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Opening Acknowledgement    
We would like to invite our higher consciousness and ancestors of ALL asking 

for guidance, strength, courage, acknowledging the vulnerability of this 
process we will be embarking for our time together.

We would also like acknowledge the native spirit of the people of the land 
where we presenting from the Three Fires: Ojibwe, Odawa and Potawatomi as 
well as other tribes like Peoria, Bodwéwadmi (Poh-dway-wahd-mee), Očhéthi 

Šakówiŋ (Oh-CHEH-tee shaw-KOH-we), Hoocąk (Ho-Chunk), Kaskaskia 
(Ka-ska-skee-uh), Kiikaapoi (Kickapoo), and Myaamia peoples. And thank the 
ancestors, Elders and Custodians of the lands where you’re listening from. 

***We challenge all who are present to actively continue to address the colonization of indigenous lands 
and traditions, through continual self development work and opening ourselves to learn the origin 

stories, traditions, and spiritual practices of various communities.  



Safety and Guidelines in the Here and Now
● Discussion of curiosity of ways to consider spirituality in the clinical 

arena
● Content may include information about traumas (CSA, rape, suicidality)

● Notice your body; you may step out, stretch, or take a breath at any 
time

● Language: we use person‑first, culture‑honoring terms; avoid 
pathologizing

● We confirm that we have no financial, academic, or personal 
relationships that could be viewed as presenting a potential conflict of 
interest



Agenda and Learning Objectives 

         
● Recognizing that DSM-5-TR has limitations
● DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 
● Dissociative Experiences Scale  
● Apply the Cultural Formulation Interview 
● Integrate person-centered, trauma‑informed, multicultural, 

and psychodynamic perspectives to support ethical 
treatment planning for spiritually diverse clients

● Increase awareness of inherent biases in favor of advocacy
● Recognize Spiritual Intersectionality in order to foster 

spiritual integration



Our Story - Beyond our Bios
Marijosephe (Mija) Bradford, MBA, MA, LCPC – Licensed Clinical 
Professional Counselor,  and author and national speaker on spiritual 
emergence, trauma, and decolonizing mental‑health practice.

Melody Chen, LCPC, EdS – Clinical supervisor and trauma specialist with 
expertise in immigrant mental health, psychodynamic therapy, and 
culturally responsive supervision.

Gillian Taylor, LCPC, ATR, PMH‑C – Therapist and art therapist whose work 
centers on cultural humility, White racial identity development, and the 
ethical integration of anti‑racist clinical practice (Helms, 1992).
 



Mija’s Background and History

● Identity & Assumption

● Clinical Implication of Misidentification

● Spiritual Emergence as Lived Experience

● Triggers & Onset

● Pre-Emergence Functioning

● Intersection of Spirituality & Institutional Conflict



● First-generation immigrant from Taiwan
○ Sociopolitical context of Taiwan
○ Family background: Hokkien and Hakka ethnic groups from China prior to the 

end of Qing dynasty, indigenous Taiwanese (Austronesian,) possibly European
○ Hub of sea commerce, Japanese ruling, Chinese ruling (R. O. C.)
○ The era of “White Terror”
○ Development of Taiwanese identity

● Graduate studies in counseling (2006-2009)
● Graduate studies in clinical psychology (2015-2024)

○ Began integration of Western practices and Eastern roots
○ Deep dive into ethnic trauma and the psychology of 

oppression/marginalization

Melody’s Background and History



Gillian’s Background and History 
● Gillian Draper DeClark Taylor, LCPC, ATR, PMH-C
● Lineage: ancestors came through Ellis Island
● Largely from Western Europe (3 generations on each side)

○ Father’s side from Germany/Belgium
○ Mother’s side from Sweden

● Surname “DeClerque” became “DeClark” in Ellis Island roster
● White upper middle class; suburbs of Chicago
● Exposed to EQUALITY over EQUITY; performative in rhythm

● Internalized non-maleficence
○ I knew I didn’t know what I didn’t know
○ Integrated notions of privilege and cultural humility; learning is perpetual



Agenda and Learning Objectives

● Recognizing that DSM-5-TR has limitations

○ DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 
○ Dissociative Experiences Scale  
○ Apply the Cultural Formulation Interview 
○ Integrate person-centered, trauma‑informed, multicultural, and psychodynamic perspectives 

to support ethical treatment planning for spiritually diverse clients
○ Increase awareness of inherent biases in favor of advocacy
○ Recognize Spiritual Intersectionality in order to foster spiritual integration



DSM-5-TR: What’s the Purpose of a Dx?
In 1949, prior to original publication in 1952, survey results showed doctors only arrived 
at the same diagnosis 20% of the time when presented with the same diagnostic criteria 
and symptomatology (Greenburg, 2014); DSM was published anyway.
● In 1994, Dr. Allen Frances, head of the psychiatry department at Duke University of Medicine, 

chair of the DSM-IV task force, warned that “the DSM-5 will turn even more of our suffering into 
illness and, in turn, into grist for the pharmaceutical mill” (Greenburg, 2014). 

Why do we use it?
1. To create continuity of care across treatment modalities 

○ For instance, evidence suggests OCD responds to ERP; substance abuse may respond to 
motivational interviewing, and this informs treatment planning 

2. Determine mental fitness for Forensic Psychology needs

3. Insurance purposes (what treatment insurance will pay for is based on statistics respective to 
which diagnoses have various evidence-based outcomes)

So how does the DSM-5-TR differentiate spiritual emergence from psychotic 
disorders?



Goal: Call to Action in the Field 

         Just as we are taught we MUST rule out:

● Symptomatology due to medical condition;
● Symptomatology due to substance use;
● Symptomatology due to another mental health diagnosis;

…in order to assign a diagnosis, the field must work to UNDERSTAND, 
ASSESS FOR, and work to RULE OUT 

● Symptomatology due to spiritual emergence



Agenda and Learning Objectives 

         
○ Recognizing that DSM-5-TR has limitations

● DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 

○ Dissociative Experiences Scale  
○ Apply the Cultural Formulation Interview 
○ Integrate person-centered, trauma‑informed, multicultural, and psychodynamic perspectives 

to support ethical treatment planning for spiritually diverse clients
○ Increase awareness of inherent biases in favor of advocacy
○ Recognize Spiritual Intersectionality in order to foster spiritual integration



Definitions
Dimension: “Spiritual Crisis” “Spiritual Emergence” “Spiritual Awakening”
Timing Can occur anytime through 

trauma
Ongoing process Ongoing process

Intensity Overwhelming/destabilization Moderate, expanding Expanding

Control Loss of control/ Decreasing Some agency Variable

Meaning Confusing fragmented Insightful coherent Clear or profound

Emotional 
Tone

Fearful, distressed Open, curious Teaching and Inviting

Distress High Moderate but 
manageable

Low- moderate

Functioning Impaired Mostly intact  Intact



DSM-5-TR Lens vs. Spiritual Emergence Lens
DSM-5-TR Clinical Lens Spiritual Emergence Lens Clinical Bridge (Integration)
Symptoms interpreted as pathology and 
dysfunction

Emphasis on context, culture, and personal 
narrative

Ask: Is this harmful or meaningful—or both?

Emphasis on diagnostic criteria and 
symptom clusters

Voice/hearing/visions → may represent ancestral, 
intuitive, or symbolic communication

Use DSM + contextual assessment

Hallucinations → viewed as psychosis Dissociation → may reflect adaptive protection or 
altered states of consciousness

Assess distress, control, and cultural congruence

Dissociation → viewed as disruption of 
identity or memory

Support focus: integration, grounding, and guidance Use tools like DES-II as screening, not diagnosis

Treatment focus: symptom reduction and 
stabilization

Cultural and spiritual frameworks are central to 
assessment

Balance stabilization + meaning-making

Cultural context often underexplored or 
minimized

Emphasis on context, culture, and personal 
narrative

Elicit the client’s definition of the problem, cause, and 
desired support using the CFI

Symptoms interpreted as pathology and 
dysfunction

Voice/hearing/visions → may represent ancestral, 
intuitive, or symbolic communication

Elicit meaning using structured inquiry (CFI)

Emphasis on diagnostic criteria and 
symptom clusters

Dissociation → may reflect adaptive protection or 
altered states of consciousness

DSM identify patterns - but don’t stop there ask for 
explanation and meaning.



Spiritual Crisis vs. Schizophrenia (DSM‑5‑TR): 
Symptom Comparison

Feature Spiritual Crisis Schizophrenia (DSM-5-TR)
Core symptoms Altered perception/meaning, intuition, symbolic 

experiences; no requirement for fixed delusions or 
thought disorder.

≥2: delusions; hallucinations; disorganized speech; ± 
disorganized/catatonic behavior; ± negative 
symptoms.

Delusions Spiritual interpretations that are flexible/contextual; 
beliefs often evolve with support and 
meaning‑making.

Fixed false beliefs not culturally sanctioned; resistant 
to contrary evidence.

Hallucinations Visions/voices/ancestral messages within a spiritual 
frame; intermittent and integrated via 
ritual/grounding.

Auditory/other modalities without external stimulus; 
voices common.

Disorganized speech Metaphoric/visionary language that remains 
coherent within spiritual/cultural narrative.

Derailment or incoherence (formal thought disorder).

Disorganized/catatonic 
behavior

Behavioral shifts tied to meaning (withdrawal/ritual 
focus); goal‑direction returns with support.

Marked disorganization or decreased reactivity; 
catatonia possible.

Negative symptoms Periods of inward focus/quiet; affect may narrow 
during integration but can re‑expand with 
stabilization.

Diminished emotional expression, avolition, alogia, 
anhedonia, asociality.

Duration/course Often episodic and context‑linked; can 
resolve/integrate over weeks–months.

Active phase ≥1 month; overall course ≥6 months (incl. 
prodromal/residual).

Functioning/insight Function may dip, but insight/agency improve with 
cultural validation and collaborative care.

Marked decline in work/self‑care/relationships; 
insight often limited.



Carl Jung’s “wounded healer.” Jung coined the term and argued that a healer’s 
own wounds can become the source of their power to help others—“disease of 
the soul could be the best possible form of training for a healer.” Nouwen 1972 

Rumi (often invoked alongside this idea). The line “The wound is the place 
where the Light enters you” is widely attributed to Rumi, and it’s the poetic 
ancestor of the same sentiment, though it’s not about therapists specifically. 

Gabor Maté (modern trauma lens). Maté frequently writes about how many 
helpers are “wounded healers,” and he’s quoted for definitions like “Trauma is 
not what happens to you but what happens inside you” 

Theoretical Perspectives on Trauma



Agenda and Learning Objectives

○ Recognizing that DSM-5-TR has limitations
○ DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 

● Dissociative Experiences Scale  

○ Apply the Cultural Formulation Interview 
○ Integrate person-centered, trauma‑informed, multicultural, and psychodynamic 

perspectives to support ethical treatment planning for spiritually diverse clients
○ Increase awareness of inherent biases in favor of advocacy
○ Recognize Spiritual Intersectionality in order to foster spiritual integration



The Power of Transparency: Melody Chen

Dr. Wade Nobles’ definition of power: the ability to define reality and 
to have others respond to your definition as if it were your own and 
that the most important reality to define is the meaning of one’s own 
human beingness. (Nobles, n.d.)

Therapeutic self-disclosure needs to be destigmatized in order to 
foster a rapport and advance relatability; there is an element of 
permission-giving that therapists can inform by modeling 
self-compassion and expansive recognition. (Price, 2024)



Dissociative Disorders
Amnesia

● Recurrent memory gaps often described as “losing time,” ranging from minutes 
to years.

● These lapses may involve everyday events or significant life experiences and can 
disrupt continuity of identity.

Depersonalization
● A sense of detachment from oneself, including feeling robotic, emotionally 

numb, or like a stranger to one’s own body.
● Some individuals engage in behaviors such as self-injury in an attempt to feel 

real or reconnected.
Derealization

● A sense of disconnection from the external world, where people or surroundings 
feel unreal, distant, or unfamiliar.

● These experiences may occur during stress or trauma-related states, such as 
flashbacks.

Identity Confusion
● An internal struggle or uncertainty about one’s sense of self, often involving 

conflict or lack of clarity.
● This may be intensified in individuals with trauma histories, particularly those 

involving identity-related harm.
Identity Alteration

● A sense of acting like a different person at times, which may include shifts in 
behavior, roles, or awareness.

● This can range from mild, non-clinical role shifts to more significant changes 
involving memory gaps or unfamiliar abilities.



Dissociative Experiences Scale
How dissociative are you?  Dissociative Experiences Scale

There are 28 questions. These questions have been designed for adults. Under 
18s should use the Adolescent DES (A-DES).

Example Questions:
Some people have the experience of finding themselves in a place and having no idea how 
they got there. 

 0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100% 

Some people have the experience of finding new things among their belongings that they 
do not remember buying. 

 0%  10%  20%  30%  40%  50%  60%  70%  80%  90%  100% 

http://traumadissociation.com/des


Dissociative Experiences Scale
Average DES Score in Research 

General Adult Population 5.4

Late Adolescence         16.6

Anxiety Disorder 7.0

Eating Disorders 9.35

Schizophrenia 15.4

Borderline Personality Disorder 19.2

Posttraumatic Stress Disorder 31

Dissociative Disorder Not Otherwise Specified 36

Dissociative Identity Disorder (MPD) 48



Dissociation Across Cultures
What is Dissociation?
According to the National Institutes of Health, core definition of dissociation:
● Disturbance in self-awareness and consciousness
● Disruption in memory, identity, perception, or experience

Key clinical insights from the article:
● Dissociation is Universal—but Expression is Cultural

○ Core symptoms are consistent across cultures
○ Presentation varies based on cultural meaning systems
○ Secondary syndromes may mask underlying dissociation

● Culture Shapes Experience
○ Possession and trance may be culturally normative
○ Spiritual or social frameworks influence interpretation
○ Not all dissociative experiences are pathological

https://pmc.ncbi.nlm.nih.gov/articles/PMC9590661/


Dissociation Across Cultures, Continued

Global & Cultural Distribution
Not Equally Distributed
● Higher prevalence in:

○ Middle East
○ India
○ Africa

● Influenced by:
○ Social structure
○ Cultural beliefs
○ Trauma exposure



Not All Dissociative Experiences Are Pathological

Possession States
Clinical vs. Cultural Understanding

● May involve external identity or altered control
● Can include hallucinations, somatic symptoms, or behavioral shifts
● In many cultures, people who are able to channel are advisors

Clinical Reminder

● Pathology depends on distress, impairment, and lack of control



Mija, Embodied
● Melody urged Mija to identify ways 

she could garner control over these 
symptoms

● Melody encouraged Mija to 
investigate various indigenous 
practices to identify which one was 
calling to her

● Mija was able to learn about and sort 
through 8 different spiritual 
practices in order to find resonance 
with “Vodun”

https://docs.google.com/file/d/1Bc-83Mt6LPoKzDkpupEHZVM-ivZNKaz8/preview


Dissociation: Treatment Approaches and CFI

     Treatment Approach
What Works:

● Psychoeducation
● Trauma-informed psychotherapy
● Culturally responsive care

What to Avoid:

● Mislabeling as psychosis
● Ignoring cultural/spiritual meaning
● Harmful or coercive interventions

Cultural Formulation 
is Essential

Use Structured Tools

● Explore meaning, cause, and 
context

● Understand help-seeking 
behavior

● Integrate cultural and spiritual 
frameworks



Agenda and Learning Objectives
○ Recognizing that DSM-5-TR has limitations
○ DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 
○ Dissociative Experiences Scale  

● Apply the Cultural Formulation Interview 

○ Integrate person-centered, trauma‑informed, multicultural, and psychodynamic 
perspectives to support ethical treatment planning for spiritually diverse clients

○ Increase awareness of inherent biases in favor of advocacy
○ Recognize Spiritual Intersectionality in order to foster spiritual integration 



Cultural Formulation Interview
CFI is “Cultural Formulation Interview”; the generational context that brings 
us to our present selves.

● Domains of assessment: 
○ Cultural Definition of the Problem
○ Cultural Perception of Cause, Context, and Support
○ Cultural Factors Affecting Self-Coping and Past Help Seeking
○ Cultural Factors Affecting Current Help-Seeking

So, how did this affect Mija’s transformation and integration?

https://drive.google.com/file/d/1AkOd6U8HQWHGojoaDo43ZQXXoix3OhIQ/view


Agenda and Learning Objectives
○ Recognizing that DSM-5-TR has limitations
○ DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 
○ Dissociative Experiences Scale  
○ Apply the Cultural Formulation Interview 

● Integrate person-centered, trauma‑informed, 
multicultural, and psychodynamic perspectives to 
support ethical treatment planning for spiritually 
diverse clients

○ Increase awareness of inherent biases in favor of advocacy
○ Recognize Spiritual Intersectionality in order to foster spiritual integration



Adaptive Dissociation & 2018 Clinical Presentation

● Blackouts and gaps in autobiographical memory beginning in 
adolescence/young adulthood.

● Distinct self‑states emerged to protect functioning (e.g., ‘Marijo’, 
‘FeFee’, ‘Tejo’).

● Severe mania, anxiety/panic linked to workplace trauma cues; 
later depressive symptoms and suicidality.

● Partial hospitalization; dissociative episodes; cognitive difficulties 
(memory, comprehension, visual‑spatial).

● Focus of therapy: self‑regulation and integration of self‑states; 
anticipated long‑term care.



MENTALISM
GRAN MET-BONDYE

CORRESPONDENCE VIBRATION POLARITY RHYTHM CAUSE AND EFFECT GENDER

IBO RADA NAGO KANGOGEDE PETWO

UNIVERSAL LAWS - LWA NANCHON



Treatment Planning, Prognosis, Implementation
Mija’s integration to therapy began with EAP: short-term, solution 
focused (6-8 weeks) 

Assessment/advocacy revealed need for longer therapeutic tenure
● Therapeutic self-disclosure to normalize the spiritual emergence

Orientations Used:
● Trauma Therapy
● Person-centered (Warner, 2006)

○ Therapeutic self-disclosure
● Multicultural (Hays, 2019; Sue & Sue, 2019)
● Psychodynamic (Tummala-Narra, 2009)



Agenda and Learning Objectives
○ Recognizing that DSM-5-TR has limitations
○ DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 
○ Dissociative Experiences Scale  
○ Apply the Cultural Formulation Interview 
○ Integrate person-centered, trauma‑informed, multicultural, and psychodynamic 

perspectives to support ethical treatment planning for spiritually diverse clients

● Increase awareness of inherent biases in favor of 
advocacy

○ Recognize Spiritual Intersectionality in order to foster spiritual integration



Waking Up: Gillian Taylor
Met Mija in PHP while teaching about microaggressions/microinvalidations
● Committed micro-aggression; understood unlearning/learning continues
● Worked in leadership: recruitment of clients/therapists

○ Internalized non-maleficence and my need to further my learning toward 
becoming non-racist white

○ “Ignorance is not bliss; ignorance does harm”

● Engaged in DEI trainings, introspection, accountability, humility, forgiveness
○ Erin Matthews and Nima Novak: Living in Empathy Institute DEI Leadership 

Course
○ Sought individual therapy from Dr. Martha Singleton 

■ Built insight about Status IV: Pseudo-Independence, (Helms 1992)
○ Dr. Tiye Sherrod Robinson, Liberation and DEI Consultant, Is This Liberation? 

Podcast Host

https://www.livinginempathy.com/about
https://centersforfamilychange.com/teletherapy-singleton/
https://www.semanticscholar.org/paper/The-Juxtaposition-of-White-Racial-Identity-in-and-Owens/e907a9f2e1e076a69f001c2252224440b2556e09
http://www.youtube.com/@IsThisLiberation


Janet Helms’ White Racial Identity Development Model



Interpreting Helms’ Model
● Helms named six stages, which she calls “statuses,” that characterize a White 

person’s pattern of responding to racial situations in their environment. 
● Divided into two halves and is read from the bottom up:

○ Phase I: Internalized racism/Abandonment of racism

○ Phase II: Recovering from racism/Defining a non-racist White identity

● Progressing through the first three statuses represents a person moving 
toward abandoning racism. 

● Next three statuses follow as one develops an anti-racist White identity
● A moment of awakening usually occurs when a person realizes our real racial 

history, yet that person can also slide back into Whiteness because it becomes 
too difficult to sustain their antiracism (regression or reintegration).



Janet Helms’ White Racial Identity Development Model

https://brownicity.com/blog/dr-janet-helms-white-racial-identity/

STAGES/STATUSES OF WHITE RACIAL/ETHNIC IDENTITY DEVELOPMENT
CONTACT – Unaware of own racial identity; does not think of oneself as “White” but as 
“normal.” Tendency to view racism as “individual acts of meanness” rather than as an 
institutionalized system, and typically does not recognize or acknowledge “White 
privilege.” This is an obliviousness to being racially White.

DISINTEGRATION – Awareness of racism and White privilege increases as a result of 
personal experiences. Common emotional responses to this new information include 
shame, guilt, denial, anger, depression, and withdrawal. May attempt to persuade others 
to abandon racist thinking.

REINTEGRATION – This is a state of trying to protect one’s racial privilege. May feel 
pressured by others to “not notice” racism. Feelings of guilt and denial are transformed 
into fear and anger toward people of color; a common response is to “blame the victim.” 
Chooses to avoid the issue of racism, if possible, rather than struggling to define a 
non-racist identity. Percentage-wise, many White people live in the reintegration stage 
because the disintegration stage is the most painful and difficult to navigate. 



Janet Helms’ White Racial Identity Development Model

https://brownicity.com/blog/dr-janet-helms-white-racial-identity/

PSEUDO-INDEPENDENCE – Individual is abandoning beliefs in White superiority. 
Has an intellectual understanding of the unfairness of White privilege and 
recognizes personal responsibility for dismantling racism. May choose to 
distance oneself from other Whites, and actively seek out people of color to help 
him/her better understand racism.

IMMERSION/EMERSION – Actively seeking to redefine Whiteness. Asking 
self-questions such as “Who am I racially?” “What does it really mean to be White 
in the U.S.?” Needs support from other anti-racist Whites who have asked similar 
questions. Focus is on developing a positive White identity not based on assumed 
superiority. Takes pride in active anti-racist stance.

AUTONOMY – Has internalized a positive White racial identity. Actively anti-racist 
within own sphere of influence. Development of racial identity is not static; this 
person continues to be open to new information and ongoing self-examination. 
Able to work effectively in multiracial setting in “beloved community.”



Agenda and Learning Objectives
○ Recognizing that DSM-5-TR has limitations
○ DSM-5-TR (Spiritual emergence vs. Psychotic disorders) 
○ Dissociative Experiences Scale  
○ Apply the Cultural Formulation Interview 
○ Integrate person-centered, trauma‑informed, multicultural, and psychodynamic 

perspectives to support ethical treatment planning for spiritually diverse clients
○ Increase awareness of inherent biases in favor of advocacy

● Recognize Spiritual Intersectionality in order to foster 
spiritual integration



Intersectional Identity Disparity
● Until recent directives, DEI efforts were growing; the work remains
● Pamela Hays (1996) introduced the concept of the “ADDRESSING” model and 

Kimberlé Crenshaw (1989, 1991) theorized “intersectional” identities
● Crenshaw (1989, 1991) observed women of color being excluded from “women” 

inclusion efforts and “BIPOC” inclusion efforts among leadership teams
○ Brought visibility and lexicon to the ways in which members of marginalized 

groups continue to experience layered/compounded discrimination

○ We acknowledge that Gender/Sexual Identity and Racial Identity are merely two 
identity markers that compound discrimination…

● According to Helms (1992), movement toward “Racial Immersion” (Status V) 
requires equal consideration of all intersections



Acknowledging Mija’s Learned Despiritualization…

https://lifestyle.sustainability-directory.com/question/how-does-colonization-impact-indigenous-spiritual-practices/
https://lifestyle.sustainability-directory.com/area/spiritual-decolonization/

…allowed for her Spiritual Decolonization and Liberation

…the cultural erasure of indigenous spiritual practices and traditions, resulting in harm that is “intergenerational, as the loss 
of spiritual heritage impacts subsequent generations’ ability to connect with their cultural identity and ancestral wisdom.” 

Mija’s Spiritual Integration

https://lifestyle.sustainability-directory.com/question/how-does-colonization-impact-indigenous-spiritual-practices/
https://lifestyle.sustainability-directory.com/area/spiritual-decolonization/


Spirituality as an Intersectional Identity
Mija’s healing focused on the intersectional identities of Religion (spirituality) and 
Indigenous Group Membership, allowing progress toward Indigenous Healing

Spiritual Integration occurred in the parallel processes of:
● Melody having training, insight, expansive recognition (Price 2024) of indigenous 

philosophy in order to address these intersections

● Gillian having training on cultural humility and the acknowledgement as a person with 
White privilege to move through Helms’ statuses in pursuit of embodying a non-racist 
White identity

Indigenousness Uprooted: Acculturation vs. Connection to Indigenous Roots
● Why the “American” Dream? 
● Why the need to defuse from origin?
● Why are we willing to sacrifice our culture for the pursuit of acculturation?



Assessment 
Pathway
RULE OUT:
● Medical 

condition;
● Substance use;
● Another mental 

health diagnosis



Remember…. 

Spiritual Decolonization and Liberation

CAN ONLY HAPPEN AFTER

Acknowledging Despiritualization



Why Us?   –   Why Now?   –   Why YOU?
In 2024, the ACA revised Ethical Guidelines (from 2014) on items relevant to 
our work together: 
● Emphasizes further training on Cultural Humility and Social Justice to address 

systemic inequalities to prevent further cultural or indigenous invalidation

● Emphasizes more comprehensive understanding of intersectionality (Crenshaw 
1989, 1991)

● Encourages more nuanced analysis of ‘Dual Relationships’

The potential for healing is so profound, we owe it to the field to 
examine, neutralize and accommodate our dual relationships in 

the service of furthering cultural inclusion, acknowledging 
cultural erasure and working to end systemic inequity. 
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