacerbated by the ongoing pandemic. In order to meet the rising needs
and more comprehensively address the
factors involved, this paper proposes to
add to the existing framework several
new dimensions. It will be helpful to
start by considering the nature of human reality and thought.
The field of neuroscience, while
able to discover daily insights into the
functional anatomy of the brain, has
been thus far unable to solve the puzzle
of how our minds produce arguably the
most important function: thought itself.
Regarding the nature of the human
being and the reality of thought, the
Writings of the Bahá’í Faith provide
a rich body of knowledge from which
to draw. ‘Abdu’l-Bahá informs us that
the “human spirit which distinguishes
man from the animal” is the “rational
soul,” which “discover[s] the realities
of things, comprehend[s] their properties,” and from which emanates the
mind (‘Abdu’l-Bahá, Some Answered
Questions 58:3). Thus, from the perspective of the Bahá’í writings, human
reality is in essence a spiritual one.
Here, it is important to define what
is meant by “spiritual” in the context
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of the Bahá’í writings. ‘Abdu’l-Bahá
states that humankind is composed of
both a material reality and a non-material, or spiritual, one which sustains
it and is divine in nature; the immortal
soul, our spiritual reality, is “entirely
out of the order of physical creation”
(‘Abdu’l-Bahá, Paris Talks 29:13).
Each of these components, the material and the spiritual, has distinct capacities that can be developed during
one’s lifetime (Bahá’u’lláh, Gleanings 68). While physical, or material,
capacities can be developed through
the provision of basic needs and the
training of skills and physical abilities, spiritual capacities can be realized
through the nurturing of the intellect
with education, the carrying out of will
through action, and the development
of virtuous qualities through practices
such as prayer and service to humankind (Bahá’u’lláh, Gleanings 262;
‘Abdu’l-Bahá, Some Answered Questions 157, 230–1). “Spirituality,” in
this way, can be seen as the process of
developing one’s spiritual capacities,
the recognizing of one’s non-material
nature, and the practicing of virtuous
qualities. While the term “spirituality”
in the Bahá’í Writings can also refer
to a person’s sense of connection with
God or include the practice of praying
for departed souls, the Bahá’í Writings
primarily does not define this term as
pertaining to external beings acting
upon us, but instead as descriptions of
our inner nature and capabilities.
Regarding the mind, ‘Abdu’l-Bahá
explains further that it “is the power
of the human spirit. Spirit is the lamp;

mind is the light which shines from the
lamp” (‘Abdu’l-Bahá, Some Answered
Questions 58:4). Our minds, therefore,
are also of a spiritual nature; conscious
thought arises from the reality of our
spirit. Because our thoughts drive our
actions in the material world via the
brain and the body, we can say that
our spiritual reality shapes our material
reality.
Shoghi Eﬀendi confirms this, describing more concretely a connection
between the spiritual and material: “the
mind forms a link between the soul and
the body, and the two interact on each
other” (Arohanui 89). In the Bahá’í
perspective, our spiritual existence
provides an impetus for our brain’s
conscious thoughts—and therefore
our emotions, our behavior, and our
very mental health. Likewise, Shoghi
Eﬀendi’s statement makes it clear that
this connection is bidirectional; just
as our mind, a spiritual entity, impacts
our physical reality, our actions in the
world impact our spiritual reality. In
this way, the Bahá’í Writings are consistent with some of the most dominant
theories in clinical psychology, such as
the cognitive-behavioral model wherein thoughts, emotions, and behaviors
continually influence one another in
bidirectional cycles.
In his study of human nature and
mental health, psychologist and Bahá’í
scholar Michael Penn succinctly describes three interacting processes
which form and shape human identity. He identifies them as “(1) compositional and evolutionary processes,
which include biological and genetic
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influences (nature); (2) social processes, which include experiential, educational, and cultural forces (nurture);
and (3) innate processes associated
with the life, development, and activity
of the human soul or spirit” (30).
Human thought is influenced by
spiritual forces operating within and
around us. But this is not the only
channel through which spiritual forces
exert themselves. In fact, the Bahá’í
Writings allow us to recognize that
spiritual processes are continually
shaping our existential world in direct
and indirect ways. These processes
act on all things, from the expression
of individual virtue to the values of an
entire culture or the priorities of international bodies. When a community,
an organization, or a culture expresses—or fails to express—spiritual realities such as the oneness of humankind,
there is a direct eﬀect on individuals’
resilience or vulnerability to mental illnesses. As an example, when extreme
poverty and hunger persist across multiple generations—a result of societal
value judgments shaped by neglect of
the inherent nobility of each individual
human being—epigenetic changes occur which aﬀect the biology of future
generations and increase the risk of
developing mental health challenges
(Bahá’u’lláh, Arabic Hidden Words
no. 13, n. 22; Kaati et al. 786; Mathers
et al.). Likewise, the growing educational, social, and economic disparities
which exist between marginalized and
privileged populations in many places
across the world—also resulting from
the lack of acknowledgement of the

oneness of humankind, or of an adequate expression of the values of justice or generosity—impact the risk of
developing mental illnesses (Marmot
et al. 1662–63). We can see, therefore,
that spiritual processes are in fact intertwined with each of the biological,
psychological, and social-environmental components that contribute to our
mental wellness or illness.
A Bahá’í conceptualization, then,
can add to the prevailing biopsychosocial framework a new, spiritual dimension. When seeking to understand the
development of a mental health condition in an individual, we must consider
the spiritual forces at play within them,
around them, and in society itself.
This is not to say that mental health
conditions are ailments of the soul or
one’s character. In keeping with psychological and biomedical research,
the Bahá’í Writings tell us that mental
health conditions are in reality conditions of the physical body. Bahá’u’lláh
states explicitly that “the soul of man is
exalted above and is independent of all
infirmities of body or mind” (Gleanings
80:2). Thus, while spiritual processes
at work within an individual and in the
society around them can contribute to
the development of illness in the brain,
the soul itself is unaﬀected. Regarding
the integrity of the soul for those affected by mental illness, ‘Abdu’l-Bahá
states further:
Now concerning mental faculties,
they are in truth of the inherent
properties of the soul, even as the
radiation of light is the essential
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property of the sun. The rays of
the sun are renewed but the sun
itself is ever the same and unchanged. Consider how the human
intellect develops and weakens,
and may at times come to naught,
whereas the soul changeth not.
(“‘Abdu’l-Bahá’s Tablet”)
Still, just as mental health can be affected by intangible forces acting on
the world around us, and even though
mental illness is not a spiritual phenomenon, the Universal House of
Justice informs us that “its eﬀects may
indeed hinder and be a burden in one’s
striving toward spiritual progress” (15
Jun. 1982). Because mental health
conditions manifest themselves in our
perceptions, thoughts, emotions, and
actions, they can serve as a veil between us and the virtues toward which
we strive. For example, the condition of
major depressive disorder can present
with symptoms of slowed cognition,
alterations in perception, and a decline
in social interest leading to withdrawal from friends and loved ones. These
symptoms can prevent an aﬄicted person from engaging in learning, service,
habits of personal wellness, and the
practice of virtuous actions which can
raise personal and spiritual capacities.
Other researchers have also begun
to recognize the need to incorporate
spirituality into a mental model, and
some have begun proposing such
models (e.g., Sulmasy 27). However,
these models portray spiritual factors
mainly as a set of conscious religious
experiences and value systems, or a

quantification of religiosity; in other
words, they often present spiritual factors as a subset of a person’s cultural
viewpoints rather than recognizing that
spiritual processes are independent and
act upon each of the biopsychosocial
factors in an individual’s health. Also,
significantly, a number of non-Western
indigenous frameworks for understanding and treating mental illnesses, such
as those developed by First Nations and
South Asian communities, have long
incorporated a spiritual dimension in
both mental and physical health (Hatala 8–11; Brown 34–36; Isaak et al.
350–55; Trivedi 18–20). While these
conceptualizations are numerous and
varied, perhaps one common theme is
the recognition of a spiritual self and
the need for integration between the
spiritual and material identities; here
there may be some overlap between
these frameworks and a Bahá’í-inspired
framework (Fleming and Ledogar 3–9;
Hatala 8–11). It would be wise for
scholars and mental health practitioners
serving such populations to learn more
about these conceptualizations, both to
better serve their patients and also to
reexamine the validity of our current
frameworks in various contexts.
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A framework involving the observation of spiritual processes can allow us
to utilize spiritual solutions which the
prevailing framework cannot. One example is addressing the unsolved problem of finding meaning in suﬀering.
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For us to create meaning from suffering, it is useful to consider meaning
beyond suﬀering itself, in the very
lives we lead as individuals and as
a collective society. The writings of
Bahá’u’lláh and ‘Abdu’l-Bahá touch
on these topics of meaning and purpose. They assert that the purpose
and meaning of life, on an individual
level, lie in the recognition of God
and spiritual reality, and in the development of our souls through the acquisition and practice of virtue; and
that on a collective level, they lie in
the building of bonds of love and the
promotion of an ever-advancing civilization (‘Abdu’l-Bahá, Foundations
63; Bahá’u’lláh, Gleanings 109:2).
Bahá’u’lláh explains that knowledge of
the self is essential: “The first Taraz and
the first eﬀulgence which hath dawned
from the horizon of the Mother Book
is that man should know his own self
and recognize that which leadeth unto
loftiness or lowliness, glory or abasement, wealth or poverty” (Tablets 4:7).
When experiencing events of either joy
or great pain, the individual can reflect
upon what leads to their lowliness or
loftiness in order to examine how they
are being aﬀected and determine what
they might do next.
The Bahá’í Writings can assist us,
too, in understanding the meaning
and purpose of suﬀering. In the Hidden Words, Bahá’u’lláh tells us, “My
calamity is My providence, outwardly
it is fire and vengeance, but inwardly
it is light and mercy” (Persian n. 51).
Shoghi Eﬀendi eloquently observes
in a letter to a believer that “suﬀering,

although an inescapable reality, can
nevertheless be utilised as a means for
the attainment of happiness,” that it is
“both a reminder and a guide” (Unfolding Destiny 434). ‘Abdu’l-Bahá
explains that events such as the ones
we witness in these times can have an
ultimately spiritual purpose:
Do not grieve at the aﬄictions and
calamities that have befallen thee.
All calamities and aﬄictions have
been created for man so that he
may spurn this mortal world—a
world to which he is much attached. When he experienceth
severe trials and hardships, then
his nature will recoil and he will
desire the eternal realm—a realm
which is sanctified from all aﬄictions and calamities. (Selections
197:1)
These writings emphasize that a primary purpose of suﬀering is the recognition
of our spiritual natures. Aﬄictions on
the body of humankind, then, can cause
us to bring our attention from a transient material reality to the more significant spiritual reality and therefore help
us to develop our spiritual capacities.
In this way, the purpose and meaning
of human life, according to the Bahá’í
Writings, are perhaps more accessible
to us during times of suﬀering, and suffering can indeed help us orient toward
this purpose and meaning.
In another letter, Shoghi Eﬀendi
makes it clear that crises are in fact
necessary and indispensable components of the spiritual development of
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both individuals and human civilization as a whole:
You seem to complain about the calamities that have befallen humanity. In the spiritual development
of man a stage of purgation is indispensable, for it is while passing
through it that the over-rated material needs are made to appear in
their proper light. . . . The present
calamities are parts of this process
of purgation, through them alone
will man learn his lesson. They are
to teach the nations, that they have
to view things internationally, they
are to make the individual attribute more importance to his moral
than his material welfare. (14 Oct.
1931, qtd. in Hornby no. 441)
From writings such as these, and from
the writings of other world Faiths, we
can understand that there might indeed
be a greater meaning and purpose to
our suﬀering, both individual and collective. By reminding us of this purpose, a spiritually informed framework
can allow suﬀering to bring us toward
a pattern of living that integrates the
development of both our physical and
spiritual capacities—rather than casting suﬀering solely as a risk factor for
the development of physical and mental illnesses.
In addition, a framework that helps
to maintain a sense of meaning can
also reduce the consequences of hopelessness on our population; meaning
breeds hope, which for many can help
to prevent suﬀering from developing

into illness (Ribeiro et al. 283–85).
Psychological research has shown that
the creation of meaning in suﬀering
and trauma can greatly assist in the process of healing from it (Edwards and
Van Tongeren 725–30; Egnew 171).
Some researchers have even been developing scales of spiritual meaning to
assist clinical eﬀorts in this direction,
although these have not been widely
utilized (e.g., Mascaro et al. 848).
Although it is beyond the scope of
this paper to detail recommendations
for clinical practice, one can see how
this spiritually informed framework
could serve as an invaluable tool for
practitioners serving patients who are
struggling with this question of meaning in suﬀering. Any such practitioner
would want to be aware of several
points, of course: First, meaning can
be simultaneously both transcendent
and personal; in other words, while
this framework proposes that ultimate
meaning and purpose are spiritual and
that suﬀering can in fact reveal such
meaning, each individual seeking
meaning and purpose in the context of
the COVID-19 pandemic has a unique
story and a particular perspective,
which can also have a significant impact on their understanding of current
and past events and which should be
nurtured by a mental health provider.
Second, mental health providers must
seek to avoid bias, discrimination, and
coercion in their treatment of patients,
such as the implication that quality of
care is dependent on a patient adopting a particular set of spiritual beliefs
(American Psychiatric Association
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3–4). Any implementation of this spiritually informed framework would need
to be performed with the informed consent of a patient, and while the practitioner may guide the patient toward
new understandings of meaning and
purpose through their treatment, care
must be taken to avoid imposing the
clinician’s own beliefs onto the patient.
It is important to note that transformation of pain into meaning is not the
same as denial of pain. When experiencing chronic stress, isolation, and
psychological suﬀering in the wake of
the pandemic, it is not useful to minimize these factors, nor to rely upon a
fragile optimism that they will simply
vanish. Rather, one benefits from first
acknowledging the suﬀering, grieving these changes, and seeking to find
meaning and purpose.
Of course, many who read spiritual texts and already have a developed
sense of meaning are still suﬀering
from mental health decline during the
pandemic. Such individuals might seek
to build upon their current understanding of meaning or seek to learn from
that of others.
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This paper has thus far described how
examining the spiritual dimensions
of biological, psychological, and social-environmental factors can assist
us in combating the mental health challenges exacerbated by the current pandemic. Still, as elaborated earlier, we
know that the social and psychological

components of mental health and illness do not occur only within the vacuum of an individual and their direct
environment. Indeed, enmeshed and
intertwined social ills such as lack of
aﬀordable housing, unequal distribution of quality education, and discriminatory and prejudicial practices significantly impact mental health (Burns
108–10; Marmot et al. 1663–66). Each
of these, of course, is aﬀected by spiritual forces; thus, social ills can be seen
as spiritual ills, and spiritual principles
at the level of community are needed to
resolve these challenges. Spiritual ills
at the level of institutions impact mental health too, such as the unjust delivery of healthcare, laws and policies that
provide preferential advantages, and
organizations that drive consumerism
by promoting feelings of low self-worth
(Cook et al.). We learn from Shoghi
Eﬀendi that “man is organic with the
world. . . . The one acts upon the other
and every abiding change in the life of
man is the result of these mutual reactions” (qtd. in Compilation 84).
We can take our spiritually informed
framework of the biopsychosocial
model of mental illness further, then,
to acknowledge that mental health, just
like other realities, is influenced by
the whole of society. To be complete,
an eﬀective framework must integrate
individual factors with these broader
societal influences. One way to do this
is to examine the three actors that make
up human society: other individuals,
the community, and our institutions.
The Universal House of Justice writes
of these three social actors—which
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Bahá’ís have come to term the “three
protagonists”—in its Ridván 2012 message that “relations among the three
corresponding actors in the world at
large—the citizen, the body politic, and
the institutions of society—reflect the
discord that characterizes humanity’s
turbulent stage of transition” (2). Given
the still-present stigma toward mental
health conditions within communities
and the low public trust in established
institutions of government, economy,
and healthcare around the globe, how
accurate this is proving to be now regarding the mental health of the world’s
population (Hosking 77–86; Rüsch et
al. 530–32; Shore 4–7).
Bahá’u’lláh also references the need
for the integration of various actors
in the healing of the world’s current
challenges, telling us to “regard ye
the world as a man’s body, which is
aﬄicted with divers ailments, and the
recovery of which dependeth upon the
harmonizing of all its component elements” (Bahá’u’lláh, Summons ¶ 152).
We must realize that our mental health
challenges are not simply the problems
of many individuals but rather problems involving our collective community. Under the prevailing framework
for mental illness and treatment, a prescription is oﬀered at the level of the
individual. What we need are prescriptions at the levels of the community
and institutions as well.

A

A

C

Here, this paper will provide a few brief
suggestions for how an integrative,

spiritually informed framework can
better address the lack of access to mental health treatment, a major limitation
of the current model. Institutions of
medicine and government play a large
part in setting priorities for funding research and clinical care, promoting or
preventing opportunities for training,
and assessing the eﬃciency of current
practices. Despite the clear impact of
mental health conditions on populations, little funding has thus far been
dedicated to mental health research
or the expansion of clinical services.
On average, less than two percent of
countries’ health budgets is allocated
to the treatment of mental health conditions (GBD). In addition, problems
of large-scale poverty and poor literacy
still impact access to care and result in
poor mental health outcomes (Lynch
and Kaplan; Backlund et al. 1377–80).
This framework acknowledges how
such institutional prioritization contributes to the development of mental
illness, and that no amount of individual treatment will be suﬃcient without
correcting this problem. It recognizes
that governments and institutions of
healthcare have a duty to establish
clear priorities for increasing access
to care for those who do not receive it
and for those who are at highest risk.
This might include: assessing eﬃcacy
of current funding; examining and balancing other expenditures; establishing
internationally agreed-upon measurement tools to ensure broader segments
of the population are screened; and
preparing potential resources should
future surges of mental illness occur.
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In understanding the global mental health challenges as a problem of
community and not just individuals,
this framework also recognizes the
vital role that communities must play
in increasing access to care. Indeed,
in present-day society, especially in
individualistic cultures, the community as an actor in social and spiritual
progress has often been overlooked as
inconsequential compared to the power
of individuals and institutions. When
calamity occurs and when access to
immediate social support is more limited, we have an opportunity to see a
cherishing of community as a spiritually and materially powerful force in the
shaping of our lives.
Communities across the globe,
assisted by specific institutions with
enough resources, can implement
health strategies which have already
been eﬀective on smaller scales, and
which could fill the gap left by the
worldwide scarcity of mental health
specialists (Kola 656–57). One main
way in which communities can do this
is to train lay health workers to deliver
mental healthcare. This process, called
“task-shifting,” has previously helped
to meet the needs in regions where little or no care existed. With a flexible
workforce of local, trusted individuals,
stigma can be reduced, mental healthcare can be sought more frequently,
and workers can serve within a number of settings such as homes, schools,
workplaces, and care centers (Kohrt
et al. 10–15). Communities, perfectly
poised to provide solutions such as
this, can vastly reduce the problem of

mental health access if task-shifting is
broadly implemented. Clinical guides
already created by the World Health
Organization (mhGAP) and other organizations can assist in the training of
these workers and the implementation
of such strategies.
In order to bolster resilience against
the development and progression of
mental health challenges, communities
can also implement strategies that go
beyond healthcare itself. In light of a
spiritually informed framework, these
eﬀorts could focus on: the development of strong and extensive networks
of support for individual community
members; the strengthening of communal spaces; the provision of basic
resources for the mitigation of various
risk factors; the oﬀering and support
of spiritual education and practice; the
nurturing of opportunities for service;
and the creation of spaces to discuss
and learn about factors contributing to
mental health and illness more directly. While it is certainly a challenge to
implement such measures—during and
emerging from the lockdown—as have
been needed for immediate safety,
communities can strive to enact creative approaches such as the use of virtual gatherings, individual visits among
community members at safe distances,
and the sharing of visual, musical, and
written media as rich means of communication and collaboration. As one
example, the Bahá’í world community has been undergoing a process of
learning and practice in its community-building endeavors, both prior to
and during the pandemic, which could
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serve as a model or a starting point for
other communities around the globe.
Such endeavors often start with a small
cohort of individuals spending time
and eﬀort gaining an understanding of
the conditions, strengths, and challenges of their local communities; then,
in consultation with each other and
with like-minded community members, they initiate various short- or
long-term activities meant to address
such challenges. These may include
teaching groups for children and youth
meant to develop moral perception
and become active protagonists within
communities; organizing gatherings
for prayer, community discussion, and
deepening on issues of import; visiting
various community members to enhance bonds of friendship and support;
and creating spaces for training of others on paths of service to community.
As these endeavors organically grow,
opportunities arise to address specific mental health needs. These eﬀorts
can go a long way toward building
resiliency factors within communities.
Importantly, the Bahá’í framework for
community-building operates within
a mode of learning and utilizes a high
degree of flexibility, as conditions are
ever-changing.
It becomes clear, then, that we need
an integrated framework which understands the spiritual contributions to our
current crisis and which can oﬀer insights at the levels of communities and
institutions, as well as individuals.

C
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In this phase of humankind’s collective
evolution, we are becoming acutely
aware of the interconnected forces
involved in our rising mental health
challenges and the need for an integrative, spiritually informed approach.
The COVID-19 pandemic and resulting
lockdowns have created an ever-changing psychological landscape, one to
which we must readily adapt. In the interests of both scholarship and practical
need, this author invites like-minded
scholars to examine this framework and
any others which might be able to meet
the challenges of the present pandemic.
Further work is needed during this
critical time. First, as an application
of this conceptual framework, this author intends to examine in more detail
the major elements related to the three
societal actors—individuals, communities, and institutions—which have
contributed to our present mental health
challenges, and hopes to publish any
findings. Of course, as these factors are
numerous and intertwined, any single
study of such factors would likely be
incomplete; again, this author invites
others to collaborate and contribute to
this growing body of knowledge.
Second, as these factors are determined, it is just as important to implement action to address these factors
at all the relevant societal levels. This
author invites discussion on this topic.
Any real solutions will likely require
dedication, perseverance, and intense
cooperation.
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Third, as there exist multiple conceptual frameworks for understanding psychological phenomena across
cultures and traditions, this work can
be significantly supplemented with a
more thorough investigation into the
other frameworks which incorporate a
spiritual dimension. For example, several non-Western frameworks for mental health and illness should be further
studied and examined alongside the
framework presented here to better understand and meet rising mental health
needs.
Perhaps this is one of many inflection points in the trajectory of our global civilization, one in which the world
can turn to the wisdom of the Bahá’í
writings and look to the examples
within its communities and institutions. Ultimately, as the shockwaves of
this series of global events are still reverberating, it will be the work of individuals across the world, communities
they form, and institutions they build
to act and together develop a new, sustainable system of mental healthcare
for the global population in years to
come.
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