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ABSTRACT: Although a burgeoning literature exists on the subject of anoma-
lous death-related phenomena, relatively little attention has been given to un-
derstanding or describing case studies of disclosures of such phenomena within 
the therapeutic context, particularly that of a general psychiatric practice. Dur-
ing a period of 18 months in the first author’s general adult psychiatric clinic, 
two patients disclosed a history of near-death experiences, and three patients 
disclosed other anomalous experiences relating to the deaths of loved ones. Pre-
sented are the clinical contexts in which these disclosures occurred; the patients’ 
views about the disclosures, solicited from subsequent reflections with the psy-
chiatrist; and the psychiatrist’s observations of the patients’ subsequent presen-
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tation following their disclosures. The findings are discussed in the context of 
the existing literature. Implications for psychiatrists and other mental health 
professionals are then discussed as well as possible future research directions.
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Rhea White and Suzanne Brown’s (1998, 2000) classification system 
included 200 exceptional human experiences (EHEs) organized into 
nine areas: mystical and unitive, psychical, encounter, unusual death 
related, nadir, healing, peak, dissociative, and exceptional normal ex-
periences. This system can serve as a useful starting point to orient 
the concerns of this article. Unusual death-related experiences, which, 
according to William Braud (2012), include “near death experiences, 
strange experiences associated with the moment of death (such as 
clocks stopping or pictures of the deceased falling at the moment of 
their deaths), apparitions of the dead, and various apparent commu-
nications with the dead” (p. 108), constitute the category of EHE that 
we address herein. 

Despite their meaningfulness and life transforming potential, EHEs 
are often misunderstood not only by experiencers but also by those 
from whom experiencers may seek advice or guidance (Braud, 2012; 
Palmer & Hastings, 2013). Few theorists or researchers have exam-
ined the issue of disclosure of EHEs in the context of the psychiatrist-
patient dyad (Holden, Kinsey, & Moore, 2014).

Case studies and use of vignettes or case conceptualizations (Er-
ford, 2014) are common practices within the clinical and research do-
mains of psychology and psychotherapy—for example, Gerald Corey’s 
(2013) use of the case of “Stan” to illustrate the application of various 
theories of counseling/psychotherapy. Case study research typically 
involves intensive study of one or a few individuals through observa-
tion, interview, session review, or other means of collecting informa-
tion about the individual(s) (Mertens, 2005). The goal of this ideo-
graphic style of qualitative research, is discovery and description of 
subjective experience related to a particular topic of interest. In some 
ways case study research is considered ethnographic and is related 
to the biographical life history (Creswell, 1998). These approaches 
are related to a common clinical practice of using vignettes and case 
conceptualizations, or descriptions of client or patient symptoms and 
presenting issues, specifically for case consultation or case analysis. 
Vignettes provide pertinent topical information regarding the case in 
much the same way that themes may be found within case study or 
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biographical life history data. The themes are reviewed to increase 
awareness of clinical concerns.

Presented in the material that follows are five cases of unusual or 
anomalous death-related phenomena that were disclosed to co-author 
Benning in the setting of a general psychiatric clinic. The details and 
circumstances of patients’ disclosures are presented in the form of 
case vignettes along with other pertinent clinical information. Each 
vignette is followed by a brief overview of the discussion that subse-
quently took place between patient and psychiatrist Benning about 
the disclosure as well as Benning’s observations about the disclosure 
and its aftermath. Pseudonyms are used to protect patients’ identities. 
Where appropriate, the relationship of the case to the professional lit-
erature is addressed.

Five Cases

Case 1: Alan

Alan was a 57-year-old Caucasian male who had been referred to psy-
chiatric clinic in 2011 for assessment and treatment of adult attention 
deficit hyperactivity disorder. His symptoms of inattention and dis-
tractibility had responded well to methylphenidate. After having been 
under my (Benning’s) care for approximately one year, he disclosed his 
near-death experience (NDE). 

On the day of disclosure, Alan was scheduled to see me at the end of 
a long list of clients at around 7:30 or 8:00 on a Thursday evening. De-
spite my fatigue I recall thinking before I saw him that, under these 
circumstances, I could not have had a patient I would rather see than 
Alan, as I had always found him to be a very pleasant patient who 
had an uplifting effect on me. In fact, after greeting him I shared my 
feelings with him, telling him that I was often struck by his upbeat 
disposition and his “energy.” This disclosure on my part proved to be 
an important prompt for him to disclose his NDE, which had occurred 
when he was 51 years of age while undergoing back surgery. In fact, 
Alan launched into describing his NDE and its transformational ef-
fect on him by exclaiming, “I did not used to have this sort of energy 
. . . It came to me as a new thing after my near-death experience.” He 
went on to describe details of the NDE and its transformative effects 
on him, and we must have spoken for well over an hour despite the fact 
that the appointment had been scheduled for only half an hour.

Several months following this exchange, I sought Alan’s views 
and reflections on this disclosure, asking such questions as: What do 
you think were factors that determined or influenced why you told 
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me about your NDE at the time that you did? How (if at all) has it 
changed your therapeutic relationship with me? Tell me about its im-
pact on your general sense of wellbeing? Has it had any impact on your 
ADHD symptoms? Had you disclosed your NDE to anyone before you 
told me? Have you disclosed it to anyone since telling me? How (if at 
all) has our disclosure to me affected your other relationships? Has it 
changed your life in any other way?

Alan engaged and responded very enthusiastically. He reported 
that he was able to disclose that he had an NDE because he felt com-
fortable enough doing so. He added that the facts that during his dis-
closure I had listened to him in a non-judgmental manner and had be-
lieved him made him even more comfortable with me; as he said this, 
he reclined in the chair in my office as if to physically convey his sense 
of relaxation. In addition, he stated that a major factor motivating 
him to tell me about his NDE was a hope that I would subsequently 
use my own enhanced knowledge of the subject to help others who 
have had similar experiences. He went on to say that the disclosure 
had been an extremely positive experience for him in that it made 
him feel more “balanced” and “together.” I did not expect and was 
struck by his report that his symptoms of ADHD—both inattention 
and impulsivity—had improved following the disclosure. Specifically, 
he reported that he felt “less scatterbrain,” that his “focus is better,” 
and that his “mind wanders less.” He reported that these improve-
ments had been particularly apparent to him when in conversations 
with others, including his partner, adding that his improved focus and 
attention had enabled him to register what was being said to a much 
greater extent than he had been able to do prior to the disclosure. 
Regarding his improvement in impulsivity, he reported that he was 
now considerably less inclined to interrupt others in conversation or 
to “blurt things out prematurely.” He quantified his progress in this 
area, telling me that he was “60% better” and that his partner had 
mentioned that he was no longer “a bulldozer” in conversation. Alan 
understood this comment as a reference to the way in which he used to 
dominate conversations without regard for others’ points of view. This 
pattern contrasted with the improvements that they both had noticed 
in terms of Alan’s newfound ability to “step back” and “listen” when in 
conversation with his partner. 

Case 2: Bob

Bob was a white South African man in his 60s who was referred to 
me in September 2012. He had suffered from recurrent bouts of de-
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pression for most of his life, but the stress of immigrating from South 
Africa to Canada and financial pressures had contributed to the re-
emergence of suicidal depression. He was not doing well, and in the 
new year (2013), he drove his car to a local park and considered ingest-
ing pills and wading into the river as a means of taking his life. At 
the last minute he decided against this course of action and asked a 
passer-by to contact emergency services, as a result of which Bob was 
conveyed to the hospital. When I interviewed him in the emergency 
room he disclosed that he had had an NDE approximately 20 years 
previous in South Africa. 

Subsequently I explored with Bob his experience of disclosure with 
others as well as his disclosure to me in January 2013. In reflecting 
on his experience of disclosure with others, he said that over the years 
he had come to be very disappointed about others’ reactions whenever 
he began to discuss his NDE. 

For years I wanted to talk about it, but lots of people just dropped 
the subject and didn’t seem interested. Ninety-eight percent of people 
weren’t interested. That disappointed me. I would have loved it if they 
had wanted to pursue it, but they didn’t.

Bob also recalled the context in which he had disclosed to me—
remembering that I had asked him in the emergency room to share 
with me his thought processes in connection to his decision not to take 
his life at the last moment despite contemplating doing so. In reply, he 
had made a reference to “some sort of spiritual force made me change 
my mind,” and he had disclosed his NDE in response to a prompt from 
me to share any other spiritual experiences he had had—similar or 
otherwise. Bob also recalled his perception of the therapeutic context 
that he felt had been conducive to the disclosure: 

I was talking to you deeply. I felt I was in a slightly deeper level of 
mentality. I felt I could connect with you. We were talking about how 
I felt like drowning but I had felt the presence of God.

I later invited Bob to further reflect on his feelings about having 
made the disclosure to me. He said that he “feels good . . . it’s good to 
share experiences such as this.” I asked Bob to comment on any change 
the disclosure has had on his relationship with me: “I feel much more 
connected to you. . . . I feel relaxed. . . . You know that feeling people 
get before seeing the doctor . . . anxiety . . . I haven’t had that since 
talking about my near-death experience.” Bob went on to convey the 
particular significance disclosing to me had had for him: “Being un-
derstood by a psychiatrist means all that much more . . . is much more 
powerful than being understood by the average [person] on the street.” 
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What also became clear to me during our discussion was that Bob had 
an educational agenda of sorts. Back in South Africa, when he came 
out of coma, Bob was assisted making sense of his NDE by a physician 
who told Bob that what he had gone through had been an “after life” 
experience. Yet, Bob’s subsequent experiences had engendered in him 
a perception that most physicians lack knowledge on that topic, so in 
talking to me about his NDE Bob hoped to increase awareness among 
physicians in the hope that they, in turn, would be prepared to better 
serve near-death experiencers.

In listening to Bob’s account not of the NDE but of the near drown-
ing, I have been struck by his use of language and motifs that one 
would associate with NDEs. For example, he often spoke of being 
“born-again,” of “having been given another chance,” and of “having 
come near to death.” This notion of rebirth has been a very valuable 
one from the perspective of a psychiatrist-therapist, one that we have 
worked with effectively and profitably. Bob is doing much better now, 
suicidal thoughts have receded significantly, and he is making good 
progress with regard to his depression. It is my strong impression that 
since disclosing his NDE he has felt more comfortable and less inhib-
ited about disclosing other anomalous experiences. For example, he 
subsequently spoke about his experiences as a young man speaking in 
tongues. These experiences had been a great catalyst for his spiritual 
development at the time: Following them, he had started attending 
church and had become a born-again Christian. After his NDE, how-
ever, he felt that the church could no longer satisfy his spiritual needs: 
“I would go to church but I already knew what they were going to say 
next. . . . I knew that I needed to find a service that was at my level.” 

Case 3: Cynthia

Cynthia was a Caucasian 72-year-old widow whose husband had died 
six months before she was referred to me in December 2011 because 
of depression. I had been treating her in my clinic for one year when 
she disclosed an unusual event that had occurred on the day of her 
husband’s death. At approximately 8:00 a.m. she had noticed that her 
dog was acting oddly. He was fixated on a picture on the wall and ap-
peared to be barking at it “as if he was scared.” Cynthia found this 
behavior to be so unusual and out of the ordinary that she took a pho-
tograph of the picture that was attracting her dog’s attention. A few 
moments after this, she received a phone call from the hospital tell-
ing her that her husband had just died. Approximately three months 
later she developed the photograph, and she showed it to me as she 
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disclosed the event. The photograph was of a painting of an unidenti-
fied male; the couple had had it in their home for decades. There was 
an unusual blue-colored “light” on the photo for which Cynthia did not 
have a name or an explanation but from which she had drawn comfort 
at the time—and continued to do so. What she inferred from this light 
and from the entire event was that her “husband is okay”; although 
she didn’t know why she knew this, she nevertheless knew it with cer-
tainty at a deep intuitive level. Cynthia said that she had made spare 
copies of the photograph and that she wanted me to keep the copy she 
had given to me. I received this account with great interest, I never 
doubted the veracity of it for a moment, and I was convinced that the 
dog had sensed some change of energy that was associated with the 
death of Cynthia’s husband. 

A year or so after her initial disclosure, I engaged with Cynthia in 
a discussion about the event and about her disclosure to me as well as 
others. Regarding the event itself, she said that at the time her dog 
was barking at the picture, she did not know why but as soon as she 
found out that the dog’s behavior was linked to the death of her hus-
band, “it comforted me. . . . I felt okay.” She added, “I got a lot closer 
to Sasha [the dog].” 

Regarding the disclosure itself, shortly after the passing of Cyn-
thia’s husband, she had shared her experience with one of her daugh-
ters and two close friends. Their responses were fairly positive. Her 
recollection of their reactions was, “They believed me. . . . They thought 
it was so neat.” I invited Cynthia to discuss the fact that she waited a 
year before disclosing this event to me. Her reply was: 

I debated in my mind for 3 months if I should tell you . . . I thought I 
am already seeing a psychiatrist, this means there is already some-
thing wrong with my head and I was worried that you would think I 
was odd . . . that you would think I was a looney [laughing] but one 
day I was sitting on my Chesterfield, I decided . . . I thought to myself 
he’s not going to think my elevator’s going to the top.

I asked Cynthia to convey to me her experience of disclosing to me. 
She replied: 

You put me at ease . . . You didn’t look at me strange. I was very happy 
because I knew you were interested. This gave me a good feeling. You 
seemed a little bit shocked but you seemed interested. It made me feel 
good.

I asked Cynthia about her perception of the way in which her expe-
rience of disclosure had influenced the course of her therapeutic rela-
tionship with me. She replied, “It has made me feel very, very comfort-
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able with you. Coming to see you now is like talking to an old friend.” I 
went on to ask if her positive experience of disclosure had contributed 
to an improvement in her depression, to which she replied, “Yes, my 
depression improved very much . . . A load was lifted off my mind, I 
felt so good with myself.”

Case 4: Daphne

Daphne was a 46-year-old Caucasian female whom, as of February, 
2012, I had been treating in my clinic for bipolar II disorder for 15 
months. Exacerbating her bipolar depression was the fact that her 
brother, with whom she had been very close, had developed a rare neu-
rological disorder and had deteriorated very quickly. She, along with 
other family members, was at his side in a hospice at the time of his 
death in January, 2012. Daphne had her hand on her brother’s fore-
head as he took his last breath, at which point she was overwhelmed 
by a powerful surge of energy. Within a few weeks of this experience 
she disclosed it to me. I took interest in and validated her experience 
although I was at a loss to explain it. She told me at the time, and has 
since reiterated, that following the experience she felt a great sense of 
calmness, bliss, and warmth that lasted for several months. She often 
used the word “glow” to describe this experience.

In my recent exploration with Daphne about this experience and 
about its significance and meaning, she, looking back, insists that it 
happened “because my brother and I were so close.” She understood 
immediately that it was what she called “an out of this world” experi-
ence, one that she just “had to talk to someone about.” Her explanation 
for this powerful surge of energy is that her brother’s spirit left him at 
the time of his death and passed through her. 

Despite a strong desire to disclose, Daphne told me that she was re-
luctant to talk to her partner about it, for “she would just laugh, would 
just say I was crazy.” Nor was she keen to talk to her parents or to sib-
lings, stating “they are Christian reform people. To them things like 
this are too weird. If I told my Mum she would just brush it off and 
say I don’t think so.” However, Daphne did decide to tell me, and as 
of the date of writing this article, some five years later, she says that 
I remain the only person she has told. Reflecting on her disclosure to 
me, she stated, “I felt comfortable to say it. I knew you wouldn’t think 
I was nuts.” 

Regarding her recollection and experience of the disclosure, she 
said, “I’m glad that you were interested. You did not have an aghast 
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look on your face. It’s like you understood it, too. You were positive 
about it, and that’s made me feel more comfortable.” I asked Daphne 
to articulate how important she felt sharing the experience had been. 
She replied, “I think it’s really important to disclose. You want it vali-
dated by someone else. You don’t want to be walking around with this 
secret.” I asked her if she had ever had an experience like this before 
or since. She replied that she had not. She said that the positive feel-
ing generated in her by the experience, something that she described 
as a “physical feeling,” led to an improvement in her depression that 
lasted for two months. Further, Daphne reported a re-living of this 
positive, embodied experience, albeit in a transient form, each time 
she talked with me about it.

Case 5: Eric

Eric was a 59-year-old male of Native American ethnicity living on 
a First Nations reserve. He had a history of chronic depression that 
had been complicated by several suicide attempts. He occasionally re-
lapsed with respect to alcohol use, but this pattern had improved in 
recent years. I first met him shortly after I started working on the re-
serve in January, 2013. Since the very beginning, Eric was fairly can-
did in disclosing to me the details of what he called his “gifts.” He said 
that he had had such gifts ever since he was in his mid-40s, which was 
when he gave up heavy drinking and decided to take an active interest 
in what he called his “native ways” or “spiritual ways.” The gifts that 
he referred to were invariably connected to experiences surrounding 
death. He reported that from time to time he could discern the spirits 
of several family members who had passed. These experiences took 
several forms that he interpreted as the presence of ancestral spirits: 
from simply being aware of a presence to noticing the flickering of a 
candle “when there [was] no breeze in the room.” Another category of 
experience that Eric described was frequent precognitive awareness 
that someone he knew was about to die, ranging in manifestation from 
a depressed feeling in the shoulders to “unusual smells.” Part of Eric’s 
employment involved being a caretaker in a cemetery. He had come 
to learn that a ‘smell’ inside the inner fence meant someone he knew 
on the reserve would die and outside the fence meant someone off the 
reserve would die.

In my recent engagement with Eric about the specific issue of his 
disclosure of these gifts, he was barely able to contain his disdain for 
a psychiatrist he saw some years previous who had dismissed his be-
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liefs as delusions—after which Eric discontinued seeing her. Regard-
ing this experience, he said: 

One psychiatrist didn’t believe my Native ways. I walked out of there 
more hurt than I was before. I lay down and cried. I was disgusted 
with her. I felt mad. I felt angry. These are not delusions. These are 
gifts I got. They were given to me by Great Spirit.

He spoke in more complimentary terms about another psychiatrist 
he saw subsequently, one who was not dismissive. When I asked Eric 
about his experience of disclosure with me, he stated: 

With you I feel comfortable. I felt it straight away when I seen you. 
Makes me real happy that you believe me. . . . This way I can open up 
more. It makes me have more respect and trust for you. It has helped 
with my depression. It hurts more holding it in.

Eric also acknowledged that his positive experience disclosing to 
me has led to him being more confident about disclosing such things to 
his girlfriend whom he otherwise might not have told, and he empha-
sized how important being able to do so had been: “It makes me feel 
warm inside when I tell her and she believes me.” 

Eric disclosed such experiences to me soon after my initial meeting 
with him. I formed the strong impression that my therapeutic rela-
tionship with him would have floundered if he had had a negative 
experience with regard to the disclosure of what he referred to as his 
gifts. In fact, I got the impression early on that he was testing me. 
Since then, my strong sense is that our therapeutic relationship has 
strengthened. Eric has attended clinic regularly and has done well. 
He articulated repeatedly that he considered alcohol to be a potential 
threat to his gifts, and whether or not this perception was actually 
true, I used it therapeutically whenever we discussed his alcohol use. 

Themes

Although we did not conduct a formal qualitative analysis of the five 
cases, in the process of reporting them we did note several themes; 
they are summarized in Table 1. First, a universal theme was that in 
each case the patient sought psychotherapy for reasons other than the 
anomalous death-related EHE. Second, disclosure of the EHE ranged 
from almost immediately following its occurrence to over a year after 
its occurrence. Third, motivation to disclose varied among patients 
ranging from response to an internal prompt by the patient to an ex-
ternal prompt by psychiatrist Benning, and ranging also from using 
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Table 1 Case Vignette Themes and In- Vivo Responses

Alan Bob Cynthia Daphne Eric

1. Reason 
for attend-
ing therapy

Not EHE. 
ADHD.

Not EHE.
Depression 
& suicide 
attempt.

Not EHE.
Depression 
and grief.

Not EHE.
Bipolar II.

Not EHE.
Depression, 
suicide 
attempts, 
and alcohol 
abuse.

2. Time to 
disclosure

1 yr. 5 mo. 1 yr. Few weeks Right away

3. Motiva-
tion to 
disclose

Direct prompt 
from psy-
chiatrist; self-
disclosure by 
psychiatrist.

Direct 
prompt 
from 
psychiatrist.

Internal 
decision to 
disclose.

Internal 
decision to 
disclose.

Disclosure 
as type 
of litmus 
test for 
therapeutic 
relationship.

4. Thera-
peutic re-
lationship 
before or at 
disclosure

Nonjudgmental
Comfortable

Connected
Deep 
connection

At ease
Nonjudgmental
Interested

Comfortable
Nonjudgmental

Comfortable
Connected
Believed

5. Changes 
self-
reported by 
patients

Symptom 
reduction (im-
proved atten-
tion, focus; less 
impulsivity). 
Feel balanced, 
together.

More con-
nected, 
relaxed, un-
derstood by 
psychiatrist.

Increased 
comfort, feel-
ing connected, 
symptom 
reduction, load 
lifted.

Feel more 
understood, 
comfortable 
with psy-
chiatrist; more 
positive; feel 
psychiatrist 
interested.

Open up 
more; 
feel more 
respect 
and trust 
toward psy-
chiatrist; 
symptom 
relief.

6. Dis-
closure 
content 
used in 
treatment 
process

Discussed 
“energy” felt by 
Alan, where it 
came from and 
how it affects 
him.

Discussed 
theme of 
feeling 
“Born 
Again.”

None reported. Reliving of 
positive energy 
she felt at time 
of original 
experience.

Use Eric’s 
belief that 
alcohol 
negatively 
impacts 
gifts to help 
him abstain 
from 
alcohol.
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the disclosure to test the safety of the therapeutic relationship to wait-
ing to disclose only after safety had been established. Fourth, patients 
described the therapeutic relationship just before or during disclosure 
in a number of ways that consistently indicated their sense of a sup-
portive, interested, non-judgmental stance on psychiatrist Benning’s 
part. Fifth, reported changes after disclosure were twofold, involving 
symptom relief and/or strengthening of the therapeutic relationship. 
Finally, in all but one case, disclosure resulted in improved patient 
health. 

Discussion

The preceding case vignettes described Benning’s clinical encounter 
with five patients from a general psychiatric setting who disclosed 
their experiences of anomalous death-related phenomena. Four of 
these patients reported that because of negative responses to previous 
disclosures they were subsequently very cautious regarding disclo-
sure. In her qualitative study of 50 near-death experiencers (NDErs), 
Regina Hoffman (1995a) underscored that the experiencer’s decision 
to disclose often involves an analysis of potential costs and benefits. 
In our case series, this careful weighing up process was revealed most 
vividly with Cynthia and Eric and, to a lesser extent, with Daphne. 
The most significant risk associated with disclosure as far as Cynthia 
was concerned was a pathologizing response from the psychiatrist: 
“He might think I am a looney.” Indeed, Eric reported exactly this sort 
of response from previous psychiatrists. In light of this history, his 
willingness to disclose was all the more significant, because as Hoff-
man (1995b) noted, early rejections can lead to long lasting patterns 
of nondisclosure and to heightened “posture of vigilance in listener 
selection afterwards” (p. 39).

In Cynthia’s, Eric’s, and Daphne’s cases, a factor that appeared to 
have overridden their anxieties about being pathologized was report-
edly their positive perception of Benning and confidence that they 
would not be pathologized: “I knew as soon as I seen you . . .” [Eric], 
“He’s not gonna think that my elevator’s gone to the top” [Cynthia], 
and “I knew you wouldn’t think I was nuts” [Daphne]. Additional 
characteristics of the listener’s style that patients mentioned included 
a non-judgmental approach, demonstrating interest in the patient’s 
experience, putting the patient at ease, establishing relational con-
nection, and helping the patient feel comfortable. As well, Cynthia’s 
case suggested that the process of disclosure was just that: a process, 
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and one whose trajectory was informed by the ‘live’ feedback that she 
obtained from Benning as the process unfolded: “You put me at ease 
. . . You didn’t look at me strange. I was very happy because I knew you 
were interested. This gave me a good feeling.” 

Eric reported that a positive experience of disclosure to Benning 
gave him the confidence to disclose to others—in his case, his girlfriend 
—and Bob’s positive experience of disclosure led him to disclose other 
spiritual experiences to Benning. Hoffman (1995b) referred to a re-
lated phenomenon, “cascade disclosures,” which she defined as “ . . . 
the powerful way that discussion of one aspect necessitates a disclo-
sure decision about other aspects” (p. 33). Her definition might be ex-
panded to include not only additional aspects of an experience but also 
disclosure of the experience to additional confidants and disclosure 
of additional EHEs. Cynthia’s choice to disclose to the psychiatrist 
after having had a positive experience of disclosure with her daughter 
might also reflect such a phenomenon. 

Hoffman (1995a) found five major motivations for NDE disclosure: 
a wish to register the experience into a reliable record, integrity, a 
desire to help others, mutual inquiry, and anamnesis. Benning’s im-
pression was that in each case, all of these factors contributed to pa-
tients’ overall motivation to disclose. However, only the NDErs, Alan 
and Bob, were explicit in citing a desire to help others as an especially 
strong motivation to disclose. In Bob’s case, Hoffman’s (1995a) con-
cept of “topic relevancy” (p. 34) may have also contributed to his mo-
tivation. After he had disclosed to Benning in the hospital emergency 
room that a spiritual presence had influenced him not to go through 
with a suicide attempt, Benning had invited Bob to share any other 
spiritual experiences he had had, at which point Bob disclosed his 
NDE. Considering the thematic closeness between NDEs and “close-
to-death episodes” (Hoffman, 1995b, p. 34), we think it likely that 
Bob’s recent close-to-death experience, along with the fact that spiri-
tual experiences were already under discussion, likely contributed to 
Bob’s appraisal of the topic relevancy of his NDE.

Hoffman (1995a) also found that the decision about disclosure 
confidant is based on some discrimination. When experiencers were 
asked about the listener characteristics that were most likely to guide 
their decision to disclose, four important areas or “qualities” (p. 40) 
emerged. The first of these was a potential listener’s apparent will-
ingness to think seriously about death and beyond. In her discussion 
of this quality, Hoffman (1995b) emphasized that often NDErs are 
not so much wanting a listener who “presents unquestioned belief in 
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the NDEs reality” but rather who is willing to “ponder these issues 
seriously” (p. 41). Regarding the second quality, “open mindedness” 
(p. 42), Hoffman (1995a) noted that the implications of NDEs can 
challenge scientific perspectives and religious understandings of real-
ity, and an NDEr’s perception that the potential listener is inflexible 
is likely to militate against disclosure. Third among factors in the dis-
closure decision was NDErs’ perception that a potential listener would 
respect their sincerity in relating their NDEs. Experiencers who per-
ceived that a potential listener might cast doubt on the truthfulness of 
the NDE account was unlikely to disclose. Finally, NDErs were more 
likely to disclose to a listener in whom they perceived an attitude of 
appreciation of the value of the NDE to the NDEr: “will the value of 
this gift be appreciated” (p. 43).

More recently, a research team analyzed 88 NDErs’ reports regard-
ing 188 of their self-identified “most noteworthy” experiences of dis-
closure to healthcare providers (Holden et al., 2014). They found that 
NDErs labeled their disclosure experiences as positive, emotionally 
pleasurable, and helpful when they perceived the confidant to have 
recognized the experience as an NDE, considered it at least poten-
tially real, and avoided pathologizing or demonizing either the ex-
perience or the experiencer; conversely, they labeled their disclosure 
experiences negative, emotionally painful, and harmful when they 
perceived the opposite of those four features in the confidant. In the 
five cases described above, each of the patients appears to have corrob-
orated these findings regarding positive disclosure experiences. They 
reportedly perceived Benning to have recognized their experiences as 
EHEs; considered the experiences at least subjectively, if not objec-
tively, real; and declined to pathologize or demonize either experience 
or experiencer—features that apparently contributed to the therapeu-
tic benefit of the disclosures. 

Patients’ reports of the positive psychological value of having their 
disclosures received in a nonjudgmental way by a clinician who listens 
respectfully have been addressed by other authors, as well (Griffith, 
2009; MacHovec, 1995). Julie Milton’s (1992) inquiry into the reac-
tions of 22 individuals to psychical experiences that they had had at 
least 5 years earlier revealed a broad range of emotional reactions dur-
ing and immediately after their experiences, including curiosity, fear, 
joy, and elation. Many of the participants reported a desire to talk to 
someone who would believe them and offer advice and explanation. 

Several authors (Georges, 1995; Mahoney, 1995; Stiles, 1995) have 
identified disclosure as a central psychotherapeutic principle, and it is 
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noteworthy that disclosure, as a recognized and, in some cases, formal-
ized practice that serves a healing or therapeutic function, is found in 
West African indigenous culture (Georges, 1995), Greek Stoic thought 
(Georges, 1995), and Judeo- Christian tradition (Georges, 1995; Ma-
honey, 1995; Szasz, 1988). Wilma Bucci (1995), acknowledging Freud’s 
insights about the curative potential of verbalization, argued that a 
theoretical model explaining Freud’s insights is lacking. She went on 
to develop the “multiple code theory” (p. 95), in which she attempted to 
conceptualize the relationship between verbal and emotional process-
ing. Among her ideas is the existence of a distinction between verbal 
and non-verbal processing systems. Verbal systems use symbolic pro-
cessing, and non-verbal systems rely on what Bucci (1995) referred to 
as sub-symbolic processing, whereby nonverbal information is regis-
tered “in all sensory systems, as well as in visceral and motoric forms” 
(p. 96); so-called “referential links” (p. 99) connect the verbal and 
non-verbal systems. With this theory Bucci (1995) acknowledged that 
very strong emotions may not be fully captured by language: “It is ex-
tremely difficult to express strong emotion verbally” (p. 103). However, 
the task of connecting emotionally laden experiences to language or 
other symbolic imagery, “a fundamentally creative function” (p. 108), 
may help an individual to redefine the experience in a more benefi-
cially healthy way. 

Beyond the qualities that make for a beneficial disclosure experi-
ence, researchers have investigated the impact of disclosure on par-
ticipants’ subsequent lives. In their mixed methods study of EHE 
disclosure impact, Genie Palmer and William Braud’s (2002) 70 par-
ticipants reported that disclosure was associated with numerous posi-
tive shifts, including toward greater meaning, profundity, wellbeing, 
pleasantness, and spirituality and fewer stress-related symptoms.

Finally, participants in Palmer and Braud’s (2002) study described 
numerous benefits they experienced following disclosure, including 
increased sense of connection to self and others, relief from grief and 
depression, increased positive emotions, and increased sense of health 
and wellbeing. These benefits are similar to those described by each of 
the case participants above, who themselves described decreased de-
pression, increases in focus and attention, feelings of connection with 
psychiatrist Benning, feeling more positive, and feeling understood by 
Benning. 

Two final points deserve attention: worldviews and ineffability. 
Anomalous phenomena may conflict with the pre-existing worldview 
of the individual who has had the experience (Palmer & Hastings, 
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2013), the individual’s significant other and/or family member(s), and/
or the clinician to whom the individual considers making, or actually 
makes, disclosure. Worldviews take the form of a set of often unques-
tioned assumptions about the world and about individuals’ or society’s 
relationship to it. What happens then, when an experience challenges 
or threatens one’s worldview? Not surprisingly, this conflict is often 
traumatic for the individual concerned or for the person on the re-
ceiving end of the disclosure. The late John Mack (2005), professor 
of psychiatry at Harvard University, introduced the term “ontologi-
cal shock” (p. 27) to describe the troubled feelings that may result. 
Faced with a potentially uncomfortable or even unbearable threat 
to the sanctity of a worldview that one holds to be inviolable, a con-
fidant may be prone to respond by outrightly dismissing, disbeliev-
ing, or pathologizing the disclosure or the discloser—as was the case 
with about 1/5 of Holden et al.’s (2014) NDErs who disclosed to health 
professionals. Philosophical terms such as physicalist, materialistic, 
or mechanistic perhaps best characterize the dominant worldview of 
the contemporary Western world. The experiences noted herein of-
ten clash with this dominant worldview, raising questions regarding 
spirituality, consciousness, and life after death. However, it should be 
noted, as some of our cases suggest, that the ontological implications 
of EHEs may also conflict with mainstream religious belief. Daphne, 
whose case was discussed above, cited this conflict as a major reason 
why she elected not to disclose to family members.

Finally, most of the five patients described above stressed the fact 
that they had difficulty putting their experiences into words. This “in-
effable” characteristic of NDEs had been described in the academic 
(Bailey, 1996; Griffith, 2009) as well as popular (Alexander, 2012) 
literature. It has been our experience that at some point in an EHE 
disclosure, the experiencer makes some reference to the difficulty of 
using language designed to navigate the material world to describe an 
experience of a transmaterial nature, and that was certainly the case 
with our five case patients. 

Implications for Psychiatrists and  
Other Mental Health Professionals

The above cases carry potential implications for health professionals 
including those in the mental health field. Many patients who stand 
to gain a great deal therapeutically from disclosing and integrating 
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their EHEs in the context of a facilitating therapeutic relationship 
may never have the opportunity to do so. Below we address implica-
tions for psychiatrists, with the understanding that we also are ad-
dressing other mental health professionals.

Related Literature

Whereas psychiatrists whose patients disclose certain EHEs may 
readily find source literature to assist them with self-education and 
patient psychoeducation regarding certain types, such as NDEs, they 
may be less aware of such literature regarding other types. Two of the 
above cases represent possible examples. 

In Cynthia’s case, regarding her dog’s behavior, in Peter Fenwick 
and Elizabeth Fenwick’s (2008) book The Art of Dying, the authors 
described instances of what they called “odd animal behavior” (p. 140) 
in anticipation of or at the time of death. The authors referred to an 
article by Dosa (2007) that appeared in the New England Journal of 
Medicine describing the way in which a cat named Oscar—in a Rhode 
Island nursing home—“hops onto the bed” of residents who are near 
to death: “The staff have come to recognize and respect Oscar’s in-
stincts, and send for the relatives of any patient he has chosen to curl 
up alongside” (Fenwick & Fenwick, 2008, p. 141). 

Fenwick and Fenwick (2008) enumerated several other examples 
of odd animal behavior including the following account from a man 
named Michel Finch whose mother was dying from cancer, in a state 
of coma. The resemblance of the actions of the dog in this case to those 
in Cynthia’s case is striking:

I will NEVER forget this as long as I live. At 10:45 pm on 12 Novem-
ber 1995 the dog began to howl like a wolf. It was spine chilling. I 
just knew that this was because Mum had died. For five minutes he 
howled uncontrollably and then took to his bed . . . When my father 
and sister returned about an hour later they confirmed my thoughts 
that Mum had died at 10:45 pm. (Fenwick & Fenwick, 2008, p. 142)

Regarding Eric’s case, given the prevalence of reports of premoni-
tions of the deaths of loved ones—including in my practice among pa-
tients not discussed in this paper— I was surprised by an apparent 
dearth of academic literature on this subject. Some case reports exist; 
in these, dreams are a frequent vehicle (Fenwick & Fenwick, 2008) of 
the premonitions. Whereas Fenwick and Fenwick (2008) reported that 
such premonitions sometimes consist of “feelings of unease” (p. 108), 
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Larry Dossey (2009) described cases of so-called telesomatic experi-
ences in which the premonition involved a strong bodily experience 
that mirrored the symptoms experienced by the injured or dying per-
son, often despite significant distance between the two people. 

Eric’s reports of discerning the presence of ancestral spirits or other 
deceased relatives in his home via a felt sense or flickering candle are  
suggestive of what in contemporary literature has been termed after-
death communication (ADC). Defined as “a spiritual experience that 
occurs when someone is contacted directly and spontaneously by a de-
ceased family member or friend” (Guggenheim & Guggenheim, 1995, 
p. 16), it is to be distinguished from mediumistic experiences by the 
absence of a human intercessor. These experiences have been reported 
throughout history and in literature, with Shakespeare’s Hamlet ex-
emplifying the latter. In the past two decades, several authors have 
written books about them—for example, Bill Guggenheim and Judy 
Guggenheim (1995) and Louis La Grande (1997, 1999, 2005, 2006).

Jenny Streit- Horn’s (2011) systematic review of 35 published stud-
ies on ADC constitutes an especially valuable piece of scholarship 
because in it she succeeded admirably in synthesizing findings to 
yield important epidemiological and demographic data as well as sug-
gestions for future research. The studies she reviewed spanned 112 
years—from 1894 to 2006—and had been undertaken in many coun-
tries, including India, Japan, and the US. One of the most striking 
findings was that ADCs are common, with 30–35% of the population 
reporting having had at least one ADC in their lifetimes. Other major 
findings included that ADCs occurred most frequently during sleep 
and that the most often consisted of visual imagery or a sensed pres-
ence without other sensory content. I found the congruence between 
Eric’s experiences and these findings from Streit- Horn’s study to be 
noteworthy. Out of 17 studies that yielded information about gender, 
13 showed a predilection for females to report ADCs—thus rendering 
Eric in the gender minority of ADC experiencers. Out of 14 studies 
that yielded data concerning age, 9 showed no relationship between 
age and likelihood to report ADCs. Regarding ethnicity, the study 
in which authors reported the highest prevalence of ADCs was con-
ducted in Japan: 90% of people reported having had at least one ADC 
in their lifetimes (Yamamoto, Okonogi, Iwasaki, & Yoshimura, 1969). 
Regarding religious affiliation, the majority of the 8 studies address-
ing the matter found no difference related to reported ADCs; only two 
study authors noted a difference, indicating that possibly those with 
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Eastern faiths (Palmer, 1979) or those identifying themselves as re-
ligiously moderate or liberal (MacDonald, 1992) may be more likely 
to report ADCs. The review pointed towards a possible predilection 
for reporting ADCs among African- Americans as compared to Cauca-
sians. No studies specifically involved Native American groups, and in 
fact, Streit- Horn acknowledged that further research is needed to in-
vestigate the prevalence of ADCs across various religious affiliations, 
ethnic groups, and nationalities. 

One of the things that I have been struck by most with Eric is the 
extent to which non-ordinary events and non-ordinary reality are 
integrated and interwoven into his day-to-day life and into his com-
monplace stream of consciousness. I suspect that this integration is 
a reflection of Eric’s cultural background and his indigenous world-
view, which arguably is less likely than mainstream Western culture 
to involve compartmentalization of such experiences. As such, Dean 
Radin (2013) acknowledged the role played by culture in influencing 
the way in which “unusual mental experiences” (p. 71) are regarded, 
and other authors (Roland, 1988) have brought attention to the fact 
that cultures differ with regard to the extent to which non-ordinary 
experiences are considered as normative.

Additional Considerations

One important consideration is for psychiatrists to avoid the pre-trans 
fallacy (Wilber, 2000, p. 211) whereby all non-rational states are con-
ceptualized as regressive or psychopathological. To avoid this category 
error, the informed psychiatrist instead recognizes that spiritual and 
mystical experiences and other higher states of consciousness—so 
called trans-egoic states—are qualitatively different from pathologi-
cal regressive states—so called pre-egoic states. Whereas both are 
non-rational, trans-egoic states occur with an organized and stable 
ego intact and hold developmental potential, whereas pre-egoic states 
occur in the absence of a stable, organized ego. 

In particular, some early authors in the field of near-death studies 
attempted to conceptualize NDEs from the reference point of vari-
ous well recognized psychopathological phenomena such as autoscopy, 
dissociation, or hallucinations (Drab, 1981). However, as Greyson 
(1997) noted, NDEs are phenomenologically quite distinct from these 
phenomena. Nevertheless, although NDEs are not, in and of them-
selves, indicative of psychopathology (Mack, 2005; Griffith, 2009), 
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many NDErs recognize the trans-rational nature of their experiences 
and fear that others will consider the experience and them “crazy” 
(Palmer & Hastings, 2013, p. 348).

Furthermore, psychosocial adjustment in the NDE aftermath could 
lead to psychiatric problems for which NDErs seek professional help. If 
those problems do not meet criteria for specific psychopathological di-
agnoses, a DSM-5 diagnosis of Religious or Spiritual Problem (Ameri-
can Psychiatric Association, 2013, p. 725; Lukoff, Lu, & Turner, 1992) 
and/or other V-code diagnoses may be appropriate. Additionally, it is 
possible for NDEs to co-occur with existing or emerging pathology, in 
which case the relevant psychopathological diagnosis is appropriate, 
either alone or with one or more V-code diagnoses. When the NDE ex-
ists alongside pathology, its role should not be considered causal. 

Another important consideration is psychiatrists’ knowledge of 
NDEs, including the range of NDE content and aftereffects, from plea-
surable to distressing. The NDEs presented above were pleasurable 
in content, but as several authors (Greyson & Bush, 1996; Irwin & 
Bramwell, 1988; Rominger, 2010) have noted, a substantial minority 
of NDErs have reported their experiences to have been predominantly 
distressing. Further, the process of remembering both pleasurable 
and distressing NDEs may lead to an upsurge of overwhelming emo-
tions (Rominger, 2004) and/or a sense of emptiness and despair, even 
depression (Bush, 2012; Greyson & Bush, 1996): According to Greyson 
(1997), the source of these responses include that the experience may 
conflict with the experiencer’s pre-existing faith or worldview, others 
(including professionals) may ridicule the experiencer, and others may 
idealize the experiencer, by placing the NDEr “on a pedestal” (p. 328) 
with expectations that the NDEr finds impossible to fulfill. Psychia-
trists should be cognizant of such issues.

A third consideration is the crucial role that a strong therapeutic 
alliance plays in EHE disclosure. As noted by each of the case vi-
gnette patients, disclosure and the choice to disclose was intimately 
related to the quality of the therapeutic relationship and alliance. Eric 
intentionally used disclosure as a way to judge his psychiatrist’s re-
actions as a basis for deciding whether to continue the therapeutic 
relationship. Daphne and Cynthia required a sense of comfort, under-
standing, interest, and non-judgmental attitude on behalf of the psy-
chiatrist before they would disclose. Additionally, as noted above, par-
ticipants from other studies have also noted the importance of safety 
and non-judgment as prerequisites for disclosure. Thus, it seems clear 
that psychiatrists and therapists, if they are to engage the meaningful 
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exceptional experiences of patients and use these experiences to help 
foster healing, must work on the core conditions noted by Carl Rog-
ers for establishing a healing therapeutic relationship: congruence, 
unconditional positive regard, empathy, and compassion (Corey, 2013; 
Cepeda & Davenport, 2006; Knight, 2007). With these core conditions 
present, clients who have had anomalous death-related experiences 
or other types of EHEs may be more willing to open up and share 
these meaningful, and often deeply influential, experiences during the 
therapeutic hour.

The above three considerations lead to a fourth: psychiatric train-
ing and continuing education. The increased importance accorded to 
spirituality in psychiatry training programs (Puchalski, Larson, & 
Lu, 2000) is a welcome trend that will hopefully be sustained and 
further developed. Our impression is that psychiatry stands to gain a 
great deal if it were to strengthen its links with the flourishing field of 
transpersonal psychology, a potential opportunity that as yet has not 
been fully exploited. We believe that psychiatrists would likely benefit 
from works that lay a broad conceptual foundation for understanding 
EHEs from a non-reductionistic perspective. For example, Stanislav 
Grof ’s (1985) Beyond the Brain: Birth, Death and Transcendence in 
Psychotherapy does not specifically address NDEs but does present 
much information from over 30 years of research that challenges the 
suppositions of mechanistic science and, therefore, of what Grof re-
ferred to as the current prevailing “conceptual frameworks of psychia-
try” (p. 1). Similarly, Stanley Dean’s (1975) Psychiatry and Mysticism 
addresses a range of phenomena that cannot be accounted for by con-
ventional, materialistic conceptualizations of the nature of mind. 

Regarding clinical perspectives and recommendations on NDEs 
in particular, several classic and contemporary sources exist. Ex-
amples include Bruce Greyson’s (1996) chapter in the Textbook of 
Transpersonal Psychiatry and Psychology, and Greyson and Barbara 
Harris’s (1989) chapter in Grof and Christina Grof ’s Spiritual Emer-
gency: When Personal Transformation Becomes a Crisis. A particular 
strength of these chapters is various therapeutic strategies that psy-
chiatrists working with NDErs are likely to find helpful. These and 
other recommendations from the mental health literature are sum-
marized and synthesized in the book chapter “Practical Applications 
of Research on Near- Death Experiences” (Foster, James, & Holden, 
2009). In the following paragraph, we provide highlights from these 
sources.

To signal patients who might have had near-death or other death-
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related anomalous experiences that such topics are safe to address, 
psychiatrists and other clinicians should consider incorporating cer-
tain questions into their routine assessments. Examples include: Have 
you had any spiritual or mystical experiences or not readily explain-
able experiences that have been important to you or that stand out 
for you that you would like to discuss? or Have you had a spiritual 
or� meaningful� experience� that� influences� your� current� beliefs� and�
values? Beyond the sorts of questions that many psychiatrists rou-
tinely ask, such as Would you say you are spiritual? or Do you have 
a�faith�or�religious�affiliation/belief�system�that�is�important�to�you?, 
the more specific questions may more effectively elicit from patients 
their non-ordinary experiences and the impact of these experiences 
on their daily lives. Also available for clinicians is Greyson’s (1990) 
Near- Death Experience Scale (NDE Scale), which was designed to de-
termine the presence and depth of an NDE. This scale is comprised of 
16 questions divided into four themes or components—cognitive, affec-
tive, paranormal, and transcendental—that facilitate a more in-depth 
and differentiated characterization of the experience. The one miss-
ing component of the Scale, however, is attention to the phenomena 
of distressing NDEs. Fortunately this absence may be rectified in the 
near future by co-author Rominger’s impending publication of a study 
involving revision of the NDE Scale to include distressing qualia. 

A further consideration related to those already addressed is psy-
chiatrists’ cultivation of a non-analytical mode of knowing. It is incum-
bent upon psychiatrists to honor the reality of patients’ first person, 
subjective experiences by appreciating what Varela and Shear (1999) 
called the view from within. Scientific explanations of NDEs and other 
anomalous death-related phenomena that focus exclusively on physi-
ological, neurological, or biochemical explanation or that conceptual-
ize NDEs as psychological defense mechanisms (Greyson, 1981) are 
unlikely to do justice to the powerful subjective nature of these experi-
ences or to capture the profound nature (Fenwick & Fenwick, 2008) 
and full teleological significance of these phenomena for patients. 

Mack (2005) suggested that rather than a preoccupation on the part 
of clinicians with the issue of the reality of what a patient is report-
ing, an altogether different approach is required: one that aims for 
“intersubjective connection” and a “feeling of resonance” (p. 29). Such 
ideas echo those of various writers in the existential-phenomenological 
traditions (Laing, 1960; Yalom, 1980) that transcend the dichotomiz-
ing, subject-object distinctions between clinician and patient. Jung’s 
(1956) concept of the non-rational receptive mode—as contrasted with 
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the active rational mode, which he introduced in Symbols of Transfor-
mation, affirms the value of a psychiatrist adopting a non-analytical 
mode of relating to the patient’s experience. Conveying a similar per-
spective, Rominger (2013) suggested that those working with persons 
who have had spiritually transformative experiences (STEs), including 
NDEs, use a spiritually oriented and authentic presence (SOAP). He 
stressed the value of a SOAP approach on facilitating further patient 
disclosure that is essential to more complete integration of the STE.

It stands to reason that psychiatrists are less likely to view non-
ordinary experiences with fear or suspicion if they have first-hand 
experience of them. As such, Mack (2005) suggested that mental 
health professionals should themselves consider undertaking explora-
tion of altered states of consciousness through engagement in psycho-
spiritual practices.

Conclusion

A limitation of this article is that it in it we report a relatively small 
number of cases; as such, the themes we identified may not represent 
EHErs in other psychiatric populations. We also acknowledge that 
although psychiatrist Benning’s clinical impression corroborated pa-
tients’ reports of clinical improvement following disclosure, because 
of the spontaneous and unexpected nature of disclosures, he was not 
prepared to use objective assessment instruments to confirm the sub-
jectively reported and observed phenomena; consequently, the results 
offered above do not meet conventional methodological standards for 
discussion of clinical outcomes. 

Despite these limitations, this case material carries several implica-
tions about the presence of EHEs in a general psychiatric population, 
the potential clinical benefit of addressing those experiences during 
treatment, and factors in the patient, psychiatrist, and their relation-
ship that may play a role in the degree to which the clinical benefit 
is realized. In addition, the material carries implications for several 
potentially profitable directions that future scholarly endeavors could 
take. It would be valuable to empirically examine the knowledge 
and attitudes of mental health professionals to near-death and other 
anomalous death-related phenomena before and after the implemen-
tation of appropriate training programs and/or curriculum modifica-
tions. To date, the most widely used instrument to assess knowledge 
and attitudes in relation to NDEs was developed by Nina Thornburg 
(1988). She developed it to assess nurses, but other researchers have 
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modified it to assess other health professionals: nurses (Barnett, 1991; 
Cunico, 2001; Hayes & Orne, 1990), clergy (Bechtel, Chen, Pierce, & 
Walker, 1992; Royse, 1985), and psychologists (Fracasso, Friedman, 
& Young, 2010; Walker & Russell, 1989). The two studies on psycholo-
gists’ attitudes and knowledge, taken together, are of particular in-
terest because, rather discouragingly, they showed that attitudes 
and knowledge had not altered in 20 years, despite widely available 
empirically based information about NDEs and how to address them 
ethically and effectively (Holden, Greyson, & James, 2009); Holden et 
al.’s (2014) study corroborated this finding. In the only study to date 
of physicians, Linda Hutton Moore (1994) found among a San Anto-
nio hospital sample that 65% had a positive attitude toward, but only 
16% had well-grounded knowledge of, NDEs. Moore (1994) acknowl-
edged the low response rate (11%) to the postal questionnaire as an 
important limitation of the study, but attitudes and knowledge were 
so poor among those who did respond that she nevertheless concluded 
her article with a recommendation for in-service training for physi-
cians. Although Sheeler (2005) reported positive results from an in-
formal assessment of impact of an NDE educational module on physi-
cians in training, we found no study to date in which the researcher 
had used objective assessment to examine the impact of training on 
knowledge and attitudes of any professional group. The recent devel-
opment of a psychometrically sound instrument, the Knowledge and 
Attitudes About Near- Death Experiences Scale (KANDES; Pace, 
Holden, Blalock, Holliman, & Henson, 2016) now makes such research 
possible.

The interface between mental illness and a range of exceptional 
human experiences (EHEs) in general remains a potentially fruitful 
area for future research. Specific areas of focus could be the relation-
ship between psychopathology and near-death or other anomalous 
death-related experiences, and the impact on the trajectory of mental 
illnesses not only of NDEs but of their disclosure and subsequent inte-
gration. Also suggested by our experience with patients to date is that 
EHEs in relation to the death of loved ones may facilitate the grieving 
process. Patients often report deriving a sense of comfort and meaning 
from them. Some existing literature points to the beneficial role that 
EHEs may play with the tasks of grief and bereavement (Hastings, 
2012; Hill, 2011), but overall this topic remains under-researched and 
warrants further attention. The intersection of culture and EHEs also 
deserves further examination. A greater understanding of this issue 
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is likely to inform the work of psychiatrists and therapists in contexts 
in which the prevailing worldviews are non- Western. 
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