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The Near-Death Experience as a Focus of Clinical Attention

BRUCE GREYSON, M.D.

Near-death experiences (NDEs) often produce profound changes in attitudes and
behavior that can lead 1o psychosocial and psychospiritua) problems. The diagnostic
label of religious or spiritual problem, included in DSM-IV under the category of other
copditions that may be a focus of clinical attention, was originally proposged (0 encom-
pass NDEs and their aftereffects, Four cases are discussed in which patients presented
with NDE-related problems, and differential diagnosis and current treatment strategres
are reviewed. The inclusion of this new diagnostic category in the DSM-IV permits
differentiation of NDEs and similar experiences from mental disorders and may lead to
research into more effective treatment strategies.
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When some peaple come close to death, they go
through a profound experience in which they be-
lieve they leave their bodies and enter some other
realm or dimension, transcending the boundaries of
the ego and the ordinary confines of time and space.
Moody (1875), who named this phenomenon the
“near-death experience” (NDE}, described it as an
ineffable experience that may include feelings of
peace, unusual noises, being out of the physical
body, movement through a dark tunnel, meeting
other spiritual beings, a life review, a border or
point of no return, a return t¢ the physical body,
and profound changes in attitudes and values.
Greyson (1986) later identified discrete types of
NDEs dominated by either cognitive elements such
as accelerated thought processes and a “life re-
view,” affective elements such as peacefulness and
Joy, or transcendental elements such as apparent en-
counters with mystical entities or deceased persons.
These NDEs, once regarded as meaningless hallu-
cinations, have become the subject of serious study
by medical and other researchers in recent years.
Once thought to be rare, the NDE has been estj-
mated to be reported by at least a third of people
who come close to death (Ring, 1984; Sabom, 1982),
or about 5% of the American population (Gallup and
Proctor, 1982).

Researchers have yet to find personal traits or
variables that can predict who will have an NDE or
what kind of NDE a person may have. Retrospective
studies of near-death experiencers (NDErs) have
shown them to be psychologically healthy individ-
uals, who do not differ from control groups in age,
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gender, race, religion, religiosity, or mental health
(Gabbard and Twemlow, 1984; Greyson, 1991; Irwin,
1985; Locke and Shontz, 1883). Several psychody-
namic models have been posited to explain near-
death phenomena (Greyson, 1983b) as well as neu-
robiological models that invoke the role of endor-
phins or various neurotransimitters and neure
anatomical models that link NDEs to specific sites
in the brain (Jansen, 1990; Morse, of zl., 1989:
Saavedra-Aguilar and Gdmez-Jeria, 1989). Although
correlating NDEs with physical structures or chem-
icals in the brain would not necessarily tell us what
causes NDEs, it would potentially open up new
tools and techniques for investigating the mecha-
nisms and aftereffects of these experiences.

Regardless of their cause, these transcendent
NDEs can permanently and dramatically alter the
individual experiencer’s attitudes, beliefs, and val-
ues. The growing literature on the aftereffects of
NDEs has focused on the beneficial personal trans-
formations that often follow. Aftereffects typicatly
reported include increases in spirituality, concern
for others, and appreciation of life, and decreases
in fear of death, materialism, and competitiveness
(Bauer, 1985; Flynn, 1986; Noyes, 1980; Sabom,
1982). These profound changes in attitudes and in
behavior have been corroborated in long-ternm stud-
ies of NDErs, in interviews with their significant oth-
ers, and in research comparing NDErs with survi-
vors of close brushes with death who do not recail
NDEs (Greyson, 1983a; Ring, 1984).

Froblems Precipitated by NDEs

Despite the prevalence of NDEs and considerable
research into their positive aftereffects, little has
been written about the psychosocial and psycho-
spiritual problems that often follow NDEs. Although
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NDErs sometimes feel distress if the NDE conflicts
wilth their previously held beliefs and attitudes, the
emphasis in the popular media on the positive ben-
efits of NDEs inhibits those who are having prob-
lems from seeking help. Sometimes people who
have had a totally unexpected NDE may doubt their
sanity, yet they are often afraid of rejection or ridi-
cule if they discuss this fear with friends or profes-
sionals. Too often, NDErs do receive negative re-
_actions from professionals when they describe their
experiences, which discourages them even further
from seeking help in understanding the experience.
Most NDErs gradually adjust on their own, without
any help, to their experience and its effects. How-
ever, that adjustment often requires them to adopt
new values, attitudes, and interests. Family and
friends may then find it difficult to understand the
NDEr's new beliefs and behavior. On the one hand,
family and f{riends may avoid the NDEr, who they
feel has come under some unwelcomed influence. On
the other hand, family and friends influenced by the
popular publicity about the positive effects of NDEs
may place the experiencer on a pedestal and expect
unreglistic changes. Sometimes, friends expect su-
perhuman patience and forgiveness from the NDEr
or miraculous healing and prophetic powers; they
may then become bitter and reject the NDEr who
does not live up to these unrealistic expectations.
Emotional problems after NDEs include anger
and depression at having been returned, perhaps
against one’s will, to this physical dimension. NDErs
often have problems reconciling the experience
with their traditional religious beliefs or their pre-
vious values and lifestyles. Because the experience
seems so central to their sense of self and seems to
set them apart from other people around them,
NDErs may come to define themselves exclusively
as experiencers. Because many of their new atti-
tudes and beliefs are so different from those around
them, NDErs can overcome the worry that they are
somehow abrormal only by redefining for them-
selves what is normal. NDErs may feel a sense of
distance or separation from people who have not
had similar experiences and may fear being ridi-
culed or Tejected by others—sometimes, of course,
with good reason, Difficulty reconciling the new at-
titudes and beliefs with the expectations of family
and friends can interfere with maintaining old roles
and lifestyle, which no longer have the same mean-
ing. NDErs may find it impossible to communicate
to others the meaning and impact of the NDE on
their lives. Frequently, having experienced a sense
of unconditional love in the NDE, the experiencer
cannot accept the conditions and limitations of hu-
man relationships.

Above and beyond these problems, which all
NDErs may face to one degree or another, people
who have had frighiening NDEs have additional
concerns about why they had thal kind of experi-
ence and may be troubled by lerrifving flashbacks
of the experience itself. Similarly, additional prob-
leims may follow NDEs that arise ouwt of a suicide
attermpt or in young children. The way a psycho-
therapist responds to an NDEr can influence
whether the NDE is accepted and becomes a stimn-
ulus for further growth or whether it is regarded as
a bizarre experience that must nol be shared, for
fear of being labeled mentally ilL

Flynn noted that the value incongruities between
NDErs and their families lead 10 & relatively high
divorce rate among NDErs: “Whereas sociological
studies show that many divorces occur because of
arguments over not having enough money, NDErs'
marital breakdowns seem (o take place because
NDErs no longer share materialistic values with
their spouses” (1986, p. 24). Insinger (1991} found
that “social death,” when the familiar personality of
an NDEr dies, can be as disruptive to a family as
the physical death of that person. Bush concluded
that the price of an NDE “may include long-term
depression, broken relationships, disrupted career,
feelings of severe alienation, an inability to function
in the world, long years of struggling with the keen
sense of altered reality” (19891, p. 7). She quoted a
divorce rate as high as 75% and noted that although
the most disabling aftereffects seem to affect a mi-
nority of experiencers, for them the irapact is severe
and effective interventions hard to find. Wilber, rec-
ggnizing the difficulties in coping with a transfor-
mative experience for whichh one is unprepared,
wrote: “At best, these crises are annoying; at worst,
they can be devastating” (1884a, p. 108).

Diagnosing NDE-Related Problems

Wilber (1984b} cautioned against considering all
nonordinary states as pathological He used the
term “psychic pathology” to include what he called
“split life-goals,” the difficulty returning to the state
of mind before a spiritual crisis, and also what the
16th=century Spanish mystic St. John of the Cross
called the "dark night of the soul,” a sense of pro-
found abandomment that results from the inevitable
fading of an experience of ecstasy, which can be
mistaken for a depressive disorder (Wilber, 1984a),
Grof and Grof (1890) argued that the milder forms
of spiritual crises should not be diagnosed or
treated as mental disorders but rather as develop-
mental crises that can result in long-term improve-
ment in overall well-being and functioning.
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The DSM-IV warned against misinterpreting as

mental disorders “certain religious practices or be-
licfs (e.g., hearing or seeing a deceased relative dur-
ing bereavement)” American Psychiatric Associa.
tion, 1994, p. xxiv). The DSM-IV distinguished from
mental disorders a category of problems labeled
“other conditions that may be a focus of clinical at-
tention.” These “other conditions” may ocecur in in-
dividugls who have no mental disorder, in individ-
uals who have a mental disorder to which the other
condition is unrelated, or in relation {0 a mental dis-
order but sufficiently severe to warrant attention in-
dependent of the mental disorder. Lukoff et al. {1992)
suggested that this eategory should include a diag-
nosis of “religious or spiritual problem” to offset the
tendency of mental health professionals to ignore or
pathologize religious and spiritual issues, creating
iatrogenic harm.

Turmer et al. (1995) comipared the triggering of
religious or spiritual problems by an extremely
stregsful event, such as an NDE, with uncompli-
cated bereavement. Just as the diagnosis of a major
depressive episode would not be given when de-
pressive symptoms resull from a normal reaction to
a death, so the characteristic sequelae of an NDE
should not be viewed as evidence of a mental dis-
order but rather as normal reactions to a life-threat-
ening stressor. The DSM-IV Task Force, after much
deliberation, did finally include among these prob-
lems that are not considered to be mental disorders
the diagnosis of religious or spiritnal problem. The
acceptance by the DSM-IV Task Force of this new
category acknowledged that psychological problems
of a religious and spiritual nature are not necessarily
attributable to a mental disorder nor reducible to a
biological explanation and treatment (Turner, et al.,
1985).

Whereas Lukoff et al. (1992) had included in their
definition of religious or spiritual problem two spe-
cific examples—mystical esxperiences and NDEs—
the DSM [V replaced these examples by the less spe-
cific phrase “guestioning of other spiritual values
which may not necessarily be related to an organ-
ized church or religious institution™ (American Psy-
chiatric Association, 1994, p. 685). Turner et al.
{1995) noted that this questioning may involve ques-
tioning one’s whole way of life, purpose for living,
and source for meaning. They argued that scientific
research over the past decade has established the
NDE as an identifiable psychological phenomenon
not aftributable to a mental disorder but often pre-
cipitating significant intrapsychic and interpersonal
difficulties, such as anger, depression, and isolation.

The differential diagnesis of NDE-related prob-
lers includes posttraumatic stress disorder (PTSD)),

as both conditions involve distress after exposure
to a threal of death or serious injury. NDErms, like
victims of PTSD, may report recurrent, intrusive rec-
ollections of the event and a1 times a feeling as i
reliving the experience. NDErs who have difficulty
coping with their experience and its aftereffects
may alsp report the PTSD symptoms of recurrent
distressing dreams of the event and psychological
distress and physiclogical reactivity to exposure to
cues that symbolize the event. In addilion to these
common ingrusive symptoms, some NDERS also re-
part symptoms of avoidance, such as diminished
interest in activities, estrangement from others, re-
stricted range of affect, and a sense of foreshort-
ened future, Rarely they may report effonts to avold
reminders of the experience or difficulty recalling
part of the experience.

The NDE itself has been compared with dissoci-
ation or, more specifically, depersonalization, both
of which are commor responses to stress (Greysorn,
1996b; Spiegel and Cardefia, 1991). However, dis-
sociative disorder is characterized by persistent, re-
current, or chronic dissociation, whereas NDErs
generally show no more dissociative tendencies
than control populations (Irwin, 1993). Gabbard and
Twemlow (1984) noted that depersonalization dif
fers from the NDE in & number of ways, including
age and gender distribution, unpleasant and dream-
likke quality, and separation of observing self from
functioning self.

NDEs have also been confused with autogscopy,
which has been documented in association with a
variety of brain lesions. Howaver, NDEs differ from
autoscopic phenomena in that the observing self or
point of perception is experienced as ouiside the
physical body, from which perspective the subject
sees his or her own inhactive physical body rather
than an active apparitional “double” (Gabbard and
Twemlow, 1984).

Bates and Stanley (1985) noted superficial simi-
larities between NDEs and psychoactive substance-
induced hallucinations but reported that visions in
NDEs are more coraplex than those induced by
drugs—and more often endowed with personal
meaning., Lukoff (1985) differentiated spiritual ex-
periences such as NDEs from brief psychotic dis-
orders by their acute onset after a stressful precip-
itant and by the experiencers’ good premorbid
functioning and positive exploratory attitude toward
the experience. The DSM-IV cautioned against con-
fusing symptoms of brief psychotic disorder with re-
ligious experiences that are not perceived as being
pathological.

Although schizotypal personality disorder can in-
clude cognitive and perceptual distortions, it is a
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pervasive pattern of interpersonal deficils that is not
seen in NDErs (Gabbard and Twemlow, 1984; Irwin,
1985; Locke and Shontz, 1983). Again, the DSM-IV
warned that religious beliefs can appear schizotypal
to uninformed observers,

A diggnosis of adjustment diserder is not. appro-
priate for cases of NDE-related problems in that it
requires emotional or behavioral symptoms in ex-
cess of normal reactions to a stressor. The anger,
depression, and interpersonal difficulties after an

"NDE occur so frequently that they must be consid-
ered normal and expected responses (o 2 tumultu-
ous situation and should not be regarded as ad-
justment disorders any more than would normal
bereavement (Lukoff et al., 1992). The occurrence
of NDEs at virtually any point in the life cycle from
childhood 10 old age argues against its diagnosis as
a phase of life problem.

The DSM-IV option to diagnose religious or spir-
itual problems even when they appear related to a
mentsl disorder, provided they are sufficiently se-
vere to warrant independent clinical attention,
underlines the importance of diagnostic clarity. Fur-
ther research is needed to refine diagnostic guide-
lines, but the lack of definitive differential diagnos-
tic criteria at the present time should not preclude
recognizing NDEs as conditions distinet from men-
tal disorders. An intended function of the diagnostic
category of religious or spiritual problem was to an-
chor the nonpathological end of a differential diag-
nostic spectrum, a goal that would be obviated by
subsuming these conditions under the diagnosis of
a mental disorder.

Cases

There are few cases in the clinical lterature of
NDE-related problems. Clark (1984) related a case
of a 43-year-old man who, after a blissful NDE pre-
cipitated by a cardiac arrest, became enraged at his
wife's well-meaning intent to change his diet and
activities and take a cardiopulmonary resuscitation
course. Declaring that he preferred death, he for-
bade her to resuscitate him. Clark treated this case
with brief couples counseling and, given the wife's
intellectualized need to control the process, as-
signed the wife library research on NDEs to be dis-
cussed with her husband. Below are four clinical
vignettes from my own practice that illustrate re-
quests for psychiatric intervention for problems sec-
ondary to NDEs,

Case I

Ms. L. was a 26-year-old single woman who
sought treatment because of increasing difficulty

reconciling her profession as a television producer
with her values, which she fell were derived from
her NDE. At the age of 6, she had nearly drowned
while playing in the gcean. At that time she had an
out-of-body experience; went through a tunnel; felt
overwhelming peace; encounterad nonphysical be-
ings; felt tolally connected Lo them yet still main-
tained her individuality; felt she had access to all
knowledge, including visions of the future; and was
sent baclk to life against heyr will.

She stated that that NDE had caused her difficul-
ties for the past 20 years. Her parents had always
accepted her NDE and had encouraged her in her
spiritual seeking, but she described her childhocd
as having been "too intense” as a result of the NDE.
She described herself as arrogant toward teachers,
feeling that she had already transcended everything
school could teach her. She felt that she had re-
ceived the message in her NDE 1o love herself and
life, but she remained angry at God for preventing
her from having a normal life that could allow her
to do s0. She experienced an intense level of per-
fection in that NDE that she felt she could never
recapiure once she returned to this life. Her greatest
persisting frustration had been that the love she ex-
perienced in her NDE could not be replicated in
relationships in this world. She therefore felt per-
petually unfulfilled and felt she could never bond
with anyone else, because she was alveady attached
to the entities she encountered in her NDE. She felt
that her success in the mundane world was fraud-
ulent, as it was basad on manipulation of others,
which she felt was antithetical to her NDE-derived
values.

She denied vegetative signs of depression, such
as disturbances in sleep, appetite, energy, or con-
centration, had no diurnal mood variation; and had
no suicidal or homicidal ideation. She denied any
hallucinations, although she acknowledged un-
shared sensory experiences of a spiritual nature.

She denied any of the symptoms of PTSD as well
as abuge of alcohol or recreational drugs. Ms. L. ap-
peared to be suffering from a religious or spiritual
problem related 1o difficulty reconciling her beliefs
and values with the kind of lifestyle and career she
has been following. She felt oppressed by an appar-
ent spiritual mandate that she had not been able to
follow. She was treated with a combination of brief
crisis-oriented psychotherapy directed toward help-
ing her clarify the issues and gain perspective an
realistic solutions, and she was referred to a support
group of individuals experiencing similar crises. She
took a leave of absence from her work while she
pondered quitting her profession but eventually dis-
covered a way of using her professional skills and
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position that might further the altruistic values she
acguired in her NDE,

Cuse 2

Mr. 5. was a 24-year-old graduate student in ge-
ology who had had an NDE during a near-drowning
incident when he was 17, In the intervening 7 years,
he had experienced what appeared to be paranor-
mal phenomena. For example, on a visit to the site
of a former Nazi concentration camp in Germany,
he had heard the screaming and ¢rying of tormentad
souls and was quite terrified.

His NDE included a life review that included
many events from his childhood, aleng with several
scenes that he could not recognize, including a fu-
neral at which he saw many relatives and a few peo-
ple he did not know. Since that time, some of thoge
scenes had come to pass exactly as they had ap-
peared in his life “review.” AL his mother’'s funeral
when he was 20, he suddenly realized he was in the
scene from his life review, with people standing just
as they had in that vision. The life review included
some very painful scenes that had not yet come to
pass, and he was now living in what he felt was the
certainty that they were destined to happen to him
someday. He sought counseling for his anxiety
about these seemingly inevitable events and his de-
spair at loss of control over his fate, but his coun-
selor did not want to discuss his NDE. He and his
counselor then sought consultation from me, and 2
therapeutic plan was developed to help Mr. 8. over-
come his sense of helplessness and victimization by
exploring ways in which his NDE seemed to be tai-
lored to meet his particular psychological needs and
the active role he may therefore have played in gen-
erating the structure and content of his NDE.

Cuse 3

At age 14, Mr. V. was electrocuted by a spark ap-
parently jumping from an overhead power line to
the tre¢ he was climbing While his father and
brother administered cardiopulmonary resuscitation
to his unconscious body, he had an NDE with both
heavenly and hellish vigions and felt communication
from both a deceased grandfather and Christ, in ad-
dition to a demonic figure. Before that accident, he
had been a good student, quarterback on the junior
varsity football team, and guitarist in a rock band.
After his experience, he began questioning the value
of these activities, felt he had been saved from death
by Christ, and sent back with a mission, although
he did not know what that might be, He began to
evaluate previously enjoyable activities in light of
their contribution to his mission and judged them

trivial and distracting from his real work. His grades
fell as he found studying meaningless; he decreased
participation in sports and music and ceased so-
cializing with peers. He felt confusion over the
meaning of life in general, his life in particular, and
the implications of his having been saved. He was
anable 1o reconcile his new sense of importance and
seriousness of purpose with his daily life as an ad-
olescent. He was unable (o talk with others about
these feelings and felt estranged from peers, with
whom he ceased to share any interests,

After 2 years, he was experiencing unpleasant
flashbacks of the accident, boih in dresims and while
awake; at those times, he would become oblivious
to his surroundings. He also began sleeping more
with decreased restfulness and experienced anxiety,
anhedonia, weight loss, decreased concentration, fa-
tigue, and despair with suicidal ruminations. He had
frequent crying spells and on rare occasions had vi-
olent outbursts, fighting with peers with little prov-
ocation, something he had never done before. After
3 years he began abusing alcohol and then cocaine
to avoid the flashbacks and the painful sense of
meaningless in his life. He was then referred for
counseling by his parents for his depression, sui-
cidal ideation, and substance abuse.

Mr. V.'s religious or spiritual problem secondary
to the NDE, exemplified by his confusion and tur-
moil over meaning and purpose, interfered with his
normal adolescent struggle to formulate life goals
and values. At a time when identity with a peer
group wrestling with these common issues is eriti-
cally important to adult personality development,
Mr. V. felt uniquely estranged from his peers and
from the usual adolescent activities and develop-
mental tasks. In addition, Mr. V.'s distress met cri-
teria for both major depressive disorder and PTSD.
He was treated with individeal psychotherapy fo-
cused on clarifying his Jife goals and sense of mean-
ing and purpose; with referval, along with his
parents, to a support group for NDErs; and with des-
ipramine. His neurovegetative signs of depression
resolved over the course of several weeks, The
flashbacks and his subsequent substance abuse
abated and ceased after a few months; however,
his existential despair continued throughout high
school. After graduation, he enrolled in an emer-
gency medical technician cowrse and eventually
found satisfaction in the hands-on healing he was
able to do with the rescue squad and in lecturing to
high school groups on suicide prevention. Although
he attended the support group only sporadically, his
parents went regularly for about a year and felt it
helped them understand what their son was going
through.
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Case 1{

Mr. G. was a 30-year-old policernan when he had
a NDE precipitated by postoperative hemorrhaging.
lHe had been sent home after an uneventful hernior-
rhaphy bul then started bleeding. 'His wife, a regis-
tered nurse, rushed him back to the hospital, where
he lapsed into appareni unconsciousness and had
his NDE. He felt ap urgent need to explain to his
wife and 1o others the sense of unconditional love
- he had felt during his experience and 10 find some
way to share that love with others. His attempis to
describe these feelings were frustrating, as he felt
unable to verbalize it cven to himself, lei alone to
others. He was able to express some of the affect
in poetry and painting but felt misunderstood and
frustrated in his atterapts to communicate to others.

For years he considered the experience too per-
sonal to share and could not find a way to speak of
it. Thinking about his experience would provoke in-
tense affect, and he would not speak without erying.
He felt alienated to have experienced something
that meant so much to him and had changed his life
but that he could not share with anyone else. His
family, in their attempt to accept his experience, ex-
pected him Lo show supranormal tolerance and pa-
tience, and they became angry and disappointed
whenever he became angry or lost his temper. They
often reprimanded him when he acted in ways they
saw as selfish, insisting that because of his experi-
ence he “should lmow better.” He also became in-
tolerant of viclence and hypocrisy, which resulted
in his inability to watch television or attend movies
with his family. After endangering himself and his
partner on patrol because he could not fire his gun,
he resigned his job as a policeman and retrained as
a teacher. Although he found teaching high school
fulfilling, he often found himself reprimanded for be-
coming involved in his students’ personal lives.

Fourteen years after his experience, he sought
counseling for depression and despair over being
unable to communicate his profound feelings to his
family. Although he did show depressed mood and
affect and some depressive equivalents, he had in-
sufficient symptoms for a diagnosis of major de-
pression or dysthymia and in fact reacted angrily
when the possibility of antidepressant medication
was raised, insisting that having suffered to tran-
scend earthly pettiness, he did not want to be med-
icated into “adjusting” to it again.

Because there was no local support group for
NDErs in his area, Mr. G. was treated in a time-
limited psychotherapy group consisting exclusively
of NDErs and in couples therapy, Once his wife re-
alized his problems were neither unique nor due to

his individual psychopathology, she became more
interested both in working with him to resolve their
problems and in developing nursing interventions
for NDErs. Mr. G. and his wife eventually were in-
strumental in establishing a local NDEr support
group.

All four of these cases are approprialely regarded
as cases of a religious or spiritual problem, as oul-
lined in the DSM-IV. With the exception of Mr. V.,
none of them experienced characteristic clinical fea-
tures of PTSD or major depression. That cage iilus-
trates the possibility alluded to in the DSM-IV of a
religious or spiritual problem related to a mental
disorder and vet of sutficient severity to warrant in-
dependent clinical attention. Such cases raise ques-
tions not only of differential diagnosis of the com-
orbid conditions bug also of the causal relationship
between them: that is, whether NDEs may predis-
pose toward certain mental disorders, and whether
certain mental disorders may predispose toward
spiritual problems in NDErs.

Treatment
rdividual Psychotherapy

Clinicians who have worked with NDErs have de-
veloped a consengus of helpful strategies in individ-
ual psychotherapy (Greyson, 1996a, 1986b; Greyson
and Harris, 1987). It is usually useful to let these
patients verbalize their confusion and distress, even
when it seems difficult to put into words. Unlike
delirious patients, who may become more agitated
if allowed to do so, NDErs ususlly becomme more
frustrated if told not to talk about their experience.
Reflection and clarification of the patients’ percep-
tions and emotions are wsually more helpful than
interpretations, which are often regarded by pa-
tients as misinterpretations. Objective information
about the frequency and common effects of NDEs
often alleviates concern about its implications and
consequences, both for patients and for their fami-
lies.

Regarding the NDEr as a victim is often coun-
tertherapeutic, whereas helping patients appreciate
their active role in generating the specific details of
their experience, and the relevance of those details
to the experiencer’s unique psychodynamics, may
help them resolve problems arising from it. Rosen
(1976) noted that a therapeutic aspect of many
NDEs is what he called egocide or symbolic suicide,
the sacrifice of conflicted parts of the personality
that had been a source of suffering for the individ-
ual In such cases, grieving for the loss of those con-
flicted parts, despite its therapeutic result, may be
appropriate. The induction of controlled altered
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states through hypnosis or guided imagery, and the
use of nonverbal media, such as art, may help pa-
tients express conflicts that are experienced as in-
effable. A sense of having been “returned” to life for
a reason or of having chosen to return is 2 conumon
source of conflict; regrets, ambivalence, and frustra-
tion over the return should be explored.

Changes in values, beliefs, and attitudes may re-
quire changes in familial interactions, which in turn
can lead to secondary problems. A here-and-now fo-
cus in the therapy may help individuals who have
difficulty appreciating temporal constraints after an
apparently “timeless” experience. Unlike patierts
with PTSD, NDErs rarely want to eliminate intrusive
reminders of their experence. More commonly,
they request help integrating the experience and its
lessons into their daily lives.

Group Psychothevapy or Support Groups

With an experience as foreign to mundane Jife as
the NDE, exploring problems and solutions with fel-
low experiencers can reduce the sense of bizure-
ness. Some experiencers may find it easier (o ex-
plore issues in a psychotherapy group composed of
patients who have had NDEs or similar experiences
than with a single therapist who, even if he or she
has had an NDE, may legitimately be unwilling to
share it with patients to avoid influencing their rec-
ollections and interpretations. Most patients will
benefit from referral to NDEr support groups, which
exist in many cities.? Talking with other NDErs in
such a setting can help normalize the experience,
although experiencers should be discouraged from
identifying and associating only with persons who
have shared similar experiencers.

Psychopharmacologic Treatment

There is no evidence that psychotropic medica-
tions will help with problems after an NDE, unless
patients meet criteria for comorbid depressive dis-
order or PTSD, as did Mr. V. In fact, Wilber {1984b)
cautioned against medicating individuals with spon-
taneous spiritual awakening, as that may freeze the
process in midcourse and prevent any further re-
parative developments (Grof, 1975).

‘Condemplotive Msciplines

As an alternative to medication, Wilber advised
that the individual in spiritual crisis consciously en-

*An updated list of near-death experiencer support EROapE 15
available from the International Association for Near-Death
Studies, P.O. Box 502, East Windsor HIN, Connecticut 06028
LB02.

gage the reparative process by taking up 2 contem-
plative discipline. However, if a spiritual awakening
involves psychotic-like features, contemplative dis-
ciplines, which require a sturdier ego than psychot-
ics or borderlines pussess, are contraindicated. Not
only is meditation unhelpful for such patients, it can
also dismantle what little structure the borderline
or pasychotic has (Wilber, 1984h). Engler (1083) also
regarded meditation as contraindicated for such pa-
tients, even though they are often drawn to it as a
rationalization for their "nonego” states. Wilber vec-
ommended that, for split. life-goals problems, the pa-
tient should be helped to integrate spiritual practice
into daily life and work rather than withdraw, as the
path of ascetic withdrawal confuses suppression
of earthly lite with transcendence of carthly life
(1984b}. For “dark night of the soul” experiences,
Wilber recomumended that patients read classical ac-
counts of these experiences and of how others have
weathered similar crises.

Psychosocial Rehabilitation

Some form of psychosocial rehabilitation may be
helpful when experiencers have difficulty adapting
to the daily demands of mundane life that no longer
seem relevant to him or her but are still necessary.
At times, the NDEr may need to alter extarnal re-
ality to reflect the internal changes brought about
by the experience, Individuals who find old careers
or relationships irreconcilable with new attitudes
and values may need counseling to address the dis-
solution of the previous lifestyle or the reconstruc-
tion of a new, compatible one. Couples or family
therapy may be indicated when changes in the NDEr
demand complementary changes in close relation-
ships. In three of the four cases presented in this
study, career decisions were made based on NDE-
related attitudes: Ms. L struggied with her “manip-
ulative” profession and eventually found a way to
use her career skills constructively, Mr. V. found the
solution to his crisis of meaning in paramedic train-
ing, and Mr. G. found he could no longer function
as a policeman.

Caonclusion

Inclusion in the DSM-IV of the new diagnostic la-
bel of religious or spiritual problem allows for the
first time differentiation of these problems from ad-
Justment disorders and major mental ilinesses. This
differentiation has permitted us to begin focusing
clindcal attention on these problems and ideally will
stimulate research into more effective treatment
strategies.
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Although near-death and related experiences bear
some similarity to symptoms of mental illness, they
and their sequelae are readily distinguished from
mental illnesses in their phenomenology. It is plau-
sible then to assume that they may also be distinct
in their etiology and response (o various treatments.
Awareness of the new diagnostic label of religious
or spiritual problem can guide the clinician to the
relevant diagnostic and treatment, literature (Turner
et al, 1095) and minirmize or prevent unnecessary
suffering due to misdiagnosis and inappropriate
care (Bowers, 1974; Greyson, 1996a; Greyson and
Harris, 1987).
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