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Introduction: David Lukoff, Ph.D. 

ust as the ink is drying from the newly issued fourth 
edition of the Diagnostic and Statistical Manual (DSM- 

IV), which for the first time contains the category of 

spiritual problems, here appears the first-ever book de- 

voted exclusively to the diagnosis and treatment of spiri- 
tual problems. Religious problems, which make up the 
other half of the official DSM-IV diagnostic category, 
“Religious or Spiritual Problem,” have received much 

more attention in the clinical and research literature. 
There's a handbook (Wicks, Parsons, and Capps, 1985) 

and four journals devoted to pastoral counseling, several 
more to “Christian psychiatry,” as well as professional 
organizationsand conferences that address religious prob- 
lems. Unfortunately, there is nothing comparable for 
spiritual problems. The Journal of Transpersonal Psychol- 
ogy has published several articles on spiritual problems 
(Lukoff, 1985; Ossoff, 1993; Waldman, 1992), but there is 

no journal devoted to this topic. This is surprising since 
surveys have shown that mental health professionals 
routinely see clients with spiritual problems. In one 
survey, psychologists reported that 4.5% of their clients 
brought a mystical experience into therapy within the 
past year (Allman et al., 1992). Thus mental health 

professionals often work with spiritual problems, but 

many do not have appropriate training. Scott Peck, a 
psychiatrist who has written several books on the spiri- 
tual dimensions of life, including the best selling The Road 
Less Traveled, gave an invited address which drew a 
standing-room only crowd at the 1992 Annual Meeting of 
the American Psychiatric Association. He pronounced 
that psychiatrists are “ill-equipped” to deal with either 
religious/spiritual pathology or health. Continuing to 
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neglect religious / spiritual issues, he claimed, would per- 

petuate the predicaments that are related to psychiatry's 
traditional neglect of these issues: “occasional, devastat- 

ing misdiagnosis; not infrequent mistreatment; an in- 
creasingly poor reputation; inadequate research and 
theory; and a limitation of psychiatrists’ own personal 
development” (Peck, 1993, p. 243). 

Fortunately, in addition to the incorporation of spiritual 
problemsasa diagnosticcategory inthe DSM-IV, progress 
is occurring on other fronts. Francis Lu, M.D., has been 

working with the American Psychiatry Association and 
the Residency Review Committee to develop new guide- 
lines for the Essentials for Psychiatry Residency Training, 
which sets forth the criteria used in the accreditation of 
all residency programs in the U.S.. These proposed 
criteria would be used to assess whether psychiatry 
residency programs are providing training in current 
American cultures and subcultures, especially related to 
gender, ethnicity, sexual orientation, and religious /spiri- 

tual beliefs. The adoption of these criteria would man- 
date that training programs for psychiatrists explicitly 
address religious and spiritual problems. In psychology, 
others such as Vaughan (1991), Krippner and Welch 
(1992) and Shafranske and Maloney (1990) have been 

bringing spiritual issues to the attention of clinical psy- 
chologists. Reviews of the research on psychoreligious 
and psychospiritual dimensions of healing (Lukoff, 
Turner, & Lu, 1992; 1993) indicate that recognition of 
these factors has been increasing in all of the allied mental 
health professions including rehabilitation, addiction 
counseling, nursing, and social work. 



Like Dr. Bragdon, I also underwent the type of spiritual 
problem known as a spiritual emergency which tempo- 
rarily impaired my ability to function in consensual 
reality and everyday social life. Also, like Dr. Bragdon, I 
was able see the experience through to a positive resolu- 
tion with the support of my friends and family, obviating 
the need for traditional psychiatric intervention that 
might have resulted in hospitalization or medication. 
Since becoming a licensed psychologist and working at 
Camarillo State Hospital, the UCLA Clinical Research 
Center for Schizophrenia and its associated clinic, and 
currently at the San Francisco VA Day treatment Center, 

Ihave often found myself face-to-face with individuals in 
the same state of consciousness that I had been in: con- 
vinced that they were reincarnations of Buddha and 
Christ (or similar great spiritual figures), reporting com- 
munication with many spiritual and religious figures, 
believing they had a messianic mission to save the world, 
and preparing a “Holy Book” that would form the basis 
for anew religion. Since writing about this experience in 
Shaman's Drum (Lukoff, 1991), and giving workshops on 
“Psychosis; Mysticism, Shamanism or Pathology?” at the 

Ojai Foundation with Joan Halifax, I have been contacted 
by many other mental health professionals and ones in 
training who have told me about their similar experi- 
ences. As in my own case, these spiritual emergencies 
servedas “callings” into their vocations as psychologists, 
social workers, etc. Dick Price, co-founder of Esalen, who 

seeded the development of the Spiritual Emergency Net- 
work by providing staff support and office space for its 
founding at Esalen, also had suchexperiences. However, 
he was not as lucky as Dr. Bragdon and I were, and twice 
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landed in a psychiatric hospital. The harsh treatment he 
received at these facilities led to his support for creating 
SEN. Similarly, Christina Grof, who founded SEN, un- 

derwent a spiritual emergency. 

However, most spiritual problemsare related to spiritual 
emergence rather than emergency. Many spiritual prac- 
tices have been observed to induce some distress as part 
of the process, (e.g. kundalini as part of yogic practices; 
anxiety, derealization and depersonalization during 
meditation practice. In these instances, individuals might 

choose to consulta spiritual teacher about these problems 
rather than a mental health professional. It should also 
be mentioned that spiritual experiences are not spiritual 
problems per se. Most spiritual experiences do not 
require diagnosis or intervention by mental health pro- 
fessionals. Some people who have mystical experiences 
or intense opening experiences during meditation, for 
example, do not experience distress. They may be able to 
immediately integrate these spiritual experiences into 
their lives. However, research on near-death experience 
(NDE), which is the most well-researched spiritual prob- 
lem, shows that most individuals experience anger, 
depression, and interpersonal difficulties after the NDE, 
and therefore could benefit from therapy witha sensitive 
and knowledgeable clinician. 

Many of the founders of psychology and psychiatry have 
been “wounded healers” whose “creative illness” in- 
volved intense spiritual problems that ultimately were 
transformative (Goldwert, 1992). The sensitive treat- 
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ments for spiritual problems, as outlined in Dr. Bragdon's 
book, can be administered in any setting, whether a 
therapist’s office, a 24-hour residential facility, family 
home orashram. This book will enable readers and those 
they are helping to survive the perils of the spiritual path 
and reap the benefits of a consciously lived spiritual life. 
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Preface 

This sourcebook was written for professionals and para- 
professionals in the field of human services as a guide for 
helping someone with spiritual problems. Spiritual Prob- 
lems is a new diagnostic category in the Diagnostic and 
Statistical Manual (DSM-IV) arising out of the profound 
disorientation and instability that sometimes accompany 
spiritual experience. In its most intense manifestation, 
lasting between minutes and weeks, spiritual problems 
can create a crisis. In this case, spiritual emergency, it 
appears similar to an acute psychotic episode excepting 
that the episode eventually has a positive transformative 
outcome (Dabrowski, 1964; Grof, 1985; Lukoff, 1986). 
People with spiritual problems or in spiritual emergency 
have needs for care usually unavailable from therapists, 
doctors, or in hospitals dealing with more pe own 
mental disorders. 
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Although this sourcebook is written for medical practi- 
tioners, healers, professional therapists, pastoral counse- 

lors, paraprofessional people working incrisis situations, 
and students in training for these positions, it will also be 
useful to leaders and teachers in spiritual and religious 
communities who are faced with the care of people with 
spiritual problems catalyzed, in part, by their spiritual 
practice. The sourcebook is written from a “transper- 
sonal” orientation — it assumes that beyond our normal 
ego functioning there are dimensions of superior percep- 
tion and function. [See Appendix E for a glossary of 
terms]. When we enter the transpersonal domain we can 
access intuitive wisdom, creativity, brilliance, compas- 

sion as well as extraordinary energy, peace of mind and 
healing abilities. People have generally labeled these as 
“expanded states of consciousness” or “altered states of 
consciousness.” 

Since the publication of the first edition of this book in 
1988 there has been an upsurge of interest in spiritual 
emergency. Where the term, “spiritual emergency,” was 
hardly recognized 5 years ago, it is now more commonly 
heard. This is due, in part, to the publication of several 

books and lead articles on the topic, as well as new 

programs designed specifically to attend those in spiri- 
tual emergency [See Appendix D for referrals and refer- 
ences]. 

In mid-1993, the editors of the Diagnostic and Statistical 
Manual , (DSM), decided to include a diagnostic category 
for “spiritual and religious problems” in the up-coming 
edition of the DSM-IV due to be circulated in 1994. Since 
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the DSM is used by physicians, psychiatrists, psycholo- 
gists, clinicians, hospital administrators and insurance 
agencies to categorize and communicate about mental 
disorders, inclusion of a category regarding spiritual 
problems is formal recognition that spiritual experiences 
interact in a meaningful way with emotional well-being 
and may initiate periods of emotional distress. Prior to 
the designation of this new category in the DSM, health 
care providers relying on the DSM and conventional 
education were led to assume that phenomena associated 
with spiritual experiences were symptomatic of deep 
pathology because the phenomena could so easily be 
confused with indicators of psychosis, mania, depres- 
sion, schizophrenia or borderline personality disorder. 
The new diagnostic label, spiritual problem, gives health 

providers a way to speak about spiritual experiences, 
including mystical states of unity, without having to 
regard the symptoms automatically as pathological. 

This new edition of the Sourcebook for Helping People with 
Spiritual Problems can be used as a study guide and 
reference manual to learn about the phenomena of spiri- 
tual problems, how these problems can be differentiated 
from mental disorders, and appropriate care for those in 
spiritual emergency. This sourcebook includes updated 
references to books, articles, audio-tapes and movies 
which illustrate the dynamics of spiritual development 
and spiritual emergency. Readers will come to recognize 
how widespread these phenomena are. It also includes 
information regarding new treatment modalities which 
are appropriate for people wanting to accelerate spiritual 
emergence, growth into transpersonal realms or treat spiri- 
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tual emergency. Resources for 24-hour care have also 

been updated. These include a range of licensed psychi- 

atric units, residential treatment centers and spiritual 
retreat centers. Information about institutes which train 
people to work with spiritual emergency is also updated. 

In this current edition I have attempted to simplify the 
definition of the spiritual emergence process so it can 
readily be identified as a natural part of human develop- 
ment. I have also significantiy added to the definition of 
spiritual emergeacy by including more information on 
mystical states, possession, and UFO abduction (Chapter 

One). Chapter Five, “Ongoing Support” now includes a 
more thorough discussion of treatment modalities. I 
have not substantially changed the chapters which define 
when spiritual experiences happen (Chapter Two), Diag- 
nosis (Chapter Three), Initial Interaction: Client and 

Helper (Chapter Four), the Role of the Helper (Chapter 
Six), or Case Study (Chapter Seven). Table Two, “Psy- 
chiatrists and Psychologists who Recognize Spiritual 
Emergency,” in Chapter Three has been expanded. I 
have made some additions to “Global Trends Catalyzing 
Spiritual Emergence” (Chapter 8). I have dropped the 
chapter on suggestions for the future of the Spiritual 
Emergence Network as this organization is currently in 
the process of manifesting many of the ideas which were 
formulated in the 1980’s. Appendices A and B still 
include “Identifying Community Resources,” “Evaluat- 
ing Your Knowledge of Spiritual Emergency/ Emer- 
gence” in order to help you or your group identify your 
particular skills and the resources of your community in 
attending someone in spiritual emergency. Appendix C, 
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“Articles of Interest,” now includes “Toward a More 
Culturally Sensitive DSM-IV: Psychoreligious and Psy- 
chospiritual Problems” by David Lukoff, Ph.D., Francis 
Lu, MD and Robert Turner, MD., published first in the 

November, 1992, issue of the Journal of Nervous and Mental 
Disease proposing the new diagnostic category to be 
included in the DSM-IV. [hope this inclusion will stimu- 
late more discussion about training programs for psy- 
chiatrists, psychologists, and counselors. 

Again, I have attempted to write this book ina language 
which is accessible to laypeople as well as professionals. 
In the past 6 years I have received many letters from 
laypeople in the USA and in Europe who have said that 
the Sourcebook helped save their lives. I want to con- 
tinue to reach out to help those people who are looking 
for a conceptual framework to understand their spiritual 
crisis and a path to appropriate help, as well as address 
the health care providers who are trying to work effec- 
tively with this realm of human experience. There is still 
a scarcity of written material on the subject and I recog- 
nize that this book attends to the needs of a wide audi- 
ence. 

However, this manual is not a substitute for professional 
help and I advise anyone in crisis to seek appropriate 
counsel. If you need a referral in your area, a supportive 
friend who has had a spiritual emergency and/or a 
professional who can give you guidance, please call: The 
Spiritual Emergence Network (SEN) at (408) 464-8261. 
This international referral service can give you names 
and telephone numbers of people who may be able to 
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address your needs relating to spiritual emergence phe- 
nomena. Thisnetworkhas several satellite offices through- 
out the world that offer support services as well as 
referrals. You can write for more information to SEN, 

5905 Soquel Drive, Suite 650, Soquel, California, 95073. 

Finally, it is my pleasure and honor to transmit the 
following information to those interested in spiritual 
emergence and spiritual emergency. I applaud the lead- 
ers in the field of Spiritual Emergency who attended the 
SEN conferences in 1985 (listed in Appendix D). Their 
pioneering contributions formed the initial seed of this 
sourcebook. I also applaud the people who have taken 
professional and personal risks to explore and become 
skillful in helping others in spiritual emergency when 
this field is only beginning to have credibility in conven- 
tional psychology. I am personally grateful for the op- 
portunity to contribute to the expansion of knowledge 
about facilitating spiritual growth and providing safety 
and guidance for those in the process of personal trans- 
formation. The people who are called to integrate the 
brilliance which is our human potential are those whocan 
lead us to a brilliant future. My writing and teaching is 
my contribution to personal, interpersonal and world 
peace. May it serve as a stepping stone to help all beings 
realize the wisdom and compassion which unites us all so 
we can live cooperatively in harmony. It is time. 

Emma Bragdon, Ph.D. 

Winter, 1993 



Chapter One 

Spiritual Experience, 
Spiritual Problems and 
Spiritual Emergency 

How many people have had spiritual experiences? Do 
spiritual experiences ever create a problem with psycho- 
logical well-being ? Are spiritual experiences related to 
psychological disturbance? What is the difference be- 
tweena spiritual problem anda religious problem? What 
is spiritual emergence and what happens to people who 
experience it? How does it differ from spiritual emer- 
gency? How has spiritualemergency been confused with 
psychopathology? 
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This chapter addresses these questions and gives a theo- 
retical foundation that will be the basis for later chapters 
on care-giving to persons with problems related to spiri- 
tual emergence. 

Spiritual Experiences and 
Psychological Well-Being 

Gallup polls and numerous studies in the last 20 years 
conclude that 30 to 40% of the population have had 
“mystical experiences.” This spiritual experience is a 
transient, extraordinary episode marked by feelings of 
unity, harmonious relationship to the divine and every- 
thing in existence, as well as euphoric feelings, noesis, 

loss of ego functioning, alterations in time and space 
perception, and the sense of lacking control over the 
event (Lukoff, Lu and Turner, 1992). Many of these 

mystical experiences are the result of a Near Death Expe- 
rience (NDE), when a person approaches clinical death 
for a short period of time and then comes back to life. As 
some one revives from this experience, he or she reports 

statements like, 

“Tcame out of my body and felt like I was floating on 
the ceiling, looking down at the people who were 
operating on me.” 
“As I lifted out of my body I was greeted by an 
exquisitely beautiful, kind being who made me feel 
very safe and loved. I have never felt so peaceful and 
comfortable.” 
“T now know that the spiritual dimension exists. I 
have no doubts.” 
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Spiritual Emergency 

“lam no longer afraid | death. I know it is a joyful 
transition.” 

“T feel moved to do more work in service to my fellow 
man. Material goals are just not very important.” 

According to a Gallup survey in 1982, people who have 
had near-death experiences number at least 8 million in 
North America. How does this kind of spiritual experi- 
ence affect psychological well-being? Clearly, those who 
choose to accept their inner experience as valid find a 
renewed appreciation for life as they have realized new 
dimensions and new resources of love and peace; this, 

together with the loss of fear of death and the conviction 
that there is life after death brings great comfort. Those 
who feel threatened by their experience or are told to 
believe that their experience is delusional, a hallucina- 
tion, unreal, etc., gain no psychological benefit. Those 
who find their religious convictions challenged by their 
spiritual experience may likewise be uncomfortable until 
they resolve their questions. (Pastoral counseling or 
psychological counseling may be called upon to help a 
person resolve their questions in these instances.) 

The people who have experienceda greater reality through 
spiritual experience and integrated it into their lives are 
likely to be better educated, more economically success- 
ful, less racist, and substantially higher on scores of 
psychological well-being (Allison, 1967; Greeley, 1975; 
Hood, 1974, Thomas and Cooper, 1977, Vaughan and 

Walsh, 1980). “An appreciation of the holistic, unitive, 
integrated nature of the universe and one’s unity with it” 
(Vaughan and Walsh, 1980) is further evidence of the 
positive changes which can come from integrating spiri- 
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tual experience. Thus, it appears to be a contribution to 
individuals to help them integrate mystical experiences. 

As our resuscitation technology improves more and more 
people will have these experiences when they are revived 
from near-death. Similarly, people anesthetized with 
ketamine and a variety of other anesthetics, will find 

themselves having NDE-like experiences (Rogo, 1984). 
Psychotropic drugs such as LSD and MDMA (Ecstasy), 
street drugs whichare readily available, although illegal, 
also may facilitate the phenomena of spiritual experi- 
ence. 

A recent study (Allman et al., 1992) indicates that 4.5% 
of clients seeing full-time psychologists wanted to talk 
about their mystical experiences. Obviously, people who 
unexpectedly drop their fear of death or waylay doubts 
that the spiritual dimensions exist or feel complete love 
and peace for the first time are having experiences which 
will have a profound impact on psychological health. 
These changes often include radical changes in values, 
radical changes in relationship to family and work, and 

new behaviors. Religious conversion may or may not be 
central to this transformation as people often move away 
from established religion and prefer a more spontaneous 
spiritual expression in alignment with a sense of the 
underlying unity of all religions. 

Other spiritual experiences include the awakening of 
expanded perceptual abilities which are not related to 
paranoid ideation and have a positive, transformative 
impact. These abilities might include: 

10 



Spiritual Experience, 
Spiritual Problems and 

Spiritual Emergency 

precognition: the ability to see into the future 
through awake vision or dream. This might 
include extraordinary inspiration such as 
Mozart hearing a whole symphony or Einstein 
seeing a new theorem through tapping 
resources which transcend logical processing. 

clairvoyance: the ability to perceive 
constellations of energy through inner sight 
which are imperceptible to ordinary vision. 
Clairvoyant perceiving might include “seeing” 
roots of problems manifesting as physical 
disease, mental disturbance, or relationship 

difficulties. Clairvoyant “seers” can be used 
for health diagnostics and psychological 
counsel and are extraordinary resources for 
knowledge which transcend the limitations 
of time, space and technology. 

clairsentience: the ability to feel energies in 
one’s own body which duplicate the emotions, 
physical wellness, or thoughts of another 
being. Similar to clairvoyance, clairsentience 
can be useful in human health services as well 
as having applications in personal problem 
solving. When people feel their unity with the 
earth itself, it can be a source of great comfort 

and inspiration. 

clairaudience: the ability to hear messages 
from a source of intelligence which goes 
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beyond the rational information of the present 
life. Examples include speaking with 
nonphysical spiritual guides or angels who 
give uplifting, positive direction and open the 
person to increased resources of compassion 
for all beings. 

healing: the ability to manifest healthgiving 
changes in the physiology or psychology of 
oneself or another being through laying on of 
hands, prayer, or psychic transmission. 

psychokinesis: the ability to move material 
objects through psychic transmission. 

Both the influences of medical and pharmaceutical expe- 
riences in our lives and psycho-social factors discussed in 
Chapters 2 and 8 contribute to this being a time in history 
when many people are able to have spiritual experiences, 
acquire some of the abilities mentioned above, and make 

the passageway to the increased well-being that spiritual 
experiences can promote. The following table published 
by A. Greeley in American Health in January, 1987, illus- 
trates polls which indicate that spiritual experiences in 
the USA are on the rise. This is further evidence that the 
spiritual aspect of life increasingly plays a major role in 
the psychological lives of the majority of the population. 
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TABLE 1: 

Increases in paranormal experiences in 1973 (in 
parentheses) and 1986. 

Americans Who: 1973 1986 

Had contact with the dead (adult pop.) (27%) 42% 
Had contact with the dead (widows) (51%) 67% 

Had visions (8%) 29% 

Experienced ESP (58%) 67% 

Experienced déja vu (59%) 67% 

Experienced clairvoyance (24%) 31% 
Believe in life after death (*) 73% 
Believe the afterlife is Paradise (*) 68% 
Believe that after death they'll be 
reunited with dead loved ones (*) 74% 

(*) No figures available 

National surveys by the Gallup Organization bolster 
Greeley’s polls showing paranormal experiences in the 
United States are on the rise: 

Had an unusual spiritual experience 43% — (85) 
Had a near-death experience 15% (81) 
Believe in life on other planets 46% (’81) 

Believe in life after death 71% (81) 
Believe in reincarnation 23% (81) 

Believe in God or a Universal Spirit 95% (81) 
Believe Jesus is God 70% (’83) 

Believe in angels 67% of teenagers (86) 

Believe in heaven** 71% (’80) 

Believe in hell 53% (80) 
Expect the afterlife to be boring 5% (81) 

**Of those who believe, 20% think their chances of going to 
heaven are excellent. 
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Spiritual Experiences and Psychological 
Disturbance 

Can the above-mentioned spiritual experiences cause 
psychological disturbance or be symptomatic of pre- 
existing pathology? The advent of these spiritual expe- 
riences often do stimulate a process of re-evaluation of 
values and convictions. New perceptual abilities and a 
greater sense of relatedness to spiritual forces may be 
disorienting at tirst. But, the spiritual experiences them- 
selves, if they stimulate increased compassion, deeper 
relatedness and peace of mind, are not indicators of 
psychological disturbance. On the contrary, they are 
openings to higher states of well-being and more effec- 
tive functioning in the world. 

People who are becoming increasingly fearful, more 
isolated, less trusting, less energetic, and less interested 

in life, without remission, are psychologically disturbed. 
Some of these people may report hearing voices which 
tell them what to do or think, or feeling things in their 
body which do not belong to them, or seeing visions 
which impel them to destructive thinking or destructive 
behavior. Aninner experience which robs a person of his 
or her free will, peace of mind or positive relatedness to 
others is indicative of psychological disturbance. People 
with these experiences should have a thorough physical 
examination checking for physical disease which can 
cause psychological imbalance as well as be attended to 
by someone skilled in psychiatric differential diagnosis. 
Mental health professionals need to recognize the variet- 
ies of spiritual experiences and learn to differentiate them 
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from paranoid ideation, delusions, and hallucinations. 
People absorbed in integrating spiritual experiences are 
breaking through to higher levels of functioning. People 
absorbed in inner experiences which leave them chroni- 
cally drained, fearful and isolated are breaking downand 
need skilled psychological intervention. The subtleties of 
differential diagnosis come to play when a person seems 
to be having both spiritual experiences and symptoms of 
mental disturbance. These issues are discussed in Chap- 
ter 3, Diagnosis. 

Unfortunately, neither psychiatrists nor mental health 
professionals are given adequate training to prepare 
them to deal with issues arising in the realm of spiritual 
experiences or the subtleties of differentiating spiritual 
experiences from the symptoms of mental disturbance 
(Peck, 1993). Excerpts from the article in Appendix C by 
Drs. Lukoff, Lu and Turner (1992), relate: “Few psychia- 

trists are trained to understand religion, much less treat 
it sympathetically. Similarly, in a survey of members of 
the American Psychological Association, 83% reported 
that discussions of religion in training occurred rarely or 
never (Shafranske and Malony, 1990.) A study of training 
directors of the Association of Psychology Internship 
Centers found that 100% indicated they had received no 
education or training in religious or spiritual issues dur- 
ing their formal internship. Yet 72% reported that they 
had addressed those issues, at least occasionally, in clini- 
cal practice.” 

The people having spiritual experiences and needing 
counseling may well find themselves with clinicians who 
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are not adequately trained to work effectively with this 
aspect of humanexperience. The conventional psycholo- 
gist or psychiatrist is typically trained to interpret any 
experience of communication with invisible beings, per- 
ceptual distortions of time and space, and/or a sense of 

unity with larger forces as indicative of a radical debilitat- 
ing psychological disturbance, a psychosis or mania. The 
aforementioned phenomena are perceived as indicators 
that the patient is “out of touch with reality.” The 
administration of psychiatric drugs is the most often 
used therapeutic intervention for those perceivedas manic 
or psychotic. This medical treatment may be the most 
compassionate intervention for someone who is psycho- 
logically disturbed, but may be debilitating for someone 
inthe process of integrating spiritual experiences (Breggin, 
19911); 

The new diagnostic category inthe DSM-IV for “spiritual 
or religious problem” is animportant step in bringing the 
arena of spiritual experiences out of the shadows where 
it has been summarily confused with mental disease. 
Placed in the category of “other conditions that may be 
a focus of clinical attention,” these problems can now be 
viewed as natural changes which may demand psycho- 
logical and social adjustments but are not in themselves 
necessarily indicative of illness. Health professionals 
will now have a codified alternative to assuming that all 
spiritual experiences are indicative of pathology. 
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The Difference Between 
Spiritual and Religious Problems 

Is there a difference between spiritual and religious prob- 
lems? Perhaps not, if we believe that all problems that 
emerge in relation to one’s religious life are essentially 
spiritual in nature. However, there are specific problems 
which arise which have to do with one’s relationship to 
the beliefs and practices of an organized religious institu- 
tion, or conversion to a particular faith. For the purposes 
of this book, I will call these specific problems “religious.” 
Problems relating to spiritual experience and the 
transcultural experience of relationship with higher forces 
will be “spiritual” in nature. These problems include: 
shifting values, changes in relationship to one’s self- 
concept when there are surges in physical energy, emo- 
tional reactions to spiritual experiences, as well as resis- 
tance to further spiritual experiences. 

Spiritual Emergence 

Spiritual emergence is the process of creating a meaning- 
ful context to integrate spiritual experiences as one ma- 
tures. This process involves re-evaluating conceptual 
frameworks for what is real and what is meaningful in 
life. Assuch, itis an intellectual process regarding values. 
But, it also involves the emotions and the body as it calls 

us to a deeper experience of relatedness with ourselves 
and others. The spiritual emergence most often includes 
expanded perceptual abilities, increased energy, creative 
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expression and the strong desire to take action in being of 

service in the world. Brother David Steindl-Rast, a 

Benedictine monk, describes the process in the following 

Way: 

Spiritual emergence is a kind of birth pang in 
which you yourself go through to a fuller life, a 
deeper life, in which some areas in your life that 
were not yet encompassed by this fullness of life 
are now integrated or called to be integrated or 
challenged to be integrated...Breakthroughs are 
often very painful, often acute and dramatic 
breakthroughs (happen) on all levels: what we 
call material, spiritual, bodily—all levels. 

(Steindl-Rast, 1985) 

From this description, spiritual emergence is a kind of 
awakening to a more expanded way of being. It vitalizes 
a profound step in personal evolution. 

In order to perceive phenomena of spiritual emergence as 
distinct from the dark realms of pathology it can be useful 
to see it as having a place in our natural unfolding. The 
map of the development of consciousness by Ken Wilber, 
Ph.D., (1980) gives a manageable linear illustration of 
spiritual emergence. 
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The Complete Life Cycle 

According to this diagram, an individual begins life 
arising out of unity with infinite consciousness and pro- 
ceeds through his or her unique life drawn toward mys- 
tical transpersonal experience. Biological development 
demands that one first identifies as an organ of the 
mother, then at birth begins ajourney of disidentification 
with the mother and identification with the more inde- 
pendent self as a body first, then an independent mind 

and independent emotional and spiritual being. Adult- 
hood is marked by the recognition that an individual is a 
separate being who is responsible in fulfilling his or her 
own needs. 

At the top of the circle, the late ego, you can picture the 
adult who has a job, a satisfying intimate relationship, a 
satisfying connection to a wider community, adequate 

material wealth in order to be safe and fed, and the self- 
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discipline to continue maintaining this life. Further de- 
velopment takes a person into questions about the mean- 
ing of life and the impulse for self-actualization. People 
who identify with this later stage of life may start a 
spiritual practice, intensify their involvement in religion, 
attend workshops to stimulate personal growth and/or 
dedicate themselves to helping others. 

The last stage in Wilber’s diagram marks the final state of 
ultimate unity, or Atman. It is difficult to describe in 

words because it transcends all of our conceptual frame- 
works. Wilber writes, “Consciousness henceforth oper- 
ates, not on the world, but only as the entire world 

process, integrating and interpenetrating all levels, realms 
and planes, high or low, sacred or profane.” This is a 
multi-dimensional awareness which is not limited to 
time and space. It belongs to a particular person, but is 
not limited by any of the identifications of that person. 
This is a rare state of consciousness. No one, as yet, has 
devised a way to measure how many people have achieved 
it. Yet, however extraordinary it is, it has been described 

in the literature of ancient world religions as well as in 
modern anthologies. We can call it the state of enlighten- 
ment, or God, which has drawn people to experience awe 
and ecstasy throughout the ages. 

In keeping with Wilber’s spectrum, itis important to note 
that we never totally leave behind any stage of identifica- 
tion, we are not like a caterpillar metamorphosing into a 
butterfly who canno longer go back to being a caterpillar. 
Instead, we take the experiences of one identification 

withusas we continue through the cycle, abit like nesting 
dolls where the next-larger doll holds the previous dolls, 
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fully intact, within it. So our identification rests with the 

larger doll, the most expanded sense of self, even though 
we hold the smaller dolls, with their limited sense of self, 

within and can choose to identify with one of them as 
well. 

In the personal realms on the left side of Wilber’s spec- 
trum of consciousness identifications may sound like: I 
ama child, lama good girl, lama student, Iam rich, lam 
poor, I am black, I am white, I am an adult, I am a 

psychologist, lam a wife. When a person has identified 
with the more advanced realms of consciousness, he will 
describe himself as: 1am a soul; lama spirit; lam here to 

learn certain lessons before proceeding on to another 
dimension; I have many personal identifications within 
me, butlam more than those social roles and beliefs about 

myself. 

Asa person has more and more spiritual experiences, his 
or her sense of identity may include: I am one with the 
earth, I am one with God, I feel close to my spiritual 
guidance, I feel at one with nature, I feel the sensations of 
universal energy moving through me. In the final stage, 
there is no sense of an “I” which is separate from any- 
thing. In that consciousness the mind does not conceptu- 
alize “I” nor speak about “I,” but still has the power to 
identify with a more limited identity in order to function 
in the world. This advanced consciousness holds all 
others within itself. 

There are increasingly more autobiographies available 
which recount spiritual experiences individuals have 
had which have expanded their sense of identity to these 
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advanced levels of consciousness. (Appendix D lists a 
number of books.) Gopi Krishna (1971), an East Indian 
man, tells about one of his most dramatic experiences, a 
result of his meditation practice: 

Suddenly, with a roar like that of a waterfall, I felt a 
stream of liquid light entering my brain through the 
spinal cord...The illumination grew brighter and 
brighter, the roaring louder. I experienced a rocking 
sensation and then felt myself slipping out of my 
body, entirely enveloped in a halo of light. It is 
impossible to describe the experience accurately. I 
felt the point of consciousness that was myself 
growing wider, surrounded by waves of light. It 
grew wider and wider, spreading outward while the 
body, normally the immediate object of its perception, 
appeared to have receded into the distance until I 
became entirely unconscious of it. I was now all 
consciousness, without any outline, without any 
idea ofa corporeal appendage, without any feeling or 
sensation coming from the senses, immersed in a sea 
of light simultaneously conscious and aware of 

_ every point, spread out, as it were, in all directions 
without any barrier or material obstruction. I was 
no longer myself, or to be more accurate, no longer 
as I knew myself to be, a small point of awareness 
confined in a body, but instead was a vast circle of 
consciousness in which the body was but a point, 
bathed in light and in a state of exaltation and 
happiness impossible to describe. 

After having these kind of experiences Gopi Krishna 
developed an Institute for the Study of Kundalini, the 
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universal energy in humans that contains the potential 
for extraordinary mental acuity, brilliant creativity, and 
love which usually lies dormant until awakened by spiri- 
tual practice. Gopi Krishna’s life exemplified how life is 
transformed after these potent experiences. After his 
kundalini awakening he was able to learn a foreign 
language ina matter of days and needed very little sleep, 
only 1-2 hours a day. He wrote several books, while 
simultaneously maintaining a research institute and a 
school for boys, as well as his traveling and teaching. 

Yogananda, another East Indian in the 20th century, had 

similar experiences : 

Soul and mind instantly lost their physical bondage... 
In my intense awareness I knew that never before 
had I been fully alive. My sense of identity was no 
longer narrowly confined to a body....People on 
distant streets seemed to be moving gently over my 
own remote periphery.... An oceanic joy broke upon 
the endless calm shores of my soul. 

(Yogananda, 1946) 

Yogananda was also inspired to be very active in the 

world as a result of his spiritual transformation. He 

founded the Self-Realization Fellowship, aninternational 

organization which melds the Christian and Hindu paths 

in order to facilitate spiritual emergence. This fellowship 

is still in existence, having close to a million members 

throughout the world. In addition to having extraordi- 

nary amounts of energy, less need for sleep, and a pro- 

found dedication to helping vast numbers of people, 

Yogananda was able to die consciously, at peace. 
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The powers which become accessible through identifica- 
tion with spiritual realms of consciousness go beyond 
many of our ideas of what is considered normal human 
limitation. The most advanced Tibetan spiritual adepts 
have been known to die and then to dissolve their physi- 
cal body leaving only hair and fingernails behind (Sogyal, 
1992). These feats demonstrate the enormous power 
contained in the spiritual dimensions within us. How- 
ever, the magical demonstration of extraordinary power 
is not the issue here. The value which comes from 
realizing these dimensions is not in the extraordinary 
feats but the capacity to help others to a better life. 

People who have integrated experiences of the highest 
spiritual realms often become spiritual teachers. In their 
presence one feels the deep wisdom they have attained 
and the loving compassion which they freely give to all. 
Rama et al., (1976) describe it: 

There is no more of the alternation of pain and 
pleasure, only a constant and pervasive joy...(He/ 
She) reflects an inner discipline and an inner peace— 

_ througharelaxed body and harmonious coordination, 
and through patience, confidence, clear thinking, 
and an unselfish attention to the needs of others. 

People in the news who best exemplify these characteris- 
tics are H.H. the Dalai Lama XIV of Tibet, winner of the 
Nobel Peace Prize in 1988, and Mother Theresa. There are 
many others who are less well known because they are . 
not in the public eye. 
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Spiritual Emergency 

When spiritual emergence catapults an individual into 
experiences at the highend of the spectrum of conscious- 
ness before that person has completed the stages of 
developing a mature ego, spiritual problems may result. 
Atits most intense crisis point these problems may create 
a spiritual emergency. In this case, the immature ego, the 
“1,” is disoriented and needs to withdraw from ordinary 
life for a time in order to find a context to integrate the 
spiritual experience (s). If given the appropriate support, 
this time out can be a time of accelerated learning and 
personal growth after which the individual is either 
ready to assume a more expanded sense of self, or pre- 
pared to do the necessary “self” work in preparation for 
that step. Without the appropriate support, an indi- 
vidual may become fixated on the spiritual experience, so 
the bodymind is energetically bound up in the experience 
without being able to use it as a stepping stone to higher 
functioning. In the latter case the bodymind deals with it 
as a trauma which has threatened the “I.” Poormemory, 
fatigue, depression, anxiety, sleep disturbance and lone- 
liness are indicators of spiritual experiences which have 
not been integrated. 

The individual needs a conceptual framework to under- 
stand the experience as well as deal with emotional and 
physical reactions to the experience. Appropriate books 

and stories, especially personal interaction with people 

who have integrated spiritual experiences, is very reas- 

suring to anyone in spiritual emergency. Bodywork, 

including psychophysical exercises like Yoga, T’ai Chi, 
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and Chi Gong, helps prepare the bodymind to adjust to 
the expanded energy levels which come with spiritual 
emergence. Psychotherapy and/or service work are 
useful guides for an individual to make the emotional 
steps needed to stabilize the ego so the “I” can accommo- 
date the expanded energy levels. 

If we consider that it is the work of this lifetime to expand 
spiritually, then there is a natural impulse in all of us to 
reach for the most expanded levels of consciousness. The 
conflict which arises when the moral code or conven- 
tional thinking of our family and friends does not accept 
this impulse for growth can inhibit spiritual emergence. 
If the growth wants to happen and is denied, the scene is 
set for acrisis to occur. A. Mindell (1988) suggests that it 
is our wrestling with convention which is responsible for 
spiritual emergency; J. W. Perry (1986) concurs: 

(spirit)...is constantly striving for release from its 
entrapment in routine or conventional mental 
structures...if this work of releasing spirit becomes 
imperative but is not undertaken voluntarily with 
knowledge of the goal and with considerable effort, 

' then the psyche is apt to take over and overwhelm the 
conscious personality with its own powerful 
processes. 

(J. Perry, 1986) 
When individuals have access to appropriate support for 
spiritual emergency, the intensely disturbing aspects of 
the crisis may be minimized. When individuals do not 
have appropriate support, the disturbing aspects may 
well become magnified. A lifetime punctuated by isola- 

26 



Spiritual Experience, 

Spiritual Problems and 
Spiritual Emergency 

ee ee ee ee Ee ee 

tion, emotional turmoil and psychosomatic illness is not 
an unusual outcome for those who have not had the 
benefit of appropriate support during spiritual emer- 
gency. 

The capacity to integrate spiritual experiences into one’s 
self-concept and functioning in the world is the key 
determinant in the outcome of intense spiritual experi- 
ences. A natural spiritual emergence process is more 
likely to turn into a spiritual emergency when: 

1. Someone has no conceptual framework to 
support the experience, or to understand and 
accept the phenomenon with equanimity. 
2. Someone has neither the physical nor 
emotional flexibility to integrate the 
experiences into life. 
3. The family, friends, and/or helping 

professionals of a person having the experience 
see the phenomenon in terms of 
psychopathological symptoms which have no 
possibility of being positive. 

The pressure placed on persons to perceive themselves as 
crazy in the midst of an intense spiritual experience is 
often one of the most influential elements turning an 
emergence process into an emergency. Conversely, the 
willingness of a helper to accept the phenomena of spiri- 
tual experience and to have faith in a positive outcome is 
one of the most powerful elements in changing a spiritual 
emergency to a process of spiritual growth. 
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Examples of Spiritual Emergency 

A good example of spiritual emergency is the case of 
Everest (Lukoff & Everest, 1985). When he was a young 
man in his early twenties, Everest brought himself into a 

transcendent state of consciousness through study and 
concentration. Because his psychological development 
was too immature to manage his state, he had to act out 
many of the themes of his inner process at inappropriate 
times, much to the bewilderment of his family and friends. 
He told them, in the midst of his intense experience: 

“I have been through the bowels of Hell, climbed up 
and out, and wandered full circles in the wilderness. 
I have ascended through the Portals of Heaven 
where I established my rebirth in the earth itself, and 
now have taken my rightful place in the Kingdom of 
Heaven. ...I hoped my friends would make a similar 
connection and enter into an odyssey themselves. I 
urged them to create their own mythic vehicles and 
use them as guides into an odyssey as I had done.” 

(Everest and Lukoff, 1985) 

His father, who was a general practitioner, committed 
Everest to a psychiatric ward soon after Everest entered 
his altered state of consciousness and began to talk and 
act differently. This state continued for two months in the 
hospital, during which time he had very little interaction 
with the staff. He was given Thorazine, an antipsychotic 
medication, to inhibit the psychotic-type symptoms. 
Even without personal support from the hospital staff, 
family or friends, Everest never questioned the positive 
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value of the experience he was having. He also was able 
to cultivate his transpersonal experiences through his 
study of symbols and rituals. 

At the end of two months, when Everest left the hospital, 

he was totally exhausted physically, emotionally, and 
mentally; however, he was capable of maintaining a part- 
time job which afforded him time to rest. Part of his 
exhaustion may have been a side effect of taking thora- 
zine in the hospital. He discontinued all medication on 
his release. 

In 1985, Everest wrote about his early experience: 

“IT have gained much from this experience. Iam 
sorry for the worry and hurt that it may have caused 
my family and friends. These wounds have been 
slow to heal. I am deeply grateful for the great 
victory of my odyssey. With the dawning of a new 
vision of life has come a new sense of purpose. From 
a state of existential nausea, my soul now knows 
itself as part of the cosmos. Each year brings an ever 
increasing sense of contentment.” 

(ibid.) 

He has never been rehospitalized, has led a stable work 

life, and has joined a church group. He is involved with 

community work and maintains close relationships with 

his family and friends. His integration of his experience 

is still deepening. 

Everest’s story illustrates a spiritual emergency in which 
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psychological immaturity did not allow full integration 
of the spiritual experience at the time it was happening. 
His family, friends, and doctors considered Everest’s 

experience as mental pathology, and did not support his 
entering it more deeply. His own understanding of his 
"odyssey," however enabled him to enter it fully and reap 
its transformational benefits. 

Another example of spiritual emergency is taken from 
Chamberlin (1986) who worked witha group of 15-year- 
old boys ina psychiatric ward at the Menninger Founda- 
tion. 

(He) taught (them) a variety of ways of altering their 
consciousness as a way of exposing them to 
alternatives to drug use. One of these methods 
involved biofeedback training with the eventual 
focus being on theta-wave training. During the 
time that the focus was on the theta-wave training 
and immediately following it, some of the teenagers 
developed some out-of-the-ordinary abilities. One 
of them began to have precognitive experiences that 
he perceived as strong intuitions and he needed to 

' discuss these, particularly to validate them. Another 
person’s reaction was more disruptive as he began to 
develop healing abilities. He was initially frightened 
by this ability. Later, he also began to notice that his 
electronic equipment was malfunctioning and that 
people in areas in which he would go would also 
report malfunctioning of electronic equipment. He 
was given some helpful suggestions about focusing 
his energy, at which point the electrical disruptions 
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stopped. It appeared that this person was developing 
some shamanistic abilities, which in other cultures 
would have been given a lot of support. He was 
given articles to read about shamanism, and this 
reading resulted ina conceptual framework that was 
a great deal of comfort to him. However, he felt these 
abilities were something he did not have the time to 
work with and so he moved away from them. By not 
using them they appeared to stop. 

(Chamberlin, 1986) 

Conceptual Frameworks and 
Supportive Contexts 

The reactions of Chamberlin’s adolescents illustrates the 
importance of an appropriate conceptual framework and 
supportive social context for persons in spiritual emer- 
gence. 

Persons in spiritual emergency are deeply influenced by 
their community of friends, family and health care work- 
ers. The mini-culture in Chamberlin’s ward supported 
spiritual emergence in contrast to Everest’s social com- 
munity. Unlike most Western cultures, some cultures, 

like that in Tibet, hold a view of the world which allows 
spiritual experience to be integrated into normal life. 

(The Tibetan culture is built on the knowing that)...all 
dharmasare dreamlike, all phenomena are dreamlike. 
It’s seen from the very beginning from that 
perspective...Since it’s seen from that point of view, 
when the world actually begins to fall apart in one’s 
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experience, it doesn’t become that much ofa clash, of 
acontradiction...I think what has been happening in 
the West is the concretization of the world as really 
something solid, a permanent thing. This has been 
something that has been built on since the 
development of sciences and Cartesianism, so that 
the (dream-like quality of existence) has been “kind 
ofkept under control so to speak.” Sometimes people 
have these kind of (spiritual emergencies) because 
the real nature of existence has been so repressed, 
and then suddenly these energies themselves 
spontaneously become a little bit overwhelming. 

(Sogyal, 1985) 

There is no comparable perspective in Europe or North 
America which supports spiritual awakening as part of 
natural human development. Thus, most of us Western- 
ers are afraid of spiritual phenomena. They are strange to 
us. We need some conceptual context to help us make 
sense of these phenomena so that we canbe more at peace 
with our own and more supportive of others’ spiritual 
awakening. 

Patterns of Spiritual Experiencing 

All spiritual experiences, as mentioned previously, are 
indicators of the spiritual emergence process. Sometimes 
an episode of various intense spiritual experiences will 
happen in a meaningful pattern. If one intense spiritual 
experience is a shocking opening for an individual, a 
pattern of several intense spiritual experiences are even 
more apt to catalyze a spiritual emergency. 
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For the sake of creating some order we can take the liberty 
on paper to differentiate eight different patterns of spiri- 
tual emergency. Itis important to bearin mind, however, 
that these patterns in actuality usually overlap and often 
occur simultaneously. Imagine trying to understand 
human physiology at birth from the perspective of just 
understanding the changes in the digestive system. You 
have to take into consideration all the various systems in 
the body—breathing, perceiving, absorbing, circulating, 
and eliminating—in order to understand the full impact 
of change occurring in the newborn. Likewise, if you try 
to understand the evolutionary crisis of spiritual emer- 
gency from the point of view of only one pattern of 
spiritual emergency, you will miss the full dimensions of 
the transformation in progress. Thus, although the pat- 
terns of spiritual experiencing do not function like inter- 
dependent systems (as in the body), they are usually 
profoundly interwoven. 

Christina Grof and her husband, Dr. Stanislav Grof, have 

made many contributions to creating a transcultural con- 
ceptual framework for understanding the patterns of 
spiritual emergence. They draw from the work of many 
spiritual teachers, shamans, anthropologists, psycholo- 
gists and psychiatrists. Each pattern has certain charac- 
teristic features, or elements. A familiarity with these 
elements is essential for anyone working with people 
with spiritual problems. . 

The following eight patterns were first named by the 
Grofs (1985). The definitions I use supplement the defi- 
nitions referred to by the Grofs. 
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1. Awakening of the Serpent Power (Kundalini) 
- A radical transformation in the individual's relation- 
ship to his or her bio-energy and openness to transper- 
sonal levels of experience. This awakening is usually 
accompanied by powerful sensations of heat and energy 
streaming up the spine, tremors, violent shaking, un- 
usual auditory sounds, and the impulse to perform com- 
plex movements similar to yogic postures. These phe- 
nomena are associated with a letting go of chronic mus- 
cular tensions connected to past trauma and/or patterns 
of holding the body associated with particular beliefs, ie., 
a personafraid of the world will hold his body in one way, 
a bully will hold his body in another, etc. Physical 
indicators may run the spectrum from debilitating illness 
to extraordinary perceptions of light which bring on 
ecstatic feelings of bliss. Although the opening of the 
energetic system occurs in all spiritual emergence, not all 
people experience intense episodes of muscular spasm or 
unusual sounds and the impulse to move in strange 
ways. 

2. Shamanic Journey - In this pattern the indi- 
vidual is often focused on elements of nature like animal 
guides, earth spirits, plant spirits, energies of the direc- 
tions of north, south, east, west. On an inner level the 
individual is dealing with physical suffering and a per- 
sonal encounter with death followed by rebirth. Descent 
to the underworld or ascent to the upperworlds are 
familiar aspects of the shamanic journey. Visions and 
premonitions of the future are often perceived in the 
intensity of this pattern. In shamanic cultures, these 
visions are seen as evidence of an individual’s being a 
person able to heal others through access to extraordi- 
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nary dimensions. In ancient cultures Shamanic Journey 
was often created through fasting and isolation in the 
wilderness because it was clearly a powerful opening to 
the inner resources of wisdom and compassion. 

3. Psychological Renewal through Activation of 
the Central Archetype - This pattern is marked by an 
inner experience of perceiving oneself as being in the 
center of all things and dealing directly with the dramatic 
universal experiences of life like the tension between 
good and evil, male and female, dark and light, life and 

death. Ordinary happenings take on mythic symbolic 
proportion. There is an emphasis on themes of death, 
afterlife and the return to the beginnings of creation. If 
this period of absorption in symbols and archetypal 
themes is validated as positive and respectable, the out- 
come can be a profound psychological renewal. If this 
episode is perceived as pathological and the individual is 
medicated, phenomena of spiritual emergence are pushed 
into the subconscious and become unavailable as power- 
ful catalysts for psychological renewal. 

The next three patterns demand a thorough evaluation of 
reincarnation and the law of karma. Karma, a concept 
from Far Eastern religious philosophies, refers to the law 
of cause and effect in personal life, e.g., if one is a victim- 
izer at one time, one draws to oneself the effect of being 

victimized at another time. Inthe West we have anaxiom 
which parallels the law of karma: “one reaps what one 
sows.” The law of karma goes further by suggesting that 
when we have learned the lessons offered in duality we 
are no longer completely dominated by this duality. 
Eastern spiritual practices are devoted to mastering this 

transcendent stage of consciousness to benefit all of life. 
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4, Psychic Opening - This pattern is marked by a 
striking accumulation of instances of extrasensory per- 
ception - clairvoyance, clairsentience and clairaudience - 
or psychokinesis. It may include out of body experiences 
(OOBE). It may be stimulated by stress, spiritual focusing 
exercises, a powerful dream, an interaction with an extra- 

terrestrial or a non-physical entity. 

5. Emergence of a Karmic Pattern - If the psychic 
opening happens with a sense of sudden vivid recollec- 
tion of a life or lifetimes before this life, it triggers a focus 
on karmic patterns. Frequently these openings deliver 
profound insight on current interpersonal problems. 
Perceiving karmic patterns gives an individual the op- 
portunity to resolve dynamic inner conflicts and essential 
life lessons (Weiss, B. ,1988 & 1992). 

6. Possession States - This pattern involves a 
person recognizing that either a disembodied soul which 
used to inhabit a body or a diabolical entity is having a 
manipulative or parasitic relationship with his or her 
vital energy and free will. This possessing entity may be 
a fragment of the self, a part of the shadow that has been 
rejected, a negative habit which has been passed down 
through the lineage of the family, or a victimizing outside 
force. Whether it is indigenous or foreign to the person, 
possession states make a demand that an individual 
review his or her ideas regarding the identity of the soul, 
free will, the power of the shadow and what happens to 
the soul after death. Some literature (Crabtree, 1985) 
suggests that Multiple Personality Disorder and addic- 
tive behavior (Lucas, 1993; Weiss, 1988) may be the result 
of possessing entities. Resolving issues of possession 
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require someone skilled in exorcising these unusual phe- 
nomena. In addition to various paraprofessionals and 
shamen skilled in depossession there are some clinical 
psychologists who practice “spirit releasement” in the 
context of ongoing therapy. Apparently they can differ- 
entiate personal shadow material from entity possession 
and the exorcisms they initiate have been highly effective 
in stopping unwanted behavior, obsessions and fears. 
See References in Appendix D. 

7. Encounters with Extra-terrestrials(ET’s)- After 
conducting a thorough screening of hundreds who claim 
to have had an encounter with ET’s, John Mack, MD, 

psychiatrist and professor at Harvard Medical School, 
believes that some people literally seem to have truly 
encountered extra-terrestrials. He believes their UFO 
abductions can not be described by any of the psychiatric 
literature which means they are not an hallucination, a 
delusion or a projection (Harvard Magazine, March-April, 

_ 1992). These people are challenged to find a new concep- 
tual framework to relieve the profound shock of their 
unexpected experiences. Often people feel they have 
been initiated into transpersonal states of consciousness 
through their abduction because the ET’s seem to live at 
higher stages of consciousness than our own. Other 
dimensions and other space-time continua become real 
to abductees. The telepathic communication with ET’s 
opened up channels within them that had been closed 
before. People who have an encounter with ET’s ina 
vivid dream or spontaneous waking vision may also feel 
psychically opened by the experience and be compelled 
to re-examine their beliefs about extra-terrestrials and the 
other dimensions of reality these beings represent. 
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8. The Inter-life and other Mystical Experiences: 
As mentioned above, the mystical experience is defined 

by astate of complete peace and at-one-ness with all that 
is. Individuals reach this state through a variety of ways. 
It may happen by being in communion with nature, 
through a Near Death Experience, through a powerful 
experience of love, direct neurological stimulation, or as 
aresult of spiritual practice. The profound peace it brings 
has a healing effect since it allows an individual to feel 
whole within himself as well as connected in a meaning- 
ful way to the world around. This mystical state can be 
stimulated through regression therapies which gently 
take people into the state of “being in the light” between 
lives, the Inter-life (Lucas, 1993). 

The phenomena associated with these forms of spiritual 
emergency can be bizarre and terrifying for someone 
who experiences them without understanding. In one 
case, a woman in childbirth was seized by a spontaneous 
kundalini experience which created strong, uncontrol- 
lable vibrations throughout her body. She was fright- 
ened for her and her child’s life. Her nurses and doctors 
offered no explanation and only attempted to do what 
they could to make the vibrations stop through medica- 
tion. No one had the knowledge to suggest that she may 
have been blessed withan experience of the Divine orhad 
attained a level of self-realization which was not only 
valid, but which gave her extraordinary resources as a 
human andasa mother. For 10 years after the experience 
she was afraid to talk or think about the experience until 
finally she read about kundalini and understood she had 
had a spiritual awakening during childbirth. Sympa- 
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thetic and knowledgeable support at the birth could have 
helped her enjoy the extraordinary joy that comes with 
the rise of kundalini. 

Confusion with Pathology 

Some of the phenomena of spiritual emergence have been 
misconstrued as indicators of pathology. For instance, 
some criteria for the diagnosis of psychosis (DSM-III, 
1980) are observable in spiritual emergency: 

1. A disorientation which makes a person less 
interested in work, in social contacts and in 
self-care. 

2. A difficulty in communicating about one’s 
experience to others (in spiritual emergency 
this is the result of the noetic quality of the 
experience, not symptomatic of confused 
thinking). 

3. Dissociation (in spiritual emergency this 
dissociation is a transitory part of the process 
of integrating one’s experience.) 

These phenomena subside after a spiritual emergency 
whereas in a chronic psychosis they do not. 

The DSM-IV (1994) will categorize possession states as an 
example of “Dissociative Disorders Not Otherwise Speci- 
fied.” Examples include “Dissociative trance disorder: 
single or episodic alterations in the state of consciousness 

that are indigenous to particular locations and cultures. 

Dissociative trance involves narrowing of awareness of 
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immediate surroundings or stereotyped behaviors or 
movements that are experienced as being beyond one’s 
control. Possession trance involves replacement of the 
customary sense of personal identity by a new identity, 
attributed to the influence of a spirit, power, deity, or 
other person, and associated with stereotyped “involun- 
tary” movements or amnesia” (American Psychiatric 
Association, 1993). 

This clearly raises a question about differentiating be- 
tween Dissociative Disorders which are mental disorder 
and possession states which are indicative of spiritual 
problems. Perhaps the longevity of the dissociative state 
will determine if mental disorder is the appropriate diag- 
nosis? Or, perhaps it is not the symptom itself which 
determines the diagnosis but the individual's attachment 
to the mechanism of dissociating. Refer to Chapter 3, 

Diagnosis, for a more complete discussion on determin- 

ing whether a person is in spiritual emergency or is 
sufferring from a mental disorder. 

Many types of experiences involving a spiritual awaken- 
ing have resulted in a person being humiliated and 
invalidated rather than celebrated. Hundreds of stories 
from people who have had spiritual emergencies and 
have been misdiagnosed as having mental disease were 
collected by Ring (1984) and the Grofs (1989, 1990). Be- 
cause our Western culture generally has not accepted 
spiritual emergence phenomena as the product of a sane 
mind, most of the people who have had Near Death 
Experiences (NDE) are inhibited from talking about their 
experiences from fear of being considered, and treated, as 
crazy. 
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According to Ring, people who have NDE are usually 
counseled by their doctors, nurses, and clergymen to 
forget the memories of the experience...as if it was only a 
hallucination or a bad dreamattributable to stress. Many 
NDEr’s who have not had people to validate their expe- 
rience wonder if they were crazy. Some, however, spend 
their lives affirming the truth of their experience in spite 
of their community’s lack of support. 

Ring (1984) wrote about one woman who met a divine 
being during a NDE. Later, during the birth of her child 
she experienced a “surge of great joy” when she realized 
that her child would be able to go with the divine being 
she met when she was in her NDE. After her baby died 
afew days after birth, she did not experience the grief her 
doctor and minister expected her to go through. She wrote: 

Well, I soon realized that my acceptance back into 
this world depended upon ‘pretending’ to forget, 
and ‘pretending’ to grieve the loss of my baby. So, 
I did this for everybody else’s sake - except my 
husband, who believed me, and gained some comfort 
fromit, second-hand. It was a dropped ‘subject,’ but 
never forgotten. 

Clearly a change in the attitudes of the public in general 
and health-care professionals in particular toward the 
validity of NDE phenomena might produce dramatic 
benefits. We might not fear death, might believe in the 
existence of divine beings, and might feel we could talk 
about the transpersonal phenomena which have a pro- 
found impact on our lives. 
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Summary 

Spiritual emergence is a personal realization of a reality 
beyond ego reality, and, ultimately, one’s unity with all 
things. The outcome of a spiritual experience may be 
gradual spiritual emergence or problems related to spiri- 
tual emergency. When the individual with spiritual 
problems is given an appropriate conceptual framework 
and community support, spiritual emergence is made 
more likely. 

When a person with spiritual problems is perceived as 
out of touch with reality, he may be subjected to an 
inappropriate diagnosis and course of treatment which 
intensifies the problems. The new DSM-IV (1994) cat- 
egory allows us to differentiate spiritual experiences as 
a “condition that may be a focus of clinical attention” but 
is not neccarily indicative of mental disorder. Thus, 
spiritual experiences are not neccessarily symptomatic 
of mental disorder. However, there is still a considerable 
lack of clarity about distinguishing “spiritual problems” 
from Dissociative Disorder Not Otherwise Specified. Pos- 
session states, out -of- body experiences and other spiri- 
tual experiences could be diagnosed as indicators of 
spiritual problems or a dissociative disorder. Further 
study is needed to clarify these distinctions. 
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Chapter Two 

When Do Spiritual 
Experiences Occur? 

Spiritual experiences are more likely to happenat specific 
times and under particular circumstances. These circum- 
stances may be personal (as discussed in this chapter) or 
be more involved with issues involving change on com- 
munity, national or international levels (discussed in 
Chapter 8). At the personal level, there are spiritual 
practices and psychopharmaceutical interventions that 
can serve as catalysts for spiritual experience and spiri- 
tual problems. In addition, times of physical or emo- 
tional distress can provide the conditions for a spiritual 
experience to occur. 
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This chapter includes discussion of the following per- 
sonal circumstances that are often associated with spiri- 
tual experience: 

I. Openness to Change vs. Rigidity 

II. Time of Life: 
1. Dark Night 
2.. Destiny Calls 

III. Spiritual Practice: 
1. Intensive Practice 

IV. Physical Distress: 
1. Athletes and Yogis 
2. Near-Death Experience 
3. Surgery 
4. Pregnancy and Childbirth 
5. Natural Disaster 

V. Emotional Distress: 
1. Emotional Intensity 
2. Fragmentation 
3. Emotional Deprivation 

_ VI. Intense Sexual Experience 

VIi. Substance Use / Abuse 
Depressants 
Stimulants 
paler 

iates 
Marijuana 
Empathogens 
Psychedelics no ee 
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Openness to Change vs. Rigidity 

The factor which most contributes to spiritual experi- 
ences becoming problems is lack of personal flexibility 
and openness to change regarding cognitive values as 
well as emotional and physical patterns of behavior. 
Spiritual problems are less likely to occur when a person 
can weather a life-changing situation gracefully, by both 
letting go of what has been lost and opening with a 
positive, trusting attitude toward the future. Spiritual 
problems are more likely to occur when a person rigidly 
holds on to a belief about how life should be and resists 
change. People who are completely identified with nar- 
row beliefs about the expression of spiritual life will tend 
to have more trouble with spiritual problems than people 
who are welcoming about spiritual life manifesting in a 
myriad of ways. 

When a person is open to change, inner experiences are 
interesting, even welcome or exciting. When a person is 
not open to change, inner experiences may be threatening 
and evoke mental confusion as well as physical stress 
responses. A person who feels threatened may beashamed 
to reach out for guidance and help. They may relegate 
their spiritual experiences into the shadow through a 
variety of defense mechanisms or deny the experience 
altogether. If such a person has a kundalini awakening 
sending streams of energy through the body, he or she is 
apt to feel overwhelmed, as if the very structure of life has 
been shaken and might try to resist the sensations by 
contracting muscles and shallow breathing. In a state of 
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overwhelm, a person is less likely to pull himself away 
from the trauma and deliberately pay attention to some- 
oneelse. A more flexible personmay experience bliss and 
openness during a kundalini awakening as he or she can 
trust in the process and easily give up control. Sucha 
person is more likely to be able to shift easily from 
personal experiences to interpersonal experiences which 
demand more objective attention. This person can go 
through a period of personal transformation and still 
maintain a household, an active role in the family and a 
productive role in society. 

As this chapter discusses the personal circumstances that 
are often associated with spiritual experience, bear in 
mind that it is not the circumstance, per se, which deter- 

mines the possibility of spiritual problems but the men- 
tal, physical and emotional attitude toward the circum- 
stance. Another determinant will be the element of 
surprise. Has the person had any foreknowledge of the 
experience or are the changes abruptly demanding a shift 
into acompletely new way of perceiving the self and the 
world? 

Time of Life 

Spiritual experiences can happen at anytime and in any- 
place. A person can have an occurrence of extra-sensory 
perception. Very common is ‘deja-vu,’ a sense of having 
been somewhere or known someone before. Also com- 
monis the knowing who is calling on the phone before the 
phone rings. People often experience a sense of total 
rightness in the world that sometimes comes as if by 
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‘grace.’ These spiritual experiences are windows into the 
extraordinary and may include psychokinesis, psi phe- 
nomena, occult knowledge, or mystical experience. They 
happen to infants, young children, adolescents, and adults 
of allages without regard to time, place, or circumstance. 

The Dark Night 

Although spiritual experience can happen at all ages, 
mid-life is a time that often precipitates spiritual awaken- 
ings, particularly among individuals who have achieved 
some real level of stability, even prosperity, in the world. 

They ve got it, to put it in the vernacular, they’ve got 
the two kids, they’ve got the two cars in the garage, 
they've got a house in the suburbs, or whatever the 
New Age equivalents of those things are. They’ve 
come to some level of personal ego (development). 
There’sa self-sense, a definition of self that's relatively 
well-established. Thenit still doesn’t work. Life still 
doesn’t work. These very subtle, elusive feelings of 
emptiness begin to emerge, feelings of, “So what? 

What have I done this for?” As one of my clients put 
it so eloquently, using the Lennon and McCartney 
song, “Nowhere Man, ... I have become a real 

‘Nowhere Man.’ There isa yearning for something 

more, but not knowing exactly what it is. It’s 

certainly not something more tangible. It’s certainly 

not something more material. It’s something more 

enigmatic, something that's immaterial. It’s my 

belief that what's happening in this kind of a crisis 

is that the Soul/Spirit is asking, demanding to be 
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recognized on some very deep level. That may not be 
what the client presents. In fact, most of the time it’s 
not, but my experience is that as we unwind and go 
further into the material that the client presents, it’s 
very very often a yearning for the Spirit, for a greater 
sense of wholeness that includes an abiding, eternal 
principle. 

(Wittine, 1985) 

This experience is a modern aspect of the Dark Night of 
the Soul, that is, the existential encounter with mean- 

inglessness which meets any man or woman who has 
reached material goals and has still not found inner 
satisfaction. This is the Dark Night of the Ego in which it 
is no longer satisfying to just pursue ego gratification 
(Vaughan, 1985). Gopi Krishna pointed out that such an 
experience may also occur to an adolescent, not only the 
more typical mid-lifer. 

...at a certain critical state in the development of the 
human mind theunanswered “ Riddle of Life” attains 
an urgency which no treasure of the earth can 
counteract. This is the state of mind of millions of 
disillusioned young people of the world today...when 
thwarted in its mission, the impulse can lead to 
social and political unrest...craving for drugs, 
promiscuity or other social evils and even to violence. 

(Gopi Krishna, 1975) 

The longing for something more may precipitate a search 
for or spontaneous experience of transpersonal level 
phenomena. If this longing is not met satisfactorily, the 
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effects may be disastrous for the individual and have a 
negative impact on society. The following passage illus- 
trates this: 

...about 30 Americans under 21 years of age commit 
suicide every day, indicating a three-fold increase in 
the rate of suicide among American youth over the 
past decade. Also more than half the patients admitted 
to mental hospitals in the United States are young 
people...the main cause of the increase in the number 
of suicides and mental disorders among the youth is 
the increasing hollowness and senselessness of life of 
the society and the younger generation's distaste for 
profit. 

(Treffert, personal quote to Gopi Krishna, 1975) 

Destiny Calls 

People who do not experience the Dark Night may in- 
stead be ‘grabbed by the eternal’ (Kennett Roshi, 1982) 

through a dramatic dream, a chance meeting with an 
inspiring person, a drug experience, or a spontaneous 
awakening. These experiences impel people to advance 
their developmental process into transpersonal levels. 
This is particularly true with adolescents and young 
adults who are looking for a meaning to their life. 

Anne Armstrong’s story illustrates the autonomous qual- 
ity of spiritual experience when it almost forces itself on 
one, regardless of one’s openness to it. Anne was a young 
wife and mother, a Girl Scout leader, living an ordinary 

life in a very normal suburb. She was not the least bit 
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interested in psychic phenomena, yet, she spontaneously 
began to experience psi phenomenon that would not 
cease. By meditating and undergoing hypnotherapy, she 
cultivated her relationship to these spontaneous psychic 
happenings. Whenever she would stop these practices, 
she was saddled with migraine headaches. From her 
perspective, the transpersonal realm forced itself on Anne, 
as if it was her destiny to develop and become a psychic 
counselor (Armstrong, 1986). 

Spiritual Practice 

It is commonly believed that most people have entered 
transpersonal levels of consciousness by means of an 
intent to grow spiritually coupled with an intense dedica- 
tion to spiritual discipline. Religious traditions of the Far 
East and ancient cultures have significantly influenced 
how people learn how to reach transpersonal levels of 
consciousness. Lesser known esoteric Christian texts 
offer this same knowledge. However, Hindu and Bud- 
dhist literature, among others, offers a language for 
transpersonal states of consciousness which is far more 
detailed than anything we have in the English language. 
Practitioners of both Eastern and Western religious disci- 
plines are capable of reaching transpersonal levels and 
equally face the difficulty arising coming from intense 
spiritual practice. 

Intensive Practice 

Intensive practice of prayer, meditation or devotional 
work in both Eastern and Western religious practice can 

50 



When Do Spiritual 
Experiences Occur? 

catalyze spiritual emergency. Following is Baraz’s de- 
scription of the types of difficulty arising from intensive 
meditation, and the corresponding psychological stress 
that can catalyze spiritual emergency processes. 

One meditation teacher calls practice “one insult 
after another.” You see all the stuff that’s in there. 
So it takes a lot of kindness and compassion with 
what you see and patience with the process. You see 
what's there and perhaps you have an image of what 
you'd like to be like. You know, a spiritual person 
who’s loving and kind; and you see rage and fear and 
whatever, sadness, and that discrepancy can be very 
discouraging. That's where patienceand compassion 
and kindness are essential. That's where it’s very 
helpful to have someone around to check in with 
when you start getting lost in your despair. So 
that's the first level of difficulty that can happen. 

The second one is that you start seeing that you're 

not who you think youare. The connection that you 

have with your identity, especially the good stuff, 

starts to dissolve. At times it can be nice when you 

see, “Oh, I’m not the garbage” but [what follows is] 

“Gee, if I’m not the garbage then I’m not the good 

stuff,and then WHO AMI?” That can beunneroing. 

It’s like the rug being pulled out from underneath 

you. As that idea of self starts to dissolve, it can get 

very terrifying actually. 

The interesting thing is that the other side of seeing 

that you're not who you think you are is freedom. 
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When you see that you don’t have to hold onto 
anything and be so caught-up in protecting and 
getting recognized and all these things, there's a 
tremendous letting go of stuff that allows you to 
really have connection, ona much deeper level, with 
other beings.... 

Another thing that often happens on retreat is that 
concentration can open up tremendous amounts of 
energy. That can be very terrifying. The system 
starts getting, seemingly, overloaded. 

I remember one retreat, the first 3 month retreat I 
had. After doing the [meditation practice] for a 
couple of years I did a 3 month retreat. I started to 
feel like Iwas going to explode, literally explode. Just 
bursting...like Iwas asun, about to explode. I didn’t 
know where it was going to go and I got very 
frightened. Tears were running down my face and 
I went running up to the teacher and said; Hey, I’m 
just watching my breath and all this stuff is going 
on. What's going on here?” 

He said, “Oh, don't worry about it, just do this and 
do this ... and breath and a few different things.” 

It was awhile before I started seeing that you can 
become comfortable with that energy so that you can 
become a vessel for it. If you can soften around it and 
be quite still and not anticipate the next thing, you 
open up your capacities to new levels of energy. But 
it can be quite fearful and overwhelming. In that 
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state, if the mind trips out onto a thought of “What's 
next?” or “I don’t know what's going on” you lose 
your center and it’s difficult... 

In addition to opening up to the energy, there’s all 
sorts of psychic stuff that seems to happen at times, 
synchronistically. You start to experience things in 
a different reality than typically. Generally, if you 
report those things, the teacher says: “OK. Just 
notice them and let them go and keep on sitting.” 

[What he means is]...It’s not to get stuck in having 
any experience, it’s just to watch it all coming and 
going. 

(Baraz, 1985) 

Leaving an intensive retreat also can be difficult because 
one needs to integrate newly discovered sensitivities into 
a life which is far more stressful and demanding than the 
quiet, supportive environment of the retreat. 

After you've left that situation where you're wide 
open, where you have expanded to some extent, or to 
a large extent, coming back into the world is not so 
easy, especially the first few times you do it. That 
transition is really important. If you think of it in 
terms of...an energy system that’s expansive .. .like 
a wide- open baby and this tender baby steps out on 
the highway and things are whizzing by....It can be 
jarring, to say the least. That sensory overload can 
be difficult to handle. The world is very fast. Your 
boundaries between yourself and the world are not 
as in place as they normally are... 
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I've gotten quite a few phone calls when people have 
left retreats, often from another particular style of 
practice where there's a lot of emphasis on body 
opening up and not muchon transition. People have 
called up and said, “I’m having all these flashes and 
I don’t know what to do.” 

Also, sometimes someone is stuck in a place where 
everything is dissolving and it still goes on after the 
retreat. Although it might bea very advanced space, 
it’s still not very pleasant. Sometimes people don't 
even know what's going on. 

(Baraz, 1985) 

In this final quote Baraz provided an example of a spiri- 
tual teacher helping someone deal with psychic phenom- 
ena accompanying spiritual practice. One benefit of 
spiritual communities is that there is likely to be a teacher 
or priest who can provide guidance and support if a 
spiritual experience occurs during intense meditation or 
prayer. 

The attitudes of the spiritual teachers/priests (and other 
community members in a church or community situa- 
tion) have a broad impact on how a spiritual aspirant 
manages a spiritual experience. Teachers, gurus, and 
priests differ, however, in their capacity to deal with 
spiritual crisis. Some are able to defuse a crisis situation, 
but others have little understanding of or skill in dealing 
with the needs of someone in spiritual emergency. 
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Baraz gave suggestions for helping persons doing inten- 
sive spiritual practice so that their spiritual experiences 
do not take them into a state of crisis. He advocated 
compassionate understanding and a non-judgmental at- 
titude toward the mental confusion and emotional upset 
that accompany spiritual emergence. This has been the 
attitude of Buddhist teachers in the East as well. 

Unfortunately, not all teachers, gurus, priests, or spiritual 
community members have such anattitude or the skills to 
work with disturbed people. Steindl-Rast made this 
point about monastic communities: 

The communities in monasteries are made up of 
run-of-the-mill people from that particular culture. 
They share all the prejudices that other people in 
their culture share. So even though, on one level, 
they know...they have come to a place for spiritual 
emergence, and that is their path, they may also 
share, onanother level that is closer to their reflective 
consciousness, all sorts of prejudice, even against 
mental diseases .... 

(Steindl-Rast, 1985) 

Even though the purpose of a monastic community is to 

support spiritual emergence, the members of the com- 

munity do not necessarily teach skills in dealing with 

spiritual emergency (especially when emergency looks 

like mental disease). In their ignorance, these communi- 

ties may unfortunately contribute to the disorientation 

and fear which can turn a spiritual experience into a 

spiritual emergency. 
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People’s spiritual emergence may be overwhelming ona 
physical or emotional level. Offering a person a stable 
center, a grounding in the body and emotions, may be 
one of the most powerful contributions to spiritual emer- 
gence that monastic communities can offer their mem- 
bers (Steindl-Rast, 1985). 

It seems to me that monasteries can and I think 
actually do perform a real function in this respect, 
precisely by what is often looked at negatively: 
namely the many people that leave, you see? I’ve 
always taken a very positive view of that and said, 
“Why worry about it?” ... think they may be the 
ones who get as much out of it as the ones that stay! 
There's nothing wrong with it in many cases. Some 
people find nothing. Others find what they need, 
then leave. Still others stay, because they keep 
finding what they need. Those who find what they 
need, grow by the monastic experience. And that’s 
what counts, whether or not they leave or stay. 

(ibid.) 

Different spiritual communities have different resources 
for helping their members through a spiritual emer- 
gency. Some communities have the capacity for support- 
ing their members (for example, Naropa in Boulder, 
Colorado); however, other communities refer their mem- 
bers to psychiatrists and doctors and expect them to 
handle any emotional and physical disturbances. Chap- 
ter 5, Ongoing Support, presents suggestions for helping 
people who need support in spiritual emergency. 
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Physical Distress 

Whether it be through an intensive physical workout, 
disease or injury, or giving birth, physical distress is one 
of the most provocative catalysts of spiritual experiences. 
These experiences push one to one’s limits of physical 
endurance and bring one face to face with the boundaries 
of life and death. This is fertile ground for the occurrence 
of spiritual experience. 

Athletes and Yogis 

The practice of Hatha yoga is reputed for its ability to help 
people become flexible and relaxed. When practiced 
intensively, hatha yoga is. a way of purifying the body 
and precipitating spiritual emergence. In intensive prac- 
tice, the yogi or yogini is constantly aware of pushing 
right to the limit of potential—to stretch, to remain bal- 
anced, and to retain concentration. To enhance their 
abilities, dedicated practitioners will also restrict them- 
selves to a very simple diet and limit their sexual activi- 
ties. The result of this regimen is a high-level wellness, 

where yogis of any age feel full of buoyant energy, at 
peace with themselves and the world, and consistently 
growing toward the transpersonal levels of their own 
development. 

Athletes who are aerobically fit, and who push the levels 
of their physical endurance, also report experiences of 
ecstasy when they push through to anew level of energy, 
a second wind or when they complete a race in which 
they have gone "full out." These athletes, like the yogis, 
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have usually led very disciplined lives, restricting their 
sexual activities and limiting their diet, so as to stay in 
shape. 

A serious young runner named Jim Colvin has 
formulated it for himself: “ To run to me means to 
practice a religion that reflects life in a microcosm, 
that cleanses the entire man- -mind and body- - and 
that allows an almost mystical communication with 
nature and meditation on existence...Runningallows 
me to communicate with an inner being. ...The 
successful runner achieves something of the 
transcendentalist’s solitary status in which 
observation and imagination blend to span the schism 
between mind and matter. He extends himself 
toward something beyond common scrutiny, 
something almost indecipherable, something at once 
naturaland cultivated. A contemporary psychiatrist, 
Alan McGlashan, has noted in The Savage and 
Beautiful Country: “For the profoundest questions 
the seeker himself is the essential instrument of the 
seeker.” The runner, in the sensual euphoria of his 
inner soliloquy, discovers McGlashan’s “central 
point within oneself: the secret threshold where the 
world of the senses and the world of the psyche meet 
in mutual simultaneous recognition.” For such a 
moment of illumination- - the eternal ‘now’ of the 
transcendentalist- - dichotomies such as mental- 
physical, inner-outer and pain-pleasure are 
suspended while “a man for a timeless moment 
discovers his own Center.” The runner often wonders 
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whether or not he has brushed against, however 
momentarily, the shadow of a fourth dimension. 

(Cusack, 1974) 

Yogis have a body of literature and a community of 
fellow practitioners who accept spiritual emergence to 
help them integrate the unusual experiences borne out of 
intensive yoga practice. Athletes who have spiritual 
experiences might well ascribe them to good health, self- 
discipline, or concentration, and might never think about 
them in the context of spiritual emergence. No matter, 
both athletes and yogis reap the benefits of spiritual 
emergence in the above cases. 

Near Death Experience 

Near Death Experience (NDE) refers to the experience a 
person has when he has been clinically dead a short 
period of time and been revived. It appears that NDE 
often introduces people to transpersonal states of con- 
sciousness (Ring, 1984). It isnot unusual for persons who 
have almost died to experience themselves as distinct 
from their bodies and to become aware of beings of 
higher intelligence and good will who are guiding them. 
The personality shifts that result from NDE typically 
follow a pattern, which may be described as follows: 

1. Confirmation of the presence of God. 
2. Asense of being a part of God. 
3. An unusual ability to heal and demonstrate 

psychic abilities. 
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4. Asense of deep peace. 
5. A desire to be of service to humankind. 

(Ring, 1984) 

These are the same kinds of shifts in personality which 
happen to people reaching transpersonal levels of devel- 
opment. They especially parallel what has been recorded 
about kundalini awakening: 

However the actual process of kundalini arousal 
may be experienced, it is held that the energy it 
draws upon has the capacity to catapult the individual 
into a higher state of consciousness. In full 
awakenings, a state of cosmic consciousness can be 
attained and, under certain circumstances, 
maintained. The flow of energy is said to transform 
the nervous system and the brain to enable them to 
operate at an entirely new and higher level of 
functioning. Metaphorically speaking, kundalini 
appears to throw the nervous system into overdrive, 
activating its latent potentials and permitting the 
individual to experience the world and perform in it 
in an extraordinary fashion.... 

In full kundalini awakenings, what is experienced is 
significantly similar to what many NDEr’s report 
from their experiences. And more than that: The 
aftereffects of these deep kundalini awakenings seem 
to lead to individual transformations and personal 
world views essentially indistinguishable from those 
found in NDEr’s. That these obvious parallels exist 
does not, of course, prove that they stem from a 
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common cause, but it does at least suggest the 
possibility that there may be a general biological 
process that underlies them both-as well as 
transcendental experiences at large. 

(Ring, 1984) 

Surgery 

Many people undergoing surgery have experiences simi- 
lar to a Near Death Experience as a result of their anes- 
thetics (Rogo, 1984 ). The anesthetic ketamine seems 

especially effective for inducing spiritual experience. The 
aftereffects of the anesthetic leave patients transformed 
in their thinking about death, life after death, and the 
nature of their life. 

Following is the account of a doctor who had been anes- 
thetized with ketamine before surgery: 

He reported he heard odd buzzing sounds in his ears. 
He fell unconscious, but then “gradually I realized 
my mind existed and I could think, I had no 
consciousness of existing in a body; I was mind 
suspended in space.” The doctor then found himself 
floating ina void. “I was not afraid,” he reported, “I 
was more curious.” He thought, “Thisis death. lam 
a soul, and I am going to wherever I should go.” 

(Johnstone, 1973) 

Reportedly, only 12% of those who are given ketamine in 

medical settings experience phenomena similar to NDE 

(Rogo, op.cit). Still it is a noticeable number. 
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Pregnancy and Childbirth 

Pregnancy and birthing are especially stressful physical 
events which can also precipitate intense spiritual expe- 
riences and possible spiritual emergency. Miscarriage 
and abortion may have a similar powerful effect. 

During pregnancy, birth and in the first few weeks of 
post-natal life, the spiritual energies surrounding amother 
and child are especially intense. Clairvoyants have re- 
ported seeing beings of light surrounding the mother and 
child during this phase of life (Lievegoed, 1979). The 
hormonal changes during pregnancy, birth and lactation 
also bring psychological shifts which alter consciousness. 
Changes in sleep patterns and lack of dreaming time 
which accompany pregnancy and caring for an infant can 
also bring openings into transpersonal level experiences. 

The sensitive attunement mothers have for their new- 
born children often expresses itself through a spontane- 
ous knowing about the welfare of the child. Women 
awake in the middle of the night with the inner knowl- 
edge that the child will soon need to be fed - even when 
they are not keeping to a schedule other than the child’s. 
Some women, without any outward signs, develop an 
uncanny knowing of when their child is in danger. These 
are psychic phenomena, manifestations of the transper- 
sonal level of development. 

Birthing is an experience in which many women feel they 
are Close to death, or that they have extraordinary expe- 
riences of spiritual energies protecting them and guiding 
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them. Sometimes women have peak experiences of merg- 
ing into “God's Light” while delivering a child. This can 
come either from a near-death experience while deliver- 
ing a child, cr from the exhilaration of a normal birth. 

Abortionand miscarriage canalso precipitate major awak- 
ening experiences—either through a confrontation with 
death (because of a physical emergency such as hemor- 
rhaging), or a confrontation with the child’s death. Even 

a moral crisis can precipitate spiritual experience. A 
woman client was struggling with the dilemma ofhaving 
an “unwanted” pregnancy. As she reflected on the 
situation, she realized that the child was functioning in 

her as a spiritual awakener—helping to bring forth in her 
new spiritual energies for which she had always longed. 
She also realized that it was appropriate for her to termi- 
nate the pregnancy. Her husband agreed. After that time 
she continued to have expanded perceptual abilities and 
stronger healing capacities—all characteristic of transper- 
sonal level phenomena. She has continued to function 
well in her home and work life. 

The child is potential future...the “child” paves the 
way for a future change of personality. In the 
individuation process it anticipates the figure that 
comes from the synthesis of conscious and 
unconscious elements in the personality. It is 
therefore a symbol which unites the opposites; a 
mediator; a bringer of healing; that is, one who 
makes whole. 

(C.G. Jung, 1968) 
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Natural Disaster 

Natural disasters such as earthquakes, floods, drought, 

and hurricanes precipitate a profound confrontation with 
the forces of nature. Many people are given to falling to 
their knees in supplication to God in response to any of 
these awe-inspiring acts of nature. In the face of natural 
disasters human beings are compelled to recognize 
themselves as subject to forces far greater than them- 
selves. Powerful! feelings erupt: hatred of God, mistrust 
in life, helplessness, awe, shock, profound gratitude for 

life, etc. 

The house I lived in during the San Francisco quake of 
1989 (7.2 on the Richer Scale) was a couple of miles from 
the epicenter in Aptos, California. My community was 
devastated by the quake. We rushed from house to 
house- - moving loved ones out of buildings which were 
near collapse. We were crying for the devastation of 
downtown Santa Cruz; we were standing in vigil at the 
places where people were killed inside buildings; we 
were wondering if a tidal wave might be expected to 
obliterate the nearby town of Capitola village as the radio 
station predicted. Adults spoke of horror being alone in 
a house while books and stereo receivers flew in unpre- 
dictable patterns across the room, while refrigerators 
hopped across the floor and plate-giass windows burst 
shattering glass in all directions Loved ones were sepa- 
rated from each other and telephones were not function- 
ing. Hours and hours went by with people steeped in fear 
that loved ones may have been killed or badly hurt. TV 
and radio were incapable of offering a consistent repre- 
sentation of what was happening. 
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How did we tolerate the chaos? We told stories, em- 
braced each other and fed the homeless in the midst of 
continuing aftershocks (2-5 points on the Richter scale 
which continued for weeks after the initial earthquake.) 
The quake actually drew outa rally of compassion within 
the community as neighbors helped neighbors and assis- 
tance came in from all around the country. 

In the aftermath friends asked friends, “What is our 
defense against this kind of disaster? Should we move 
away from California?” We realized our only defense is 
our connection to information which could predict and 
prepare us for other disasters and our own sensitive 
connection to higher realms of inner knowing. Weallhad 
learned that in the midst of chaos, when mass media does 
not function consistently, one’s personal connection to 
nature and transpersonal forces came to the foreground. 
Intuition, psychic phenomena, telepathy and 
synchronicities became more familiar to all of us as did 
intensification in our relationship with the Divine-all 
catalyzed by our confrontation with the forces of nature. 

Emotional Distress 

The moral choices, emotional adjustments, and life transi- 
tions associated with pregnancy, death, illness, or separa- 
tion (from loved ones or loved jobs) are emotionally 
intense situations which often stimulate spiritual experi- 
ences. Intensive individual or group therapy produces 
emotional stress that can contribute to spiritual develop- 
ment. All of these experiences, including disasters, lead 
to confrontations about one’s belief in God, a sense of 
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what is real, and a sense of what is meaningful in life. 

During emotionally stressful situations, the power to 

create and destroy life and the power to pull ourselves 

toward or away from loving relationships and creative 

expression are more evident. We are also forced to 

acknowledge our vulnerability. 

When we are vulnerable, psychological complexes that 
have been in the unconscious are more likely to rise to 
consciousness. Where there is an intense aversion to the 
complex, its birth to consciousness may provoke an over- 
whelming reaction (Sandner and Beebe, in Stein, 1984) - 

- thereby catalyzing a spiritual emergency. 

When emotional stress is most intense there is a turning 
point where a person reorients life toward continued 
growth, retrenches in the same life patterns and self- 
structure, or regresses. The inspiration to open to contin- 
ued growth most frequently comes from a personal 
epiphany, a spiritual experience, or a deep sharing with 
another person- - a deepening of love, of trust, and 
openness to life. This is most apt to happen when a 
helper, therapist, teacher, or compassionate friend is 
present. 

Without the deep connection to a supportive source- - 
personal or transpersonal- - one who is in intense emo- 
tional distress typically feels isolated and overwhelmed. 
One may regress to lower levels of functioning, or rigidify 
one’s identification with one’s current level of develop- 
ment. In both cases, one is inhibiting transpersonal 
development. 

66 



When Do Spiritual 
Experiences Occur? 

Fragmentation 

We live ina time when people feel fragmented (Metzner, 
1985) - - pushed by so many economic, personal, and 
social stressors that no stable sense of meaning or pur- 
pose exists. Many live isolated both from their own inner 
core and from other people. This fragmented state is 
reflected in hard rock music, where there is an over- 
whelming cacophony of sound that has no harmonic 
core. 

The fragmentation is brought on, in part, by the break- 
down ofsocial institutions, and the speed at which people 
move from situation to situation- - on the freeway, in 
elevators, in the air, in relocating to different communi- 

ties. A sense of continuity with others and a sense of 
support from one’s community are unlikely. 

Emotional distress induced by the lifestyles we lead and 
the cultural mandates which we uphold may precipitate 
spiritual experience and spiritual emergency. 

Emotional Deprivation 

Under the stress of emotional deprivation some people 
fallto pieces, but others grow stronger. Anexample is the 
strong child in an alcoholic family who develops psychic 
abilities to survive the unpredictable and unsupportive 
nature of analcoholic parent. Similarly, an individual on 
a vision quest - fasting from food, water and human 
contact - can envision true purpose in life, and realize the 

oneness of all life. Both the child and the individual move 
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into transpersonal level experience - the one to survive, 

the other to intentionally stimulate spiritual growth. 

Each experiences deprivation and hardship, new insight 

and revelation. 

Deprivation from human contact under circumstances 
where one is in emotional distress, creates a void from 

whichcan come a major spiritual awakening. When born 
out of an unstable, unpredictable life circumstance, how- 

ever, deprivation from emotional support can be the 
stimulus to emotional paralysis and disease. 

Intense Sexual Experience 

Intense closeness with another person can also be a 
powerful trigger to transpersonal development. There 
are spiritual practices (such as Tantric sexual practices) 
that are done intentionally to stimulate spiritual experi- 
ence. A person in sexualactivity may have transpersonal 
experiences such as: clairvoyantly seeing the partner’s 
past or knowing the partner’s thoughts; clairsentiently 
feeling what the partner is feeling; becoming more sensi- 
tized to subtle energies; having visionary experiences 

activating the “central archetype”; feeling merged with 
the Divine; and feeling divine inspiration. 

The sexual embrace models the archetype of divine 
union—where male and female energies are united, where 
those who are separate are one and there is the experience 
of wholeness. No wonder that our spiritual development 
can be stimulated by sexual union with a beloved. 
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Substance Use/Abuse 

Aldous Huxley (1931) was one of the most public spokes- 
persons for drug-induced spiritual experience. 

The story of drug-taking constitutes one of the most 
curious and also, it seems to me, one of the most 
significant chapters in the natural history of human 
beings. Everywhere and at all times, men and 
women have sought, and duly found, the means of 
taking a holiday from the reality of their generally 
dull and often acutely unpleasant existence. A 
holiday out of space, out of time, in the eternity of 
sleep or ecstasy, in the heaven or the limbo of 
visionary phantasy. Anywhere, anywhere out of the 
world. 

Drug-taking, it is significant, plays an important 
part inalmost every primitive religion. The Persians 
and, before them, the Greeks and probably the ancient 
Hindus used alcohol to produce religious ecstasy; 
the Mexicans procured the beatific vision by eating 

a poisonous cactus; a toadstool filled the Shamans of 

Siberia with enthusiasm and endowed them with the 

gift of tongues. And soon. The devotional exercises 

of the later mystics are all designed to produce the 

drug’s miraculous effects by purely psychological 

means. How many of the current ideas of eternity, 

of heaven, or supernatural states are ultimately 

derived from the experiences of drug-takers? 
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Primitive man explored the pharmaceutical avenues 
of escape from the world with a truly astonishing 
thoroughness. Our ancestors left almost no natural 
stimulant, or hallucinant, or stupefacient, 
undiscovered. Necessity is the mother of invention; 
primitive man, like his civilized descendent, felt so 
urgent a need to escape occasionally from reality, 
that the invention of drugs was fairly forced upon 
him. 

Allexisting drugs are treacherous and harmful. The 
heaven into which they usher their victims soon 
turns into a hell of sickness and moral degradation. 
They kill, first the soul, then, ina few years, the body. 
What is the remedy? “Prohibition,” answer all 
contemporary governments in chorus. But the 

results of prohibition are not encouraging. Menand 
women feel such an urgent need to take occasional 
holidays from reality, that they will do almost 
anything to procure the means of escape. The only 
justification for prohibition would be success; but it 
is not and, in the nature of things, cannot be 

_ successful. The way to prevent people from drinking 
too much alcohol, or becoming addicts to morphine 
or cocaine, is to give them an efficient but wholesome 
substitute for these delicious and (in the presently 
imperfect world) necessary poisons. The man who 
invents such a substance will be counted among the 
greatest benefactors of suffering humanity. 

(A. Huxley, 1931) 

Mind-altering substances have long been one answer to 
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human yearning for a more transcendent reality (Siegel, 
1992). For many people, drugs have been the initiator 
into the transpersonal realms of experience, igniting their 
interest in further personal development (McKenna, T., 
1992; Siegel, 1992). For others, drugs have been the 
initiator, as well, into the hell of addiction and moral 

degradation. 

Which drugs facilitate spiritual emergence? Which drugs 
facilitate recovery from spiritual crisis? Which drugs 
block integration of spiritual experience? The May, 1985, 
SEN conference participants spent some time consider- 
ing the effects of mind-altering substances (not including 
psychiatric or allopathic drugs) vis-a-vis spiritual emer- 
gence. 

It appears that some drugs may legitimately be used to 
facilitate spiritual emergence when used in the appropriate 
environment with appropriate guidance. A few clinics in 
Europe are currently doing research on the therapuetic 
use of LSD and MDMA; however, more discussion and 
research is called for on this subject. There is still much to 

be learned about this field of substance use and abuse in 

relationship to spiritual growth. 

The following paragraphs give a brief synopsis of the 

discussion of the 1985 SEN conference. They are included 

here for purposes of reflection and to stimulate further 

research. They are not intended as an endorsement of drug use 

to stimulate spiritual experience. Any experimental use of 

mind-altering substances must be managed with utmost 

care and respect for the current legal regulations as well 
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as the psychological well-being of the client. Helpers in 
a position of assisting persons who have used mind- 
altering substances may find the following review useful. 

Depressants- Alcohol 
People attracted to the use of alcohol may be looking for 
spiritual experiences (Grof, C.,1993). Small amounts of 
alcohol can help " turn-off " the rational mind, and thus 
create an avenue of expression for more inhibited emo- 
tions, thoughts, feelings and sensations. Where alcohol 
use may trigger a spiritual emergenceprocess it may also 
inhibit the ability to maintain focus and/or the capacity 
to integrate the spiritual expreiences. Spiritual issues 
may arise out of a drying-out period after too much 
alcohol has been consumed. 

Stimulants- Caffeine, Amphetamines, 
Chocolate, and Cocaine 

These will not trigger spiritual emergence, nor facilitate 
integration of paranormal experiences. Stimulants, in 
fact, appear to block the integration of spiritual experi- 
ences. Amphetamines can, in some circumstances, pre- 
cipitate psychotic episodes which may have spiritual 
aspects; however, they are not recommended for sucha 
purpose. 

Barbiturates 
These have an effect very similar to alcohol vis-a-vis 
spiritual emergence. They donot catalyze spiritual expe- 
riences nor do they facilitate integration of spiritual expe- 
rience. They are used, in some cases, for therapeutic 
purposes when sedation is important for a period of time. 
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Opiates- Heroine, Morphine, and Opium 
Opiates can stimulate transpersonal level experiences in 
some people. The opiates stimulate imagination and 
fantasies, which can lead to out-of-body experiences and 
visions. When used wisely, opiates can help people in 
pain so that their minds are free to deal with spiritual 
issues and can thus help integrate spiritual experiences in 
special circumstances. 

Marijuana 

Marijuana is in a class between the opiates and psyche- 
delics. It can produce new sensory experience, initiate a 
person to spiritual experience, and help integrate spiri- 
tual experiences. Its capacity to do this depends on the 
intent of the user, the dosage, the quality, the set and the 
setting. 

Empathogens- MDMA (aka Adam, or Ecstasy) 
This is a drug that can open people to spiritual experi- 
ence. It often awakens the heart center, opening people 
to the here and now. It facilitates the integration of 
spiritual experience if used in the appropriate dosage and 
setting. Side effects are generally minimal and short- 
lived, although further research is now being conducted. 

Psychedelics 
Psychedelics can havea usefuleffect for promoting growth 
into higher levels of development when taken in the 
appropriate setting, with the intent for personal growth. 
Dosage levels must be monitored carefully, the environ- 
ment must be especially peaceful, and follow-up proce- 
dures must be attended with care. Stan Grof (1980) 
discusses psychedelics used in a therapeutic setting. 
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The main objective of psychedelic therapy is to 
create optimal conditions for thesubject to experience 
the ego death and the subsequent transcendence 
into the so-called psychedelic peak experience. It is 
an ecstatic state, characterized by the loss of 
boundaries between the subject and the objective 
world, with ensuing feelings of unity with other 
people, nature, the entire Universe, and God. In 
most instances this experience is contentless and is 
accompanied by visions of brilliant white or golden 
light, rainbow spectra or elaborate designs 
resembling peacock feathers. It can, however, be 
associated with archetypal figurative visions of 
deities or divine personages from various cultural 
frameworks. LSD subjects give various descriptions 
of this condition, based on their educational 
backgroundand intellectual orientation. They speak 
about cosmic unity, unio mystica, mysterium 
tremendum, cosmic consciousness, union with God, 
Atman-Brahman union, Samadhi, satori, moksha, 
or the harmony of the spheres. 

_ «dn general, psychedelic therapy seems to be most 
effective in the treatment of alcoholics, narcotic- 
drug addicts, depressed patients, and individuals 
dying of cancer. In patients with psychoneuroses, 
psychosomatic disorders, and character neuroses, 
major therapeutic changes usually cannot be 
achieved without systematically working through 
various levels of problems in serial LSD sessions. 

(Grof, 1980) 
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When Do Spiritual 
Experiences Occur? 

The positive effects that are possible with psychedelics 
and empathogens are not commonly attained when drugs 
are taken in a recreational setting, without the intent for 
inner growth and without monitoring of set and setting 
by a trained guide. Nevertheless, it is possible for people 
to have spiritual experiences unintentionally through 
drug use, as drugs can be powerful catalysts for psychic 
and psychological phenomena. 

Summary 

Individual stressors press people toward change—to 
find new resources and to cope with change. Any of the 
stressors noted above (time of life, spiritual practice, 
physical distress, natural disasters, emotional distress, 
intense sexual experience, substance use /abuse) can cata- 

lyze spiritual emergence or spiritual problems. A person’s 
ability to welcome change and expand his or her concep- 
tual frameworkas well as open up his or her physical and 
emotional response patterns will determine the extent of 
the problem. Ideally, individuals can open gradually, 
integrating spiritual experiences at a comfortable pace. 

Aside from intrinsic responses, the direction of the 
person’s experience is affected strongly by the support 
people (friends, family, and professional counselors) in- 
volved. If support people are cognizant of spiritual 
emergence phenomena, they can support positive change 
in the distressed individual. Where these support people 
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are ignorant of spiritual emergence processes, the dis- 
tressed individual will be less likely to resolve the spiri- 
tual problems in a positive way. 

The next four chapters provide information on working 
with persons with spiritual problems. 
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Chapter Three 

Diagnosis 

This chapter focuses on the criteria for distinguishing 
spiritual problems and spiritual emergency from patho- 
logical states. Both spiritual emergency and spiritual 
problems are conditions which are not attributable to a 
mental disorder; however, people with mental disorders 

may have spiritual experiences. Because some of the 
characteristic behavior patterns in spiritual emergency 
are similar to psychotic symptoms, it is critical to identify 
the differences so that an accurate diagnosis can be made. 
This discussion will clarify why spiritual emergency is 
also appropriately named an acute psychosis with a 
positive outcome (Dabrowski, 1964; Grof, 1985; Lukoff, 

1985). 
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To 

There are three ways in which people respond to spiritual 

experiences. One way is to gracefully integrate the expe- 

rience into their lives, moving forward in their seif devel- 

opment to the transpersonal levels. Another response is 

to be overwhelmed for a period of time, experiencing a 

spiritual emergency but eventually acknowledging and 

accepting the spiritual experience asa part of their reality. 

The third response is to fail to integrate the spiritual 

experience, and to deteriorate into a chronic state of 

fragmentation. As an example of the possible responses, 

imagine three persons who have an experience of unity 

with the Divine. 

The first person, say a therapist, is initially immersed in 
a greatly expanded consciousness, totally absorbed in the 
experience of being God, and yet can flexibly shift to 
going on with her life - taking care of her clients and 
family, getting children to school on time, attending staff 
meetings, and the rest of life as always. 

The second person, say a man, is so disturbed by the 
experience, he cannot function for several weeks. His 

partner assumes his household duties while he is taken 
care of by a support group. He needs time to rest and 
reflect. He feels disoriented. He can’t be trusted to drive 
safely as he is self-absorbed and wants to move at a very 
slow pace. He avoids fast traffic, groups of people, 
intense sounds and bright lights. He prefers to be ina 
natural setting. At times, he is so energized he can’t 
contain himself and talks on and on. He has realized he 
is God, and all other people are God, too. It’s a big 

awakening. After a few weeks or months he is able to 
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resume normal functioning, and chooses to participate 
in a group which supports spiritual emergence. This 
gives him a safe place to share his epiphanies and come 
to terms with the changes he feels drawn to make in his 
life. Within the year, he may well transform his relation- 
ship to his family and/or his occupation. 

The third person, say a woman, is initially overwhelmed 
by the spiritual experience, and as time goes on she grows 
more confused and fragmented. At times, she believes 
she alone is the second coming of Christ, or the Angel 
Gabriel. At other times, she is a person paralyzed with 
infantile fear. Her identity is constantly shifting. She 
lacks a stable core asa result of unsuccessful ego develop- 
ment. Her attention span is poor. She is difficult to talk 
to. It is hard for her to relate to others. She loves her 
children, but is so self- absorbed that she cannot attend to 

her needs, let alone theirs. 

A classically trained psychiatrist or psychotherapist fol- 
lowing the standard diagnostic system, DSM-1V (1994), 
would probably categorize all three of these people as 
psychotic based on the content of their experiences. It 
could be construed that in the first two cases the criteria 
for “brief psychotic disorder” is present as there are so- 
called delusions, hallucinations, and highly unusual be- 
havior or incoherent speech. Or, these two might be 
diagnosed as “psychotic disorder not otherwise specified 
as it could be interpreted that there are persistent audi- 
tory hallucinations in the absence of any other features, 
persistent nonbizarre delusions with periods of overlap- 
ping mood episodes that have been present for a substan- 
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tial portion of the delusional disturbance,” or “psychoses 

with confusing clinical features that make a more specific 

diagnosis impossible.” If other mood disorders are ruled 

out and there is no medical condition creating the symp- 

toms, the third case would most likely be diagnosed as 

schizophrenic after the initial month of difficulty . 

With notable exceptions, most psychiatrists and psy- 

chologists since Freud assume that hallucinations, dra- 

matic experiences of uncontrolled energy, paranormal 

phenomenon, and feelings of unbounded unity are symp- 
toms of mental pathology. Visions which absorb a 
person’s waking awareness in a dramatic play of arche- 
typal images are similarly discounted. Psychic phenom- 
ena are invalidated because they cannot be repeated or 
understood by means of Newtonian-Cartesian scientific 
principles. Freud felt that all these behaviors and percep- 
tual experiences were symptoms of regressive tenden- 
cies. He did not consider that they might also be part of 
the initiation to higher developmental levels. 

Many professionals in the field of psychology often hesi- 
tate to talk about their own transpersonal experiences for 
fear of being considered psychotic. Their ambivalence 
results in their being uncomfortable discussing similar 
experiences of their clients. They lack understanding or 
interest in transpersonal experiences, and may even be 
willing to consider mystical experiences only within the 
context of religion (Peck, 1993). 

Jung and Assagioli (1981) were two notable exceptions 
who understood that some elements of the unconscious 
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are transpersonal in nature, are superior to ego-con- 
sciousness, and contribute to optimal well-being. Con- 
temporary theorists and clinicians following the lead of 
Jung and Assagioli have reconstrued the rigidly held 
negative image of acute psychoses; instead, they have 
seen in them the possibility of a phase of disintegration 
which when complete would contribute to psychological 
well-being (Boisen, 1962; Dabrowski, 1964; Laing, 1972; 

Grof, 1985). 

Following is a table which illustrates the diversity of 
opinion and vocabulary among psychologists and psy- 
chiatrists regarding spiritual emergency. Dates refer to 
publications which illustrate the point of view of the 
author, listed by “Name.” The column “Spiritual Emer- 
gency” refers to that author's recognition of episodes 
more recently defined spiritual emergency. “Symptom” 
refers to the term the author used to classify patterns of 
spiritual experiences. “Treatment” refers to the author's 
preferred mode of caring for someone with symptoms of 
spiritual emergency. 
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Table 2 

Regression and/or 
hallucinations. 

ilk 

Medically-oriented 
hospitalization and 
analysis 

Autonomous process 
arising out of the 
unconscious that uses 
client as its vehicle; 
evidence of complex 
previously split off. 

: 2 

Jungian analysis or 
psychotherapy; grounding 
with creative work and 
family activities 

ly Greanisnt efforting 
towards unitary 
functioning and /or 
merging of organismic 
and cosmic orgone 
energy. 

Vegetotherapy and 
character analysis; 
comprehension of cosmic 
and organismic orgone 
energy functions. 

Presence of negative 
conditioned response 
patterns 

Conditioning techniques to 
change behavior and 
interpersonal aspects of 
client's life. 

Behavior and percep- 
tions which are not 
endorsed by main- 
stream ideas of reality. 

Phenomena related to 
evolutionary growth. 
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A social environment 
which permits behavior 
and perceptions outside 
cultural norm. 

Permission for spontaneous 
expression and trust in the 
organism 
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Table 2: cont... 

& 
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SR 

A form of ego regres- 
sion defending against 
internal or external 
stress 

Psychological renewal; 
evolutionary step. 

Individuals are 
channels for larger 
process taking place in 
the Universe 

Mystical experiences 
with psychotic 
features. (MEPF) 

a 

Medically-oriented 
hospitalization; analysis, 
therapy and/or 
psychiatric medication 

Empathic listening, 
supportive, egalitarian, 
informed companionship; 
24 hour care in home-like 
atmosphere. 

Process-oriented psycho- 
therapy. 

Same as Perry. 

Spiritual emergency. 

* Group for the Advancement of Psychiatry 

Sympathetic and compas- 
sionate guidance froma 
helper; 24 hour care in 
home-like setting; holotro- 
pic therapy 
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Psychosis and the DSM-HIR 

According to the American Psychological Association’s 

(APA) diagnostic manual of mental disorders, the DSM- 

IIIR (1987), symptoms of psychosis include the following: 

Delusions. 
Hallucinations. 
Incoherence or loosening of associations. 
Markedly illogical thinking. 
Behavior that is grossly disorganized or cata- 
tonic. 

Oi ae 

As is evident, these criteria did not differentiate the 
delusions and hallucinations of the psychotic from the 
visions and psi phenomena of spiritual experience. They 
did not differentiate the ‘word salad’ characteristic of the 
psychotic from the jumbled speech of someone trying to 
articulate the noetic quality of a spiritual experience. 
They did not differentiate the catatonia of the psychotic 
with the need for solitude and quiet of the person in 
spiritualemergency. They did not differentiate the disor- 
ganized behavior of the psychotic and the bizarre behav- 
iors of a kundalini experience. The DSM-IV still has not 
clarified these distinctions. Any of the six patterns of 
spiritual emergency described by the Grofs could be 
confused with symptoms of psychopathology as the 
following table suggests: 



Table 3: Symptoms - 

Diagnosis 

Spiritual Emergency vs. Psychopathology 

FORM OF SPIRITUAL 
EMERGENCY 

1. Kundalini Awakening: 
Streaming energy, tremors, 

sensations of heat/cold, 
spasms and violent 
shaking, involuntary 
laughing/crying, unusual 
breathing patterns, and/or 
visions of light. 

2. Shamanic Journey: 
Dreams/Vvisions /sensing- 

evoking a special 
connection to animals and 
nature. 

Core psychic experience= 
death and rebirth. 

SIMILAR CRITERIA FOR 
MENTAL DISORDERS 
IN DSM-IIIR 

Autonomic hyperactivity 
associated with generalized 
anxiety disorder. 

Hyperactivity associated with 
manic syndrome. 

Alteration in physical function. 
Symptom not under voluntary 
control & psychological factors 
judged etiologically evolved- 
associated with conversion 
disorder. 

Recurrent thoughts of death. 
Loss of interest or pleasure in 

ritual activities associated 
with depression. 

Somatic, grandiose, religious, 
nihilistic or other delusion 
without persecutory or 
jealous content associated 
with psychotic disorders. 

3. Psychological Renewal 
Through Activation of the 
Central Archetype. 

Preoccupation with death, 
rebirth, and/or return to the 

beginnings of life. 
Focus on a clash of opposites 
and dramatic resolution of 
this opposition. 

Bizarre delusions. 
Hallucinations associated with 
psychotic disorders. 

Recurrent thoughts of death 
associated with depression. 
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FORM OF SPIRITUAL - SIMILAR CRITERIA FOR 

EMERGENCY MENTAL DISORDERS 

IN DSM-IIIR 

4. Psychic Opening: Delusions. 

Experiences of extrasensory Hallucinations associated 

perception, including out- with psychotic disorders. 

of-the-body experiences. 

5. Emergence of a Karmic Delusions. 
Pattern: Hallucinations associated with 

Experiencing dramatic psychotic disorders. 
sequences which seem to 
be occurring ina different 
temporal - spatial context. 

6. Possession States: Delusions. Hallucinations 

Behavior, energetic or associated with psychotic 
emotional expression may disorders. 
involuntarily take on Symptom not under voluntary 
character and/or habits of control. Loss of or alteration in 
another entity. Somatic physical functioning associated 
consequences may include with conversion disorder. 
disease, addiction or severe Behavior that is grossly disorga- 
mental disturbance. nized associated with psychosis. 

Hyperactivity associated with 
manic syndrome. 

It must be noted that it may be unusually difficult for a 
clinician to differentiate between spiritual emergency 
and psychopathology in persons who are highly disso- 
ciative. Those on the dissociative continuum routinely 
experience unusual body sensations, dramatic energy 
shifts, extraordinarily vivid dreams or visions, paranor- 
mal abilities, identity shifts, and both subtle and pro- 
found changes in temporal/spatial contexts. Accurate 
assessment of these clients requires an immense amount 
of clinical expertise as well as open-mindedness regard- 
ing the possibility of these phenomena being signs of 
spiritual emergence rather than simply psychopathol- 
ogy. 
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The difficulty in making these differentiations is that the 
content of the visions and sensory phenomena may be 
identical in psychosis and spiritual emergency. Thus, 
differentiating pathological psychosis from spiritual 
emergency must be based on other criteria which enable 
the clinician to make finer distinctions. 

Criteria for Spiritual Emergence 

Such criteria for identifying a person in spiritual emer- 
gence were defined by Grof and Grof (1986). 

1. Episodes of unusual experiences that involve 
changes in consciousness and in perceptual, 
emotional, cognitive, and psychosomatic 
functioning, in which there is a significant 
transpersonal emphasis in the process, such as 
dramatic death and (re)birth sequences, 
mythological and archetypal phenomena, past. 
incarnation memories, out-of-body experiences, 

incidence of synchronicities or extrasensory 
perception, intense energetic phenomena 

(Kundalini Awakening), states of mystical union, 
identification with cosmic consciousness. 

2. The ability to see the condition as an inner 

psychological process and approach it in an 

internalized way; the capacity to form an adequate 

working relationship and maintain the spirit of 

cooperation. These criteria exclude people with 

severe paranoid states, persecutory delusions, and 
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hallucinations, and those who consistently use the 
mechanism of projection, exteriorization, and acting 
out. 

(Grof and Grof, 1986) 

Flexibility to adapt and accommodate to new areas of 
experience is part and parcel of the spiritual emergence 
process—in contrast to inflexibility, which characterizes 
deeply entrenched psychosis. 

Criteria for Spiritual Problems 

Such criteria for identifying a person with spiritual prob- 
lems were defined by Grof and Grof (1986) as phenomena 
associated with spiritual emergence: 

The criteria for a spiritual experience include: 

1. Sense of newly-gained knowledge. 
2. Perceptual alterations. 
3. Unusual visual, auditory, olfactory or 

kinesthetic perceptions having themes related 
to mythology. 

4. Noconceptual disorganization (Metaphorical 
speech may be difficult to understand, but is 
comprehensible and should not be considered 
conceptually disorganized). 

(revised from Lukoff, 1985) 

If two out of the following four criteria are satisfied, a 
psychotic episode is likely to have a positive outcome: 
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1. Good pre-episode functioning as evidenced by no 
previous history of psychotic episodes, mainte- 
nance of a social network of friends, intimate 
relationships with members of the opposite sex (or 
same sex if homosexual), some success in vocation 
or school. 

2. Acute onset of symptoms during a period of three 
months or less. 

3. Stressful precipitants to the psychotic episode such 
as major life changes: a death in the family, divorce, 
loss of job (not related to onset of symptoms), 
financial problems, beginning a new academic 
program or job. Major life passages which result in 
identity crises, suchas transition from adolescence 
to adulthood, should also be considered. 

4, Positive exploratory attitude toward the experi- 
ence as meaningful, revelatory, growthful. Re- 
search has found that a positive attitude toward the 
psychotic process facilitates integration of the ex- 
perience into the person’s post-psychotic life. 

(Lukoff, 1985) 

Following is a table which illustrates the determinants of 
spiritual emergency vis-a-vis brief reactive psychosis (a 
type of psychosis included in the DSM-III R(1987) which 
is most similar to spiritual emergency, in terms of profes- 
sionally used terminology, and thus most often confused 
with spiritual emergency). 
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Table 4: Psychosis or Spiritual Emergency? 

BRIEF REACTIVE 
PSYCHOSIS 

Psychotic symptoms appear 
immediately following a 
recognizable psycho-social 
stressor. 

Emotional turmoil and at 
least one of the following: 

1. Incoherence or loosening of 
associations. 

2. Delusions. 
3. Hallucinations. 
4. Behavior that is grossly 
disorganized or catatonic. 

SPIRITUAL 
EMERGENCY 

Phenomena usually follow a 
recognizable psycho-social 
stressor; good pre-episode 
functioning. (Lukoff) 

All of the following: 

1. Ecstatic mood. (Lukoff) 
2. Sense of newly gained 
knowledge. (Lukoff) 

3. Perceptual alterations. 
(Lukoff and Grof) 

4. Delusions have themes 
related to mythology. (Lukoff 
and Grof) 

5. No conceptual disorganiza- 
tion. (Lukoff) 

6. Positive, exploratory attitude 
toward the experience as 
meaningful. (Lukoff and 
Grof) 

7. Capacity to form and 
maintain an adequate working 
relationship. (Grof) 

Symptoms last more than a 
few hours, but less than 
2 weeks. 

Symptoms last minutes, and 
up to months; acute onset 

during 3 months or less. 
(Lukoff) 

An eventual return to the 
premorbid level of 
functioning. 
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Functioning enhanced after 
most intense period is 
complete. (Lukoff and 
Grof) 
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BRIEF REACTIVE SPIRITUAL 
PSYCHOSIS EMERGENCY 

No period of increasing No period of increasing 
psychopathology preceding psychopathology preceding 
the psycho-social stressor. the psycho-social stressor. 

(Lukoff and Grof) 

Disturbance is not due to any Disturbance is not due to any 
other mental disorder or other mental disorder or 
organic disorder. organic disorder. (Grof) 

COEX Systems 

Growth to new developmental levels almost never hap- 
pens ina direct linear course. As people develop past the 
normal ego levels, most need to work with and resolve 

issues left from earlier developmental levels, such as old 
eriefs, angers, and obsolete patterns of thinking and 
feeling, before emerging into a transpersonal level of 
functioning and experiencing. 

S. Grof’s (1985) “COEX” system may be useful to describe 

why people regress to more primitive levels of function- 

ing during their progression to transpersonal levels of 

consciousness. COEX stands for “systems of condensed 

experience” in the psyche. These are systems of trau- 

matic experience at the primary level that are not fully 

metabolized ona primary level (such as those occurring 

while one is still in the womb or at birth), but which 

continue to exist in one’s psychic structure as one ma- 
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tures, inhibiting full development. In order to dissipate 
the energy caught in the COEX system and to free the 
psyche a regression to the primary level for the purpose 
of healing is necessary. In this instance, the psyche 
regresses to a more primitive level in order to integrate 
past traumatic material. A person with a spiritual prob- 
lem may, fora while, be ina more primitive and regressed 

state to resolve and integrate a COEX system before 
emerging to a higher level of integration. An episode of 
regression to pre-personal functioning may thus serve as 
a gateway toa transpersonal level of functioning. Wilber’s 
spectrum of self development (Chapter 1) identifies the 
developmental levels but not the course of development 
itself. 

As one approaches the transpersonal level, dysfunctional 
patterns of seeing and relating to the world from preced- 
ing developmental levels will be challenged. The non- 
linear pattern of growth explains the emotional out- 
bursts, dramatic physical sensations, even the phenom- 
ena of “emerging of a karmic pattern” or “kundalini 
rising.” These may be the psyche-purging complexes left 
from previous developmental levels. 

Multiaxial Evaluation 

The DSM-IV includes a multiaxial evaluation system 
which allows mental health professionals to create a 
profile of an individual's health status at a particular 
time. This “promotes the application of the 
biopsychosocial model in clinical, educational and re- 
search settings” (APA,1994). This evaluation involves 
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five categories, called axes, covering clinical syndromes 
(Axis I), personality disorders and other conditions that 
may be the focus of clinical attention (Axis II), general 
medical conditions (Axis III), psychosocial and environ- 
mental problems(Axis IV) and globalassessment of func- 
tioning (Axis V). 

This system pinpoints spiritual problems as a condition 
that is not attributable to a mental disorder that is the 
focus of attention or treatment. “Spiritual problems” 
belongs on Axis I in place of or alongside clinical syn- 
dromes. If a multiple diagnosis for Axis I is made the 
principal diagnosis is indicated by listing it first. Spiritual 
problems could thus be listed at first or following the 
clincal syndrome(s) depending on the discretion of the 
diagnostician. 

A diagnosis of “other conditions that may be a focus of 
clinical attention” will create an opportunity for people 
with spiritual problems to receive professional care but 
not be stigmatized with a mental disorder. It will also 
create an opportunity for people with spiritual problems 
to be treated ina way which is most appropriate for their 
particular problem—avoiding mistakes in medicating 
and hospitalizing people inappropriately due to confus- 
ing spiritual problems with pathology. It willalso relieve 
priests and spiritual directors from the sole responsibility 
of addressing the needs of people with spiritual prob- 
lems. This is timely as priests, spiritual directors, and 
pastoral counselors do not usually have the training to 
attend to the distressing emotional or physical symptoms 
which often accompany spiritual problems. 
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The possibility of diagnostic complication arises when 

individuals with clinical syndromes also have spiritual 

experiences. In this case, do the clinical syndromes 

belong as the primary focus of Axis I, or not? The 
placement of spiritual or religious problem as a primary 
focus of treatment would obviously have a dramatic 
impact on the treatment plan. This possibility needs to be 
the topic of further research. 

With the new diagnostic category for spiritual problems, 
spiritual experiences should be identified as such and not 
assumed to be symptoms of a clinical disorder. For 
example, in the case of someone with a dissociative 

disorder, there may well be evidence of spiritual experi- 
ences. The treatment for the dissociative disorder would 
involve therapy which facilitates a person no longer 
being compelled to dissociate. Treatment for the spiritual 
problems in this case should include some form of indi- 
vidual or group therapy which involves validating spiri- 
tual experiences and nurturing spiritual emergence. 
Chapters Four and Five give suggestions for appropriate 
care for those trying to integrate spiritual experiences. 

Summary 

Learning how to distinguish between spiritual problems, 
spiritual emergency and mental disorder is essential in 
providing appropriate diagnosis and care. Persons mis- 
diagnosed may be caught in treatment modalities which 
are inappropriate and even destructive to their growth. 
Hospitalization for ‘disease’ is not appropriate and may 
be devastating for a person in spiritual emergency. 
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The specific bundle of emotions, physical sensations, and 
extraordinary inner states which occur in spiritual emer- 
gency come from a combination of past developmental 
issues and present spiritual experiences. Ina person with 
arelatively stable ego identity, past developmental issues 
can be largely resolved by giving appropriate emotional 
support which allows the client to clear inner conflicts 
and accommodate the newly emerging self-structure. 
The next several chapters describe how to give appropri- 
ate care to a client in spiritual emergency. 
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Chapter Four 

Initial Interaction: 

Client and Helper 

What occurs in the initial meetings between a Helper and 
someone in spiritual emergency is critical. In the initial 
encounter a Helper must determine whether a person is 
in a spiritual emergence process or if he or she is experi- 
encing a mental disorder. This chapter explains eight 
steps to be used in the first interactions witha person who 
appears to be in spiritual emergency. They are: 

1. Medical/psychiatric evaluation. 
2. Discouraging use of psychiatric drugs, unless 

needed. 
3. Providing a quiet and safe environment. 
4, Providing compassionate and 

knowledgeable companionship. 
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5. Making a diagnosis. 
6. Educating the client about spiritual experience 

and/or emergence. 

7. Helping with grounding, centering, or 

catharsis. 
8. Referring the client. 

1. Medical/psychiatric Evaluation. 

A person in spiritual emergency needs to be evaluated 
medically to determine if his or her symptoms are due to 
an organic imbalance or mental disorder. Alterations in 
perceptual, emotional, cognitive and somatic function- 
ing could be caused by a gross brain disorder such as 
infection, tumor, cardiovascular problems or degenera- 
tive diseases of the brain. Psychological imbalance could 
result from physical diseases such as uremia, diabetes, 
toxic states, or cardiac disease (Grof, 1986). 

A medical evaluation should also determine if the person 
is getting adequate rest, proper nutrition, and enough 
liquid to prevent dehydration. During a psychological 
crisis of any nature, many people fail to get enough rest, 
and/oradequate foods. Adequate intake of vitamins and 
minerals has a noticeable effect on psychological health. 
Simply giving a person time to rest and ensuring he or she 
receives proper nutrition can be a potent treatment for 
spiritual emergency. 

Adequate exercise is also important to health and psy- 
chological well-being. A sedentary lifestyle can have a 
profoundly negative effect on psychological well-being. 
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2. Minimal Use of Psychiatric Drugs 

Psychiatric drugs should be used minimally because they 
tend to inhibit the natural processes which are occurring 
in spiritual emergency as the self-structure attempts to 
integrate a spiritual experience. These drugs can either 
slow down this natural process, or in some cases, curtail 
it. 

Another significant reason for the minimal use of psychi- 
atric drugs is to allow a person to be observed in his or her 
morenatural state. Thisis essential for successful diagno- 
sis. Psychiatric drugs often distort or render inaccessible 
a client’s inner process when dealing with a spiritual 
emergency. 

3. Quiet and Safe Environment 

A person in spiritual emergency is typically in a highly 
sensitized emotional and physical state. The person can 
be easily overstimulated by strong light or loud noise. 
Strangers such as unfamiliar physicians, psychiatrists, or 
nurses, can be very disturbing. Every caution should be 
taken to provide a quiet, pleasant environment. 

The ideal environment for the first meeting with a client 
in spiritual emergency is a place with natural lighting, 
soothing colors, quiet music, and simple furnishings—an 
atmosphere that is more like ahome thana hospital. Such 
an environment can help to allay the fears of persons in 
spiritual emergency and allows them to focus on their 
inner processes rather than on outside stimulation. 
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4. Compassionate and Knowledgeable 

Companion 

A person in spiritual emergency needs the companion- 

ship of someone who truly understands this experience. 

Ideally, this companion will have personally experienced 

a spiritual emergency, or intense spiritual experiences. 

The companion can thereby have compassion for the 

client and understand the client’s experience. 

Ideally the companion should know about spiritual emer- 
gence processes and be able to educate the client on what 
is happening. The Helper is a companion and witness to 
the journey of the client, and tries to help the client 
understand and integrate his or her experiences. Chapter 
6, “The Role of the Helper,” gives a fuller description of 
qualifications for a helper. 

5. Diagnosis 

The first interaction with a client is the time to determine 
if the client is in spiritual emergency. To do this, the 
Helper should identify the client’s current psycho-social 
stressors and any COEX system that may be operative. 
Sometimes a full diagnosis cannot be made in the first 
interaction. 

The Helper who is responsible for initial diagnosis needs 
to know about both psychological illness and spiritual 
emergency because of the possible confusion of spiritual 
emergency with other mental disorders. Fine distinc- 
tions must be assessed. For instance, borderline person- 
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ality disorders can masquerade as spiritual emergency 
(Vaughan, 1985). Sometimes the confusion may be per- 
petrated by the client who prefers to see a disturbance in 
terms of spiritual emergence, which is more exciting and 
inspiring, than a stubborn personality disorder. Narcis- 
sistic individuals may enjoy the romance and specialness 
of seeing themselves involved in spiritual emergence. 
Hysterical personality types may be seeking permission 
to continue their neuroses under the guise of spiritual 
development. 

The issue of diagnosis is complicated because the client 
may be experiencing both phenomena of spiritual emer- 
gence and symptoms of a personality disorder, organic 
mental disorder, or affective disorder. In such case, the 

diagnosis and treatment become very difficult even for 
the most qualified. The diagnosis and treatment may be 
impossible for anyone not well-versed in both psychiatric 
differential diagnosis and spiritual emergence /emergen- 
cies. The qualifications (that is, knowledge, skill, and 

sensitivities) of the Helper are of utmost importance in 
the diagnostic phase. 

Clients who are not in spiritual emergency but who have 
had or are having an intense spiritual experience still 
need help to integrate this experience. The same eight 
steps appropriate for conducting an initial meeting with 
a person in spiritual emergency are also appropriate for 
these clients, although they may not need as much on- 
going support. They need access to resources such as 
meditation groups, breathwork sessions, transpersonally 
oriented therapists, and appropriate reading materials. 
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6. Educating about Spiritual 
Emergence Process 

One of the most frightening aspects of spiritual emer- 

gency is that the client (and his or her family) often 

doesn’t know what is happening. The client may be 
afraid of some energy that has taken hold, or afraid of 
newborn psychic abilities, healing abilities, or 
psychokinetic phenomena. Usually, the client feels likea 
victim of bizarre circumstances. 

A Helper must provide a conceptual framework to struc- 
ture the client’s understanding of spiritual experiences 
and spiritual emergence. This allays fear and helps the 
client accept the emergency as positive. Educational 
materials, books, articles, and movies which help the 
client see that other people have undergone similar or 
identical experiences can be introduced at appropriate 
times. Wilber’s developmental spectrum of conscious- 
ness is a useful framework for explaining spiritual devel- 
opment. A list of reading materials on spiritual emer- 
gence is provided in Appendix D. 

Ideally, the companion or Helper can help bridge the 
intellectual understanding of spiritual experience gained 
from such resource materials with the phenomenological 
experience. 
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7. Help with Grounding, Centering, 
and/or Catharsis 

When clients first come in for help, they are usually in 
disoriented and disorganized psychological states. Al- 
though full of emotional and physical sensation, the 
clients may try to control these sensations so as not to 
appear crazy. They may be completely absorbed in their 
inner worlds, not caring to communicate with other 
people. They may be excited, speaking as fast as possible, 
jubilant and expressive or they may be profoundly de- 
pressed. Persons in spiritual emergency may appear in 
any number of moods. 

There is no one therapeutic approach to use witha person 
in spiritual emergency. Grounding, centering or stunu- 
lating catharsis, however, are commonly needed during 
the first encounter. It can be assumed that all those who 
come for therapeutic help are in need of some grounding. 
They need reassurance from others that they will be okay. 
They need some help to understand what is happening to 
them. A compassionate Helper acts as a container, hold- 
ing all of the different parts of the person that are not yet 
integrated, and accepting the person’s inner conflicts 
without demanding coherence. A compassionate Helper 
can allow the client to be a needy infant in Prepersonal 
consciousness one minute and a highly evolved being in 
transpersonal consciousness the next. The Helper’s com- 
passionate attitude is the most important resource needed 
by a person in spiritual emergency. 
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The clients may also need cathartic release. They need a 
place where it is absolutely okay to be physically out-of- 
control, to let go, to stop holding onto their feelings and 
sensations which need expression. Ideally, Helpers 

trained to enable cathartic release should be available at 
any time clients need their help. A Helper who sanctions 
and enables cathartic release in this way can speed the 
process of moving from spiritual emergency to emer- 
gence. Ideally, there would also be a safe space, cush- 
ioned and sound-proofed, for the client to do cathartic 
work at the appropriate times. 

Spiritual emergency often manifests in very physical 
terms, for example, body tremors, flashes of heat, feeling 
healing energy in the hands, and so on. Touching the 
client - - a hand on the shoulder, hand holding, a non- 

sexual hug - may reassure the client and have a ground- 
ing effect. More sophisticated bodywork such as mas- 
Sage, acupressure, or breathwork is also often helpful to 
a client in dealing with spiritual experience on the so- 
matic level. 

Stan Grof has innovated Holotropic Therapy, a group 
breathwork experience that helps people progress with 
spiritual emergence. The therapy is based onbothcathar- 
tic work and grounding. Holotropic therapy is appropri- 
ate for clients ina moderate phase of spiritual emergency 
where they are not overstimulated, or severely 
underbounded, and have the capacity to contain their 
inner experiences with minimal external assistance. 
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8. Referral 

After the initial diagnosis of spiritual emergency has 
been made, the Helper may find it appropriate to refer a 
client to another Helper or group for support. 

In the most intense phases of spiritual emergency, a client 
may need 24-hour attention by sympathetic, compas- 
sionate, and knowledgeable people. Because there are at 
the present time only a few places in the United States 
which provide this service (see Appendix D), Helpers 
may need to design 24-hour support systems in their 
community outside an institutional setting. This can be 
especially difficult in communities or with families with 
little or no understanding of spiritual emergence. Inten- 
tional communities and spiritual groups that share a 
common desire for psycho-spiritual growth seem best 
suited to provide 24-hour care for their members. Often, 
however, even these groups are not prepared to provide 
24-hour care. There are alternatives that canbe employed 
when such care is unavailable. 

Case Study 

What are the alternatives to 24-hour care? I will use an 
experience I had as an example. Bill, an accountant, had 

been practicing meditation outside of any formal reli- 
gious group for a number of years. He was seeing me 
once a week for therapy to help him loosen muscle 
spasms in his throat which he felt were psychosomatic in 
origin. I had seen him for a year when he went into 
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spiritual emergency. Bill was sleeping only 3-4 hours a 
night, talking to himself a lot, having emotional outbursts 

which were uncharacteristic of his former inhibited style, 
and seeing visions of the Virgin Mary. He remained 
grounded.enough to drive safely and rework his sched- 
ule to accommodate more inner time. Bill himself was not 
frightened by the strange behaviors but his wife and 
family wanted to give him psychiatric medications im- 
mediately so he would “return to his old self.” Bill 
wanted “refuge to go deeply into his experience” with- 
out the distractions of ordinary life and the fears of his 
family. He also wanted some companionship, perhaps “a 
priest, or someone who could understand the experi- 

ences he was having.” 

There was no place immediately available for Bill in the 
San Francisco Bay Area where he lived. As his Helper I 
did the following: 

1. I made every attempt to educate the family about 
Bill’s situation, and advised them about Bill’s need 
to have permission to go through his experience 
without medication. I reassured them that Bill was 
not crazy but was going through a very intense 
period of growth that would probably last a matter 
of days or weeks. 

2. Iinformed Bill’s wife about what she could do to 
help him—take him for walks so he could get fresh 
air and be nurtured and grounded by the beauty of 
nature, give him heavier foods like cheese and meat 
to eat, and not expect him to return to his “old self.” 
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3. I made myself available as a support person for 
Bill’s wife. I acknowledged the difficulty of her 
position, the fears she had, the strangeness of Bill’s 
experiences and behaviors and how well she was 
doing in helping him. I told her to call me, or 
another support person, whenever she felt she or 
Bill needed support. I told her to call me if she 
noticed him being self-destructive, extremely 
disoriented, or fearful. I arranged for her to see a 
therapist at her request. 

4. I kept in contact with Bill. I called him at home on 
the days I did not see him in my office. asked him 
consistently if he was having trouble, feeling afraid 
or feeling self-destructive. (I was alert to possible 
paranoia or suicidal ideation. If Bill had been 
paranoid, suicidal, or a threat to anyone, I would 
have modified his treatment plan to include more 
intensive care, even hospitalization.) I reassured 

him that his process, however strange, was valuable 
and good. 

When Isaw Bill for our sessions in the office, lasked 

him how he was and listened respectfully as he 
recounted his experiences. During his spiritual 
emergency, we did not work very much with the 
meaning of his experiences. Grounding work was 
more appropriate for Bill. After a period of talking, 
Irecommended acupressure to balance and ground 
his energies and to give him physical reassurance of 
human connection. 
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5. Icontacted a psychiatrist at a local hospital with a 

good reputation for working with psychotics using 

minimal medication. I informed the psychiatrist 

about Bill so that, in the event Bill had to be 

hospitalized, I knew whom to call at a moment’s 

notice. I wanted to be in agreement with the 

psychiatrist who would be treating Bill that it would 

be preferable if he were not given any drugs in the 

event of hospitalization. In the six weeks of Bill’s 

spiritual emergency, he was never hospitalized. 

However, my knowing that the backup was there 

was reassuring for me. 

Bill could afford to take time off work during his spiritual 
emergency. His wife was also ina position to come home 
at lunchtime, leave work early, and take some extra days 
off to be with him. Their relatively relaxed work sched- 
ules allowed Bill time to be with himself, and gave him 
meaningful and consistent contact with someone who 
cared for him. 

During Bill’s spiritual emergency his throat spasms dis- 
appeared. He gained understanding and clarity about 
his spiritual direction. After the crisis he had a surge of 
creative inspiration which he expressed through com- 
posing, playing, and recording music. He deepened his 
spiritual connection with his wife. He committed himself 
more deeply to his own development (I think this was 
inspired by our work together and by his reading books 
I referred to him about spiritual emergence.) He learned 
how to set limits with his in-laws around their involve- 
ment in his personal life. He gained confidence that he 
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could manage a spiritual emergency if it happened to him 
again. Furthermore, Bill’s wife started to become more 

actively involved in her own inner development. 

Bill’s case also affected my professional life. I was work- 
ing at the Transpersonal Counseling Center at the time 
Bill was my client. My peer counselors offered me 
support and facilitated my referral to the psychiatrist at 
the local hospital. My supervisor, a psychiatrist, sup- 
ported me in advising Bill not to take any medications. 
The psychiatrist at the hospital supported my assessment 
of Bill’s situation and the concept of using no psychiatric 
drugs. In summation, I realized I had a network of 

community support and a number of Bay Area resources 
for helping people in spiritual emergency. 

A Helper’s referral network is animportant resource. No 
single individual can be as effective in spiritual emer- 
gency as a group of persons who can provide different 
kinds of support 24 hours a day. Being a Helper to a 
person in spiritual emergency is an intensely demanding 
service. Thus, the Helper’s support network is valuable 
for both the Helper and the client to process the spiritual 
emergency positively. 
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Chapter Five 

Ongoing Support 

Once a person in spiritual emergency has been diagnosed 
and given initial assistance, it is necessary to provide on- 
going support by: 

1. Providing a safe environment. 
2. Facilitating grounding. 
3. Restructuring response patterns to increased 

energy levels ("getting unstuck’). 
4. Supporting spiritual emergence. 

This chapter describes each of these ongoing steps in 
detail. 



Helping People with Spiritual Problems 

A person in spiritual emergency is typically in a highly 
sensitized state - - overwhelmed, overstimulated, fright- 

ened, disoriented, self-absorbed, sometimes out of touch 
with other people and incapable of self-care. Such a 
person may be experiencing new capabilities - reading 
other people’s thoughts, perceiving archetypal themes of 
life, seeing and palpably feeling auras, or experiencing 
several episodes in time simultaneously. 

A person in spiritual emergency needs emotional reas- 
surance, insight into the nature of the experience, and 
perhaps physical support. Above all, the person needs to 
have someone confirm that the novel inner experiences 
are valid and valuable. 

A person in spiritual emergency needs a particular kind 
of environment and a particular kind of personal help to 
integrate visions, insights and kinesthetic experiences 
into ongoing life. The person needs help both to undo 
inhibiting emotional and physiological response pat- 
terns and to be able to contain and use expanded sensi- 
tivities, awarenesses and energy which come with spiri- 
tual experience. Ongoing treatment of each individual 
must be tailored to the person’s developmental stage of 
growth, and the resources of the community. 

Providing a Safe Environment 

A safe environment is one in which the inner processes of 
the person can proceed without interruption and one in 
which the companions of the person provide support. 
Specifically, a safe environment includes: 
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1. A quiet, home-like setting with access to 
nature, that makes few demands on the 
client so that the client has the time and 
opportunity to explore and express his or 
her inner experience. 

2. Companionship that supports the client’s 
inner work and further understanding of 
spiritual emergence. 

The Setting 

Metzner (May,1985) reported a case in which a client 
admitted to a psychiatric ward was overwhelmed with 
constant voices in his head and unusual visions in front 
of his eyes which prohibited him from verbal interaction. 
The man was put ina small, soundproofed room where 
he was asked to lie down ona mattress. The lights were 
dimmed to almost total darkness. There was nothing else 
in the room except the man and the cot. 

Metzner told the man that he would be on the other side 
of the wall and instructed the man to signal him by way 
of an intercom whenever the man saw visions or heard 
voices. To Metzner’s surprise, he heard very little from 
his patient for 25 minutes. Finally, Metzner interrupted 
the man, “What are you experiencing?” His patient an- 
swered lucidly, “Finally - - peace.” 

From this experience, and his subsequent interactions 
withthe man on the ward, Metzner deduced that the man 
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had sucha high sensitivity to outside stimuli that he 

became quickly overwhelmed in an environment of 

bright light, noise, or people moving around. When 

he was emotionally supported and looked after in 

an environment of minimal stimulation he became cen- 

tered and no longer felt victimized, frightened, or out of 

control. At that point he gained perspective about what 

was happening to him and learned to manage it. 

Aninnovative kind of environment for people withschizo- 

phrenic symptomotology is described in an article in 

Appendix C of this manual. It is entitled "Soteria: An 

Alternative to Hospitalization for Schizophrenics." It 

illustrates the kind of work that has been initiated by a 
few psychiatrists to explore alternative therapeutic envi- 
ronments. 

Learning how to manage one’s expanding sensitivities is 
the most important aspect of growing into higher devel- 
opmental levels. The environment that is most suitable to 
this task is a place of quiet, with low light, either no noise 
or soothing music, access to a natural setting, and access 
to a space safe for catharsis. An aesthetic arrangement of 
furniture that pleases the eye and sense of touch has a 
dramatic effect on subduing an overstimulated psyche. 

This environment is much closer to a monastic setting 
that feels like ahome for normal people thana psychiatric 
ward for sick people. But, similar to a psychiatric ward, 
it is an environment where a person can be totally sup- 
ported physically, if need be, and reassured emotionally 
within a humanistic context that does not rigidly hold to 
the formal rules of any particular religion. 
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The Companions 

There should be few social demands placed ona person 
in spirituai emergency. A demanding child or a needy 
friend is not an appropriate companion, whereas a sup- 
portive friend who is interested in personal development 
is. 

Sogyal (1985) described the qualities of the interpersonal 
environment most appropriate for someone in spiritual 
emergency. He referred to the culture of Tibet: 

People know about it (spiritual emergency) before 
they get it so that when it happens, generally speaking, 
rather than panicking, they have something to refer 
to, they’re not alone. Actually the opening is a 
further clarification of what their whole education 
had already been illuminating for them: that the 
material world reflects only a small part of reality... 

There are cases when they do kind of freak out. Then 
it is the environment that helps a person through. 
Such an environment includes compassion, 

understanding, the confidence that inspires, warmth, 

and humor. (For the Tibetans, cultivating the 
quality of kindness is of uppermost importance.) 

...for such people (in spiritual emergency) 
environment is more important than anything else, 

because, when you reach to that level, you begin to 

have a problem relating to the environment, to the 

world. Socreating some kind of environment which 
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is stabilizing (is extremely important). Nature is 

very wonderful since we are very much related. This 

is the place of natural growth and this is the place 

where you can grow. 

..when these people break through, like in a death 

experience and also a new birth experience, they 

become like little children. The loving environment 

isa very important aspect. We have to think in terms 

of creating an environment for them that is loving, 

understanaing and stable. They also need some 
basic kind of support system. 

Environment is more important than analyzing 
what is wrong or using a technique. Often we may 
make mistakes in our analysis when we start 
analyzing things (chuckle). 

(Sogyal, 1985) 

When Anne Armstrong, now famous as a psychic coun- 
selor, was going through her initial spiritual awakening 
she was at first very frightened. She had out-of-body 
experiences and past-life recalls that changed her per- 
spective of reality. Armstrong acknowledged the critical 
importance of people who supported her and encour- 
aged her to explore the experiences and to trust them. 

The first time around I turned it off because I felt I 
couldn't cope with it, didn’t understand it, I didn’t 
know anything about this area. I wasn’t even aware 
that there might be a way of negotiating with this 
other part of myself. I felt that it was out to get me, 
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to manipulate me. Instead it was out to give mean 
expanded awareness, a higher level of consciousness. 
The experiences were probably brought about by my 
meditation practice, but at that time I didn't know 
that. A lot of people will have a tendency to squelch 
it as soon as it happens, because frequently it comes 
in very bizarre ways. I don’t really feel that it means 
to frighten you or to manipulate you, but we're all 
making so much “head noise” that it’s very difficult 
for that part of the self to speak to us. Usually it 
speaks in a very gentle or a very quiet voice, but, if 
we don't listen to it, it may do something bizarre to 
get our attention. 

(Armstrong, 1985) 

Fourteen years later Armstrong began to work with 
hypnotherapy, seeking relief from migraine headaches 
she had had since being a young girl. Fortunately she was 
at a time in her life where she could take 2-3 hours a day 
for therapy and meditation. Anne’s husband became an 
active partner in her process and worked with her using 
hypnotherapy to help her find a way to understand her 
evolution into higher consciousness. Armstrong wrote 
that it was the loving acceptance others gave to her, and 
her study of diverse religious texts which helped her 
integrate her extraordinary experiences. 

Through hypnosis I found the way into that opening 
again. The second time around, thank God, I was a 
little more knowledgeable felt in control, which Lfeel 
was the major difference between the first time I had 
the opening, and fourteen years later. The second 
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time, I felt totally in charge. I felt that no matter 
what happened, there was some part of me that in 
some sense was ‘minding the store,’ and that I didn’t 
have to worry about it. There needs to be some way 
to communicate this to a client who is having 
spontaneous out-of-body experiences, hallucinations 
and other related phenomenon, as I was. They need 
to be assured that there is a part of the self, that I call 
the Witness or the Monitor, that is always “on 
guard,” that is always looking out for your best 
interests. Once you learn to trust this Monitor, you 
lose the feeling of being a victim. So I went from 
feeling victimized by the energy to saying, “What is 
this energy and what can I do with it?” I made 
friends with it. 

Also, another thing that was very helpful was that I 
had a therapist who understood exactly what was 
happening to me. Fortunately the universe brought 
these kinds of people in to me. And Lalso hada very 
supportive husband, who was fascinated by the 
process. So, instead of saying “You're crazy!” he'd 
say, “Now, what's going on? What else can we do 

- with this new tool that we have?” F ortunately, I was 
in very good hands. And I feel that it’s very 
important for the therapist to understand that there 
can be spontaneous emergence of these other levels of 
consciousness, that it can manifest as past life recall, 
as hallucinations, and various kinds of paranoid 
feelings and actions. The therapist needs to be 
supportive, no matter what the client comes up with. 
My therapist and my husband treated my fears and 

118 



Ongoing Support 

past life recall as if they were real. Whether or not 
they were real is irrelevant. The important thing is 
that that part of my self was being given expression 
and Iwas getting more and more trust in myselfand 
my process. So let me say it again, the supportive 
environment was very important. 

(Armstrong, 1985) 

Facilitating Grounding 

An important strategy for integrating transpersonal ex- 
perience is to ‘ground’ oneself, that is, to come back to 
earthand to oneself after being ina ‘space’ that seems "out 
of this world." 

To be grounded is another way of saying that a 
person has his feet on the ground. It can also be 
extended to mean that a person knows where he 
stands and therefore that he knows who he is. Being 
grounded, a person has “standing”, that is, he is 
“somebody.” Ina broader sense grounding represents 
an individual's contact with the basic realities of his 
existence. He (or she)is rooted in the earth, identified 
with his body, aware of his sexuality, and oriented 
toward pleasure. These qualities are lacking in the 
person who is “up in the air” or in his head instead 
of in his feet. 

(Lowen and Lowen, 1977) 

Paradoxically, spiritual experiences often take people 
outside the context of their religious affiliation. It is 
difficult or impossible to find words or scriptures that 
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adequately describe the experience. A spiritual experi- 
ence is totally unique, and at the same time universal— 
connecting one to all of life. One of the most liberating 
and, at the same time, frightening qualities of these 
experiences is that they are beyond words, beyond nor- 
mal reality and normal expression. 

The following list of techniques can be helpful to ground 
clients when they are “spaced out” and feel disconnected 
to people and the physical world. It is also important to 
teach clients in spiritual emergence how to ground them- 
selves, and to recognize when they need grounding. 

. Stay in contact. 

. Stay in the present moment. 
Affirm boundaries. 

. Support creative expression. 
Affirm connection to people and nature. 

. Eat grounding foods. 

. Do simple rhythmic activity. 
Do grounding visualizations. 

. Read books on spiritual emergence. 
10. Minimize the use of psychiatric drugs. 
11. Create meaningful rituals. 

WONANEWNE 

1. Stay in Contact 

Be available to talk to persons in spiritual emergency ina 
way that is engaging. Maintain eye contact. Touch them 
lightly and non-sexually if appropriate. Affirm their 
experience by putting it in a positive framework. Be 
trustworthy. 
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2. Stay in the Present Moment 

Ask the clients to tell you what sensations they are having 
in their bodies. Ask them to tell you what they perceive 
in the room in a concrete way, for example, “I see the 

plants inthe corner. They have long, droopy leaves about 
2 feet long. They are next to the door that is painted blue. 
The rug is beige. There are 10 pillows lined up against the 
wall.” This helps people orient to their surroundings and 
differentiate who they are from what is around them. 
This is especially useful when a person is feeling fright- 
ened by a unitary experience or is underbounded for 
other reasons. 

Share emotions and your bond to the client. For example, 
“T support you, I want to be with you, I feel honored you 
are sharing your experience with me.” Do not relate 
emotions that can be interpreted as divisive. For ex- 
ample, “I hope that never happens to me.” Ask the 
persons to tell you what they want. For example, “I want 
to eat some pudding...I want to have a back rub...I want 
you to hold my hand and not talk.” 

3. Affirming Boundaries 

All people have a strong sense of personal space around 
their bodies with which they identify. Persons in spiri- 
tual emergency may be highly sensitive to other people 
entering their personal space. Affirm that you are aware 
of their personal space and you donot want to violate that 
space by forcing intimacy or support on them. 
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Kathlyn Hendricks (1985), a dance therapist, author and 

teacher, suggests asking persons to identify their per- 

sonal space by pressing against the imaginary line of their 

boundaries with their hands. Doing this all around the 

body can give them a stronger sense of their own identity 

and help them communicate to another person how they 

experience their personal space. 

Resting and bathing can also help them ground and 
identify with their own sense of space. 

4, Creative Expression 

Supporting persons to express the nature of their spiri- 
tual experiences through expressive dance, artwork, 
sandtray, clay, music, or poetry also helps them find a 
means to communicate to others and reconnect with their 
world. Artistic expression is a language of symbol and 
metaphor which can help clients bridge the spiritual 
experience with ordinary consciousness. Gay Hendricks 
(1985), a teacher, author and clinical psychologist, tells 
people to "give it away. Experience all of what is happen- 
ing to you—then give it away." How one can share one’s 
emotional response to a spiritual experience might be 
through a hug, a dance, or any other creative expression. 

5. Affirm Connection to People and the Natural 
World 

When a person in spiritual emergency has difficulty 
relating to other people, a walk in nature can provide a 
stabilizing source of connection to the earth and the 
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physical world. Just taking a walk in an area where there 
are trees and growing things is a powerful reminder of 
the earthy simplicity of life, that each thing that grows has 
its own individual pattern of growth. Pets can also 
provide a grounding experience. 

Grounding can be greatly facilitated by connecting to a 
few people ora group whoare all involved with spiritual 
emergence. It is especially important that all in the group 
identify with their own development to transpersonal 
levels and thereby affirm their own and others’ experi- 
ences. All forms of sharing can also help ground — 
holding hands, singing, chanting, telling one’s story, or 
any creative expression of one’s spiritual experience. 
Groups engender a sense of belonging and provide a 
context where one is seen for one’s extraordinariness, as 
well as accepted for one’s part in the larger whole. 

Stanislav and Christina Grof ask people in their groups to 
draw mandalas depicting their experience after experi- 
ential therapy. Each person is then given the opportunity 
to show his or her work to the group. The picture itself 
communicates something of the nature of their experi- 
ences often more clearly than the person’s verbal descrip- 
tion. Gathering in a circle to share experiences of this 
nature is preferable to gathering in a way where people 
cannot see each other’s faces. The circle includes every- 
one as equals. Each person faces the group. No one 
person stands out as leader, or authority, or outsider. 
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6. Grounding Foods 

What we choose to eat has a lot to do with how we feel. A 

light diet of mainly fruits, vegetables and grains can help 

people to stay slim and feel light. Vegetarianism may help 

people toattune to the more subtle energies of life, whichare 
the gateways and guideposts of the transpersonal realms. 
Denser foods such as meat and dairy products have the 
effect of helping people identify more with the grosser 
energies of the physical world. The denser foods are more 
difficult to digest and therefore demand more vital energies 
in the process of digestion and assimilation. 

A person in spiritual emergency may benefit by a diet 
heavier in meat and dairy products as it will help bring the 
person down to earth. On the other hand, if a person is ina 
spiritual emergency coping with unpredictable rushes of 
energy, the person’s system may be too imbalanced to be 
able to handle much, or any, food at all. There are many 
differing opinions about diet and it is not within the scope of 
this handbook to cover diet in any depth. Certainly, when 
a person is in crisis the body is usually ina highly sensitized 
state and will benefit from a simple diet devoid of food 
additives and preservatives. Fresh air is also a boon to 
anyone in this state. 

7. Simple Rhythmic Activity 

Walking, housecleaning, baking bread, sweeping the 
floor, raking leaves, weeding, swimming, and other easy- 
paced activities which have some repetitive rhythmic 
movement in which the whole body comes into coordi- 
nated motion are all excellent for grounding. 
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8. Grounding Visualizations 

Persons in spiritual emergency are identified more with the 
world of extraordinary phenomena than with the earth and 
its relatively slow rhythms. Visualizations can be used to 
foster a reconnecting with the earth. Ask these persons to 
feel their feet on the ground, to feel the support of the earth 
underneath them, or to imagine a line going from the base of 
their spine and anchoring to a spot in the core of the earth. 
The shorter and simpler the instruction the better because 
persons in crisis will often not have long attention spans. 
They may also be suffering from feeling lost in their own 
inner world, and a visualization which takes them further 

into their own inner world could be negative. 

It may be wise for persons who meditate to decrease the 
amount of time they spend in meditation while they are 
experiencing a spiritual crisis. It may be better for them to 
stop meditating altogether for atime, rather thanamplifying 
the inner world drama by continued meditation. This 
decision must be made on an individual basis because some 
meditations can serve as powerful grounding devices 
whereas others are designed to disconnect persons from 
their habitual grounding. 

9. Books to Read 

Booksabout people who have experienced spiritual emer- 

gence /emergency in a positive way provide models for 

people attempting to make sense out of their own dis- 

turbing spiritual experiences. Reading about someone 

else’s experience canbe very reassuring, and often inspir- 
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ing. Refer toa list of reading material useful (see Appen- 
dix D) for understanding the phenomenon of spiritual 
emergence. 

10. Minimize Psychiatric Drugs 

Most psychiatric drugs inhibit the process of spiritual 
emergence by preventing potentially therapeutic cathar- 
sis, dulling inner awareness and unbalancing the body’s 
own homeostatic process. The side effects of many 
psychiatric drugs take energy away from the process of 
moving into a higher level of awareness or from the 
process of grounding. Some psychiatric drugs increase 
disorientation, and inhibit personal contact that is so 

crucial to a person in spiritual emergency. 

One of the participants at the SEN conference (1985) had 
been institutionalized because he could not carry out his 
duties in the military. At the time he was very involved 
in his inner process. In the psychiatric hospital he was 
given phenothiazine and thorazine. He described these 
drugs as “debilitating, and (preventing him) from stay- 
ing present with what was happening.” He inferred they 
interfered with his journey of awakening to higher levels 
of self-development. 

In Appendix C is a report of a study on people hospi- 
talized for schizophrenia who were treated without phe- 
nothiazines. The results indicated that some 
schizophrenics havea better chance of recovery when left 
to work through their processes in a non-drugged state. 

Some institutions have established settings for people in 
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psychological crises where psychiatric drugs are not 
preferred treatment (Telles, Perry and Price, 1985). 

Diabasis and Soteria were an institutions for the care of 
first-break psychotics inSan Francisco. A ward of Agnews 
State Hospital in California also functioned for a time 
with minimized drug use. Both of these treatment facili- 
ties attempted to provide safe environments and both 
reported positive outcomes from their clientele. Unfortu- 
nately both facilities folded for lack of funding. The 
research on Soteria (See Appendix C) indicates the cost of 

treatment per client was less than in traditional facilities 
and fewer clients were reinstitutionalized. This may be 
significant to recognize during our current period of 
health care reform. 

11. Ritual 

Ritual focuses attention and can be particularly useful 
with people who are distracted or overwhelmed and are 
trying to regain a sense of stability. 

Universally, ceremony and ritual have been used to 
evoke elevated feeling and to remind people of the pres- 

ence of spiritual forces. As people develop towards the 

transpersonal level they become more palpably aware of 

the presence of universal energies. Participating in cer- 

emony which formalizes reception of higher wisdom can 

help persons who are overwhelmed by spiritual emer- 

gency. 

Some of the common rituals are ceremonial dance, listen- 

ing to music, watching a fire or candlelight, spiritual 
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singing and chanting, prayer and meditation. Commu- 
nity participation accentuates the power of any ritual, 
although a private ceremony done alone or with a few 
people can also serve well to focus spiritual energies. 

Prayer is especially powerful for anyone confronting 
possession as the right prayer evokes empowerment and 
protection, a shield against invading forces. Mantra, a 
repeated set of syllables or words which bring a person 
into harmony with a higher force, may be quite condu- 
cive to healing. At the very least it is a positive replace- 
ment fora negative obsessive thought: “I can’t. I can’t. I 
can’t.” With a mantra, a person can begin to take respon- 
sibility for the contents of their thought process and 
empower themselves to move into dynamic union witha 
source of wisdom which is higher than their own ego. 
Prayers which punctuate the day at certain ritual times 
like meals also serve this same function. The most impor- 
tant aspect in prayer is to recoilect that there is a compas- 
sionate, wise force which is accessible to give nurturing, 

guidance and protection. 

The grounding effect of ritual is that it gives definition to 
energies that are not visible and are seemingly out-of- 
control and unpredictable. The symbols used in religious 
rituals represent spiritual energies in visible form. For 
example, the blood of Christ is imagined in the com- 
munion wine. When we drink the wine, we symbolically 
take in the spirit of Christ. Tibetan Buddhist Thangkas 
(religious paintings) are symbolic renditions of the ener- 
gies of the Divine, which are used in meditations to evoke 
higher spiritual energies in the meditator. 
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Creating a place which is sacred and used for ritual only 
can be very important for grounding. A corner of the 
living room for a small altar and book of prayer can 
provide a sacred place in one’s home to stimulate one’s 
awareness of spiritual energies. Religious objects can 
also be used as a focus. Giving a person in spiritual 
emergency a religious object, for example, a crucifix fora 
Catholic, or a small statue of Kuan Yin for a Chinese 
Buddhist, can be especially helpful. 

Assisting those in spiritual emergency to find a religious 
ceremony or symbol that has particular meaning for 
them and to which they can create a lively bond is a 
powerful way to help. Formal religious ceremony has 
usually served this role; however, there are more and 
more people who develop their spiritual awareness out- 
side of any religious institutions. 

It may be appropriate for a Helper to introduce a symbol 
froma different culture that can enhance spiritual under- 
standing for those in spiritual emergency. For example, 
the Hindus have a goddess called Kali who embodies 
energies very different from any feminine religious sym- 
bol known in the West. Kali is an awesome creature with 
a necklace of skulls adorning her neck, her tongue dan- 
gling out of her mouth, her eyes bulging out of her head, 
and her long black hair blowing wildly. She symbolizes 
the energies of chaos, death and change. She affirms that 
change is part of life, that ignorance dies and wisdom is 
born in change. Knowing Kali asa religious symbol can 
assist a person undergoing spiritual emergency to recog- 
nize the value of chaos and change as an opportunity to 
grow into higher realms of knowledge. 
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‘A ritual which combines prayer and visualization is 

especially impactful. The following is used with ‘spirit 

releasement,’ and de-possession: 

Every morning before starting your day call upon the 

sacred power which represents the most enlightened force 

in the universe for you: 

Say: “By the name and through the power of (Jesus Christ, 

Buddha, etc.) Icleanse and purify the energy centers of my 

body.” Visualize: a stream of white light coming from the 

higher source into the energy centers of your body, entering 

in like water fills a vessel, cleansing and filling the center 

with the light of higher power. 

Say: “By the name and through the power of (the highest 

power you have selected), I seal the doors (of my energy 

centers).” Visualize a cross, or symbol which represents 

the power of higher force, across the front and back of the 

energy centers. 

Finally, visualize yourself in a stream of light. It circulates 
around your body like water, covering every inch of you: 
your head, your neck, your torso, your arms and legs, all the 
way down to your toes. Let this energy which represents 
the highest, flow in and around every detail of your body 
and then let it flow out filling your aura to a distance an 
arm’s length out from your body. See yourself and feel 
yourself surrounded by this holy, powerful light. 

At any time during the day, if you feel you need protection 
or empowerment, visualize the light circulating all around 
you forming a protective shield. 
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Ritual and symbol create boundaries and structure for 

unbounded and unstructured experience. They are a 

way to integrate spiritual experience with worldiy expe- 

rience, and to focus on growth toward higher levels of 

development. 

Getting Unstuck 

Letting go of old emotional patterns and physical ten- 
sions which limit range of movement and growth is part 
of the process of spiritual emergency. A Helper must be 
able to facilitate clients’ changing response patterns, help 
them to intensify their connection with their inner pro- 
cess, and help expand their awareness of their new level 
of consciousness. Each demands some training, but does 
not require a graduate degree in psychology. It's recom- 
mended that properly credentialed practitioners be em- 
ployed. 

Establishing Therapeutic Rapport 

Theraputic rapport will provide the foundation for any 
supervised inner work. The full attention of a Helper 
who is both empathic and respectful of the inner experi- 
ence of an individual in spiritual emergency is a powerful 
healing force. It encourages the individual to give signifi- 
cance to his or her own inner process. Furthermore, the 
intensified awareness of the inner process helps these 
individuals process the emotional response to their spiri- 
tual experience. 
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This ‘therapeutic’ rapport with another seems to 
provide a containing framework for the individual, 
within which the process can be experienced in its 
fullest intensity and yet in some measure of security. 
It does not seem particularly important that the 
person in the ‘therapist’ position be able to make 
‘interpretations’ according to any psychological 
theory; an empathetic participation with the 
individual in the inner experience seems to be 
sufficient. 

(Perry, 1974) 

Thus, empathic participation helps clients to be fully in 
their inner process. 

The Helper does not need to have any special training to 
be able to give full attention to individuals in spiritual 
emergency. Simply employing principles of active listen- 
ing is sufficient (Speeth, 1982; Young, 1983). However,a 

Helper may need to have experienced altered states of 
consciousness many times in order to be present with the 
client without being worried or feeling pressure to make 
the client conform to expectations of normalcy (Perry, 
1974). 

There is little need to interpret and analyze the clients’ 
inner experience until the spiritual crisis is over and the 
clients are in the process of integrating the experience. At 
that time, helping clients interpret the experience isa vital 
part of the therapeutic process. 

Establishing rapport with clients involves forming a rela- 
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tionship which has some depth of intimacy. The Helper 

must function as a close friend and guide, caring, giving 

without expectation of return, respectful of the inner life 

of the client, providing safety, and yet simultaneously, 
allowing the clients’ full experience and expression of 
their inner process. 

Education: Active listening skills and empathy have been 
developed in some people through family life and nor- 
mal life situations. Some have developed these skills by 
participating in grassroots self-help movements such as 
12-step programs and Co-counseling. Formal programs 
training counselors and health professionals include train- 
ing inestablishing therapeutic rapport or a positive “bed- 
side manner” as this is essential to any successful coun- 
seling relationship. 

The following adjunctive therapies, Regression Therapy, 
Breathwork and Energy Balancing are especially potent 
in opening the doors to the unconscious. Each one can 
catalyze catharsis, insight and/or integration when su- 
pervised by appropriately trained practitioners. 

Regression Therapy 

Regression therapy is a supervised procedure taking a 
client into an altered state where the individual is de- 
tached from the normal limitations of the ego and in 
greater contact with what is usually below conscious- 
ness, accessing repressed memories. Current research 
indicates that hypnosis allows a person to enter into 
brainwave patterns which are slower than the normal 
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Beta frequency, producing more and more focused atten- 
tion, yet simultaneously retaining Beta enabling commu- 
nicating with the therapist and integration. Under skill- 
ful supervision, this multi-dimensional attention can be 
pointed to areas which are conducive to healing. “Tt is 
possible to shift from experiencing a past life to observing 
it, then to processing it, then to observing it again, and 
weave back and forth” (Lucas, 1993). The purpose of this 
therapy is to enhance connection with inner wisdom and 
repressed feelings for healing and personal growth. A 
belief in reincarnation is not essential for effective workin 
regression therapy. 

The process of moving an individual into an altered state 
can be accomplished in many ways: shamanic drum- 
ming, hypnosis, guided meditation, guided relaxation 
induction, concentration on a particular image, music 
and ritual. Particular places, in themselves, may induce 

an altered state such as churches or areas where impor- 
tant rituals have been performed, i.e., Stonehenge, the 

Parthenon, Delphi. Some recreational drugs produce 
altered states which open access to resources of intuitive 
knowing and feelings. However, the potential value of 
using these recreational drugs is obscured by the lack of 
adequate supervision in their use, as these drugs are 
generally illegal. 

The most commonly used induction device in regression 
therapy is hypnosis. Ideally, the therapist will induce a 
hypnotic state which is deep enough to enter Delta but 
not so deep as to lose Beta. When a subject loses Beta he 
loses his ability to remember what has taken place which 
can impede integration. | 
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Before the induction a goal is set, i.e., to get to the root of 

a chronic physical pain or obsession, or shed light on a 

particular life issue. Once the goalis set and the induction 

is complete, the client is focused on paying attention to 

material brought to consciousness. The therapist may 

suggest that new material come ina certain form, suchas 

a vision of a past life, but everything which comes to 

consciousness is regarded as having some value. During 

the process, dialogue goes on between therapist and 
client. The client reports what is being seen and experi- 

enced in the past life. The therapist serves as guide, 
suggesting to the client where to place his or her attention 
in order to get the most information and/or healing 

experience. 

The client is focused on the inner world, similar to the 

dreamworld where extraordinary things happen which 
can not happen in the everyday time-space continuum. 
The therapist can suggest that the client change perspec- 
tive onany sceneat any time. For example, one can move 
to asafe space outside the body ina threatening situation, 
or move ahead in time or behind in time, or locate a 
particular time when the individual was especially lucid. 
Consciousness can be moved, like a video player, going 
to one scene, or fast-forward to the end of the movie (life), or 

rewind to the beginning. In the case of past-life regression, 
all the lives are on one video, including what happened in 
between each life, in the “inter-life.” 

Winafred Lucas, Ph.D., author of Regression Therapy: A 
Handbook for Professionals (1993), believes that taking a client 
into the “inter-life” experience is potentially the most heal- 
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ing experience of all. In an “inter-life” the individual can 
actually experience the joy, the light, the peace, the reunion 
with loved ones and the connection to Divine energies 
which are so hard to come by in normal life experience. 
There is a kind of rest and revitalizing whichis possible inan 
inter-life episode under hypnosis which can not be gleaned 
in any normal life experience. There is phenomenological 
evidence that this kind of inter-life episode, may contribute 
to the same kind of personal transformation which is re- 
ported by people who have a Near Death Experience. 

Other uses of hypnosis which serve transpersonal growth 
and may be helpful to someone in spiritual emergency are 
exploring prenatal trauma, birth, child abuse, dialogue with 
the unborn soul, the death experience, future life progres- 
sion, and entity releasement. Anindividual under hypnosis 
can gain perspective on past experiences and liberate him or 
herself from fixations which have a profound impact ona 
current situation. Beyond the particular problem, clients in 
regression therapy are also exploring the idea that life on 
earth is for learning, that every experience and lifetime is 
contributing valuable lessons, and the lessons ultimately 
serve a transpersonal goal: to become whole and realize the 
transpersonal realms of consciousness. 

Education: Proper use of regression therapy is a skill 
which can be learned in training programs with certified 
hypnotherapists. Trainings offered by the American 
Institute of Hypnotherapy (800 634-9766) are highly rec- 
ommended. Their trainings are available in various 
locations around the United States. The Association of 
Past Life Research and Therapy, APRT, (909) 784-1570, 
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holds bi-annual conferences where the leaders in this 

field congregate to educate the public about their re- 
search. The address for APRT is P.O. Box 20151, River- 

side, CA 92516. 

Transpersonal Breathwork 

Transpersonal breathwork is a natural physical and psy- 
chic stimulant useful when clients need a catalyst for self- 
expression. As breathwork raises energy in all systems of 
the body, it increases the possibility of breaking through 
inhibiting response patterns to increased levels of en- 
ergy. Results range from having spiritual experiences, to 
remembering forgotten important life events, to creatng 
deep energetic or emotional experiences, to learning how 
to manage higher levels of energetic expression. 

Breathwork is not advised for people who are at a stage 
in their spiritual emergence when they are overstimu- 
lated and need grounding. It is also contraindicated for 
pregnant women and people who are recently out of 
surgery, or have a heart condition or epilepsy. 

It is advised for people in phases of spiritual emergence 
when they are relatively grounded and need to be more 
closely aligned with their emotional and bio-energetic 
life. Jacquelyn Small (1985) finds breathwork highly 
effective with drug addicts and alcoholics in recovery. It 
is also very effective in training Helpers because it can 
lead to experiences of altered states of consciousness. 

People in spiritual emergency usually dissociate to some 
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degree, and separate from their emotional response to 
their spiritual experience. This happens because they 
have not yet learned how to contain or manage the larger 
amounts of energy that come with spiritual experience. 
Thus, they need special help to connect fully to their inner 
process and learn new patterns of response to heightened 
energy levels, to express and contain rather than repress 
or dissociate. This connecting reduces their fear of what 
is happening to them, because it gives them the feeling of 
being at one with themselves. This helps clients trust the 
process of spiritual emergence as positive. 

Doing breathwork stimulates the body’s own homeo- 
static processes. If persons need to let go chaotically in 
order to come into balance within themselves, the 

breathwork will move them closer to a chaotic letting-go. 
If persons need to have visions to assist them in their 
evolution, they will be likely to have a vision. If persons 
need deep peace, they will be likely to have that experi- 
ence. Personal volition, desire from the ego, and the 

voluntary nervous system are less influential during 

breathwork than the autonomic nervous system—which 

is incharge of homeostatic processes both in the body and 

mind. 

“Breathers” may have any number of inner experiences 

during a session. Chronic muscular tension becomes 

more apparent and may heighten and then spontane- 

ously release. Emotional catharsis can also occur. The 

release of muscular tension may stimulate insight into 

emotional complexes and COEX systems. “Breathers” 

may review physical trauma, feeling and expressing the 
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emotions that were not expressed at the time of the 
trauma. They may experience enlivening energy stream- 
ing in their bodies and they may have visions or subtle 
sense perceptions characteristic of transpersonal states. 

Transpersonal breathwork should always take place in 
an environment which is private, protected, and support- 
ive. Ina breathwork session, the therapist allows any- 
thing to happen excepting sexual acts and actions that could 
hurt someone. The breathers are encouraged to trust their 
inner knowing, to surrender to what is deeply felt, and to 
stay in touch with their own inner process. A significant 
aspect of this work is that it provides a social context 
which supports this way of being. The context in the 
breathwork demonstrates to people that there is aplacein 
life where it is appropriate to totally let go, to connect 
fully with inner process, to express fully, to surrender to 
the unknown. 

At the end of breathwork sessions, which last 1-2 hours, 
participants in a group are asked to gather together and 
share their experiences. Similarly, in an individual ses- 
sion, a breather reports to the therapist and thus, grounds 
his or her experience, verbally reinforcing the learning 
and gaining objectivity. 

Breathwork comes out of the shamanic and ancient yogic 
traditions, which use breathing techniques and evoc- 
ative music to catalyze spiritual experiences, and from 
Reichian therapy, which uses breathing techniques and 
deep tissue massage to catalyze emotional catharsis and 
psychological integration. 
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Breathwork has been criticized as a mystification of hy- 
perventilation because people often feel dizzy and /or 
get muscular spasms around their mouths, hands and 
feet which are characteristic of hyperventilation. It is 
now, however, well established by breathwork thera- 
pists (Cucuruto, 1977; Jackson, 1984; G. Hendricks, 1985 
and K. Hendricks, 1985; Grof, 1985) who have seen thou- 
sands of people in hundreds of sessions, that dizziness 
and muscular spasms subside as a person accommodates 
higher levels of energy in the body. Dizziness and 
spasms appear to be linked to chronic patterns of muscu- 
lar tension that interfere with natural energetic flow and 
muscular holding characteristic of people who are hold- 
ing down their energetic capacities. 

I believe it is important for people to have individualized 
attention from a trained breathwork therapist during 
most of their breathwork sessions. By doing specific 
body manipulations the trained therapist will assist the 
breather in re-educating his or her body to find a new 
pattern of containing high energy and expressing it in an 
integrated way—a way in which the body maintains 
alignment and balance, and the person knows when it is 

appropriate to express and when to contain expression. 
Without individualized assistance, breathers will still 

break into areas of themselves that have been repressed 
because of the increased energy charge of the breathwork 
activity itself and they will have the characteristic expe- 
rience of peacefulness after the session, but, they will not 
necessarily retrain themselves to manage increased en- 
ergy smoothly. 
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Proper training to facilitate breathwork with an indi- 

vidual ora group is important. Breathwork can stimulate 

powerful experiences on any level—physical, emotional, 

or spiritual. A Helper facilitating breathwork needs to 
have a strong background in being both a ‘breather’ and 
a ‘sitter,’ a companion to the one who is breathing. 
‘Sitting’ with anyone in deep emotional states like rage, 
erief, fear, and love can train Helpers to stay centered in 
high stress situations such as spiritual emergency. A 
breathwork facilitator also needs training in how to re- 
lease energy blocks which are painful and sometimes 
occur in a session, for example, muscular spasms in the 
throat or chest which inhibit breathing, severe tension in 

the shoulders, or cramping in the stomach or legs. The 
breathwork facilitator must also educate the clients about 
what to expect from breathwork and how to manage the 
phenomena which arise both during and after the ses- 
sion. The facilitator also needs to be skilled in identifying 
when people are dissociating and in helping them be- 
come grounded. 

Education: There are two forms of breathwork used for 
healing and transpersonal exploration: Radiance Breath- 
work and Holotropic Breathwork. Training for facilitating 
Radiance Breathworkis taught in “The Hendricks Method 
of Body-Centered Transformation Using Radiance Breath- 
work” by Drs. Kathlyn and Gay Hendricks through the 
Hendricks Institute at (800) 688-0772. Training in becom- 
ing a facilitator for Holotropic Breathwork is available 
through Christina and Dr. Stanislav Grof at (415) 383- 
8779. Both trainings are available in various parts of the 
USA. 
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Energy Balancing 

Evolution has a biological basis, and every transition in 

human development has its somatic expression. Infants 
are enabled to differentiate from their parents as young 
children when they gain the capacity to walk out of sight 
of their parents. Young people are enabled to differenti- 
ate more fully from their families when they make sexual 
bonds with a mate and establish their own families. The 
bridge between the egoic levels and the transpersonal 
realms is possible when a person can consciously use 
large amounts of energy in a balanced way. 

All the systems of Yoga and all religious disciplines 
are designed to bring about those psychosomatic 
changes in the body which are essential for the 

_ metamorphosis of consciousness. A new center— 
presently dormant in the average man and woman— 
has to be activated, and a more powerful stream of 
psychic energy must rise into the head from the base 
of the spine to enable human consciousness to 
transcend the normal limits. This is the final phase 
of the present evolutionary impulse in man. The 
cerebrospinal system of man has to undergoa radical 

change, enabling consciousness toattainadimension 
which transcends the limits of the highest intellect. 

Here, reason yields to intuition and revelation 

appears to guide the steps of humankind. 
(Gopi Krishna, in White, 1984) 

The energy system of a person in spiritual emergency 
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needs to be considered when the Helper is creating a 
treatment plan. Bodywork designed to align and balance 
a person with his or her natural flow of energy is helpful 
in spiritual crisis. Examples of energy balancing tech- 
niques include accupressure, acupuncture, Lomi, cranio- 
sacral, Polarity, Network Chiropractic, Rosen Work and 

Motion Quest®. These forms of bodywork are less active 
and more structured than transpersonal breathwork. 
They are advisable for people inspiritualemergency who 
are too ungrounded for breathwork or in a vulnerable 
physical condition. Hatha Yoga is appropriate for people 
who can focus and be active for periods of time. 

SEN maintains a referral system and can assist people 
who want transpersonal breathwork or energy balancing 
to find an appropriate Helper trained in these modalities. 

Education: Becoming a bodyworker skilled in energy 
balancing involves a long-term program of study. There 
are many institutes available throughout the world which 
concentrate on various forms of energy balancing tech- 
niques. The “Yoga Journal”, published bi-monthly in 
Berkeley, Ca., has an annual listing of yoga programs 
located around the USA. Local advertisers are available 
in New Age/Metaphysical bookstores which promote a 
wide variety of bodywork programs. I recommend Pro- 
cess Accupressure, conceived by Aminah Raheem, Ph.D., 
who teaches how to facilitate processing psychological 
and spiritual issues while doing hands on energy balanc- 
ing. Dr. Raheem can be reached at (408) 476-7721. 
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Supporting Spiritual Emergence 

After a client has had a spiritual emergency, how does a 
Helper assist the client’s subsequent growth? This sec- 
tion explores three basic elements necessary to support 
development into transpersonal levels: 

1. Maintain a positive attitude. 
2. Identify a map of the journey. 
3. Invite new ways of being. 

Maintain a Positive Attitude 

Maintaining a positive attitude toward development into 
transpersonal levels is an essential support to a client’s 
growth. Such development can be a difficult process 
because it requires that we disidentify with our familiar 
ego state and explore unknown perceptions and 
awarenesses. The journey into new realms can be fright- 
ening, just as it can be ecstatic. 

Buddhists believe that the mainstay of support in the 
journey of transpersonal development is “taking refuge 
in the Triple Gem.” The Triple Gem refers to Buddha, 
Dharma and Sangha. 

To take refuge in the Buddha means acknowledging 
the seed of enlightenment that is within ourselves, 
the possibility of freedom. It also means taking 
refugein those qualities which the Buddha embodies, 
qualities like fearlessness, wisdom, love and 
compassion. Taking refuge in the Dharma means 
taking refuge in the law, in the way things are; it is 
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acknowledging our surrender to the truth, allowing 

the Dharma to unfold within us. Taking refuge in 
the Sangha means taking support in the community, 
in all of us helping one another towards 
enlightenment and freedom. 

(Goldstein, 1976) 

This Buddhist wisdom applies to anyone in any religion. It 
is a universal truth that the seeds of our highest potential are 
within us. We need only to nourish those seeds and be with 
people who support us. 

Finding a community of friends who will support one’s 
process of spiritualemergence isa blessing. Such friends can 
be people inside or outside an institutionalized religion who 
recognize that human growth proceeds past ego develop- 
ment to levels of wisdom, compassion, and creativity which 
are extraordinary. The friends might be a group who meet 
tomeditate together or to discuss writing about the transper- . 
sonal realms. 

All people who value the states of mind associated with 
transpersonal realms and want to experience them, and 
there are many, can be considered supportive friends for 
someone in spiritual emergence. Many groups have 
evolved to support their members withina group context. 
The most consistent support for self development will 
come from the group with whom one shares the most in 
common—a similar meditation practice, a common liv- 
ing place, or the same spiritual guide. 
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Physical places can serve to support one’s spiritual emer- 
gence. A church, the birthplace of a spiritual leader, a 
mountain retreat ,a ritual mound built ontop ofa ley lineare 
all places which serve to stabilize and inspire one in the 
intention to grow to higher levels. 

Support for spiritual development can also be received 
from things, animate or inanimate, which reflect tous our 
deepest nature. This may be a figure from our dream 
lives, a person who comes to us in meditation, a flower, 
a candle flame, a child, a dog, anything that serves to 
guide our own unfolding. 

Some people who have progressed into transpersonal 
levels of development believe they have communicated 
withand felt support from the spirits of people who have 
passed away. Da Free John communicated with Shakti 
(the Divine Cosmic and Manifesting Energy) and the 
spirit of his dead teacher, Swami Nityananda . 

Then, one day, to his great surprise and immense 
good humor, the Shakti manifested Itself to him in 
visible form as the Virgin Mary. She began to guide 
his spiritual practice. Eventually, she told him to go 
on a pilgrimage of the major Christian holy places in 
Jerusalem and Europe. Master Da related these 
experiences to Bhagawan Nityananda, whoappeared 
to him in a vision. Nityananda told him that he 
belonged to the Mother Shakti now and that She 
(The Divine Spirit-Presence, In Person) would be 
his Guru or Guide. With Nityananda’s Blessings, 
Master Da left India to carry out the Mother's 
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instructions. In the course of his pilgrimage, Master 

Da was released of his remaining emotional ties to 

Christianity. Indeed, he was released from the total 

past, and heemerged simply in Lovewith his “ Blessed 

Companion.” 
(Da Free John, 1985) 

Identifying a Map of the Journey 

Maps of thejourney to the transpersonal realms of devel- 
opment can be found in three places: one’s inner psyche, 
a teacher (or teachers) who models the way, and belief 

systems which literally map the path and give instruc- 
tions for specific spiritual practices. 

One’s own inner psyche often points the way through 
dreams or visions. Jung’s story of his life in Memories, 
Dreams and Reflections (1961) is an example of this. Jung 
was not drawn to the Eastern way of working with a 
spiritual teacher and also felt alienated from his father’s 
church and the religious institutions of his community. It 
was through his dreams and inner reflections that Jung 
became aware of his longing for the experience of the 
Divine. This led him into a journey of intensive study, 
research, writing and retreat, where he went more and 

more deeply into his experiences of the Divine. 

Sometimes psychic pressure produces a vision which 
becomes a beacon and guides us towards transpersonal 
reality. According to Bolen (1984) the heroine in classic 

folk stories (meaning the woman who will discover the 
transpersonal truths and bring them back to society) 

148 



Ongoing Support 

frequently feels alienated from her family as a child, and 
feels that her parents are not her real parents. She 
develops a vision of meeting her ‘real family’ later on in 
life after she has accomplished some of the necessary 
tasks of her own growth. The ‘real family’ is the group 
who will acknowledge her higher transpersonal self, 
relating to her with deep love, compassion, and wisdom. 
This vision then inspires the girl to live with patience, 
perseverance, and to maintain her awareness of higher 

reality. 

The map of the journey can come from a spiritual teacher 
who models the path to higher development by his or her 
own lifestyle, inner attainment, and teachings. In this 
context, a spiritual teacher is anyone who has attained the 
transpersonal levels of development. This person is then 
in a position to teach other people about spiritual emer- 
gence by sharing experiences of his or her own journey 
and teaching them techniques used to catalyze transper- 
sonal growth. 

Spiritual teachers have not necessarily qualified them- 
selves to teach through a particular course of study, ora 
specific discipline aimed at self-development. Many 
people who have experienced the transpersonal realms 
(for example, through a Near Death Experience) have the 
ability to transmit their wisdom. These people are spiri- 
tual teachers because they have the ability to transmit the 
quality of the experience and thus be guides to some 

extent. 

The ideal spiritual teacher has integrated his or her own 
spiritual experiences, and is geographically nearby, per- 
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haps a yoga teacher, a meditation teacher, a member of 

the Native American Church, a minister or priest. Each 

serves to support growth toward transpersonal levels of 
self-development. The best spiritual teacher has attained 
transpersonal levels of development. How does one 
recognize a person who has reached the highest level of 
development? 

In the traditions of yoga certain guidelines are given 
to help distinguish one who is advanced from one 
who isn't. In the Bhagavad Gita, Arjuna asks his 
teacher how can one identify a man who is firmly 
established and absorbed in the highest consciousness. 
He is told that such a person is “not shaken by 
adversity,” that he is “free from fear, free from 
anger” (Bhagavad Gita, Ch.2). The way the teacher 
sits is carefully scrutinized. He who is restless with 
poor posture betrays his lack of control over the body 
and reveals a dissipated, unfocused mind. The way 
he walks is observed; whether it indicated hurriedness, 
a sense of being torn and pressured, a posture of 
defensiveness, or whether, on the other hand, it 
reflects confidence, ease and self-control. Speech is 
also evaluated. Is one distracted, wandering, 
rambling, losing the thread of the conversation? Is 
he critical and negative in his comments about 
others? Does he tend to focus on the negative aspects 
of everything around him, and do his own actions 
tend toward destructiveness? Does he becomean gry 
for no apparent reason, misinterpretin ‘g what others 
say and do, distorting them so that they fit his own 
ideas? 
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One need not ask the customary question about 
hallucinations, bizarre ideas, etc. to distinguish 
such a person from the mystic who despite his 
“strange ideas” presents a vastly different picture. 
The traditional observations amount to a prag- 
matic sort of descriptive psychiatry. The authentic 
mystic reflects an inner discipline despite the fact 
that his ideas and behavior may be difficult to 
understand. However baffling his speech or actions, 
he nevertheless reflects an inner peace through a 
relaxed body and harmonious coordination, and 
through patience, confidence, clear thinking and an 
unselfish attention to the needs of others. 

(Rama, et al., 1976) 

The support of sucha person helps point the way to inner 
peace, compassion, and energetic creativity. 

Many types of literature can serve to guide one in spiri- 
tual emergence. Personal accounts, ancient texts and 
scriptures, or instruction books on how to perform spe- 
cific exercises all give a map of thejourney. The Autobiog- 
raphy of a Yogi (1946), the story of Yogananda, an East 
Indian who came to the United States to teach about 
Yogic principles as well as Christian philosophy, is one of 
the most widely read stories of personal evolution. 

Poetry, music, and various art forms including architec- 
ture and dance can also serve to evoke in people a feeling 
for higher levels of consciousness. The ecstatic poetry of 
Kabir, a 15th-century Indian influenced by the Sufis and 
Hindus, spoke directly of the inner knowledge which 
comes in the transpersonal levels: 
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Are you looking for me? I am in the next seat. 
My shoulder is against yours. 
You will not find me in stupas, not in Indian shrine 
rooms, 
nor in synagogues, nor in cathedrals: 
not in masses, nor kirtans, not in legs winding 
around your own neck, nor in eating nothing but 
vegetables. 
When you reaily look for me, you will see me 
instantly- 
you will find me in the tiniest house of time. 
Kabir says: Student, tell me, what is God? 
He is the breath inside the breath. 

(translated by Bly, 1971) 

Judith Whitman-Small’s contemporary poetry is simi- 
larly inspiring: 

The sacred space expands 
in all directions 

making the whole world 
an altar for worship. 

Light the incense of devotion 
to all life 

and watch its healing smoke 
spiral past 

the boundaries of the mind. 
(Small, 1985) 

These two poems point to the experience of God, to that 
which is sacred outside the limitations of a specific reli- 
gion. They point to an experience that may be found 
anywhere, by anyone. 
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Most of the literature we have pertaining to higher levels 
of consciousness is contained in particular religious writ- 
ings, which seems to imply that the higher states are 
accessible only to people who follow a particular reli- 
gious path. In fact, the higher states of consciousness are 
available to anyone, inside or outside a formal religious 
setting. Literature which illumines this is liberating for 
people seeking spiritual development. 

Exploring new belief systems is a way of opening the 
door to increased self-awareness and profound new per- 
spective. For example, astrology has been studied for 
thousands of years in the West and in the East. Although 
it is frequently bastardized in overly simplistic newspa- 
per horoscopes, an in-depth study of astrology may 
provide a key to understanding human personality and 
karma (Astrology, Karma and Transformation, Stephen Ar- 
royo, 1978). Richard Tarnas, astrologer and author of The 

Passion of the Western Mind (1991), has found a distinct 
correlation between spiritual crises and particular plan- 
etary movements in an individual's astrological chart. 
Seeing our spiritual crises from the perspective of astrol- 
ogy may help us see our personal problems in the context 
of much larger natural cycles which lends a sense of 
profound connectedness between our own small exist- 
ence and the movement of the planets, our earth and sun. 
The study of astrology can be understood as the study of 
archetypal energies in the context of deepening a connec- 
tion to the earth itself. Other belief systems which can 
enhance attunement to larger, universal cycles are The I 
Ching, the Tarot, and the Native American Medicine Wheel. 
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Inviting New Ways of Being 

Spiritual teachings and transpersonal therapies are de- 
signed to evoke new ways of being which are less cen- 
tered on egoic consciousness and more attuned to 
transpersonal consciousness. The individual who wants 
to grow into these higher levels must seek out the teach- 
ings and therapies appropriate for himself or herself. 

Shirley MacLaine began to explore transpersonal realms 
after she reached 40. She wrote a book of her experiences 
that was made into a movie, “Out ona Limb” (1987), for 
national television. She sought friends to teach her about 
expanded states of consciousness, read transpersonal 
literature, and went to psychics who guided her develop- - 
ment. She had no other impetus except her own deep 
desire to learn more. Her support community consisted 
of one friend who helped her maintain a positive attitude, 
showed her a map of the journey, and helped her explore 
new ways of being. 

MacLaine’s story (1984, 1987) is one well-publicized model 
of a path which has been independent of the more tradi- 
tional ways of inviting new ways of being. In the past, 
people seeking transpersonal levels of development 
would surrender themselves to monastic life, and divest 
themselves of their former identities. In monastic life 
they would do spiritual exercises designed to guide them 
toward spiritual experiences and transpersonal develop- 
ment. This system was hierarchical. A teacher or abbot 
had authority over the monastic’s life. 

154 



Ongoing Support 

Other ways of inviting new ways of being include group 
seminars such as the Forum and Avatar. Both courses, 
offered internationally, are designed to enable people to 
realize deeper parts of their nature in a more social 
context. The Forum has innovated many types of pro- 
grams to help people push through limitations around 
self-concept and develop new ways to be in the world. 
Avatar is a speedily effective course which brings partici- 
pants into the experience of operating free of any belief 
system, at one with transpersonal levels of conscious- 
ness. Avatar provides a safe gradient approach to spiri- 
tual emergence, appropriate for people of any age and 
any background. During the course participants explore 
their own belief system and are given tools to modify 
aspects of life which they wish to change. Participants 
who want to maintain the levels of consciousness they 
reach in these group intensives need to continue to work 
with the tools they acquire on the courses. 

Therapy which is transpersonally oriented is designed to 
help people develop and experience new possibilities for 
themselves in all aspects of their lives. It is oriented 
towards increased well-being. It invites clients to adven- 
ture, to explore new ways of being in the world which 

would increase satisfaction. 

Community Resources 

The community resources available to youasa Helper are 

an important part of your professional care of clients in 

spiritual emergency. In Appendix ‘A’ of this manual are 
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a questionnaire and discussion guide of community re- 

sources. Reading and responding to this will help you 

and your group identify community resources for refer- 

ral. 

Summary 

Supporting people in spiritual emergency is a humanistic 
art based on compassion and kindness mixed with the 
technologies of clinical psychology and theology. As we 
become more aware of the needs of people entering into 
this critical phase, we will be better prepared to care for 
them. At this point, we have identified basic elements 

most necessary to address: a safe environment, ground- 
ing, restructuring inhibiting response patterns, and sup- 
porting spiritual emergence. Next is a discussion on the 
role of the Helper. 
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The Role of 
The Helper 

This chapter is designed to assist you to identify your 
competencies as a Helper. A list of competencies is given, 
followed by a description of the qualities listed. At the 
end of the chapter, questions are asked to help you 
review. 

Because the list of competencies in anideal Helperis long, 
it would be highly unusual to find all qualifications in one 
person. As you read the following list, keep in mind that 
the ideal helper is likely to be a team of people, not just 
one person. 
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Competencies of a Helper 

1. Anopen heart and deep compassion. 

2. Experience of opening to the Divine. 

3. Clinical experience with people having 

symptoms of psychosis. 

4. Substantial experience with one’s own un- 

conscious, including the transpersonal lev- 

els. 
5. Groundedness. 
6. Stability within oneself. 
7. Knowledge and skill in working with body- 

mind aspects of spiritual emergency. 
8. Commitment to excellence in one’s work. 
9. Access to excellent supervision. 
10. Knowledge of literature on spiritual emer- 

gence. 
11. Ability to teachsomeone about spiritual emer- 

gence. 
12. Knowledge of one’s ownskills and the ability 

to recognize when to make referrals. 
13. Knowledge of caring for one’s own needs. 

An Open Heart 

An open heart, which creates the ability to be present 
with compassion, is the most important qualification for 
a Helper of someone in spiritual emergency. More than 
anything else, it is the open-heartedness of the Helper 
that is essential to create healing or balancing with the 
client. 
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The Experience of Opening io the Divine 

A person who has already had a spiritual experience can 
give reassurance to a person in spiritual crisis. People 
who have had an opening to the Divine embody a 
knowingness of the Divine. This deep personal knowl- 
edge and the ability to reassure clients about spiritual 
experience are important characteristics of a Helper. 

Clinical Experience 

Clinical experience with psychotic clients is essential for 
the Helper who carries the responsibility of making a 
correct diagnosis. This experience gives a Helper the 
skills to work with someone in a psychotic state. 

A person with this clinical experience can determine how 
much and what kind of assistance a client needs, if and 

when it’s safe to leave a client alone, and if the client is 
sufficiently grounded to get along without assistance. 

Experience With One’s Own Unconscious 

Having a familiarity with the unconscious implies that a 
Helper has “confronted his [or her] own demons and 
become conscious of the psychic and astral levels within 
himself [or herself]” (S. Grof, 1985). With this familiarity 
comesa respect for the unconscious and, relatively speak- 
ing, less fear in dealing with it. A Helper who has worked 
with the unconscious is able to provide a client in spiri- 
tual emergency with a workable strategy, a model, for 
relating to unconscious material as it arises. 
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A Helper who has a deep familiarity with his or her own 
unconscious is less likely to become destabilized by the 
eruptions that may come from the unconscious ofa client. 
In helping someone in spiritual emergency, an ability to 
work with the dark, or shadow side of transpersonal 
experiences is just as important as the ability to accept 
and work with the transpersonal or higher aspects of the 
unconscious. 

My experience as a trainer of counselors is that a lot 
of people have had religious awakenings but 
sometimes they haven't been connected with any 
aspect of the shadow side of life. The tendency with 
a therapist is to only give what one understands, and 
with therapies of the heart, the therapist is the frame 
that we have. Ifa person starts to confront their dark 
side, especially in some dramatic way, where there is 
movement happening and some sort of a reaction 
occurring, counselors tend to stop that process, 
unless they’ve been willing to go through it 
themselves. Sometimes they don’t stop it consciously, 
because they know they've been trained not to, yet 

_ you will pick up a vibration from them, like “Well, 
that’s enough, now.” You'll notice they'll start 
manipulating the body, sometimes doing bodywork 
techniques or moving in with an intervention that 
may accomplish a therapeutic goal for the person at 
the time, but it has stopped their process. 

(Small,1985) 

Another benefit of a Helper who is intimately familiar 
with the unconscious is that the Helper may have greater 
familiarity with dreams, archetypal themes, and sym- 
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bols. This knowledge may be of help to a client in 
interpreting a dream, creating a meaningful ritual, or 
sharing a vision. A Helper who is deeply aware of his or 
her own (and others’) unconscious material can contrib- 
ute in a number of meaningful ways to a client develop- 
ing a strategy for dealing with the unconscious. 

Groundedness 

A Helperneeds to recognize whether he or sheis grounded 
and, if not, how to become grounded. Without such 
knowledge, the Helper cannot be a stabilizing influence 
in a spiritual emergency, nor a dependable member of a 
team of Helpers. 

It is not necessary to be grounded all the time. To become 
close to someone in spiritual emergency, a Helper may 
need to become relatively ungrounded for a time to 
match the client. This can be reassuring for the client. 
However, the Helper in this situation must be able to recognize 

when he or she is ungrounded and be able to become grounded 
at will. The client also needs to learn how to move from 
grounded to ungroundedness and back. The Helper is a 
model and teacher for this. 

\ 
Stability Within Oneself 

Being stable within oneself means having a stable self- 
structure, a stable identity. A stable personcan withstand 

being challenged physically, emotionally, and intellectu- 
ally and not “go to pieces.” This does not imply that he or 
she is “together” all the time, invulnerable or emotionally 
unavailable. 
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One of the most important aspects of being stable is 
recognizing when you are unstable. Each us is in the 
process of growing all the time. Although Helpers need 
to have achieved a level of mature ego development 
(using Wilber’s model in Chapter One), there will be 
times when the Helper is relatively unstable as part of 
normal growth. It is essential that the Helper recognize 
these periods and receive stabilizing support. 

A stabilizing ferce in my life was weekly staff meetings at 
the Counseling Centers where I worked from 1984 - 1989. 
In addition to helping with client-related problems, these 
meetings served to provide support for each of us in our 
personal lives. We taught each other about the difficulty 
of being therapists—of having to maintain a supporter 
role for clients when we, as therapists, may be feeling at 
sea. We taught each other ways to tolerate these periods 
and provide support to one another in hard times. It 
eased the weight of the role of Helper to acknowledge 
that we were together in this process of growth. 

Knowledge and Skill in Bodywork 

A skilled bodyworker is an important member ona team 
of people helping those in spiritual emergency. The 
purpose of bodywork is not important—whether for 
grounding, catalyzing emotional catharsis, or balancing 
subtle energies. Most important is the ability of such a 
Helper to articulate the somatic aspects of psychological 
disturbance. 

Recognizing somatic manifestations of spiritual emer- 
gericy is helpful for diagnosis as well as planning for 
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treatment. Forexample,many of my clients have transper- 
sonal experiences but have trouble staying grounded. 
These people lose their sense of priorities; they have 
trouble steadily working toward a goal; they have diffi- 
culty standing up for themselves when challenged. The 
somatic manifestations of these psychological problems 
are weakankles, tight shoulders and neck, anda retracted 

pelvis. When I see this pattern in the body, I already 
know that person under stress loses a sense of boundaries 
and self definition and becomes uncertain or hypersensi- 
tive in relationship to others. I know he or she likes 
spiritual experiences and needs grounding. I also know 
that as the person gains flexibility in the neck and pelvic 
areas and strength in the ankles through process-ori- 
ented body work, he or she will become more grounded 

and more able to integrate ongoing spiritual experiences. 
This kind of information is useful to bothclients and other 
Helpers who are not as familiar with somatic therapies. 

Commitment to Excellence 

If I were in spiritual emergency, I would want to be with 
a Helper who was committed to doing an excellent job. 
When I choose a team to work with, I choose people who 
are committed to excellence. I learn from them. I can 
depend on them. I am inspired by them. Isn’t that so for 
all of us? 

Access to Excellent Supervision 

A good supervisor is an inspiring model as a Helper and 

can bea lifesaver. A good supervisor both helps us in our 
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own personal growth and watches to see if we are appro- 
priately caring for our clients. 

Novice Helpers might overlook some very important 
aspect of their client’s lives—especially in times of spiri- 
tual crisis. For instance, a novice Helper might be far 

more involved with some fantastic transpersonal experi- 
ence thana suicidal idea that may be presented by aclient. 
The Helper might find it easier to talk to the client about 
God than to ask himifhe has any thoughts of suicide. The 
supervisor's role is to see that the Helper is working with 
the suicidal ideation as well as the uplifting images of 
God, and to modify treatment to address both the symp- 
toms of depression as well as spiritual emergency. 

Knowledge of the Literature of Spiritual Emergence 

The Helper who hasa good intellectual understanding of 
spiritual emergence is a valuable advisor to a clinician 
struggling with diagnosis. Also, this Helper can be a 
reassuring advisor to clients in spiritual emergency who 
are looking for an understanding of what is happening to 
them. 

Ability to Teach About Spiritual Emergence 

The transpersonal level of experience is difficult to talk 
about because it involves phenomena that can not be 
adequately described in words. Inaddition, many people 
are highly skeptical about spiritual experiences and are 
not receptive to learning about something which might 
challenge their ideas. 

164 



The Role of The Helper 

A client who holds a traditional scientific perspective of 
reality may be petrified with fear that he or she is crazy. 
The Helper must be able to teach the client a positive 
conceptual framework for his or her experiences. 

Sometimes the family of a client in spiritual emergency is 
determined not to accept the authenticity of spiritual 
experiences. The ability to teach this family to respect the 
value of spiritual emergence may be the ingredient that 
convinces them not to hospitalize their family member 
for schizophrenia, but to explore an alterative diagnostic 
and treatment procedure. In this example, the Helper 
who can teach about spiritual emergence is of critical 
importance. 

The Helper who teaches about spiritual emergence is also 
important in interfacing with doctors, priests, and other 
support members in the community who may have an 
impact on a client’s life. 

Knowledge of One’s Own Skills and When to Make 
Referrals 

“It’s important to know what you know and it’s 

even more important toknow what you don't know.” 
(Roberts, 1973) 

A Helper needs to know his or her skills and limitations 

so that referrals to others can be made, as necessary, for 

the comprehensive care of the client. For example, a 

Helper trained in verbal therapy may want to bring a 

bodyworker in to assist with a client. A Helper who isa 
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bodyworker may need to cooperate with a medical doc- 

tor about a client’s care, and so on. 

Knowing How to Care for One’s Own Needs 

Perhaps the most important skill of the Helper is provid- 
ing for his or her own well-being. Helpers, as well as 
clients, need ongoing support for their personal growth 
and well-being. 

Helpers need to identify their own needs for rest and 
retreat, for play, physical exercise, and proper nourish- 
ment, close contact with friends and family, and activities 
in which other interests are pursued. Helpers need to also 
have cultivated their own connections with a commu- 
nity,anetwork of friends, a religious institution or teacher 

that support their spiritual unfolding. Helpers serve as 
models of well-being to their clients in spiritual emer- 
gency. The Helper’s ability to provide for his own well- 
being thus serves not only himself but his clients. 

Assess Your Competencies 

Following isa list of questions you can use to assess your 
competence in helping people in spiritual emergency. 
You may find it helpful to reflect on these by yourself, and 
subsequently in discussion with your peer group. 

1. DoIwanttobea Helper? Do I feel compassion for 
and interest in people in spiritual emergency? 

2. What kind of experiences have I had in the 
transpersonal levels? What kind of support am I 
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capable of giving to another person opening up in 
this area? 

What clinical experience have I had? Have I 
worked with people whoare clinically psychotic? 
Can I recognize people who are in spiritual emer- 
gency? 

What are my skills in doing experiential body- 
work with people? How much experience have I 
had? At what point would I refer a client to 
someone else in transpersonal bodywork or 
breathwork? 

How comfortable do I feel with my own shadow, 
with the dark elements of myself? Have I met my 
grief, my rage, my fear, my sexuality, my ecstasy, 
my power? Have I been around paranormal 
events? Have Iseen visions? Have I experienced 
kundalini? Have I experienced other forms of 
spiritual emergency? 

Do I feel grounded at this time in my life? Do I 
know how to get grounded when I feel out of 
balance? What do! do to get grounded? What can 
I teach other people to do? Can I perform well in 
highly stressful situations? Do I know when to 
say “No” and how to care for my own personal 
needs? 

Do I feel a strong sense of connection with ener- 
gies larger than my ownego that are positive and 
universal? 
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10. 

11. 

Do I have support/supervision which will back 
me up in my work as a Helper? Who are these 
people? 

What is my knowledge of psychological litera- 
ture to help me differentiate between psychologi- 
cal disturbance and spiritual emergency? What is 
my knowledge of spiritual texts? Can this knowl- 
edge be applied to other’s spiritual experiences? 

Whom am I most suited to help? 

What do I know of other people who are working 
in this area as Helpers? What do I know of their 
work? Do I feel comfortable referring clients to 
them? What self-help groups and spiritually ori- 
ented communities do I know? What doI know of 
their work? Can I refer people to them? Do I feel 
comfortable with referring people to them? 

References for Helpers 

Following is a list of books which I have found to be 
helpful in exploring the role of a Helper: 

Da Free John, The Dawn Horse Testament. San Rafael, CA..: 
Dawn Horse Press, 1985. 

Guggenbuhl-Craig, A., Power and the Helping Professions, 
Irving, Texas: Spring, 1971. 

Grof, S., Beyond the Brain, Albany, New York: State Uni- 
versity of New York, 1985. 
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Hendricks, G. and Weinhold, B., Transpersonal Approaches 
to Counseling and Psychotherapy, Denver, Colorado: 
Love, 1982. 

Kopp, S., Back to One, Palo Alto, California: Science and 

Behavior Books, 1977. 

Lucas, W., Regression Therapy: A Handbook for Profession- 
als, Vol1 & 2, Crest Park, CA: Deep Forest Press, 1993. 

Mindell, A., City Shadows: Psychological Interventions in 
Psychiatry, NY: Routledge, Chapman and Hall, Inc., 

1988 
Perry, J.W., The Far Side of Madness, New Jersey: Prentice 

Hall, 1974. 
Podvoll, E., The Seduction of Madness, NY: Harper Collins, 

1990. 
Ram Dass and Gorman, P., How Can I Help?, New York: 

Knopf, 1985. 
Schael, A.W., Beyond Therapy, Beyond Science: A New Model 

for Healing the Whole Person, San Francisco: Harper 
Collins, 1992. 

Small, J., Transformers:The Therapists of the Future, Califor- 

nia: De Vorss & Co., 1982. 

Speeth, K.R., On Psychotherapeutic Attention. The Journal of 

Transpersonal Psychology, 1982, 14(2), pp. 141-160. 

Weiss, B.,Many Lives, Many Masters, NY:Simon & Schuster, 

1988. 
Wilber, K., No Boundary, Boulder, Colorado: Shambhala, 

1981. 
Zukav, G. The Seat of the Soul, NY: Simon & Schuster, 1989. 
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Chapter Seven 

A Case Study 

The following case study is the story of my mother, age 
56,and me, age 24, as we went througha period of intense 
spiritual experiences in 1971. 

My mother, Marjorie, was living alone in a small Ver- 
mont town, working as a visiting nurse, and practicing 
Zen Buddhist meditation 6-8 hours a day. She had no 
affiliation witha churchat that time, although previously 
she had been Unitarian. She had separated from my 
father in 1964, 7 years prior, and he lived several hun- 
dreds of miles away as did all of her three children 
including me. 
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My mother had experienced periods of depression dur- 

ing her life and had occasional heart palpitations that at 

times inhibited her activities. She resisted any form of 

medication or psychotherapy although she inwardly 

feared she might have inherited her mother’s manic- 

depressive disorder. Marjorie paid attention to her diet 
and exercise and was basically in good health. 

I was not aware of any particular psycho-social stressors 
other than the normal anxieties of middle age. Although 
we were not particularly close, she was planning to visit 
me to help with the birth of my first child, expected ina 
couple of months. 

Her immediate personal support came from the local 
general practitioner and a few companions who lived 
close by, none of whom were involved in Zen Buddhism. 
The two people she regarded as spiritual teachers lived 
hundreds of miles from her home. 

Her closest friend became alarmed because Marjorie 
began to sequester herself for such long periods of time in 
meditation, and seemed to be more emotional than was 

typical for her. This woman had called my brother about 
her concern, and was trying to do what she could to bring 
Marjorie to a more normal frame of mind. 

One day Marjorie went up into the woods alone. She was 
reading a passage from Zen Mind, Beginner's Mind (Suzuki, 
1970), which related enlightenment to physical death. 
When she was found dead, she still had her finger mark- 
ing the page. She had cut her wrist and throat, and died. 

We 
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Her suicide was a great shock to our family and friends. 
It was totally unexpected. We had all assumed she was 
getting along quite well, despite some depression and 
spending a great deal of time alone. She had been taking 
trips and she was very active in her work as a visiting 
nurse. 

My husband walked into the house in the middle of the 
day and told me he had heard some bad news. I was in 
the midst of doing relaxation exercises in preparation for 
childbirth. When he told me my mother was dead, the 
shock catapulted me into an intense period of spiritual 
and psychological experiences which were confusing, 
overwhelming and enlightening simultaneously. 

Fortunately, the Zen Center community, of which I had 

been a member for several years and Suzuki Roshi him- 
self served as Helpers for me. Suzuki was deeply com- 
passionate, present, and non-judgmental. He was also 
willing to extend himself on my behalf. He flew with my 
husband and me to Vermont to lead the traditional Bud- 
dhist funeralceremony at my mother’s home. My brother 
and sister felt this was appropriate. Two of my dearest 
friends in the Zen community joined us. Their support 
helped me come to terms with the profound issues sur- 
rounding my mother’s suicide. 

The love and compassion I experienced buffered me from 
the abysmal loneliness and fear typically felt by people in 
spiritual emergency. The philosophical understanding | 
received from Buddhist writings, my spiritual teacher, 
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Suzuki Roshi, and ritual gave me a structure to help 
comprehend my mother’s death, and my own transper- 
sonal experiences. 

The transpersonal experiences began when my husband, 
who knew none of the details of her death, told me my 
mother had died. I sobbed in grief for a few minutes. 
Then, a tremendous peace came over me. Starting at my 
toes, I felt liquid light fill my body, up through the top of 
my head accorapanied by a sense of ecstatic release. I felt 
sure, at the time, that I was experiencing what my mother 
had gone through. Ina flash, I realized that she was fine 
and that her passing had been a happy occasion for her. 
I realized those of us who were left would go througha 
period of darkness, of doubt, missing her,and wondering 

if we wereat fault inany way. But, [knew inthatmoment, 
in every cell of my body, that there was no need to blame 
anyone, and that she was happy. Then, my consciousness 
returned to grieving and feeling her loss, but I retained 
the inner knowingness of her happiness. I felt I had in 
some way experienced her death with her. 

The experience of feeling her presence did not continue 
with the same intensity; however, I still felt unusually 
close to what was happening with her. I felt a quality of 
bliss and release I had never before experienced in my 
life. Isensed she had become one withall things, and , at 
the same time, although bodily gone, was still present as 
herself. 

My subjective experience of her death was confirmed by 
her friend who found her who told me that mother hada 
smile lighting her face when she died. 
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After the funeral, when my family and friends sat with 
Suzuki Roshi in conversation, someone asked, “Where 
did Marjorie go when she died?” He said, ” She did not go 
anywhere. She isa part of the grass, the trees, the sky, the 
brook. She is here with us and, she is everywhere.” 

After the funeral I became preoccupied with my own 
questions. How did] know that she was happy? How did 
I retain the sense of where she was? How could I know 
these things so certainly? Was I deluding myself out of 
the stress of the experience? My inner preoccupation 
continued for weeks. I wondered if I was a bit crazy. 
Finally, when I had gone 10 days past my delivery date, 
I began to worry that something was wrong. Iwent tomy 
garden to pray and made an internal commitment to stop 
questioning myself about my mother for now and until 
two months after the birth. Within an hour, the contrac- 
tions started and eight hours later my son was born. Two 
months later, I saw a spiritual teacher who validated my 
experience of knowing what was happening with my 
mother. She told me that I was having aseries of transper- 
sonal level experiences (although she didn’t use those 
terms). She confirmed that I wasn’t crazy. She encour- 
aged me to continue to be receptive to these experiences. 

There were many sources of support during that period 
when I thought I was going crazy...rituals, friends, fam- 
ily, and the beauty of the Vermont countryside. Suzuki 
Roshi performed a succession of rituals around the death 
which lasted several days and included prayers to guide 
my mother’s soul into hernext life. My friends and family 
shared these rituals. One included a procession to the 
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funeralat the top of the hill, toa place we had gathered for 
picnics. I sounded a bell every few steps. My husband 
carried the ashes in a ceramic pot ] had made. 

It was a very touching ceremony that we created. At one 
point during the funeral, I dissolved in tears. Sadness, 
anger, confusion, and doubts had overwhelmed me. I 

wondered what was real, I felt confused about my be- 
coming a mother when my mother had just died. Even 
though I had the deep knowingness in the background 
that she had transmitted her bliss to me, I wondered, like 

achild, where she was. I let myself feel all the instinctual 

feelings that are part of deep grief. My friends and family 
did not intrude, or withdraw. They allowed me my 
grieving, for which I am deeply grateful. 

The beauty of the Vermont countryside also helped me. 
It seemed to absorb my pain and reaffirm my faith that 
life would be abundant and peace would return. 

All these resources—my Zen community, Suzuki Roshi, 
the rituals, my friends and family, and Vermont’s natural 
beauty, prevented my period of grief from becoming an 
unbearable crisis. Additionally, I had developed an 
ability to deal with deep emotional and spiritual experi- 
ences through my own spiritual practice and Reichian 
therapy. 

My experience might not have been so positive had I not 
understood intellectually what was going on, had I no 
philosophical background to guide my understanding, 
had Ino person who was compassionate or understood 
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what was happening to me, had I felt alone or felt afraid 
of the overpowering spiritual, emotional, and physical 
experiences, or had I felt unsupported in expressing 
myself emotionally or creatively. 

My mother had not benefited from support as I had. My 
belief is that she took her life in a misunderstanding that 
physical death would bring her the enlightenment expe- 
rience for which she yearned. If a spiritual teacher or a 
competent Helper had been close by, she most likely 
would not have fallen into this delusion. She may have 
been, instead, guided into some inner work that would 
have been life-affirming, empowering her spiritual emer- 
gence in life. 

Although bothmy mother and [had spiritual experiences 
that resulted in spiritual emergency, only I received the 
excellent support required to integrate the experience in 
a life-affirming way. This story is a dramatic illustration 
of the value of Helpers. 
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Nirvana, the Waterfall 

Our life and death are the same thing. When we 
realize this fact, we have no fear of death anymore, 
nor actual difficulty in our life....When the water 
returns to its original oneness with the river, it no 
longer has any individual feeling to it; it resumes 
its own nature, and finds composure. How very 
glad the water must be to come back to the original 
river! 

... That is why we say, “To attain Nirvana is to pass 
away.” “To pass away” is not a very adequate 
expression. Perhaps “to pass on,” or “to goon,” or 
“to join” would be better. Will you try to find some 
better expression for death? 

(Suzuki, 1970) 
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Chapter Eight 

Global Trends 
Catalyzing Spiritual Emergence 

This chapter describes major social and scientific changes 
that are impelling people all over the world to reflect 
deeply on the nature of their lives and to actively partici- 
pate in the evolution of life on earth. In essence, we are 
being forced to grow to higher levels of consciousness, to 
become more mature in order to handle the responsibili- 
ties demanded by the times. Increased tempo of change 
and increased self-awareness are two catalysts for spiri- 
tual emergence on a global scale. 
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Increased Tempo of Change 

Never before has a product of evolution participated 
so actively in accelerating the evolutionary process. 
Hereare just afew examples...within the last decades 
biologists have learned how to modify the genes ina 
cell, opening the door to the creation of completely 
new species. Now new life-forms can be designed 
consciously and created rapidly...with the advent of 
particle accelerators, scientists...are now able to 
change some elements into others, or even create 
completely new elements, by bombarding the nucleus 
with atomic particles and thereby changing its 
structure...we have created a fundamentally new 
way of directly harnessing the sun’s energy: the 
solar cell. This invention represents an evolutionary 
development as significant as that of photosynthesis 
3.5 billion years ago. 

(Russell, 1983) 

Jumps by so many orders of magnitude, in so many 
areas, with the unprecedented coincidence of several 
jumps at the same time, and these unique 
disturbances of the planet, surely indicate that we 
are not passing through a smooth cyclical or 
acceleration process similar to those in the historical 
past. Anyone who is willing to admit that there have 
been sudden jumps in evolution or human history, 
such as the invention ofagriculture or the Industrial 
Revolution, must conclude from this evidence that 
we are passing through another such jump far more 
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concentrated and more intense than these, and of far 
greater evolutionary importance. 

(John Platt, “The Futurist” 
as cited in Russell, 1983) 

Two of the most important innovations in science and 
technology are improved communications and increased 
mobility, both of which have accelerated the growth of 
knowledge around the world. In this century we have 
moved from cars travelling 15 miles per hour to super- 
sonic rockets travelling at 25,000 miles per hour. We have 
progressed from radio broadcasting to television satellite 
linkups—increasing significantly the quantity, quality, 
and availability of information. 

Sharing knowledge among nations has greatly increased, 
with dramatic consequences. This has led to better health 
care, increased production, higher standards of living, 
and more efficient land-use factors enabling the popula- 
tion to grow faster. In fact, the human population is now 
growing at a superexponential rate; in the 1960’s, it was 
already doubling every 35 years (Russell, 1983). Increas- 
ingly more people share a high standard of living with 
time to reflect on themselves and to network with people 
all over the world. 

International communications have allowed for a cross- 
fertilization of ideas, attitudes, and values affecting the 
quality of our inner lives just as international monetary 
trade and technology exchange have affected the quality 
of our outer lives. Many of us have learned that most 
people, even those chronically adversarial, are as inter- 
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ested in international peace as the American people. 

Many of us have learned about the variety of religious 

practices, medical practices, and cultural patterns in the 

world. Many of us have come to realize that we have far 

more in common with others than we have differences. 

Above all, the longing for peace and well-being in the 

world in the face of terrorism and nuclear meltdowns has 

created a deep bond amongst many people, a bond felt all 
the more strongly as more people comprehend that hu- 
man beings now have the power to destroy all life on this 
planet in a matter of minutes by the explosion of nuclear 
warheads. 

Not only is there accelerated growth in communication, 
travel, and population but some of our most stable social 

institutions are breaking down. As Harman (1985) pointed 
out, Americans have put more and more energy into 
stabilizing our economic and defense systems, and have, 
ironically, produced unwieldy deficits, and incalculable 
risks to our security because of nuclear warheads which 
must be managed faultlessly or else lead to global de- 
struction. The institutions of finance and defense in the 
United States are no longer a witness, guard, or even 
symbol of our stability as a nation. The social order of 
Caucasian male domination is being dismantled by the 
civil rights and women’s movements. This is a state, as 
Tofler put it, of “future shock.” 

One of the most dynamic changes in our perception of 
reality has been suggested by physicists - - especially 
those who study particle physics. Just as Ptolemy initi- 

182 



Global Trends 
Catalyzing Spiritual Emergence 

== ee ee 

ated the Copernican revolution by suggesting that the 
earth rotated around the sun, so today some physicists 
have initiated a crisis by proving that the observer has a 
dynamic relationship to the observed, that is the observer 
modifies the thing observed by his or her expectations 
and attitudes. Thus, it is now possible to say with some 
proof that what we study is inseparable from who weare. 
Some physicists have thus demonstrated in physical 
terms the content of a transpersonal experience - - the 
inseparableness of all things, the unity of all things, that 
life is determined by consciousness itself, which cannot 
be seen, observed objectively, or quantified. These 
thoughts go beyond all usual collective attitudes about 
the nature of the world. 

This new understanding of the nature of reality, the 
acceleration of information and technological change, 
and the simultaneous breakdown of our most powerful 
social institutions is bringing on a crisis of momentous 
proportions- - especially in the population of high tech- 
nology cultures (Harman,1985). And, because our world 
has grown into a hierarchical structure with the rich and 
powerful commanding the most resources and making 
decisions which determine the quality of life of the not- 
so-rich, the most well-educated people are the first to 
experience this crisis. What we do will have a major 
impact on the rest of the world. So, what do we do? 

Those people who hang on to the old perspective, that 
reality is only that which can be seen and measured, and 
those people who hang onto the old social institutions for 
stability may find it increasingly difficult to understand 
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their world. Those people who choose to become con- 

scious of and accepting of a new reality are the ones 
emerging into a “global consciousness” (Harman, 1985). 
Global consciousness is integral to spiritual emergence in 
that it is premised on the unitary nature of all things. 
People caught in the middle of the new and the old 
realities may find themselves in spiritualemergency, and 
feel incapable of integrating the new perspective. Their 
old realities are shattering and they are attempting to 
make way for the new reality which demands more self 
awareness and a deepening sense of one’s true nature. 

Television, radio and newspapers constantly bombard 
us with pictures and stories of events and people around 
the world and force a global consciousness on anyone 
who listens. People who are aware of the news have 
become aware of the starvation of whole nations in 
Africa, the earthquakes of Mexico, the carnage of political 
civil wars in South America, ethnic cleansing in Yugosla- 
via and so on. This awareness of the chaotic state of our 
world creates a catalyst toward spiritual emergence as 
educated and sensitive people feel the need to respond on 
anever more highly conscious level to the world situation 
(Cappadonna, 1985; Lindberg, 1955). 

This impulse toward global consciousness is beautifully 
expressed in a song recorded by a group of celebrities in 
1985: 

We are the world, 

We are the children. 
We are the ones who make a brighter day 
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So let's start giving. 
There’s a choice we're making - - 
We're saving our own lives. 
It’s true we'll make a better day 
Just you and me. 

(United Support of Artists for Africa, 1985) 

Greater communication and mobility has also brought a 
new levelofawareness supplementing the Western Chris- 
tian-Judeo perspective. 

Cross-Fertilization of Religious Practices 

In the west we have generally accepted the 
concretization of the world. We see it as really 
something solid and permanent. This has been built 
on since the development of sciences and 
Cartesianism. The contradiction of the inner 
realization of the dreamlike quality of reality to the 
outer world’s belief system is an enormous conflict 
to live with. Without a supportive philosophy and 
supportive friends, persons undergoing the 
awakening in the West might well assume they are 
going crazy as they have nothing to support their 
experience as real and positive. This realization is 
not as difficult for a traditional Buddhist to accept 

because he has recognized this as truth from the time 
he first heard the Buddhist teachings. 

(Sogyal, 1985) 

As Buddhist and other Eastern practices become more 

available in the West, some Westerners have found them 
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supportive in transforming their experience of reality to 
include “global consciousness” and transpersonal states 
of consciousness. 

Sogyal Rinpoche is one of the Eastern religious leaders 
who has helped introduce Eastern religious ideas in the 
West. Sogyal is an incarnate Lama, a scholar, the author 
of The Tibetan Book of Living and Dying (1992), and a 
meditation master. He was born in Tibet, the son of one 

of the greatest Buddhist masters of this century. Sogyal 
left Tibet when it was invaded by China in the 1950’s. He 
studied at Cambridge University and has now lived and 
taught Buddhism since the 1970's in the West. The 
Tibetans’ evacuation from their country and subsequent 
absorption into other areas of the world has made Tibetan 
Buddhism accessible to many cultures. 

Other non-western religions have also moved into the 
stream of Western culture in the last century asa result of 
political shifts and increased mobility between cultures. 
Many Eastern mystics and religious leaders had been 
introduced in the West before the latter half of the 1900's 
(for example, Yogananda, Alice Bailey, Krishnamurti, 
and Graf von Durkheim). It wasn’t until the baby- 
boomers born after World War II became teens in the 
1960’s, however, that Eastern religions and religious 
practices (Transcendental Meditation and Zen especially) 
were popularized. Today, evidence that the realities 
proposed by Eastern religions are becoming integrated 
with Western perspectives can be seen in Western litera- 
ture (Zen and the Art of Motorcycle Maintenance, Pirsig, 
1974), movies (The Karate Kid, land II), spiritual teachers 
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like Brother David Steindl-Rast who incorporate Eastern 
meditation techniques into devotional Catholic monastic 
life, and the popularity of the practice of martial arts, 
Hatha Yoga, and T’ai Chi for relaxation, exercise and 
spiritual development. 

As religions change to accomodate new points of view 
about vitalizing the life of the spirit, dynamic change 
occurs in religious communities. The Pope, once per- 
ceived as the ultimate authority on earth, is challenged to 
change his stand on birth control in light of the fact that 
the earth can not sustain overpopulation. Nuns and 
monks are choosing to integrate into society in a new 
way, as they do away with traditional robes and habits or 
leave the religious communities and the celibate life in 
favor of becoming householders, husbands and wives. 
These individuals are forced to confront the breaking of 
the marriage vow each made to Christ and the conse- 
quent catapult into profound crises of self re-evaluation 
for which there is little support in their communities. 

One of the most provocative changes in religion has been 
the advent of mind technologies purporting to bring 
about the enlightenment experience, heretofore thought 
of as religious. Some of these technologies are seminars 
which combine interactive exercises developed in West- 
ern Psychology with meditation practices from ancient 
spiritual practices. For example, the Avatar Course, an 8- 
day intensive program which blends Eastern and West- 
ern techniques for explorationand enlightenment, isnow 
translated into 9 languages and is being taught in 36 
countries. Without a guru or priesthood or any religious 
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rites or symbols, the Avatar course brings a person into 

the living experience of enlightenment, of unity con- 

sciousness. Their main office is located in Florida (407) 

788-3090. 

Clinical laboratories are also experimenting with direct 
stimulation to brain centers to bring on the enlighten- 
ment experience independent of any experiential learn- 
ing, psychological development, spiritual practice, or 
moral training. Omni magazine’s article in October, 
1993, titled “Finding God in the Three Pound Universe: 
The Neuroscience of Transcendence” by David Porush, 
synthesizes the current brain research on the synthetic 
stimulation of unity consciousness. Michael Persinger, 
head of the neuroscience lab at Laurentian University of 
Sudbury in Ontario, has replicated paranormal experi- 
ences, including out-of-body and near-death experiences 
and the presence of Higher Power in subjects by direct 
stimulation of the temporal lobe. Devices which stimu- 
late the audiory and visual apparatus with special sound 
and light and purport to openup resources of accelerated 
learning and deep peace are also available now through 
mass marketing. 

Cross-Fertilization of Medical Practices 

Like religious practices, Eastern medical technologies 
which substantiate the new reality have also had a wide- 
spread effect on Western culture. Bill Moyers' PBS Spe- 
cial, “Healing and the Mind,” first aired on TV in Febru- 
ary, 1993, and now circulated on video, is a profound 
contribution to the integration of Eastern and Western 
medical practices. 
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Eastern medical approaches, such as Chinese acupunc- 
ture and Tibetan Ayurvedic medicine, see the body asa 
dance of elemental energies which are constantly in flux, 
constantly influencing the energetic balance of each or- 
gan system. Eastern medical perspectives diagnose im- 
balances in the body by taking into account both concrete, 
physical events as well as non-physical processes. 

Tibetan medicine looks very much into what is 
called prana, the wind, the inner wind...when the 
wind goes through different channels it creates 
different experiences. When the wind goes into the 
heart area then it begins to create some kind of very 
(spiritually powerful opening) experiences... 

(Sogyal, 1985) 

“Prana” is a spiritual force which comes from what 
Westerners might call heaven. It is an energy which, 
combined with the heart, can uplift and purify the emo- 
tional nature of any person. Thus, it is a force which can 
create profound experience. 

In diagnosing and treating people who are involved in 
spiritual emergency it is particularly important to look at 
the way subtle energies are moving in their bodies 
(Raheem, 1985). Movement toward greater awareness in 

the mind creates a shift in the energies of the body. 
Balancing of energy must be done by someone who 
understands both the physical body processes as well as 
subtle energies. These techniques are not taught in the 
medical schools of the West but come through the tradi- 
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tions associated with Chinese medicine, including Chi- 

nese herbal medicine, Ayurvedic medicine, and some of 

the practices coming from the ancient Yogic traditions of 

India. 

These ancient systems of looking at the body, diagnosing 

illness, and treating imbalance have an inherent belief 

that human beingsare expressions of the elemental forces 
which are part of all nature. These systems teach the 
value of attuning to subtle energies in the body so as to 
feel more palpably akin to life and more able to sense our 
connection with the highest energy, the Divine. 

Heidegger, the German philosopher, stated this concept 
of what it is to be a human being in the following way: “A 
person is neither a thing nor a process, but an opening or 
a clearing through which the Absolute can manifest.” 

This point of view, prevalent in the medical practices of 
the East, has had a profound effect on many Western 
health practitioners. The number of people turning to the 
holistic health movement in the West is also a sign of the 
success and acceptance of the Eastern approaches to 
health maintenance. 

The addictions field has also turned to Eastern religious 
philosophy to take a new look at helping people over- 
come alcohol abuse. Buddhism’s Four Noble Truths state 
that suffering is caused through desires (addictions) and 
there is a way to end suffering. The Buddhist way is to 
meditate and transcend all desires. This has influenced 
thought in the addictions field so that addiction is con- 
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ceptualized as a potential stepping stone to a more con- 
scious path of spiritual emergence and “bottoming out,” 
the nadir of alcohol abuse, is perceived as a spiritual 
emergency, a desperate and ill-informed attempt to find 
spiritual ecstasy. From this viewpoint, alcohol abuse is 
lifted up out of the realms of disease and moral weakness, 
into the more respectable arena of a very human and 
spiritual problem. 

Increased Self-Awareness 

Through the Use of Drugs 

Drug use has been a dual-edged sword for our society; at 
the same time as it has been the catalyst for destruction for 
some, for others it has opened a world of new perspective 
and increased meaning. . 

Drug use has been epidemic in the West since the late 
1960's. This is aby-product of our increased international 

trade, mobility and more sophisticated technology. Drugs 

come to us from all over the world, including our own 

well-equipped laboratories. 

The fact that the irresponsible use of drugs has thrown 

users into lives of ill health and self-destruction is well 

known; less recognized are the potentially positive as- 

pects of the so-called “recreational drugs” which can 

catalyze self-healing and spiritual experience, as dis- 

cussed previously. 
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Ideally, we could decide to create a time when: 

abuse (of drugs) apparently was fairly rare, perhaps 

because careful cultural, religious, and social 

proscriptions determined a uniform manner tn which 

these substances were used and the experiences one 

was expected to have as a result of their use. 
(A. Weil, 1972) 

The opportunity to explore the potential benefits of these 
drugs that have often been misused by an uneducated 
and unprepared public will be affected by research mon- 
ies and political opinion. 

Fanaticism 

In the midst of the progress that comes with increased 
communication around the world, there are fanatic groups 
who are rigidly attached to the old order of religion, 
national authority, family and ancestral rights. They will 
fight for the authority to say: “my god is best,” “my 
religion is best,” “my country is best,” “your ancestors 
hurt. my ancestors and you owe me something for it 
now,” and “you have no right to see things differently 
from me.” These people can take advantage of the ease of 
commerce to terrorize others whoare looking to establish 
anew order based on equality, cooperation and peace. 

Wes 

As I write this Tibet is still being terrorized by China. 
Ireland is still a nation at war with itself over religious 
differences. Yugoslavia is crumbling under the weight of 
religious and ethnic war. In our own country, pro-lifers 
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wage war on pro-choice advocates regarding abortion 
rights, people who smoke marijuana are being impris- 
oned by people who drink alcohol because alcohol is 
legal but recreational drugs have no redeeming value in 
the eyes of the law. Onevery continent war is still fought 
in a murderous attempt to determine who is right and 
who is wrong. 

Collective rigidity, in the form of fanaticism and terror- 
ism, undermines the ability of a collective to open to 
cooperation and trust between separate groups just as 
rigidity undermines an individual’s capacity to easily 
integrate spiritual experiences. Just as we look at unity 
consciousness as the highest state of evolution of an 
individual, we might consider maintaining world peace 
as the highest state of evolution for the nations of the 
world. 

The possibility of nations cooperating to serve world 
peace becomes more and more a reality each day. Evi- 
dence of this is the destruction of the Berlin Wall, the 

enduring attempts to negotiate peace in the mid-East, 
efforts to ban nuclear arms and the USA coming to the 
assistance of the new states which were the USSR. There 
is a message gaining strength in the collective conscious- 
ness: “Unity and an appreciation of differences is more 
important than cold war and separation.” As a global 
collective we are straining to pass into a higher state of 
evolution, even as some parts must hold us back to take 
care of old wounds. 
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Summary 

Alternative medical systems are challenging the author- 

ity of our traditional medical institutions and the new 

physics is challenging the authority of traditional scien- 

tific views. Global consciousness is challenging national- 

ism. Altered states of consciousness brought on through 
drugs and/or meditation are giving practitioners new 
perceptions of who they are. The political authority of the 
world leaders is challenged by violent assassinations and 
political scandal. This is the evidence visible to people 
aware of the world situation that we are involved in The 
Dark Night of the Ego, a deep identity crisis brought on 
by our varied attempts to cope with tumultuous change. 

This time of upheaval has intensified self-inquiry by 
many individuals and nations. It has made many people 
push against the limits of their own developmental level. 
Under the stress of meeting a constantly accelerating 
change in reality, some of these people (and countries) 
will break into pieces in their own kind of spiritual 
emergency and others will move more flexibly into accel- 
erated developmental processes. 

Individuals and nations grow; there is a collective global 
growth process, too. All people on this globe may be in 
the process of expanding to a level of self-structure be- 
yond the ordinary bounds of ego, or national identity. 
This level may have more to do with self-actualized spirit 
than the ordinary kinds of self-centered organizations 
that have heretofore made up our identity structures. 
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The end point could possibly parallel an individual's 
transpersonal level of consciousness ona larger scale—a 
global community which has found a way to live in 
harmony, sharing material well-being, radiating peace, 
creativity and joy. 
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Appendix A 

Identifying Community 
Resources for Helping People 
in Spiritual Emergency 

I suggest first answering the following questions by 
yourself and then discussing them with other people to 
get ideas about additional community resources you 
may not have recognized. Youmight make notes for your 
own referral system for future use. 
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I. 

You become aware of a man, Joe, who is very upset and 
is not functioning inhisjob. He is having visions. He says 
they are visions of God. He is also afraid he might be 
going crazy because no one seems to be able to under- 
stand him. Joe has no religious context to understand the 
visions either. He isspending time by himself, and seems 
to be feeling more and more alienated by people. Joe is 

Joe 

also suffering from migraine headaches. 

What are your community’s resources for helping this 
person? Consider the following questions: 

1. Is there a doctor, psychologist, or 
paraprofessional who could identify whether 
Joe is in spiritual emergency and/or whether 
he needs psychiatric care? 

Is there a health-care worker whocanevaluate 
the appropriateness of using drugs to help 
Joe? 

Is there a retreat where Joe could go to get 
intensive care and support if he is unable to 
care for himself? Where is this? 

Is there a person in the community who can 
help Joe deal with the energy in the migraine 
headache, to diagnose its physical cause and / 
or free the energy blockage? Are there persons 
in the community skilled in transpersonal 
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bodyworkand/orbreathwork? Whoare they? 
Where are they located? 

5. Is Joe a member of a religious group? Does 
this group have the resources to give him 
guidance? If there is no one inthe community 
of ministers who can help, are there other 
persons who might be able to give guidance 
as needed? Who are they? Where are they 
located? Are they available? 

6. What resources are there outside the 

community to help in any of the above? 

II. Ginny 

You become aware of a woman, Ginny, who is reaching 
out to make friends, and wants to talk about her experi- 
ence living in an ashram for 4 years. She feels her life has 
been enriched by the experience, but she now needs to be 
more in contact with other kinds of people. She is 
experiencing dreams and paranormal phenomena which 
lead her to feel as if she has made a mistake in leaving the 
ashram. Ginny’s old friends at the ashram are pressuring 
her to return; they threaten that if she doesn’t return she 

willlose her only chance at becoming enlightened. Ginny 
often feels depressed, scared and lonely. 

1. What are your community’s resources for 
helping Ginny? Consider her religious 
background, her current social situation, and 

her moods. Refer to the numbered questions 
in case #1 for help in reflecting. 
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Ill. Jim 

A mother calls you to talk about her 13-year-old son, Jim, 
who has "turned into a different person since being 
turned on to drugs." When he was younger he used to 
play alone with his "imaginary friends" but he "got over" 
that. He became more outgoing and played with other 
kids. Now, she is worried that Jim won’t develop the 
discipline to get along in life. He’s lost interest in school. 
She doesn’t know how to talk to him. She doesn’t know 
anything about what drugs he is taking. Jim is withdraw- 
ing more and more from the family. He likes to sit quietly 
by himself and paint. 

1. Who in the community is most prepared to 
help Jim and Jim’s family? Why? 

2. Is this just a drug problem? Are there other 
issues related to Jim’s personal development? 
Who is in the best position to answer this 
question? 

3.. What would be the best way to help Jim in his 
personal development at this stage in his life? 

IV. Lyn 

Lyn, a woman of 42, calls you. She has been reading 
Dancing in the Light by Shirley MacLaine. She wants to 
know community resources for learning about her past 
lives. Her marriage is breaking up. Lyn has just had a 
hysterectomy and has been hospitalized with a pelvic 
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infection which caused high fevers for several weeks. She 
said she had some “bizarre experiences” while she was 
sick. She felt she was “leaving her body.” She wants to 
understand what is happening to her. She feels lonely 
and afraid. She feels she can’t talk to her doctor or her 
minister about any of this. Her husband callsher “crazy.” 
Lyn has a passion to find out more about these inexpli- 
cable phenomena. “I just have to understand what’s 
happening to me!” 

1. Whoinyour community could help Lyn with 
her interest in past lives? Is the approach 
useful for Lynn? What kind of help does she 
need? 

2. Who in the community could help her 
understand what happened to her when she 
was sick? 

3. Does this woman need continued support? If 
so, what kind, or kinds. 

Your Community’s Resources 

After reflecting on the above situations, list the answers 

to the following questions regarding your community 

resources. 

1. Who would be skilled at diagnosis which 

differentiates between spiritual emergency 

and psychopathology? What are their 

specialties? 
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2. Who offers retreat settings or therapeutic 
communities to support people who need 
intensive care or adequate supervision for 
their religious practices? 

3. Who ismost knowledgeable about psychiatric 
drugs and mind-altering drugs? What are 
their opinions about psychiatric drugs, 
recreational drugs, or the therapeutic use of 

drugs? 

4. Isthereabodyworker in our community who 
canhelp aperson work withenergy blockages? 
If not, where can you locate one? 

5. Who would you trust to help you if you were 
in a spiritual emergency? Why? 
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Evaluating Your Knowledge 
of Spiritual Problems 

Following isa list of questions to help you reflect on what 
you have read in the manual. 

1. What is a spiritual problem? 

2. What is spiritual emergence and spiritual 
emergency? 

3. Identify the signs of spiritual emergence. 

4. Identify the symptoms of psychosis. 
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10. 

11. 

12. 

13. 

14. 

How do you distinguish between psychosis 
and spiritual emergence /emergency. 

Identify six forms of spiritual emergency. 

Briefly define the transpersonal levels of 
human development. Why is it called 
transpersonal? 

Do people grow from one developmental level 
to the next in an orderly progression? 

Why does progress to transpersonal levels 
include deeply regressed states ? 

Identify six personal circumstances that can 
catalyze spiritual emergence. 

Identify seven social circumstances that may 
be catalyzing people towards spiritual 
emergence on a global scale. 

Identify five elements of giving ongoing 
support to a person in spiritual emergency. 

Identify three themes vital to helping someone 
in spiritual emergence. 

How many people in the USA have had deep 
experiences of a transpersonal nature? Why 
do many people hesitate to talk about their 
transpersonal experiences? 
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15. If you were to be a Helper with people in 
spiritual emergence, how do you imagine 
yourself working? 

After completing these questions, you may want to re- 
view parts of the manual for further clarification or to 
note some of your own reflections on spiritual problems 
and spiritual emergence /emergency. 
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Articles of Interest 

Forms of Spiritual Emergency 
Dr. Stanislav Grof and Christina Grof. 

This seminal article was first published in 1985 in 
the Spiritual Emergence Network Newsletter. 

All forms of transpersonal crisis can be seen as dynamic 
exteriorizations of deep unconscious and superconscious 
realms of the human psyche, which represents one indi- 
visible, multidimensional continuum without any clear 
boundaries. It is, therefore, obvious that sharp demarca- 
tion of various types of spiritual emergency is in practice 
not possible. 
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However, we feel on the basis of our work with individ- 

uals in spiritual crisis and the study of relevant literature 

that it is possible and useful to distinguish several major 
experiential patterns which are particularly frequent. 
Although they often overlap, each of them has certain 
characteristic features of its own that differentiate it from 
others. 

I. Awakening of the Serpent Power (Kundalini) 

Although the concept of Kundalini found its most articu- 
late expression in the Indian Tantric tests of Hinduism, 
Buddhism, Jainism, and in the Tibetan Vajrayana, impor- 
tant parallels canbe found in Christian Mysticism, Sufism, 
Taoist Yoga, Korean Zen, in the Freemasonic tradition, 
among the North American tribes, and the Kung Bush- 
men of the African Kalihari Desert to name just a few. In 
a sense, the awakening of Kundalini can be seen as a 
central mechanism underlying many types of transper- 
sonal crisis. 

The ascent of Kundalini as described in the Indian litera- 
ture can be accompanied by dramatic physical and psy- 
chological manifestations called Kriyas. The most strik- 
ing among these are powerful sensations of heat and 
energy streaming up the spine, associated with tremors, 
spasms, violent shaking, and complex twisting move- 
ments. 

Quite common is involuntary laughing or crying, chant- 
ing of mantras or songs, talking in tongues, emitting of 
vocal noises and animal sounds, and assuming spontane- 
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ous yogic gestures (mudras) and postures (asanas). As 

the Kundalini is freeing physical blockages, the indi- 
vidual can experience intense pain in various parts of the 
body. 

The process of Kundalini awakening can simulate many 
psychiatric disorders, particularly schizophrenia or other 
types of psychosis. The presence of characteristic energy 
phenomena, intense sensations of heat, unusual breath- 
ing patterns, pains in characteristic blocking sites for 
which there is no organic basis, visions of light, and the 
typical trajectory of the process are among the signs that 
distinguish the Kundalini syndrome from psychosis. 

The individuals involved are also typically much more 
objective about their condition, communicate and coop- 
erate well, show interest insharing their experiences with 
open-minded people, and seldom act out. Although 
hearing of various sounds is quite common, intruding 
persecutory voices do not belong to the phenomenology 
of Kundalini awakening. 

II. Shamanic Journey 

Transpersonal crises of this type bear a deep resemblance 

to what the anthropologists have described as the “sha- 

manic” or “initiatory illness.” It isa dramatic episode of 

a non-ordinary state of consciousness that marks the 

beginning of the career of many shamans. The core 

experience of the shamanic journey is a profound en- 

counter with death and subsequent rebirth. Initiatory 

dreams and visions portray a descent into the under- 

world and exposure to unimaginable tortures. 
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In the experiences of individuals whose transpersonal 
crises have strong shamanic features, there is an empha- 
sis on physical suffering and encounter with death fol- 
lowed by rebirth and elements of ascent or magical flight. 
They typically sense special connection with the ele- 
ments of nature and experience communication with 
animals or animal spirits. It is also not unusual to feel an 
upsurge of special powers and impulses to heal. 

Shamanism is practically universal; its varieties can be 
found in Siberia and other parts of Asia, in North and 
South America, Australia, Oceania, Africa, and Europe. 

The individuals whose spiritual crises follow this pattern 
are thus involved in an ancient process that touches the 
deepest foundations of the psyche. 

III. Psychological Renewal Through Activation of 
the Central Archetype. 

This type of transpersonal crisis has bee explored and 
described by the California psychiatrist and Jungian ana- 
lyst John Weir Perry. In his clinical work with young 
psychotic patients, twelve of whom he saw in systematic 
intensive psychotherapy over long periods of time, he 
recognized to his surprise that the psychotic process was 
far from being an absurd and erratic product of patho- 
logical processes in the brain. 

If sensitive support was provided, the nature of the 
psychopathological development was drastically trans- 
formed and what resulted was emotional healing, psy- 
chopathological development was drastically trans- 
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formed and what resulted was emotional healing, psy- 
chological renewal and deep transformation of the pa- 
tients’ personalities. Moreover, John Perry discovered in 
this work that the majority of his patients manifested 
certain standard experiential patterns and characteristic 
stages if their process was not suppressed by routine 
psychopharmaceutic treatment. 

The individuals in this type of crisis experience them- 
selves as being in the middle of the world process, as 
being the center of all things, which Perry attributes to the 
activation of what he calls the central archetype. They are 
preoccupied with death and the themes of ritual killing, 
martydom, crucifixion, and afterlife. Another important 

theme is return to the beginnings of the world to creation, 
the original paradisiacal state, or the first ancestor. 

The experiences typically focus on some cataclysmic 
clash of opposite forces on a global, or even cosmic level 
that has the quality of a sacred combat. The more mun- 
dane form of these experiences stage as protagonists 
capitalists and communists, Americans and Russians, the 

white and yellow race, secret societies against the rest of 
the world, and the like. The archetypal form of this 
conflict involves the forces of light and darkness, Christ 
and Antichrist or the Devil, Armageddon, and the Apoca- 
lypse. 

A characteristic element of this process is preoccupation 
with the reversal of opposites — cultural, ethical, political 
or religious beliefs, values, and attitudes. This is ex- 

pressed particularly strongly in the sexual area. It in- 
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volves intense misgiving in regard to the opposite sex, 

homosexual wishes or panic, and fear of the other sex or 

gender reversal. These problems find their sesolution 

typically in the theme of the union of opposites, particu- 

larly the Sacred Marriage (hierosgamos). It is a union of 

a mythological nature, an archetypal fusion of the femi- 

nine and masculine aspects of one’s personality. Here 

belongs the belief of being selected as spouse for a god or 

goddess, becoming a bride to Christ, being visited by the 
Holy Spirit as the Virgin Mary, identification with Adam 
and Eve, marriage of the Sun and the Moon, King and 
Queen, or Prince and Princess. 

This process culminates in an apotheosis, an experience 
of being raised to a highly exalted status, either above all 
humans, or above the human condition altogether — 

becoming a world savior or messiah, a king, a president, 

emperor of the world or even lord of the universe. This 
is often associated with asense of new birth or rebirth, the 

other side of the all-important theme of death. Women 
more frequently experience giving birth to some extraor- 
dinary child-savior, redeemer, or messiah, while men 

more commonly experience being born themselves. The 
birth of the divine child is often seen as the product of the 
sacred marriage. 

During the time of final integration, individuals tend to 
draw diagrams representing the quadrated world, in 
which the number four plays an important role — four 
cardinal points, four quadrants, four rivers, or a quad- 
rated circle. They can also create a drama, in which four 
kings, four countries, or four political parties play a 
crucial role. 
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In his later books, Far Side of Madness and Roots of Renewal 
in Myth and Madness, Perry was able to show many 
uncanny parallels between the ritual drama of renewal 
associated with sacral kingship and the sequences in the 
renewal process observed in acute psychotic episodes. 
What existed during the archaic times of sacral kingship 
as externalized social forms, was thus later internalized 

and has become inner images and processes of contem- 
porary individuals. 

IV. Psychic Opening 

Transpersonal crisis of this type is characterized by strik- 
ing accumulation of instances of extrasensory perception 
(ESP) and other parapsychological manifestations. In 
acute episodes of such a crisis, the individual can be 
literally flooded by extraordinary paranormal experi- 
ences. Among these are various forms of out-of-body 
phenomena (OOB); one can experience detaching from 
the body and observing oneself from a distance or from 
above. It is not uncommon to accurately witness in an 
OOB state events happening in another room of the 
building or ina remote location. This phenomenon has 
been repeatedly described by thanatologists in individu- 
als facing death (Raymond Moody, Kenneth Ring, Michael 
Sabom), but here it occurs without the element of vital 

threat. 

Many mystical schools and spiritual traditions describe 
emergence of paranormal abilities as a common and 
particularly tricky stage of consciousness evolution. It is 
considered essential not to become fascinated by the new 
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abilities and interpret them in terms of one’s own unique- 

ness. The danger of what Jung called “inflation of the 

ego” is probably greater here than with any other type of 

spiritual crisis. 

V. Emergence of a Karmic Pattern 

In a fully developed form of this type of transpersonal 
crisis, the individual experiences dramatic sequences 
that seem tobe occurring ina different temporal or spatial 
context in another historical period and another country. 
These experiences can be quite realistic and are accompa- 
nied by strong negative or positive emotions and intense 
physical sensations. The person typically has a convic- 
tion of retrieving these events from memory - reliving 
episodes from his or her own previous incarnations. In 
addition, specific aspects of such sequences suddenly 
seem to throw new light on various emotional, psychoso- 
matic, and interpersonal problems of the person’s present 
life, which were previously obscure and incomprehen- 
sible. 

Karmic experiences of this kind seem to be frequently 
connected with simultaneous or alternately reliving of 
biological birth. This occurs with characteristic pattern- 
ing; birth sequences involving certain specific emotions 
and physical sensations tend to be linked with past-life 
themes with the same or similar elements. 

When the individual’s resistance against the emerging 
karmic material is strong which is common in a culture 
for whom the concept of reincarnation is alien it is pos- 
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sible to experience a variety of strange emotions, physical 
sensations, and distortions in interpersonal relations with- 
out confronting and recognizing the karmic pattern that 
underlies them. We have encountered in our workshops 
a number of people who relived and resolved in an 
experiential session with breathing, music, and body 
work a karmic pattern, the elements of which had been 

plaguing them for months in everyday life. 

Fullexperience and good integration of past-life sequences 
has typically dramatic therapeutic effects. Emotional, 
psychosomatic and interpersonal problems can be dras- 
tically alleviated or disappear after a powerful karmic 
experience. For this reason, therapists should recognize 
this phenomenon and utilize it, irrespective of their own 

belief system or the historical truth of such sequences. 

VI. Possession States 

This transpersonal crisis can occur in the context of expe- 
riential psychotherapy, a psychedelic session, or as a 
spontaneous development in the life of an individual. It 
happens that during experiential work with or without 
drugs, the nature of the process suddenly changes dra- 
matically. The face of the client can become cramped and 
takes the form of a mask of evil, the eyes assume a wild 
expression, the hands and the body show bizarre contor- 
tions, and the voice has an uncanny quality. When this 
condition is allowed to develop fully, the session can bear 
a striking resemblance to exorcist seances in primitive 
cultures or medieval exorcisms of the Christian church. 

215 



Helping People with Spiritual Problems 
ns 

The resolution of this problem requires support from 

people who are not afraid of the uncanny nature of the 

experiences involved and who can facilitate full emer- 

gence and exteriorization of the archetypal pattern. The 

resolution often happens after dramatic sequences of 

choking, projectile vomiting, or frantic motor behavior 

with temporary loss of control. With good support, 

experiences of this kind can be extremely liberating and 
therapeutic. 

Being an initial attempt at classification in a complex 
territory which has not been given adequate attention in 
the West, the above outline is rough and sketchy. How- 

ever, we hope that even in this form it will be of use to 
individuals undergoing transpersonal crisis and to those 
interested in offering assistance. 

Inconclusion, we would like to recommend good sources 
of information about specific types of transpersonal crisis 
for those readers who would like to explore them in 
greater depth. Please contact SEN for a bibliography. 

The following article was first published in 1979 in New 
Directions for Mental Health Services. “The Final 
Progress Report” was presented at the American Psychiatric 
Association Conference in 1993 and is available through 
Loren Mosher, M.D., ¢ 401 Hungerford Drive, Suite 500, ¢ 
Rockville, MD 20850. An abstract of the final report is 
reprinted at the end of this article. 
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Soteria: An Alternative to Hospitalization 
For Schizophrenics 
L. Mosher, M.D. and A. Menn, A.C.S.W. 

Difficulties that we encounter with the treatment of psy- 
chosis in hospital settings provided a major impetus for 
the establishment of Soteria, a home where schizophrenics 

who would otherwise have been hospitalized live through 
their psychosis with a nonprofessional staff. 

Background 

Hospitals — even well-staffed “progressive” ones — in- 
variably have institutional characteristics that create bar- 
riers to establishing the types of relationships which 
could maximally facilitate the process of recovery from 
psychosis. The “barrier” characteristics to which we refer 
(present to varying degrees in different settings) are of 
four kinds. 

Theoretical Model — Although a variety of other 
models may be mixed in, or explicitly avowed, most 
psychiatric wards function primarily within a medical 
model. Doctors have final authority and decision- 
making powers; medications are accorded primary thera- 
peutic value and used extensively; the person is seen as 
having a disease, with attendant disability and dysfunc- 
tion that are to be “treated” and “cured”; and labeling and 

its consequences, objectification and stigmatization, are 
almost inevitable. 
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In contrast, at Soteria (from the Greek, salvation or deliv- 

erance) the primary focus is on growth, development, 
and learning. The staff are to “be with” the patients, or 

“residents” as we call them, to facilitate these processes 
insofar as they can. They share decision-making powers 
and responsibility with residents. They are not there 
either to treat or to cure the residents. Medications are 
infrequently used. Although we have no quarrel with the 
demonstrated heuristic value of the medical model, we 
do believe its application to psychiatric disorders can 
have unfortunate (and unintended) consequences for 
individual patients. We are not proposing an alternative 
model, however, because we know of none that encom- 
passes enough of what we know about schizophrenia. 
We do propose an alternative attitude or stance. Basi- 
cally, we advocate a phenomenological approach to 
schizophrenia — that is, an attempt to understand and 
share the psychotic person’s experience without judging, 
labeling, or derogating it. 

Size — Most psychiatric hospital wards have at 
least 20 patients. Thus, the staff-plus-patient group is apt 
to be 40 to 60. But for severely disorganized persons, a 
social reference group of no more than 12 to 15 persons is 
especially important. We believe a group of this size, 
when combined witha homelike atmosphere, maximizes 
the possibility of the disorganized person’s getting to 
know and trust a new environment and to find a surro- 
gate family in it. At the same time, it minimizes the 
labeling and stigmatization process. This number is, 
interestingly, about the maximum number of persons in 
one extended-family household, orina single commune, 
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and is also the upper limit for members in small task 
groups for group therapy and experimental psychology. 
Thus, rather than being a 20-bed ward, Soteria is ahome 
that sleeps 8 to 10 comfortably, with six beds occupied by 
residents and two by staff. 

Social Structure —Social structure interacts closely 
with size. To function effectively, every organization, 
large or small, needs structure; and generally speaking, 
the larger the organization, the greater the structure. 
Unfortunately, more elaborate structures have aspects 
that impinge negatively on persons undergoing psy- 
chotic disorganization — inflexibility, reliance on author- 
ity, institutionalization of roles, and decision-making 

power that resides in the hierarchy, outside patient’s 
purview. Those at the bottom of the hierarchy feel 
relatively powerless, irresponsible, and dependent. Be- 
cause of these negative aspects, at Soteria we attempt to 
be as un-structured as is commensurate with adequate 
function. Structure that develops to meet functional 
needs is dissolved if the need is not a continuing one. 
There is no institutionalized method of dealing with a 
particular occurrence. Forexample, overt aggressive acts 
are dealt with in a variety of ways, including strict limit- 
setting, depending ona myriad of variables which affect 
the situation. In most settings, in contrast, aggression is 
dealt with, almost automatically, by medication. 

Medication — We live in an overmedicated, too 

frequently drug-dependent culture despite ambivalence 
which is resolved by creating two categories of drugs: 
good ones like alcohol and bad ones like LSD. Our society 
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is basically pro-drug. Psychiatry’s attitude isno different 
from that of the wider social context; weare all looking for 
the magical answer froma pill. The antipsychotic drugs 
have provided psychiatrists with real substance for their 
magical-cure fantasy applied to schizophrenia. But, as is 
the case with most such exaggerated expectations, the 
fantasy is better than the reality. After two decades, it is 
now Clear that the phenothiazines do not cure schizo- 
phrenia. It is also clear that they have serious, sometimes 
irreversible toxicities* that recovery may be impaired by 
them in at least some schizophrenics,*”” and that they 
have little effect on longterm psychosocial adjustment.” 
These criticisms do not deny their extraordinary helpful- 
ness in reducing and controlling symptoms, shortening 
hospital stays, and revitalizing interest in schizophrenia. 
One aim of the Soteria project is to seek a viable informed 
alternative to the overuse of these drugs and excessive 
reliance on them, often to the exclusion of psychosocial 

measures. We use them infrequently and when pre- 
scribed they are kept primarily under the individual 
resident's (patient’s) control; that is, the patient is asked 
to monitor his or her responses to the drug very carefully, 
to give us feedback so we can adjust dosage, and after a 
trial period of two weeks he or she is givena major role in 
determining whether or not the drug will continue to be 
used. 

Soteria is a reaction to criticisms of existing facilities in 
each of the four areas mentioned above. Much of what is 
involved in the program, however, is based on the posi- 
tive contributions of a variety of other researchers, clini- 
cians, and theorists. In fact, we have come to recognize 
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that no single element of the Soteria program is new; their 
combination in one setting is what we believe unique. 
Some of Soteria’s roots are to be found in: the era of moral 
treatment in American psychiatry’, the tradition of inten- 
sive interpersonal intervention in schizophrenia,**° the 
therapists who have described growth from psychosis," 
’° the current group of psychiatric heretics! 2! and de- 
scriptions of the development of psychiatric disorder in 
response to life crisis.” 

Research Design 

Although our research design is not the primary focus of 
this paper, a brief outline of it is necessary to understand 
the findings to be cited here. The basic design is a 
comparative-outcome study of two matched cohorts of 
first-admission, unmarried, carefully diagnosed schizo- 

phrenic patients between 16 and 30 years of age, deemed 
in need of hospitalization and followed for two years 
after admission. Both experimental and control patients 
are obtained from a large screening facility (600 new 
patients a month) that is part of a community mental 
healthcenter. Patients who meet the research criteria are 
assigned on a consecutively admitted, space-available 
basis to either the experimental group or the control 
group. 

The selection criteria are designed to provide us with a 
relatively homogeneous sample of individuals diagnosed 
schizophrenic, “at risk” for prolonged hospitalization 
and/or chronic disability (early onset and being unmar- 
ried both predispose to chronic care).”” In addition to its 
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value in homogenizing our sample, our elimination of 
individuals with extensive previous hospitalization re- 
flects our wish not to deal with the learned patient role 
before actually involving the person as him or herself in 
the Soteria program. We recognize that these criteria 
limit our study’s generalizability, but we feel that the 
advantages of relative homogeneity outweigh the disad- 
vantage of more limited generalizability when it is pos- 
sible to study only a relatively small number of subjects. 

Control patienis are admitted to the wards of the commu- 
nity mental health center where they receive “usual” 
treatment. Experimental patients, on the other hand, are 
treated at Soteria House. A battery of tests is used to 
assess both patient groups from a variety of points of 
view; psychiatric (diagnosis, type of onset, paranoid / 
nonparanoid status, symptom pattern), ward and house 
staff (behavior and improvement ratings), family (per- 
ception of behavior and personality characteristics), and 
self-rating (social and work functioning, attitude toward 
illness, and the like). Patients are followed at 6-month 
intervals for 2 years through psychiatric, family, and self 
ratings. All psychiatric assessments (baseline, discharge, 
and follow-up) are conducted by an independent evalu- 
ation team. Because the experimental treatment program 
is specifically designed to enhance psychosocial func- 
tioning, our postdischarge assessments address this area 
in particular. Because of the very different use of 
neuroleptics, we did not expect symptomatology (or 
readmission rates) to be preferentially affected by the 
experimental program. The rationale and methodology 
of the research design has been published in detail else- 
where.” 
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The Program 

Soteria is a 1915-vintage 12-room house located ona busy 
Street ina “transitional” neighborhood of acity in the San 
Francisco Bay area. Bordering Soteria on one side is a 
nursing home and on the other a two-family home. The 
neighborhood has a mixture of businesses, medical facili- 
ties (a general hospital is one block away), single-family 
homes, and small apartments (usually homes that have 

been remodeled for this purpose). It is a designated 
poverty area inhabited by a mixture of college students, 
lower-income families, and former state hospital pa- 

tients. Some 15-20 percent of residents in the area are 
Mexican-American, and there is a sprinkling of blacks. 

Primarily because of licensing laws, the house may ac- 
commodate only 6 residents at one time, although as 
many as 10 persons can sleep there comfortably. There 
are 6 paid nonprofessional staff plus the project director 
and a quarter-time project psychiatrist. One or two new 
residents are admitted each month. In general, two of our 

specially trained nonprofessional regular staff, a man 
and a woman, are on duty at any one time. In addition, 
one or more volunteers are usually present, especially in 
the evening. Most staff work 36-48 hour shifts to provide 
themselves the opportunity to relate continuously to 
“spaced-out” (their term) residents over a relatively long 
period of time. Staff and residents share responsibility 
for household maintenance, meal preparation, and 
cleanup. Persons who are not “together” are not ex- 
pected to do an equal share of the work. Over the long 
term, staff do more than their share and will step in to 
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assume responsibility if a resident cannot do a task to 

which he has agreed. The project director acts as friend, 

counselor, supervisor, and object for displaced angry 

feelings by staff, whereas our part-time project psychia- 

trist supervises the staff and is seenasa stable, reassuring 

presence (in addition to his formal medicolegal responsi- 

bilities). 

Although staff vary somewhat in how they see their roles, 
they generally view what psychiatry labels a “schizo- 
phrenic reaction” as an altered state of consciousness in 
an individual who is experiencing a crisis in living. 
Simply put, the altered state involves personality frag- 
mentation, with the loss of a sense of self. In this state 

“beyond reason,” modalities of experience merge, the 

inner and outer worlds become difficult to distinguish, 

and mystical sensations are experienced. Often the 
individual's terror at their altered state is reinforced by 
the intense fear he or she arouses in others, whose own 
sanity is challenged by his or her seemingly inexplicable 
behavior. 

Few clinicians would disagree with a description of the 
evolution of psychosis as a process of fragmentation and 
disintegration. But at Soteria House, the disruptive psy- 
chotic experience is also believed to have unique poten- 
tial for reintegration and reconstitution if it is not prema- 
turely aborted or forced into some psychologically 
straitjacketing compromise. Our view of schizophrenia 
implies a number of therapeutic attitudes. All facets of 
the psychotic experience are taken by Soteria House staff 
members as “real.” They view the experiential and 
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behavioral attitudes associated with the psychosis - the 
clinical symptoms, including irrationality, terror, and 
mystical experience — as extremes of basic human quali- 
ties. Because “irrational” behavior and mystical beliefs 
are regarded as valid and as capable of being understood, 
Soteria staff try to provide an atmosphere that will facili- 
tate integration of the psychosis into the continuity of the 
individual’s life. Thus, psychotic persons are not to be 
considered nonhumans, nor are they to be related toin 
a depersonalized way, for such an attitude would invali- 
date the experience. Too often, systematic and pervasive 
invalidation of the psychotic person’s experience by his 
or her family and associates appears to have contributed 
to the development of madness in the first place. 

Any truly therapeutic program should therefore min- 
imize invalidation. When the fragmentation process is 
seen as valid and as having potential for psychological 
growth, the individual experiencing the schizophrenic 
reaction can be tolerated, lived with, related to, and 

validated, but not “treated,” or used to fulfill staff needs. 

Limits are set if the person is clearly a danger to themself 
or others, rather than merely because others are unable to 
tolerate his or her madness. The psychotic experience is 
considered intelligible in terms of the nature and charac- 
teristics of the psychosocial matrix in which it developed. 
That premise forms part of the basis for our orientation to 
the patients and their families and for the goal of devel- 
oping sympathetic, understanding relationships in Soteria 
House. 

Soteria House staff members have been selected because 
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they seem to have the potential ability to tune in to the 

resident’s altered state of consciousness and because they 

have no “theory of schizophrenia” into which he or she is 

to be fitted, procrustean fashion. 

During the acute phase of psychosis, staff members form 
special one-to-one or two-to-one relationships with the 
disorganized resident, performing a role similar to that of 
the LSD-trip guide. The psychotic experience is shared 
and reflected, so long as both residents and staff member 

do not experience intolerable levels of fear and anxiety. 
The “guide” is someone for the resident to be with, and 
their intense, dyadic relationship is the program’s pri- 
mary interpersonal unit and source of control. Phenothi- 
azines are ordinarily not used for 6 weeks. If the resident 
shows nochangeat that time and is either paranoid or has 
an insidious onset, chlorpromazine (300 mg per day or 
more) is given. Thus far only 10 percent of Soteria 
residents have required a therapeutic course of phenothi- 
azines. As residents become less psychotic, they become 
more active participants in the family-commune scene 
with its attendant problems -— sibling rivalry, fairness in 
division of work, failures to perform as expected, and the 
like. These problems are worked out at the level at which 
they occur, ranging from between two individuals to 
involving the entire staff-resident group. 

There is minimal organized structure. Meal preparation 
(including menus, cooking, and cleanup) is planned and 
tasks assigned at the beginning of each week. All eat 
together between 6 and 8 each evening and there is 
usually one meeting of the entire staff-resident group 
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each week. These are the only regularly organized activi- 
ties. However, everyone is free to pursue other activities 
like pottery, painting, yoga, and independent study, and 
usually does. Residents do not ordinarily use any outside 
mental health resources while staying at Soteria. 

Authority lines and roles are flexibly defined, depending 
on the functions to be served; for example, there are no 

staff-only meetings, anyone can shop for groceries, and 
staff are not seen as having "the answer." They are 
expected to be in step with residents rather than one step 
ahead. There is the explicit expectation that Soteria will 
be transitional (for staff as well), thus setting up positive 
expectations that residents will eventually “get it to- 
gether” and leave. 

Discharge is effected by informal group consensus when 
residents see themselves and are seen by others as “to- 
gether.” Reluctance to leave is dealt with directly and 
firmly and is almost always accompanied by an offer to 
help with the process. After discharge, relationships 
between residents and staff are maintained if the indi- 
viduals concerned are interested and agreeable. 

Readers of this chapter are apt to wonder what can be 
derived from a program like ours, assuming it is not to be 
duplicated in all respects for theirs. We have come to see 
seven ingredients of the Soteria program as critical, and 
would advise others to implement all of these, oras many 
as possible, to facilitate the treatment of newly admitted 

psychotic persons. They are (1) positive expectations of 
learning from psychosis; (2) flexibility of roles, relation- 

227 



Helping People with Spiritual Problems 
EN 

ships, and responses; (3) sufficient time in residence for 

imitation and identification with staff to occur; (4) accep- 

tance of the psychotic person’s experience of himself as 

valid; (5) staff's primary responsibility to “be with” the 

disorganized resident, and specificacknowledgment that 

he need not do anything; (6) great tolerance for unusual 

("crazy") behavior without anxiety or a need to control it; 

and (7) normalization of the experience of psychosis. 

Staff 

We believe that relatively untrained, psychologically 
unsophisticated persons can assume a phenomenologi- 
cal stance toward psychosis more easily than can such 
highly trained persons as M.D.’s or Ph.D.’s because the 
untrained have learned no theory of schizophrenia, 
whether psychodynamic, organic, or a combination of 
both. The unsophistication allows them freedom to be 
themselves, to follow their visceral responses, and to be 

“persons” with the psychotic individuals. Highly trained 
mental health professionals tend to lose this freedom in 
favor ofamore cognitive, theory-based, learned response 

that may invalidate a patient’s experience of him — or her- 
self if the professional’s theory-based behavior is not 
congruent with the patient’s felt needs. Professionals 
may also use their theoretical knowledge defensively 
when confronted, in an unstructured setting, with anxi- 

ety-provoking behaviors of acute psychotics. This pat- 
tern of response is not so readily available to our unso- 
phisticated nonprofessional therapists, nor is it reinforced 
by a professional degree with its status and power. 
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We believe the ingredients critical to the success or failure 
of Soteria are the characteristics and attitudes of its staff 
and the types of relationships developed between staff 
and residents. New staff are selected from a pool of 
candidates by the current staff-resident group in consul- 
tation with the project director. The candidates comprise 
persons who have heard, usually by word of mouth, 
about Soteria and who come because they want an oppor- 
tunity to relate to unmedicated, “spaced out” individu- 
als. Serious candidates are asked to work first as volun- 
teers; some move into Soteria House to live, while others 
spend a day or more in the house each week. This process 
accomplishes two objectives: First, the candidate learns 
the principles of “being with” a resident by apprentice- 
ship to an experienced staff person. Second, it allows the 
staff-resident group to get to know him well. Over time, 
these allow both the candidate and the house members to 
select each other based on experience. 

The kinds of people who choose to work at Soteria are 
those who want neither to become part of the 9-5 bus- 
iness world nor to drop out and became part of the hippie 
scene. They are young and bright; most have attended 
college, but few have formal education in psychology. 
They can be characterized as having led intense lives in 
relatively few years, and as being individuals who are 

tough but tolerant, hard-working, energetic, and well 

integrated. The degree of their toughness and integration 

(ego strength) came as a surprise to us, because fewer 

than we had expected reported having experienced cri- 

ses of psychotic proportions. None of the crises they did 

experience were labeled and treated. We also expected 
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that many would have had extensive experience with 

psychedelic drugs, but that was not the case. Like most 

Californian youth, they have tried various drugs, but did 

not adopt drugs as a lifestyle. Their current use of 

intoxicants of any type is minimal. 

In exploring the reasons for these two unexpected find- 
ings, we found a very interesting pattern; all but one of 
their families of origin were “problem” families. Psychia- 
trists reading the staff’s autobiographies might well pre- 
dict serious psychological problems for may of them. 
Instead, our staff seem to be examples of invulnerable 
children raised in difficult situations. 

In attempting to discern the reasons for their invulner- 
ability, we found that they had not been so intimately 
entwined with the psychopathologic parent as was a 
sibling, usually older. (Significantly, none of our staff are 
first-born or only children.) Although our data are in- 
complete on this point, the siblings of several staff mem- 
bers appear to be significantly psychologically impaired. 
Interestingly, the role most often played by our staff 
members in their problem families was that of a some- 
what neutral caretaker for the parent. That experience 
may have something to do with their having chosen to 
work at Soteria, since a comparable pattern of family life 
has been noted by Henry’ for healers and by Burton? for 
psychotherapists. Stone’ has also noted similar phe- 
nomena in psychotherapists who had unusual success 
with schizophrenic patients. We have published else- 
where our complete staff data and compared them with 
staffs of typical hospital wards.*® “ 
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Results 

Sample 

A total of 37 experimental and 42 control subjects met 
study admission criteria and were treated in the respec- 
tive facilities. By the time of this analysis, 30 experimental 
and 33 control subjects were eligible for 2-year follow-up. 
By the 2-year follow-up, 4 experimental and 10 control 
subjects were either lost to follow-up or refused further 
participation in the study. Thus, 2-year psychopatho- 
logical and psychosocial data are reported from 26 ex- 
perimental and 23 control subjects. Data are reported as 
percentages (with sample sizes at the top of each table) 
because we were not able to obtain 2-year data fromevery 
subject not lost to follow-up. 

Baseline Assessment 

There are no significant differences between the experi- 
mental and control groups on a total of 24 demographic, 
psychopathologic, and psychosocial variables examined 
on admission. 

Resource Utilization 

Initial Residential Care - Experimental subjects stayed 

significantly longer on their initial admission and less 

often received antipsychotic medications (Table 1). Dur- 

ing the initial 6 weeks, no Soteria patient received 

antipsychotic drugs. Three subjects received them later 

in their stays. All control subjects received neuroleptics 
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while hospitalized; doses averaged 730 mg per day of 

chlorpromazine equivalents. 

Readmissions—Over the 2-year follow-up, control subjects 

had more readmissions (67 vs. 53%) but the differences 

do not quite reach the .05 level of significance. 

Table 1 

Initial Residential Care 

Length of Stay: 
Mean + S.D. 

Experimental 

166 + 142 

Control 

28 + 48 

Median 142 days 

= 

15 days 

Neuroleptic 
Drug Treatmeant t 

= 
8% tt 

Average dose in 
clhorpromazine 
equivalents 

100% 

660mg /day 730 mg/ day 

t Twoweeks or more of antipsychotic medication ata level >300 
mg/day 

tt No experimental subjects received neuroleptic drugs during 

their initial six weeks 
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Table 2 
Resource Utilization After Discharge 

Exper. | Control | Exact 
(%) (%) Prob. t 

Neuroleptic drug 
Treatment: Cumula- 
tive to 2 years after 
admission (N=23) (N=21) 

Continuous 4 43 00001 

Intermittent tt 30 52 

Occasional 9 4 

None 

Other mental health 

contact: Cumulative 
to 2 years (N=22) (N=22) 

Any contact 59 100 .0007 

Outpatient therapy 45 100 .0001 
Day/night care ¢ 19 41 04 
Total days/nights + 

+ Exact probability for a 2x2 contingency table. 
¢ Includes readmissions to original treatment facilities as well as 

other psychiatric hospitals. 
++ At least two weeks of continuous medication. 

Outpatient Care After Initial Discharge 

Neuroleptics. As may be seen in Table 2, over the 2- 

year period there were striking differences in 

neuroleptic drug use in the two groups. More than50 
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percent of experimental subjects never received any 

psychotropic drugs while 43 percent of the control 

subjects were maintained on them. 

Other outpatient care. — Table 2 indicates that control 

subjects more often used and consumed many more 

days of day or night care and outpatient therapy. 

Interestingly, about 40 percent of experimental sub- 
jects had no contact whatever with the regular mental 
health system. 

Two-Year Outcome Data 

Psychopathology - Although not a major focus of this 
paper, at 2 years overall levels and profiles of psychopa- 
thology, as rated by the Inpatient Multidimensional Psy- 
chiatric Scale (IMPS), were not significantly different 
between the groups. Both groups showed significant and 
comparable reduction in psychopathology over the 2- 
year period. 

Psychosocial Adjustment — 

Employment (Table 3). — Two aspects of working are 
reported: overall occupational level as rated on a three- 
point scale (2 = fallen, 3 = same, 4 = risen) and amount of 
time working. There are no significant intergroup differ- 
ences between the groups in percent of subjects working 
full- or part-time at 2 years after admission. Experimental 
subjects, however, had significantly higher occupational 
levels. 
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Table 3 

Psychosocial Adjustment: Employment 

Experi- | Exact 
mental (%) Probability t 

Prior to admission 

Full-time tt 

Part-time 

Not working 

Two years after ad- 
mission 

Full-time tt 
Part-time 
Not working 

Occupational Level {| 2.71+.56 | 2.33+.49 

t+ Exact probability for RxC contingency table (that is, the 
probability of obtaining a table as probable as, or less than, the 
given table). 

tt Full-time category includes patients attending school on a full- 
time basis. 

+ Significant intergroup difference p > .05. 

Living arrangements and friendships (Table 4).- Many more 
experimental subjects were living alone or with peers 
(that is, not at home with their families) at 2 years after 
admission, accounting for overall differences found. A 
four-point scale is used to rate how many friends patients 
have and how often they are seen (0 = no friends and 
social membership, 3= many friends and social member- 
ships). There is a consistent nonsignificant trend favor- 
ing the experimental group on this variable. 
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Table 4 
Psychosocial Adjustment: Living Arrangements 

Exper- | Control 
imental (%) 

Prior to admission 

W/ parents /relatives 
Independently tt 
Board and Care, etc. 

Two years after 
admission 
W/parents/rel. 
Independently tt 
Board and care, etc. 
Soteria /hospital 
readmission 
Friendships 1562.92 

t Exact probability for RxC contingency table (that is, the 
probability of obtaining a table as probable as, or less probable 
than, the given table). 

tt Includes living alone, with peers, or with spouse and/or 
children. 

One other preliminary result is of interest. The cost of the 
initial six months of care in both systems (Soteria and the 
“usual” state -and county-financed one) is almost exactly 
the same — $4,400.18 
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Summary 

In summary, although considerable caution should be 
exercised in view of the relatively small numbers of 
subjects studied and lack of random assignments, our 

data indicate that first-break schizophrenics deemed in 
need of hospitalization can be treated successfully by a 
nonprofessional staff, usually without medication, at no 
greater cost, in a home in the community. We have no 
data concerning the efficacy of this approach for long- 
term schizophrenics or other types of patients. It does 
appear, as hypothesized, that the experimental program 
is more effective than competent “usual” care in preserv- 
ing and enhancing psychosocial adjustment in the group 
of subjects “at risk” for chronicity. 
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Soteria Final Progress Report Summary 
by L. Mosher 

This report details the findings from Phase II of the 
Soteria Project, covering 1976-1981. During this 
period 45 experimental (Soteria or Emanon) and 55 
controls (Valley or Chope Hospital psychiatric 
wards) who metall research criteria were randomly 
assigned and followed for 2 years. The two groups 
were comparable on all 29 admission variables. At 
six weeks both groups had improved significantly, 
and similarly, despite minimal neuroleptic drug 
use with the Soteria and Emanon treated subjects. 
Thus, the two experimental milieus were as effec- 
tive as hospital based neuroleptic drug treatment in 
reduction of acute psychotic symptomatology in 
the short term. This finding replicated what we 
reported earlier for subjects treated between 1971 
and 76 at Soteria. 
Two year outcome differences in this sample were 
infrequent, although in no instance did the experi- 
mental subjects do worse. The lack of replication of 
Phase I's (1971-76) psychosocial adjustment find- 
ings clearly favoring the experimental group was 
thought to be due to the lack of immediately avail- 
able peer based social networks on discharge. These 
networks dissolved in 1979-81 (after being in place 
since 1973) as it became clear the project would end 
and the clinical facilities would close. Among these 
newly diagnosed DSM-II schizophrenics 2 year 
"good" outcomes were predicted for both experi- 
mental and control subjects by better pre-illness 
levels of psychosocial competence. 
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The following is a review of an article entitled “Schizo- 

phrenics for Whom Phenothiazines Are Contraindicated 

or Unnecessary” by M. Rappaport, K. Hopkins, K. Hall, T. 

Belleza,andJ. Silverman. Thearticle summarized some of the 

results of a three year research program with psychiatric 

patients with schizophrenia as diagnosed before DSM-III (At 

that time an acute psychotic episolde and an acute schizo- 

phrenic episode were synonymous). Designed by Drs. Julian 

Silverman and Maurice Rappaport, the project was carried 

out ona specially created experimental ward of Agnews State 

Hospital in San Jose, California. 

Schizophrenics for Whom 
Phenothiazines are 

Contraindicated or Unnecessary 
Esalen Institute, 1985 

One hundred twenty-seven young male schizophrenics 
were examined after the onset of an acute psychotic 
episode and also for up to three years after discharge 
from the hospital study. (Female patients were not 
included in the study; changes in females’ sensory func- 
tioning are known to occur in different phases of the 
menstrual cycle. This fact was presumed to make it 
impossible to differentiate between sensory-physiologi- 
cal changes due to the acute schizophrenic episode and 
those due to menstrual cycle changes. The results of the 
neurophysiological research will not be summarized in 
this review.) Follow-up information was obtained on 108 
patients for up to thirty-six months after discharge from 
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the project. Of this number, 55% had been assigned to 
placebos (unmedicated pills) while in the hospital and 
45% to chlorpromzine (thorazine), a popular anti-psy- 
chotic medication. Personal interviews were conducted 
with 80 patients and information on 28 others was ob- 
tained either through the mail, telephone, or contact with 

relatives. The analyses reported here are based on the 80 
patients on whom full information is available. 

Patients accepted for the project met the following cri- 
teria: between 16 and 40 years of age; referred from the 
community mental health program with a diagnosis of 
schizophrenia; diagnosed as having an acute schiz- 
ophrenic reaction at hospital admission on the basis of 
evaluation with a battery of psychiatric rating scales; 
having no gross adverse reaction to chlorpromazine; 
having had no electroshock therapy within six months 
preceding admission; having no gross organic impair- 
ment; no history of epilepsy; no history of drug “abuse” 
prior to admission; and no (or few) previous hospitaliza- 
tions. 

When a patient was admitted to the experimental ward 
he was assigned randomly to either of two treatment 
conditions — a chlorpromazine treatment group or a 
placebo treatment group. Ward personnel, psychiatric 
raters, and all but one of the research personnel were not 
told to which treatment condition patients were assigned. 
Periodically, staff were asked to judge which patients 
were on chlorpromazine. Consistently, 40 to 50 percent 
of the time wrong judgments were tallied, indicating that 
staff personnel were ignorant as to patients’ actual drug 
status. 
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On the first or second day after admission to the project, 
two trained research personnel interviewed each patient 
and completed a battery of psychiatric ratings including 
the Brief Psychiatric Rating Scale and the Global Assess- 
ment Rating Scale. Ratings on these scales were repeated 
at the time of each patient’s discharge. Two principal 
measures were used. A Severity of Illness score was 
derived which was a composite of the above mentioned 
ratings. A Clinical Change Index was derived; it repre- 
sented the direction of change (improvement or worsen- 
ing of symptoms) from hospitalization to discharge and 
from discharge to follow-up. A third measure, Overall 
Functional Disturbance, also was utilized. 

All patients took nine tablets a day (three, three times a 
day). Those assigned to the chlorpromazine condition 
received a minimum of 300 milligrams a day. The physi- 
cian could order up to 900 milligrams of chlorpromzinea 
day. However, he was never told by the research assis- 
tant in charge whether the patient actually received medi- 
cation or placebos. 

Follow-up ratings were obtained, wherever possible, at 1, 
3, 6, 12, 18, 24, 30, and 36 months after discharge from the 
hospital project. 

Nurses, attendants, and doctors on the experimental 
ward were specially selected. Of primary concern was 
their willingness to work closely and continually with 
even very dis-eased patients and to accept as much as 
possible (rather than avoid) their own fears and fantasies 
about madness. Ongoing intensive group-work sessions 
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for staff focused on awareness of their own feelings and 
openness to the feelings of others. 

Findings: 

Clinical Change, Severity of Illness (SI), and Overall 
Functional Disturbance (OFD) scores were compared for 
the medicated and unmedicated groups; comparisons 
were made at admission, discharge, and at last follow-up. 

On the Clinical Change Index, significant differences, 
admission to discharge, were found between placebo and 

chlorpromazine-drugged patients. Chlorpromazine- 
drugged patients tended to show greater clinical changes 
than placebo patients while in the hospital. Thus medi- 
cated patients showed a faster and greater symptom 
reduction than unmedicated patients. On the Severity of 
Illness and Functional Disturbance scales, no significant 
differences were found between the medicated and 
unmedicated groups, at admission or at discharge. How- 
ever, at follow-up, Severity of Illness scores were signifi- 
cantly less for placebo patients who continued off medi- 
cation than for other patients. In other words, patients 
given placebos who stayed off medication outside of the 
hospital were less dis-eased at follow-up than patients 
given chlorpromazine while in the hospital, regardless of 
whether or not the hospital medicated patients continued 
using medication outside of the hospital. Further, greater 
Functional Disturbance at follow-up tended to be found 
among chlorpromzine-drugged patients; Functional Dis- 
turbance was less in the placebo patients than in the 
medicated patients. Finally, it was found that overall, 
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significantly fewer patients were rehospitalized who had 

been assigned to placebos (Table 1). This was clearly 

apparent among patients on placebo during the project 

who had not used medication in the follow-up period 

Table 1 
Number of Patients Rehospitalized in Terms of Their Initial 
Hospital Medication Condition t 

Rehospi- Not 
talized | Rehospi- 

talized 

Placebo bt 

Clorpromazine 

t Information for this analysis was available on 81 patients rather than 80. 

Table 2 

Rehospitalizations in Relation to Hospital and Follow-up 
Medication Conditions 

Medication Grp. Number of | Percent 
In Hospital At Follow-Up| Patients | Rehosp. 

Placebo Off Medication 

Chlorpromazine | On Medication 

Placebo On Medication 

Chlorpromazine | Off Medication 
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Conclusions: 

In most research with acutely dis-eased patients, the 
foremost criterion for evaluating them favorably is still 
the reduction of overt and agitated psychotic behavior. 
The study reviewed here suggests that this criterion may, 
at least in certain instances, be an erroneous and unfortu- 
nate one. A significant lessening of psychotic symptoms 
during hospitalization, associated with phenothiazine 
treatment, is not related to long terms positive re-organi- 
zation. Indeed it is suggested that certain acute patients, 
evidencing bizarre and regressive behaviors, will get 
better and stay better if their dis-ease is NOT interrupted 
with anti-psychotic chemotherapy. 

Perhaps part of the reason why a significant number of 
placebo patients showed long-term improvements was 
the ward milieu that was established during the three- 
year period and the staff who worked on through the 
project. It was already known from earlier research that 
patients with a positive, “integrating” attitude to their 
dis-ease had higher levels of post-hospital adjustment 
several years later than those with an “isolating” (reject- 
ing attitude toward it. Inthe Agnews project, this knowl- 
edge was translated into a staff attitude and a way-of- 
being-in-relationship which was different form many 
conventional hospital settings. In effect, a “space” was 
evolved (in a hospital setting) in which patients were 
given room to express their energies in relative safety; 
this increased the probability for these dis-eased people 
to rebalance themselves. 
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This article was first published in January, 1987 in Ameri- 
can Health Magazine. It indicates that either far more 
people are having spiritual experiences as time goes on, or, 
ar more are willing to talk about these experiences. 

Mysticism Goes Mainstream 

Father Andrew Greeley 

Nearly half of American adults (42%) now beiieve they 
have been in contact with someone who has died, usually 
a dead spouse or sibling. That’s up from more than one- 
fourth (27%) in a previous national survey done 11 years 
earlier. 

Still higher percentages of Americans report having had 
psychic experiences such as extra-sensory perception 
(ESP). Inanew survey, two-thirds ofall adults (67%) now 
report having experienced ESP. In 1973, it was 58% ina 
similar poll. 

Both national surveys were done by my colleagues and 
me at the University of Chicago’s National Opinion Re- 
search Council (NORC). I became interested in what 
psychologists call "paranormal" experiences back in the 
‘70s, when I began to realize how many people have them 
(even if they don’t tell anyone). 

It may well be, as Shirley MacLaine argues in the next 
article (“Shirley MacLaine’s Spiritual Dance”), that the 
incidence of such experiences is rising fast. But I favor a 
different explanation: Partly because of her and others, 
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millions are less afraid to talk about the experiences. 
I've had no vested interest, religious or sociological, in the 
metaphysical reality of these experiences. I ama sociolo- 
gist and novelist. I am also a parish priest, as suggested 
by my current book, Confessions of a Parish Priest. The 
Roman Catholic Church of this era is profoundly skepti- 
cal of paranormal phenomena. So am I. I doubt, for 
example, that the contact-with-the-dead experiences can 
ever be “scientifically” validated. But even though I’ve 
never had a psychic or mystical experience myself, most 
Americans have. We saw this in our first study in 1973 
and in data from a repeat survey we have just analyzed. 

Our new results, published here for the first time, show a 

clear trend: More people than ever say they’ve had such 
experiences. Other surveys confirm the trend (see “Mys- 
tical Americans,” p. 49). And it’s true whether you look 
at the most common forms of psychic and mystical expe- 
rience, or the rarest. 

Some experiences aren’t too far from the ordinary, and 
may soon be explained by neurological or psychological 
processes — like déja vu, that eerie sense of going to anew 
place and feeling sure you’ve somehow been there be- 
fore. 59% of Americans reported déja vu in 1973; today, 
the figure’s 67%. 

Other experiences, though, are profound. In 1973, a full 

35% of Americans reported they had had a mystical 

experience; feeling “very close to a powerful, spiritual 

force that seemed to lift you out of yourself.” And one- 

seventh of those who have had such experiences — 5% of 
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the whole population — have literally been “bathed in 
light” like the Apostle Paul. These experiences go way 
beyond intellect, and even beyond emotion. Fora fifth of 

those who have them, they involve “a sense of tremen- 
dous personal expansion, either psychological or physi- 
cal” — a form of body mysticism. 

Such paranormal experiences — by definition, lying out- 
side the normal — are generally viewed as hallucinations 
or symptoms of mental disorder. But if these experiences 
were signs of mental illness, our numbers would show 
the country is going nuts. What was paranormal is now 
normal. It’s even happening to elite scientists and physi- 
cians who insist that such things cannot possibly happen. 

Indeed, the nation is living witha split between scientific 
belief and personal reality. For example, 30% of the 
Americans who do not believe in life after death still say 
they've been in personal contact with the dead. My friend 
John Shea, a theologian, believes that these encounters 
could be real and the cause, not the result, of man’s 
tenacious belief in life after death. But as a scientist all I 
can vouch for is the fact that millions of Americans have 
such experiences. 

In any case, our studies show that people who’ve tasted 
the paranormal, whether they accept it intellectually or 
not, are anything but religious nuts or psychiatric cases. 
They are, for the most part, ordinary Americans, some- 
what above the norm in education and intelligence and 
somewhat less than average in religious involvement. 
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We tested people who'd had some of the deeper mystical 
experiences — such as being bathed in light. We began 
with the Affect Balance Scale of Psychological Well- 
Being, a standard measure of the healthy personality. 
And the mystics scored at the top. Norman Bradburn, the 
University of Chicago psychologist who developed the 
scale, said no other factor has ever been found to correlate 

so highly. 

When we reported our first NORC survey in 1973, a 
scientific sample of 1,467 adults, we soon discovered how 
nervous people can be about spirituality. Many, particu- 
larly in academia and the media, find it unthinkable that 
a sizable proportion of the people they see every day 
believe they have experiences outside the accepted limits 
of science. This discomfort has made it hard to carry on 
serious academic discussion about the mystical experi- 
ences of ordinary Americans. 

I’ve been using my survey findings in a series of best- 
selling novels, beginning with The Cardinal Sins (Warner 
Books). While the incidents in my books are fictional, 
each is based on one or more personal interviews with 
people who tell their stories. 

So, in Lord of the Dance, the heroine Noele Farrel is psychic. 

Annie Reilly in Angels of September sees her adolescent 

sweetheart — who'd been killed in the Hurtgen Forest 

battle 40 years earlier - walking along Chicago’s Oak 

Street Beach. In this year’s Patience of a Saint, Redmond 

Peter Kane is bowled over by an intense mystical experi- 

ence on Wacker Drive as he walks by the ice-green 333 
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Wacker Drive Building. In the upcoming Rite of Spring, 

Brendan Ryan walks into his room in a Grand Beach 

summer home and finds his murdered wife, still lovely, 

calmly waiiing for a chat with him. She has been guided 

to his room by Jackie Curran, a five-year-old who’s 

psychic. 

Some readers (and critics especially) raise a protest: Such 

events don’t happen. They shouldn't be in fiction. Per- 

haps out of Celtic perversity, I disagree. To pretend that 

such perceptions do not occur to ordinary people in 
everyday life is like a Victorian novelist pretending that 
sexual intercourse does not occur. Either sham is, to say 

the least, nonscientific if not inhuman. 

Despite years of attempts to study paranormal phenom- 
ena, there’s been a scientific iron curtain raised against 
serious research on these experiences. But a crack in it 
opened a few years ago. Researchers in Japan and Wales, 
thenin England, began to report oncontact with the dead, 

especially among widowers innursing homes. A Univer- 
sity of North Carolina team led by associate professor of 
family medicine P. Richard Olson found that nearly two- 
thirds (64%) of widows at two Asheville nursing homes 
had at least “once or twice felt as though they were in 
touch with someone who had died.” 

That's not surprising by itself. What is surprising is the 
vividness of the experiences. Of those who reported such 
contact, 78% said they saw the dead one. 50% heard, 21% 
touched, 32% felt the presence, 18% talked with the 
departed and 46% had some combination of the above. 
Most found the encounter helpful, not scary, but none 

250 



Articles of Interest 

had ever mentioned the incident to their doctors. 
“It’s not well known that such experiences are common, 
but they are,” Olson says. In Geriatrics Today, he writes 
that even psychoactive drugs didn’t end the “visits.” 

Our second NORC survey of paranormal experiences 
included a national sample of 1,473 adults in 1984. When 

I recently finished work with that data, it showed a 
marked increase in the number of men and women 
willing to report the encounters, at least in the anonymity 
of a polling interview. Among widows and widowers in 
the general population, our survey just about replicated 
Olson’s findings in North Carolina. 

Weasked ourselves whether psychic and mystical beliefs 
cause the experience, or experience causes the belief. We 
turned to our national sample — this time to check for 
belief in life after death, intensity of religious commit- 
ment, and whether respondents envision a loving God or 
a judgmental one. We found, surprisingly, that many 
widows who experienced these visitation had not previ- 
ously believed in life after death. So they were not 
hallucinating an image to match their beliefs (at least, not 
their conscious beliefs). This suggests, though it does not 
prove, that the experience is more likely to cause a belief 
in the hereafter than the other way around. 

Pollster Andrew Greeley and colleagues at the Univer- 
sity of Chicago have tracked our spiritual health since 
1973. The data show that more Americans report para- 
normal experiences now than in the '70s ('73 results in 
Parentheses). 
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Americans Who: 1973 1987 
bi ieeutrh eigen aaa Sl is Reet ae lk ee 

Had contact with the dead (adult pop.) 27%) 42% 

Had Pantset with the dead ene 
61% 67% 

Fr cevienced ESP Geyer 
xperienc 

0 0 

Experienced deja vu 599 67% 
Experienced clairvoyance Z 

Pehere in life after death H Lo % 

Believe the afterlife is Paradise 68% 

Believe that arter death they'll be 4 

reunited with dead loved ones (*) 74% 

*no figures available 

National surveys by The Gallup Organization bolster Greeley’s 
polls showing paranormal experiences in the USA are on the rise: 

Had an unusual spiritual experience 43% (’85 
Had a near-death experience 15% (’81 
Believe in life on other eat as 46% (‘81 
Believe in life after dea 71% (‘81 
Believe in reincarnation 23% (‘81 
Believe in God or a Universal Spirit 95% (81 
Believe Jesus is God 70% (°83 
Believe in angels 67% of ieenager 86 
Believe in heaven ** 1% (‘80 
Believe in hell 53% (“80 
Expect the afterlife to be boring 5% (‘81 

**Of those who believe, 20% ('81) think their chances of going to heaven 
are excellent. 

We also asked whether people who'd lost a parent or 
child reported contact with the dead more than people 
whose siblings had died — on the theory that those who’d 
lost closer family members would have a greater “need” 
to hallucinate visitations. Again, we were surprised: 
People who’d lost a child or parent were less likely to 
report contact with the dead than those who’d lost sib- 
lings. 
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These findings make it difficult to explain such talks with 
the departed as simple psychological wish-fulfillment. 
But one finding does give a clue to the psychology of 
these experiences. For widows and for people who had 
lost siblings alike, the major factor associated with con- 
tacting the dead was a belief in a loving God, rather than 
ajudgmental one. Though intriguing, however, this stiil 
doesn’t prove whether belief or experience comes first. 
Feeling contact witha dead relative could certainly change 
one’s mind about God, and make it easier to picture a 
warm, loving deity. 

Whatever the cause of these “visitations,” our work con- 
firms the North Carolina suggestion that these experi- 
ences are common, benign and often helpful. What has 
been “paranormal” is not only becoming normal in our 
time — it may also be health-giving. 

That has not made the news welcome to the routine 

scientist. There’s an understandable resistance to study- 

ing phenomena, however benign, whose nature we really 

don’t understand. It would be easier, certainly, to deny 

that these experiences exist. 

But the data show clearly that they do exist, that people 

experience them in great numbers — and that they could 

even change the nature of our society. What may be most 

significant in our studies is not that the majority of adults 

now report experiencing ESP, or even that nearly half feel 

that they have talked with the dead. A small minority, 

maybe under 20 million, have undergone profoundly 

religious moments of ecstasy. They report out-of-body 
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trips, being bathed in light, or other encounters that 
transform their lives. They become profoundly trusting, 
convinced that something good rules in the world. 
Whether their number is growing or they’re just now 
ready to tell about it, that many people capable of trust 
can have a lasting effect on the country. 
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The following article was published in the Journal of 
Nervous and Mental Disease, November, 1992, Vol. 
180, No. 11. It addresses the need for a diagnostic code for 
spiritual problems, as well as clinical training regarding 
these problems. 

Toward a More Culturally Sensitive 
DSM-IV: 

Psychoreligious and Psychospiritual Problems 
David Lukoff, Ph.D.1, Francis Lu, M.D.? and 

Robert Turner, M.D. 

In theory, research, and practice, mental health professionals have 
tended to ignore or pathologize the religious and spiritual dimensions 
of life. This represents a type of cultural insensitivity towards 
individuals who have religious and spiritual experiences in both 
Western and non-Western cultures. After documenting the “religi- 
osity gap” between clinicians and patients, the authors review the role 
of theory, inadequate training, and biological primacy in fostering 
psychiatry’s insensitivity. In the next section, a new Z Code (for- 
merly V Code) diagnostic category is proposed for DSM-IV: Psy- 
choreligious or Psychospiritual Problem. Examples of psychoreligious 
problems include loss or questioning of a firmly held faith, and 
conversion to a new faith. Examples of psychospiritual problems 
include near-death experience and mystical experience. Both types of 

1Saybrook Institute, San Francisco,California. Send reprint requests to: Francis 
Lu, M.D., Department of Psychiatry, San Francisco General Hospital, 

1001 Potrero Avenue, San Francisco, CA 94110 

2 Department of Psychiatry, University of California, San Francisco. 
The authors wish to thank Bruce Greyson, Stanley Krippner, Kenneth Ring, 
Richard Thurrell and Roger Walsh for their helpful comments on an earlier 
draft of this paper. We also wish to acknowledge the assistance of Bruce Flath, 
head librarian at the California Institute of Integral Studies, in conducting 
computer bibliographic searches. 
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problems are defined, and differential diagnostic issues are discussed. 

This new diagnostic category would: 1) improve diagnostic assess- 

ments when religious and spiritual issues are involved; 2) reduce 

iatrogenic harm from misdiagnosis of psychoreligious and 

psychospiritual problems; 3) improve treatment of such problems by 

stimulating clinical research; and 4) encourage clinical training 

centers to address the religious and spiritual dimensions of human 
existence. 

- Journal of Mental Disorders 180:673-682, 1992 

The need for a more culturally sensitive psychiatric clas- 
sification system, one which acknowledges psychosocial 
and cultural factors, has been a topic of much debate 
(Fabrega 1987, 1992; Kleinman, 1988; Mezzich, Fabrega, 

and Kleinman, 1992). The religious and spiritual dimen- 
sions of culture are among the most important factors 
that structure human experience, beliefs, values, behav- 

ior as well as illness patterns (Browning, et al., 1990; 

James, 1961; Krippner and Welch, 1992). Yet psychiatry, 
in its diagnostic classification systems, as well as its 

theory, research and practice, has tended to either ignore 

or-pathologize the religious and spiritual dimensions of 
life. 
For instance, in the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-III-R), religion is consistently nega- 
tively portrayed. All 12 references to religion in the 
Glossary of Technical Terms are used to illustrate psy- 
chopathology. These references are conspicuous because 
“with the exception of a single reference to politics, the 
glossary mentions no other particular area of human 
experience” (Post, 1990, p 813). Similarly, from Freud’s 
writings through the 1976 report on mysticism by the 
Group for the Advancement of Psychiatry (GAP), there 
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has been a tendency to associate spiritual experiences 
with psychopathology. Some clinical literature has de- 
scribed the mystical experience as symptomatic of ego 
regression (Freud, 1959; Leuba, 1929), borderline psycho- 
sis (GAP, 1976), a psychotic episode (Horton, 1974), or 
temporal lobe dysfunction (Mandel, 1980). 
The first section of this article reviews the historical 
background, research, and theory highlighting 
psychiatry’s insensitivity towards the religious and spiri- 
tual issues that patients bring into treatment. It docu- 
ments the “religiosty gap” between clinicians and pa- 
tients, the inadequate training in religious and spiritual 
issues, and the role that biological primacy has played in 
creating insensitivity towards these issues. Case examples 
are also provided in which sensitivity to the cultural 
dimensions of religious and spiritual experiences is es- 
sential for effective treatment. The second section pre- 
sents a proposal fora new diagnostic category that would 
help remediate this long standing insensitivity. The au- 
thors introduce the category of “Psychoreligious or Psy- 
chospiritual Problem” to delineate those distressing ex- 
periences of a religious or spiritual nature that are the 
focus of psychiatric diagnosis or treatment, but are not 
attributable to a mental disorder. 
While there is no consensus as to the boundaries between 
religiosity and spirituality, we adhere in this review to 
the distinction most frequently drawn between them. 
Religiosity refers to “adherence to the beliefs and prac- 
tices of an organized church or religious institution” 
(Shafranske and Maloney, 1990, p 72). Spirituality de- 
scribes the transcendental relationship between the per- 
son and a Higher Being, a quality that goes beyond a 
specific religious affiliation (Peterson and Nelson, 1987). 
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Background 

The view that religion is associated with psychopathol- 
ogy has a long history in the theory, research, and 
practice of psychiatry. Early psychoanalytic theory drew 
parallels between religion and bothneurosis and psycho- 
sis. Freud (1966) saw religionas a “universal obsessional 

neurosis” (although this position is being revised within 
some contemporary psychoanalytic circles [Laor, 1989]}). 
While Skinnerian behaviorism ignored religious experi- 
ence to focus exclusively on observable behavior, Albert 

Ellis, the originator of rational emotive (cognitive) therapy, 
promoted a highly critical view of religion, viewing it as 
equivalent to irrational thinking and emotional distur- 
bance: “The elegant therapeutic solution to emotional 
problems is quite unreligious ...The less religious they 
[patients] are, the more emotionally healthy they will 
tend to be” (Ellis, 1980, p 637). Religion and psychiatry 
have also been viewed as competing belief systems for 
giving meaning to the world (Lovinger, 1985). In addi- 
tion, the positivistic tendencies of psychiatry reject sub- 
jectivist and mentalistic ideas, resulting in a devaluation 
of religion. 
The relationship between psychiatry and spirituality in 
many ways parallels the relationship between psychiatry 
and religion. Psychiatry has tended to ignore the spiri- 
tual dimension of life, and to view spiritual experiences 
as evidence of psychopathology. Freud (1959) promoted 
this view in Civilization and Its Discontents, where he 
reduced the “oceanic experience” of mystics to “infantile 
helplessness” and a “regression to primary narcissism.” 
In the 1976 report by the Group for the Advancement of 
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Psychiatry (GAP) on “Mysticism: Spiritual Quest or 
Psychic Disturbance,” “the authors follow Freud’s lead 
in defining the mystic perception of unity asa regression, 
an escape, a projection upon the world of a primitive 
infantile state” (Deikman, 1977, p 214). 

Research Literature 

In research, psychiatry has largely ignored religion. A 
study of articles published in four psychiatric journals 
during a recent 5-year period showed that only 2.5% (59 
of 2348) included religious variables, and these primarily 

involved the psychopathological uses of religion by 
patients (Larson, et al., 1986). Inan invited address to the 

American Psychiatric Association in 1986, the renowned 
theologian Hans Kung spoke about the “repression of 
religion” in psychiatric practice (Kung, 1990). Similarly, 
much of the recent clinical literature has either under- 
stated the incidence and significance of spiritual experi- 
ences or ignored studies which indicate their positive 
impact on mental health. 
These negative views of religion and spirituality are not 
warranted in light of recent studies showing no associa- 
tion between religiosity and psychopathology in the 
nonpatient population. In fact, a meta-analysis of religi- 
osity and mental health found them to be positively 
related. Church-affiliated individuals showed greater 
happiness and satisfaction with marriage, work and life 
in general (Bergin, 1983). Studies of the self-reported 

relationship between quality of relationships with divine 
others (e.g., Christ, God, Mary, etc.) and several measures 

of well-being also found a significant positive association 
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(Pollner, 1989). While there does seem to be a relationship 
between religiosity and psychopathology in the seri- 
ously mentally ill,(Feldman and Rust, 1989), for the vast 

majority of the population, religiosity is associated with 
positive characteristics of mental health. 
In contrast to Freud and the authors of the GAP Report, 
other theorists have viewed mystical experiences as a 
sign of health and a powerful agent of transformation 
(Hood, 1974, 1976; James, 1961; Jung, 1973; Maslow, 

1962, 1971; Stace, 1960; Underhill, 1955). Studies have 

found that people reporting mystical experiences scored 
lower on psychopathology scales and higher on mea- 
sures of psychological well-being than controls (Caird, 
1987; Hood, 1976, 1977; Spanosand Moretti, 1988). Allman, 

etal. (in press) found that most clinicians do not currently 
view mystical experiences as pathological. 
Another widely-researched spiritual experience is the 
near-death experience (NDE). Numerous studies docu- 

ment its non-pathological nature (Flynn, 1982; Greyson, 
1981, 1983a; Ring, 1984). People who have had a NDE 

consistently report: 1) an increased appreciation for life, 
self acceptance, concern for others, and sense of purpose; 
2) a decreased concern for personal status and material 
possessions; and 3) an overall shift towards universalistic 
spiritual values regardless of previous religious affilia- 
tions or lack thereof (Ring, 1984). 

Religiosity Gap 

Surveys conducted in the United States consistently show 
a “religiosity gap.” Both the general public and psychiat- 
ric patients report themselves to be more highly religious 
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and to attend church more frequently than mental health 
professionals. In a 1975 survey conducted by the Ameri- 
can Psychiatric Association (APA) Task Force on Reli- 
gion and Psychiatry, about half of the psychiatrists sur- 
veyed described themselves as agnostics or atheists. A 
study of psychologists found that only 43% stated a belief 
in a transcendent deity (Ragan, et al., 1980). This con- 
trasts with between 1-5% of the general population who 
consider themselves atheists or agnostics (Gallup, 1985). 

Studies have also found that both psychiatrists and psy- 
chologists are relatively uninvolved in organized reli- 
gion. Over half of psychiatrists reported that they at- 
tended church “rarely” or “never” (APA Task Force on 
Religion and Psychiatry, 1975), while only 18% of psy- 
chologists agreed that organized religion was the pri- 
mary source of their spirituality (Shafranske and Malony, 
1990). In contrast, Gallup (1985) found that one third of 
the population consider religion to be the most important 
dimension of their life, and another third consider it very 
important. A study of psychiatrically hospitalized pa- 
tients found that religious beliefs and practices also as- 
sumed an important and often central place in their lives 
(Kroll and Sheehan, 1989). 
The spiritual beliefs and practices of mental health pro- 
fessionals have not been researched to the same extent. 
But the limited data available do not suggest the existence 
of a “spirituality gap.” In one survey where only 18% of 
psychologists reported a high level of involvement with 
organized religion, 51% characterized their spiritual be- 
liefs and practices as involving “alternative spiritual path 
which is not part of an organized religion” (Shafranske 
and Malony, 1990, p 74). Another survey (Bergin and 
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Jensen, 1990) of psychiatrists, psychologists, social work- 

ers and marriage and family counselors found that 68% 

endorsed the item indicating that they: “Seek a spiritual 

understanding of the universe and one’s place init.” The 
authors concluded: “There may be a reservoir of spiritual 
interests among therapists that is often unexpressed due 
to the secular framework of professional education and 
practice” (p 3). They name this phenomenon “spiritual 
humanism” and indicate that it could provide the basis 
for bridiging the cultural gap between clinicians and the 
more religious public. 

Training 

Despite the importance of religion and spirituality in 
most patients’ lives, neither psychiatrists nor psycholo- 
gists are given adequate training to prepare them to deal 
with issues that arise in these realms. In a survey of 
members of the American Association of Directors of 
Psychiatric Residency Training on the role of religion in 
psychiatric education, didactic instruction on all aspects 
of religion was infrequent. The study concluded that the 
significance of religion for psychiatry warrants greater 
consideration, including recognition of the full spectrum 
of religious experience from unhealthy to healthy 
(Sansone, et al., 1990). Anderson and Young (1988) 
observed that “All clinicians inevitably face the challenge 
of treating patients with religious troubles and preoccu- 
pations” (p 532). Barnhouse has pointed out that, “Sex 
and religion are, in some form, universal components of 

human experience...Psychiatrists who know very little 
about religion would do well to study it” (Barnhouse, 
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1986 p 103). Certain issues in differential diagnosis 
require knowledge of the patient’s religious subgroup 
(Lovinger, 1984) and/or the nature of acceptable expres- 
sions of subculturally validated forms of religious ex- 
pression (Spitzer, et al., 1980). Yet, Post (1990) noted that 
“Few psychiatrists are trained to understand religion, 
much less treat it sympathetically” (p 813). 
Similarly, in a survey of members of the American Psy- 
chological Association, 83% reported that discussions of 
religion in training occurred rarely or never (Shafranske 
and Malony, 1990). A study of training directors of the 
Association of Psychology Internship Centers (APIC), 
found that 100% indicated they had received no educa- 
tion or training in religious or spiritual issues during their 
formal internship. Yet 72% reported that they had ad- 
dressed those issues, at least occasionally, in clinical 

practice. This survey also revealed that most of the 
training directors did not read professional literature 
addressing religious and spiritual issues in treatment, 
and that little was being done at their internship sites to 
address these issues in clinical training (Lannert, 1991). 
Thus many psychologists and psychiatrists are operating 
outside the boundaries of their professional training, 
which raises clinical and ethical concerns. 

Biological Primacy 

The lack of sensitivity to the cultural forces of religion and 

spirituality reflects the ontological primacy that psychia- 

try assigns to biology over culture. Brody (1990) has 

pointed out that the term ‘culture’ is absent in the DSM- 

IIIJandismentioned only in passing in the DSM-III-R. For 

example, the DSM-III-R glossary definition of delusion 
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notes that, “The belief is not one ordinarily accepted by 
other members of the person’s culture or subculture (i.e., 

it is not an article of religious faith)” (p 395). Yet neither 
DSM-III-Rnor the training of mental health professionals 
addresses the cultural dimensions of religious belief re- 
quired to make such a discrimination. By emphasizing 
the biological system and overlooking the religious and 
spiritual factors in mental disorders and problems, psy- 
chiatry has ignored essential knowledge about the cul- 
tural basis of behavior and organism-environment inter- 
actions (Brody, 1990). 

Cultural Sensitivity Issues in Clinical Practice 

The narrow focus on biological factors, combined with 
the historical biases against religious and spiritual expe- 
riences, impede culturally sensitive understanding and 
treatment of psychoreligious and psychospiritual prob- 
lems. This is particularly apparent when ethnic minori- 
ties and non-Western societies are considered. Accord- 
ing to the United Nations World Health Organization, 
over 70% of the world’s population relies on non-allopathic 
systems of medicine (Mahler, 1977), and the traditional 

healers who operate from these models often conceptual- 
ize and treat patients’ complaints as having spiritual 
etiologies (Westermeyer and Wintrob, 1979). For a psy- 
chiatrist to effectively work with an indigenous healer or 
treat the patient directly, he or she must understand the 
patient’s cultural construction of the illness. When the 
cultural context of the individual is considered, some 

problems which present with unusual religious or spiri- 
tual content are, in fact, found to be free of psychopathol- 
ogy. 
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For example, Eisenbruch (1992) has described the “cul- 
tural bereavement” syndrome which occursamong Cam- 
bodian refugees. They often show signs of distress which 
are not related to acculturation difficulties, such as being 

visited by supernatural forces and yearning to complete 
obligations to the dead, amidst difficulties with daily 
functioning. Given their experience of being uprooted 
under tremendously violent circumstances, these reac- 
tions “may be a normal, even constructive, existential 

response, rather thana psychiatric illness” (p.9). Western 
medical intervention can compound the refugee’s dis- 
tress and inhibit healthy aspects of the cultural bereave- 
ment process. However, through the use of culturally 
validated ritual, a Buddhist monk or traditional healer 
may successfully restore the patient’s link with the past 
and help reintegration into the community. Eisenbruch 
(1991) argues that adding cultural bereavement to the 
nosology would refine the diagnosis of post-traumatic 
stress disorder and would allow for greater recognition 
of the refugee’s existential predicament. It is our view 
that cultural bereavement may exemplify a 
psychospiritual problem occurring within a non-West- 
ern ethnic group. 
Non-Western traditional cultures distinguish between 
serious mental illness and the psychospiritual problems 
experienced by some shamans-to-be (Murphy, 1978; Noll, 
1983). Anthropological accounts show that babbling con- 
fused words, displaying curious eating habits, singing 

continuously, dancing wildly, and being “tormented by 

spirits” are common elements in shamanic initiatory 

crises (Kalweit, 1990). For example, when one shaman- 

to-be recuperated from an episode of such unusual be- 

havior, the elder shamans declared, “You are the sort of 
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man who may become a shaman; you should become a 
shaman. You must begin to shamanize’”” (Halifax, 1979, p 

50). In shamanic cultures, psychospiritual crises are 
interpreted as an indication of an individual's destiny to 
become a shaman, rather than than a sign of mental 
illness (Walsh, 1990). Individuals in Western cultures 

occasionally experience similar shamanic psychospiritual 
problems (Achterberg, 1988; Lukoff, 1991; Lukoff and 
Everest, 1985). 

In Asian cultures as well, psychospiritual problems are 
distinguished from psychopathology (Walsh, 1990). For 
example, a well-known pitfall of spiritual practice recog- 
nized in many Asian traditions is “false enlightenment,” 

associated with delightful or terrifying visions, espe- 
cially of light (Kornfield, 1989). When these spiritual 
traditions are transplanted into Western contexts, such 
problems still occur. Grof and Grof (1989) have collected 

case reports of persons experiencing difficulties when 
engaged in the intense practice of both Western and non- 
Western spiritual disciplines. They argue that such cases, 
whether they occur as part of a spiritual practice or 
spontaneously, should not be diagnosed or treated as 
mental disorders, but rather as “spiritual emergencies” 
that can result in long term improvements in overall 
psychological well-being and functioning. 

Psychoreligious or Psychospiritual Problem 

To redress the lack of sensitivty to the religious and 
spiritual dimensions of problems that become the focus 
of psychiatric treatment, the authors have proposed a 
new Z Code category’ to the Task Force preparing the 4th 
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edition of the DSM, due to be published in 1993. It is 
entitled Psychoreligious or Psychospiritual Problem, 
defined as follows: 
Psychoreligious problems are experiences that a person 
finds troubling or distressing and that involve the beliefs 
and practices of an organized church or religious institu- 
tion. Examples include loss or questioning of a firmly 
held faith, change in denominational membership, con- 
version toa new faith, and intensification of adherence to 

religious practices and orthodoxy. Psychospiritual prob- 
lems are experiences that a person finds troubling or 
distressing and that involve that person’s reported rela- 
tionship with a transcendent being or force. These prob- 
lems are not necessarily related to the beliefs and prac- 
tices of an organized church or religious institution. 
Examples include near-death experience and mystical 
experience. This Z Code category can be used when the 
focus of treatment or diagnosis is a psychoreligious or 
psychospiritual problem that is not attributable to amen- 
tal disorder. 
The incorporation of this nonpathological category in the 
diagnostic nomenclature would necessitate differentiat- 
ing among three different types of problems: 1) purely 
religious or spiritual problems; 2) mental disorders with 
religious or spiritual content; and 3) psychoreligious or 

psychospiritual problems not attributable to a mental 

disorder. 

3 In order to be consistent with the ICD-10, the DSM-III-R category of V Codes 

will be relabelled Z Codes in DSM-IV, defined as “Other clinically significant 

problems that may be the focus of diagnosis and treatment” (Task Force on 

DSM-IV, 1991, p U:1). 
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Psychoreligious Problems 

Religious Problems 

Religious problems involve conflicts over questions of 
faith and doctrine. These should be, and generally are, 
handled by clergy. For example, a religious woman may 
seek out a member of the clergy to discuss her religion’s 
view on family planning alternatives. She may initially 
experience some distress over the correct way to handle 
this issue, but after consulting a trusted religious profes- 
sional, the problem of what her religion allows adherents 
to do (therefore what she will do) is resolved. Religious 
problems are usually dealt with in a church setting by a 
religious counselor who typically does not have training 
in psychotherapy (Young and Griffith, 1989). 

Mental Disorders with Religious Content 

Some mental disorders present with religious content. 
Forexample, individuals with obsessive-compulsive dis- 
order have reported scrupulous devoutness, but the reli- 
giosity is used as a metaphor for the expression of com- 
pulsive requirements (Salzman, 1986). Similarly, some 
individuals with psychotic disorders present with delu- 
sions of being Christ or receiving direct communication 
from God. Even in these cases, the treatment literature 
documents that there is often therapeutic value in ad- 
dressing a person’s religious ideation (Bradford, 1985; 
Hoffman, et al., 1990). 
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Psychoreligious Problems Not Attributable to 
Mental Disorder 

Psychoreligious problems involve conflicts that concern 
a person's religious life and beliefs, and that are not 
attributable to a mental disorder. In Psychiatry and Reli- 
gion: Overlapping Concerns, Robinson (1986) noted: “Some 
patients have troublesome conflicts about religion that 
could probably be resolved through the process of 
therapy” (p 22). Members of the American Psychological 
Association reported that at least 1 in 6 of their clients 
presented issues which involve religion or spirituality 
(Shafranske and Malony, 1990). In another study, 29% of 

psychologists agreed that religious issues are important 
in the treatment of all or many of their clients (Bergin and 
Jensen, 1990). 

A frequently reported type of Psychoreligious Problem 
involves loss of a firmly held faith. Both religious and 
psychiatric issues are associated with such a loss. 
Shafranske (1991) described a man of professional ac- 
complishment whose life was founded upon the conser- 
vative bedrock of Roman Catholic Christianity. He came 
to doubt the tenets of his religion and, in so doing, 
declared he had lost the vitality to live. 
Another type of Psychoreligious Problem involves pa- 
tients who intensify their adherence to religious practices and 
orthodoxy. If the patient is newly religious, the psycho- 
therapist needs to help determine what potential con- 
flicts exist between his former and current lifestyle, be- 

liefs, and attitudes. Spero (1987) described the case of a 

16-year-old adolescent from a reform Jewish family who 

underwent a sudden religious transformation to ortho- 
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doxy. The dramatic changes in her life, including long 
hours studying Jewish texts, avoidance of friends, and 
sulleness at meals, led to her referral to a psychoanalyst. 
A mental status examination determined that neither 
schizophrenia nor any other Axis I or II disorders were 
present. The analysis then dealt with the impact of 
religious transformation on her identity and object rela- 
tions. The process of religious change challenges impor- 
tant areas of stability, and “to some degree the sense of 
historical dislocation represents a crisis for all nouveau- 
religionists” (Spero, 1987, p 69). 

Psychospiritual Problems 

Spiritual Problems 

Spiritual problems, which are unrelated to the practice of 
institutionalized religion, involve conflicts about a 
person’s relationship to the transcendent or arise from a 
spiritual practice. An example of the latter would be an 
individual who begins meditating as a spiritual practice 
and starts to experience perceptual changes. Walsh and 
Roche (1979) have suggested that: “Such changes are not 
necessarily pathologic and may reflect in part a height- 
ened sensitivity to the (usually subliminal) perceptual 
distortions to which we are all subject (p 1086). Spiritual 
problems are usually handled by individuals proficient 
in the relevant spiritual teachings and practices. 

Mental Disorder with Spiritual Content 

Manic and psychotic episodes frequently present with 
spiritual content (Arieti, 1976; James, 1961; Lukoff, 1985; 
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Podvoll, 1987). However, in these cases, the spiritual 
conflicts are related to or possibly attributable to an Axis 
I disorder. Such cases can be diagnosed with the exisiting 
DSM-III-R diagnostic categories. 

Psychospiritual Problems Not Attributable to a 
Mental Disorder 

Psychospiritual problems are conflicts that arise from 
spiritual experiences, and that are not attributable to a 
mental disorder. Two types of spiritual experiences are 
prominent in the clinical and research literature: mystical 
experience and near-death experience (NDE). 
Mystical experience. Definitions used by researchers and 
clinicians vary considerably (Lukoff and Lu, 1988), rang- 
ing from Neumann’s (1964) “upheaval of the total per- 
sonality” to Greeley’s (1974) “spiritual force that seems to 
lift you out of yourself” to Scharfstein’s (1973) “everyday 
mysticism.” A definition of mystical experience both 
congruent with the major theoretical literature and clini- 
cally applicable is as follows: the mystical experience is a 
transient, extraordinary experience marked by feelings 
of unity, harmonious relationship to the divine and ev- 
erything in existence, as well as euphoric feelings, noesis, 
loss of ego functioning, alterations in time and space 
perception, and the sense of lacking control over the 
event (Allman, 1989; Hood, 1974; Stace, 1960). Numerous 
studies assessing the incidence of mystical experience 
(Back and Bourque, 1970; Greeley, 1974, 1987; Hood, 

1974, 1977; Thomas and Cooper, 1980) all support the 
conclusion reached by Spika, et al., (1985) that 30-40% of the 
population have had mystical experiences, suggesting that 
they are normal rather than pathological phenomena. 
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In addition, a recent survey (Allman, et al., in press) has 
demonstrated that the number of patients who bring 
mystical experiences into treatment is not insignificant. 
Psychologists in full-time practice estimated that 4.5% of 
their clients over the past 12 months brought a mystical 
experience into therapy. This clearly challenges the GAP 
report which claims that “mystical experiences are rarely 
observed in psychotherapeutic practice” (GAP, 1976, p 
729). 
Near-death experience (NDE).Considerable scientific re- 
search over the past decade has established that NDE is 
a clearly identifiable psychological phenomenon not at- 
tributable to a mental disorder (Basford, 1990). It is a 
profound subjective event experienced by persons who 
come close to death (or who are believed dead and 
unexpectedly recover) as a result of serious injury or 
illness, or who confront a potentially fatal situation and 
escape uninjured (Stevenson and Greyson, 1979). Phe- 
nomenologically, NDE includes: 1) a characteristic tem- 
porai sequence of stages (i.e., peace and contentment; 
detachment from physical body; entering a transitional 
region of darkness; seeing a brilliant light; and passing 
through the light into another realm of existence) (Ring, 
1990); as well as 2) acluster of subjective components (i.e., 

strong positive affect; dissociation from the physical body; 
and transcendental or mystical elements). A reliable, 
valid, and clinically useful NDE scale (Greyson, 1983b) 
has been developed, which measures the various subjec- 
tive elements of an individual’s experience. 
Both medical research (Ring, 1990; Sabom, 1982) and a 

nationwide poll (Gallup, 1982) indicate that about one- 

third of all individuals who have had a close encounter 
with death have experienced NDE. In 1982, Gallup 
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estimated that approximately 8 million American adults 
have experienced NDE. Numerous studies of the afteref- 
fects of NDE provide strong evidence of its 
nonpathological nature (Greyson, 1981, 1983a; Ring, 1984). 
The treatment literature has addressed the problems 
which can follow both mystical experiences and near- 
death experiences. For example, Nobel (1987) noted that 
although mystical experience may result in greater psy- 
chological health, the process is sometimes disruptive 
and may prompt individuals to seek treatment. Like- 
wise, several clinicians have focused on the significant 

intrapsychic and interpersonal difficulties that frequently 
arise in the wake of a NDE. As summarized by Greyson 
and Harris (1987), specific intrapsychic problems include: 
1) ongoing anger or depression related to losing the near- 
death state; 2) difficulty reconciling the NDE with previ- 
ous religious beliefs, values or lifestyle; 3) the fear that the 
NDE might indicate mental instability. Interpersonal prob- 
lems brought about by the NDE include: 1) difficulty 
reconciling attitudinal changes with the expectations of 
family and friends; 2) a sense of isolation; 3) a fear of 

ridicule or rejection from others; 4) difficulty communi- 
cating the meaning and impact of the NDE; and 5) diffi- 

culty maintaining previous life roles that no longer carry 

the same significance. 
An example of a psychospiritual problem is the case 

study from the previously cited GAP report which illus- 

trates how a mystical experience can become the focus of 

treatment. The patient was a woman in her early thirties 

who sought out therapy to deal with unresolved parental 

struggles and guilt over a younger brother’s psychosis. 

Approximately two years into her therapy, she under- 
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went a typical mystical experience, including a state of 

ecstacy, a sense of union with the universe, a heightened 
awareness transcending space and time, and a greater 
sense of meaning and purpose to her life. This experience 
increasingly became the focus of her continued treat- 
ment, as she worked to integrate the insights and attitu- 
dinal changes that followed. As the study reported: 

Her mood was ecstatic (if you prefer a 
theological term) or euphoric (if you prefer 
psychiatric vocabulary); it persisted for about 
ten days. She felt that everything in her life had 
led up to this momentous experience and that 
all her knowledge had become reorganized 
during its course. For her, the most important 
gain from it was a conviction that she was a 
worthwhile person with worthwhile ideas, not 
the intrinsically evil person, ‘rotten to the core’, 
that her mother had convinced her she was. 

(GAP, 1976, p 804) 

Due to the rapid alteration in her mood and her unusual 
ideation, the authors considered diagnoses of mania, 
schizophrenia, and hysteria. But they rejected these 
because many aspects of her functioning were either 
unchanged or improved, and overall her experience 
seemed to be “more integrating than disintegrating” (p 
806). They concluded that “while a psychiatric diagnosis 
cannot be dismissed, her experience was certainly akin to 
those described by great religious mystics who have 
found a new life through them” (p 806). Her subsequent 
treatment focused on expanding the insights she had 
gained and on helping her to assimilate the mystical 
experience. 
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Although positive personality transformations frequently 
follow a NDE, significant intrapsychic and interpersonal 
difficulties may also arise. In their study, Greyson and 
Harris (1987) reported that many individuals doubted 
their mental stability, and therefore did not discuss the 
NDE with friends or professionals for fear of being re- 
jected, ridiculed, or regarded as psychotic or hysterical. 
One person reported, “I’ve lived with this thing [NDE] 
for three years and I haven’t told anyone because I don’t 
want them to put the straight jacket on me” (Sabom and 
Kreutziger, 1978, p 2). Another found that, “After this 

happened to me [a NDE], and I tried to tell people, they 
just automatically labelled me as crazy” (Moody, 1975, p 
86). 
In addition, there are reports of individuals who have 

shared their experiences with professionals and received 
negative reactions. One woman stated, “I tried to tell my 
minister, but he told me [had been hallucinating, so I shut 

up” (Moody, 1975, p 86). A hospitalized patient recounted 
that, “I tried to tell my nurses what had happened when 
I woke up, but they told me not to talk about it, that I was 
just imagining things” (p 87). 

Differential Diagnosis 

At first glance, the diagnosis of Adjustment Disorder 
would seem to fit many of the cases presented as ex- 

amples of Psychoreligious and Psychospiritual Prob- 

lems. However, Adjustment Disorder is appropriate 

only when symptoms are in excess of what would be a 

normal and expectable reaction to a stressor. Mystical 

experiences as well as psychoreligious problems (e.g., 

275 



Helping People with Spiritual Problems 

change in denominational membership) often occur with- 
out an obvious stressor (GAP, 1976), and therefore do not 

meet the criteria for Adjustment Disorder. Conversely, 

when Psychoreligious and Psychospiritual Problems are 
triggered by an extremely stressful event (e.g., a near- 
death experience), they would be comparable to the 
DSM-III-R V Code category for Uncomplicated Bereave- 
ment. Even when the reaction to a death meets the 
diagnostic criteria for Major Depression, the diagnosis of 
a mental disoider is not given because the symptoms 
result from “anormal reaction to the death ofa loved one” 
(DSM-III-R, p 361). Similarly, in the case of NDE, sequellae 
involving anger, depression and interpersonal difficul- 
ties occur so frequently that they should be considered 
normal and expectable reactions to the stressor (Greyson 
and Harris, 1987). Individuals in the midst of a tumultu- 
ous Psychoreligious or Psychospiritual Problem may 
appear to have an Adjustment Disorder when viewed out 
of context, but they are actually undergoing an entirely 
appropriate process. Sensitive to the multicultural con- 
text of contemporary Western psychiatry, Gabbard, et al. 
(1982) have stated: 

- It is incumbent upon us as psychiatrists to be 
thoroughly familiar with the range and breadth 
of human experience, whether pathological or 
healthy. We must respect and differentiate 
unusual but integrating experiences from those 
whichare distressing and disorganizing.(p 368) 

Accordingly, itis important to havea Z Code available for 
disruptive religious and spiritual experiences, because 
inappropriately diagnosing them as mental disorders 
can negatively influence their outcome (Greyson and 
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Harris, 1987). The clinician’s response can determine 
whether the experience is integrated and used asa stimu- 
lus for personal growth, or whether it is repressed as a 
bizarre event that may be a sign of mental instability: 
“Attempts to classify the experience as a pathological 
entity are neither accurate nor helpful” (pp 44-45). 
Fortunately, there are assessment tools for making differ- 
ential diagnoses among religious problems, mental dis- 
orders with religious content, and Psychoreligious Prob- 
lems. Spitzer, et. al, (1980), Pruyser (1984), and Lovinger 

(1984) have discussed methods for distinguishing patho- 
logical uses of religion from subculturally validated forms 
of religious expression. Barnhouse (1986) has pointed 
out that the pathological significance of religious lan- 
guage can seldom be determined by the immediate con- 
textalone. She suggests that a religious history be part of 
the standard evaluation. 
Some groundwork has also been laid for differentiating 
problematic spiritual experiences from pathological dis- 
orders. Efforts to differentiate mystical experience from 
psychopathological phenomena have focused upon 
schizophrenia (Wapnick, 1969), psychosis (Buckley, 1981; 
Caird, 1987; Oxman, et al., 1988), psychoactive substance- 

induced organic mental disorders (Lukoff, 1985, 1991), 

and epilepsy (Sensky, 1983). NDE has also been differen- 
tiated from similarly appearing psychoactive substance- 
induced hallucinations (Bates and Stanley, 1985), medita- 
tive states (Bates and Stanley, 1985), and organic brain 

disorders (Greyson, 1983b). 
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Conclusion 

Mental health professionals have not accorded religious 
and spirtual issues in clinical practice the attention war- 
ranted by their prominence in human experience. Sur- 
veys show that religion and spirituality play acentral role 
in the lives of most of the population, including psychiat- 
ric patients. Religiosity and spirituality are linked to 
psychological well-being, involve issues of love and re- 
latedness, and provide a source of meaning and purpose 
in life. Yet, theory and research in psychiatry and psy- 
chology have largely devalued or ignored the religious 
and spiritual dimensions of life. Furthermore, the clinical 

literature describing presentations, assessment, treatment, 

and differential diagnosis of problematic aspects of reli- 
gious and spiritual life has been ignored in training. 
Clinicians have begun to address gender, ethnic, and 
racial issues. It seems that psychiatry would also benefit 
from giving the same consideration and emphasis to 
religious and spiritual issues in treatment. Significantly, 
the nursing profession has already established a diagnos- 
tic category of Spiritual Distress to cover two treatment 
situations: 1) when religious or spiritual beliefs conflict 
with a prescribed health regimen, and 2) when there is 
distress associated with a patient’s mental or physical 
inability to practice religious or spiritual rituals (Carpenito, 
1983). 
The DSM-IV Options Book (Task Force on DSM-IV, 1991) 

notes that the V Code section of DSM-III-R “excluded 
many important reasons for presentation to mental health 
practitioners” (p U:1). However, none of the proposed 
categories acknowledge psychoreligious or 
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psychospiritual problems. Efforts to reconcile DSM-IV 
with the most recent revision of the World Health 
Organization’s (1992) International Classification of Dis- 
eases (ICD-10), include a number of new Z Code catego- 
ries. Yet, none of the ICD-10 categories acknowledge 
psychoreligious or psychospiritual problems either. The 
category for “life-cycle transitions” (e.g.,retirement,empty 
nest syndrome) is not appropriate, because 
psychoreligious or psychospiritual problems can occur 
at virtually any point in the life-cycle from childhood to 
old age (Armstrong, 1984). Furthermore, assigning one 
of the Z Codes related to “social circumstances” or “social 
environment” would not alert clinicians to the available 
strategies for assessing and treating specific 
psychoreligious and psychospiritual problems. 
We recognize that further research on psychoreligious 
and psychospiritual problems is needed, covering forms 
of presentation, prevalence, associated features, and dif- 
ferential diagnosis. However, the lack of definitive re- 
search at the present time should not preclude the recog- 
nition of such problems in the diagnostic classification 
system. As Wing (1977) points out, one of the key tests for 
the validity of a diagnosis is whether it results in im- 
proved treatment: 
To put forward a diagnosis is, first of all, to recognize a 
condition, and then to put forward a theory about it. 

Theories are meant to be tested. The most obvious test is 

whether applying the theory is helpful to the patient. 

Does it accurately predict a form of treatment that re- 

duces disability without leading to harmful side effects? 

(p 87) 
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The proposed new Z Code category for DSM-IV would 
redress the cultural insensitivity currently surrounding 
the treatment of religious and spiritual issues in the 
following ways: 1) increase the accuracy of diagnostic 
assessments when religious and spiritual issues are in- 
volved; 2) reduce the occurrence of iatrogenic harm from 
misdiagnosis of psychoreligious and psychospiritual 
problems; 3) result in improved treatment of such prob- 
lens by stimulating clinical research; and 4) encourage 
clinical training centers to address the religious and 
spiritual dimensions of human experience. 
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Appendix D 

Referrals 

This section is divided into four headings. “SEN and the 
Conferences of 1985” gives a brief introduction to SEN 
and the people who contributed to this book. “References 
to Referral Networks” gives the names, addresses and 
phone numbers of networks who refer people to Helpers. 
“24 Hour Care Centers” gives the names and addresses of 
sanctuaries for people in crisis. “Literature on the Phe- 
nomenology of Spiritual Emergence and Emergency” is 
a list of books which would be helpful for anyone want- 
ing to know more about the topic. “Movies and Audio 
Tapes” is an annotated list of resources for audio and 
audio-visual presentations which illustrate themes per- 
taining to spiritual emergence. 



Helping People with Spiritual Problems 

SEN and the Conferences of 1985 

The Spiritual Emergence Network conferences of 1985 

were held for the following purposes: 

1. Toenhance communication between clinicians 

working with people in spiritual emergency. 

2. To increase our understanding of diagnosis 
where phenomena of spiritual emergence are 
present. 

3. To understand the role of residential treatment 
centers for people in spiritual emergency. 

4. Tounderstand the role of Helpers who support 
people in spiritual emergence and emergency. 

5. Toconsider the elements that catalyze spiritual 
emergence within individuals and within 
collective groups. 

6. To support the development of the Spiritual 
Emergence Network. 

The conferences each focused on producing particular 
products. The October, 1985, conference participants 
collected ideas towards creating a “Training Manual” for 
teaching professionals and paraprofessionals how to work 
with people undergoing crises of spiritual emergence. 
The May, 1985, conference dedicated some intensive 
work toward questions of enhancing communication 
networking for SEN on a worldwide basis. 

Note: To preserve the privacy and exploratory nature of the work at 
the SEN conferences, 1985, we decided not to make the tapes of the 
conferences available to the general public. Our agreement with the 
participants is that none of the discussions or presentations would be 
quoted in publications without their prior consent. 
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The participants who attended the conferences were 
psychologists, psychiatrists, administrators, social work- 
ers, Spiritual teachers, monastics, and students of transper- 

sonal psychology. Following is a list of these people, a 
short description of their work, and the topic of their talk, 
if they gave one. 

The May, 1985, Conference Participants: 

Anne and Jim Armstrong: Anne is a psychic counselor who, 
together with her husband, Jim, teaches people how to use their 
intuition. They spoke on “Psychic Opening and Spiritual 
Emergence.” 
Angeles Arrien, M.A.: symbol consultant, anthropologist and 
teacher of universal symbols and Shamanism. Arrien spoke 
about “Universal Symbols in Spiritual Emergence.” 
Dominie Cappadonna, Ph.D.: teacher of transpersonal 
psychology, healer, and tour guide. Cappadonna spoke about 
“Global Spiritual Emergence .” 
Susanna Davila, Ph.D.: administrator of the Transpersonal 
Counseling Center at the Institute of Transpersonal Psychology, 
supervisor for the Spiritual Emergence Network. 
Christina Grof and Stanislav Grof, M.D.: authors and founders 

of SEN; S. Grof has done over 20 years of research in the area of 
consciousness studies. Dr. Grof dialogued with Lama Sogyal 
Rinpoche on the subject of “Diagnosing Spiritual Emergency.” 
He and Christina also dialogued with the Hendricks on the 
similarities and differences in their respective work with the body 
using the breath. 
Gay Hendricks, Ph.D. and Kathlyn Hendricks, Ph.D., A.D.T.R.: 

therapists and teachers of transpersonal breathwork, the 
Hendricks spoke on “Spiritual Emergence/Emergency as a 
Somatic Experience.” 
Voyce Hendrix and Betty Dahlquist: administrators of California 
Association of the Social Rehabilitation Agencies. They 
participated in the discussion led by Telles on “Organizing 
Residential Treatment Centers and Educational Models for 
Training Counselors.” 
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Charles Lonsdale, M.A.: (then) administrator of SEN. 

Francis Lu, M.D.: psychiatrist and assistant clinical professor at 
the University of California. Dr. Lu spoke about work and 
dialogued with Ralph Metzner on “The Use of Pharmaceuticals 
for People in Spiritual Emergency.” 
Ralph Metzner, Ph.D.: psychologist, author, administrator at 
California Institute of Integral Studies. Metzner spoke on 
“Diagnosing Spiritual Emergence” and dialogued with Dr. Luon 
“The Use of Pharmaceuticals for People in Spiritual Emergency.” 
Lama Sogyal Rinpoche: an honored spiritual teacher from Tibet, 
spoke on “Diagnosing Spiritual Emergency.” 
Sharon Solfvin, M.A.: administrator at J.F.K. University and 
counselor. 
Lawrence Telles, Ph.D.: academic philosopher, coordinator of 

invited conferences on “Psychosocial Alternatives to Traditional 
Psychiatric Care.” Telles spoke about his work “Organizing 
Residential Treatment Centers and Educational Models for 
Training Counselors.” 
Bryan Wittine, Ph.D.: transpersonal therapist and (then) 
administrator at J.F.K. University's School of Consciousness 
Studies. Wittine spoke about “Transpersonal Therapy and the 
Dark Night of the Soul.” 
Frances Vaughan, Ph.D.: professor of transpersonal psychology, 
author, and psychologist. Vaughan spoke about “Transpersonal 
Psychotherapy and Ego Development.” 
Karen Paine-Gernee: educator and counselor, spoke about 
“Spiritual Emergence and Adult Children of Alcoholics.” 
Mitchell May, M.A.: healer and educator. May spoke about 
“Physical Emergencies which Precipitate Spiritual Emergence.” 
Dick Price: (then) president of Esalen Institute. 
FatherThomas: Benedictine monk, dialogued with Brother David 
and Dick Price on “Communities which Foster Spiritual 
Emergence.” 
Brother David Steindl-Rast: Benedictine monk, author and 
lecturer on Eastern and Western Spirituality. Brother David 
dialogued on “Communities which Foster Spiritual Emergence.” 
Peggy Taylor and Paul Taylor, Ph.D.: (then) coordinators for 
SEN at Esalen, and transpersonal counselors. 
Emma Bragdon, William Brater, Eric Lehrman, Megan Nolan, 

Ph.D., David Rasch. SEN Volunteers. 
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The October, 1985 SEN Conference Participants: 

Jamie Baraz: spiritual teacher within the Vipassana community. 
Baraz spoke on “Managing Spiritual Crises in Spiritual 
Communities.” 
Mara Suzana Behlau and Roberto Zeimer: SEN Regional 
Coordinators from Brazil. They spoke about “Supporting Spiritual 
Emergence in South America.” 
Roger Bunting: administrator of Metasystems Design Group, 
Inc. Bunting discussed “Networking” and, more specifically, 
“Metasystem Computer Technology.” 
Elizabeth Campbell, Ph.D.: moderator of the conference, (then) 

administrator of the External Degree program at the Institute of 
Transpersonal Psychology, teacher. Campbell spoke on 
“Networking.” 
Cecil Chamberlin, M.D.: psychiatrist at the Menninger 
Foundation, and SEN Regional Coordinator in Kansas. Dr. 
Chamberlin spoke about his work and “Supporting Spiritual 
Emergence in North America.” 
Susanna Davila, Ph.D.: Administratorof the Transpersonal Center 
and supervisor for SEN at the Institute of Transpersonal 
Psychology. 
Christina Grof and Stanislav Grof, M.D.: founders of SEN. They 
spoke about “Supporting Spiritual Emergence Internationally.” 
Willis Harman, Ph.D.: President of the Institute of Noetic Sciences, 

professor at Stanford, Senior Social Scientist at Stanford Research 

Institute, and author. Harman spoke on “The Emerging Global 
Consciousness.” 
Michel Henry: administrator of a philanthropic organization 
and teacher. Henry spoke about “Global Networking.” 
Frank Kretschmer, M.A.: Regional Coordinator for SEN in 
Germany, transpersonal therapist. Kretschmer spoke with 
Pennington on “Supporting Spiritual Emergence in Europe.” 
Alicia Mayo: SEN Regional Coordinator in Mexico, counselor 
and educator. Mayo spokeon “Curanderismo: A Healing System 
of Mexico” and her work supporting spiritual emergence in 
Mexico. 
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Megan Nolan, Ph.D.: (then) Administrator of SEN. Nolan gave 

current information on SEN. 
Judith Orloff, M.D.: psychiatrist and regional coordinator for 

SEN in southern California. 
George Pennington: SEN regional coordinator in Germany, 
transpersonal counselor, administrator of a residential treatment 
facility in Germany, “Esse.” Pennington spoke on “Supporting 
Spiritual Emergence in Europe.” 
John Perry, M.D.: psychiatrist, author, past coordinator of 
Diabasis- a residential treatment center in San Francisco. Dr. 
Perry spoke about “Residential Treatment Centers: A Model for 
World-Wide Use.” 
Dick Price: (then) president of Esalen Institute. Price dialogued 
with Perry on “Residential Treatment Centers.” 
Swami Radha: spiritual teacher from Canada. Swami Radha 
spoke about “Managing Spiritual Crisis in Spiritual 
Communities.” 
Aminah Raheem, Ph.D.: teacher of Jin Shin Do at Institute of 

Transpersonal Psychology, Transpersonal Integration 
Practitioner. Raheem spoke on “Identifying Crises of Spiritual 
Emergence and Facilitating Transformation.” 
Lee Sannella, M.D.: psychiatrist, opthalmologist, author. Sannella 
discussed “What Makes a Good Helper?” 
Jacquelyn Small, MSSW: author, teacher, and counselor. Small 

talked about “Identifying Crises of Spiritual Emergence and 
Facilitating Trans-formation.” Shealso led an experiential session 
in Holotropic Therapy. 
Brother David Steindl-Rast: Benedictine monk, lecturer, and 

author. Brother David spoke about his experiences “Supporting 
“Spiritual Emergence Internationally.” 
Peggy Taylorand Paul Taylor, Ph.D.: (then) SEN coordinators at 
Esalen, transpersonal counselors. Paul Taylor spoke on “The 
New Physics and Spiritual Emergence.” 
Larry Telles, Ph.D.: academic philosopher and administrator in 
the field of psycho-social rehabilitation. Telles dialogued with 
Perry on “Residential Treatment Centers.” 
Emma Bragdon, David Warren, Ph.D., Edris Head, Eric Lehrman, 

Ruth Norman. SEN Volunteers. 
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References to Referral Networks 

The Spiritual Emergence Network helps educate people 
about spiritual emergence processes and refers individu- 
als to qualified Helpers and Care Centers for support 
and/or therapy. 

The Spiritual Emergence Network 
5905 Soquel Drive, Suite 650 

Soquel, CA 95703 
Telephone: 408-464-8261 

IANDS refers to support groups around the U.S.A. for 
people who have had Near Death Experiences. 

International Association of Near Death Studies 

(I[ANDS) 

638 Prospect Ave. 
Hartford, CT 06103-4298 

Telephone: 203 232-4825 

24-Hour Care Centers 

There are only 2 centers in the world at the current time 

which are optimal care centers for people in spiritual 

emergency. 

A Program similar to Soteria is available in Swizerland. 

Dr. Luke Ciompi, Professor of Social Psychology, 

Murtenstrasse 21, CH 3010, Berne, Switzerland is the 

contact person for this program. Telephone: 6488-11. 
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Pocket Ranch Institute Telephone: 707-857-3359 
“Woodlands Program” FAX: 707-857-3764 
PO Box 516 
Geyserville, CA 95441 

Pocket Ranch Institute is situated on 2,600 acres in the 
Mayacamas mountains near Geyserville, about 2 hours 
north of San Francisco, California. Pocket Ranchis unique 
in its commitment to honor the transformational poten- 
tial in all psychological crises, particularly spiritual emer- 
gencies. A dedicated, licensed staff are trained in a 
variety of modalities. Programs incorporate expressive 
therapies such as art and sand-tray, guided imagery, 
emotional release work, integrative bodywork and 
transpersonal approaches such as breathwork. 

The Woodlands is an eight-bed residential program 
licensed by the State of California. Considered an alter- 
native to hospitalization, this program offers 24-hour 
care and specializes in guiding adults through spiritual 
emergencies and other psychological crises. 

The Star Program is a two week process which addresses 
childhood issues and adult dysfunctional behaviors. The 
Self-Directed Retreat Program offers guests the time, 
space and therapeutic assistance to design their own 
program for personal growth. Guests may schedule 
individual psychotherapy sessions, breathwork sessions, 
sand-tray and bodywork while relaxing at the ranch. 
Both vegetarian and non-vegetarian meals are served. 
Hiking trails, meditation center, medicine wheel, swim- 
ming pool, spa and sauna are available to all guests. 
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Literature on the Phenomenology of 
Spiritual Problems 

The following books are appropriate to educate yourself 
further on the experiences people have had as they reach 
transpersonal states of consciousness. These books are 
also educational for clients looking for more information 
about transpersonal states of consciousness. 

Beggin, P. Toxic Psychiatry: Why Therapy, Empathy and Love Must 
Replace the Drugs, Electroshock and Biochemical Theories of the ‘New 
Psychiatry’. New York: St. Martin's Press, 1991. 

Capra, F., The Tao of Physics, Boulder, Co.: Shambhala, 1975. 

Capra, F., The Turning Point, N.Y.: Simon and Schuster, 1982. 

Da Free John, The Dawn Horse Testament, San Rafael, CA: Dawn Horse 

Press, 1985. 
Dass, Ram, The Only Dance There Is, New York: Doubleday and Co., 

1974. 
Golas, T., The Lazy Man's Guide To Enlightenment, New York: Bantam, 

1972. 
Gopi Krishna, Kundalini, The Evolutionary Energy in Man, Berkeley, 

CA: Shambhala, 1971. 
Greenwell, B., Energies of Transformation: A Guide to the Kundalini 

Process, CA: Shakti River Press, 1990. 
Grof, S., Beyond the Brain, Albany, NY: State University of New York 

Press, 1985. 
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Movies and Audiotapes 

A broad selection of audiotaped interviews on spiritual 
emergence phenomena withauthors, teachers and health 
professionals are avalilable through: 

New Dimensions 
PO Box 410510 

San Francisco, CA 94141 

415-563-8899 

Audiotaped and videotaped presentations from confer- 
ences in various parts of the world on topics related to 
spiritual emergence are available through: 

Conference Recording Services 
1308 Gilman Street 
Berkeley, CA 94706 

510-527-3600 

Conference recordings from the International Transper- 
sonal Association and the Association of Transpersonal Psy- 

chology are highly recommended. 

Videos on topics related to transformative visions, alter- 

native realities and creativity are available through: 

Mystic Fire Video 
PO Box 2249 

Livonia, MI. 48151 

800-292-9001 

A series of thought-provoking interviews between 

Jeffrey Mishlove, Ph.D., and pioneering health 
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professionals representing transpersonal psychology is 
available through: 

Thinking Allowed Productions 
2560 Ninth Street, Suite 123 

Berkeley, CA 94710 
800-999-4415 

Especially recommended is the video titled “Spiritual 
Psychology” with Frances Vaughan, Ph.D. (Spirituality 
and Psychology), Seymoor Boornstein, M.D. (Psychol- 
ogy and Spiritual Paths) , Edith Fiore, Ph.D. (Past-Life 
Regression and Depossession), and John Weir Perry, 
M.D. (Visionary Experience or Psychosis?). 

Duvall Media 
PO Box 15892 

Newport Beach, CA 92659 

Especially recommended are “Journey to the Edge and 
Milestones to Recovery” as wellasan interview by Naomi 
Steinfeld. 

oO CO CO CO CO CK CO CoO 

The following major motion pictures highlight reflec- 
tions onspiritualemergence phenomena. They are readily 
available through major video stores. 

co Emergence of a Karmic Pattern co 
Groundhog Day Dead Again 
Defending Your Life Truly, Madly, Deeply 
Flat Liners Grand Canyon 
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co Mystical Experience °° 

co including Near Death Experience °° 

Resurrection Fearless 
Brainstorm Always 

co Shamanic Journey © 

Emerald Forest The Wave 
Birdie A Man Called Horse 
Dances With Wolves Altered States 
The Dark Crystal Never Cry Wolf 

co Activation of the Central Archetype © 

The Fisher King Legend 
Star Trek Series Excalibur 

Star Wars Trilogy Zardoz 

The Never Ending Story Jason and the Argonauts 

The Magic Flute (Bergman) 

The Adventures of Baron VonMunchausen 

co Psychic Opening © 

Resurrection Regarding Henry 

The Abyss Carrie 

Bliss Dead Zone 

co Possession © 

Big All of Me 

Switch King Lear 
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co Extraterrestrials co 

Bel Starman 

Cocoon Communion 

Enemy Mine Fire in the Sky 
Brother from Another Planet 

Close Encounters of the Third Kind 

co Spectrum of Spiritual Experiences © 

Baraka The Seventh Seal 

Dreams 

co Confusion: © 

co Psychosis, Religious and/or Spiritual Problem °° 

The Rapture Thornbirds 
Jesus of Montreal Man Facing Southeast 
Gospel According to Matthew 
The Last Temptation of Christ 

co Psychotic Experience/Creative Individuals co 

Frances Crazypeople 
An Angel at my Table 

co Trancending Physical Disability °° 

co Through Spiritual Strength oo 

My Left Foot Gaby 
The Miracle Worker 
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Appendix E 

Glossary 

Atman: A level or state of consciousness described 
as the radically perfect integration of all prior 
levels of consciousness. 

Bio-energy: The fundamental source that pulsates 
and charges the body; the root of all subjective 
experience, body expression (including 
emotion)and movement (Lowen, 1958; Kelley, 
1970). 

Breathwork: A therapeutic modality using 
amplification of breathing to energize and 
support the psychic/somatic homeostatic 
process. 
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COEX system: System of condensed experience; 
- intense experiences from previous personal 

history including birth and past-lives, which 
have not yet been metabolized and exist in 
one’s psychic structure inhibiting further 
development to some extent (Grof, 1985). 

Ego: The organizing principle of the self. 
Helper: A professional or paraprofessional who 

acts as a companion and guide to a person in 
spiritual emergence/emergency. 

Kundalini: The creative energy of the universe 
which lies dormant at the base of the human 
spine until activated; when activated it rises 
up the spine as active energy—opening, 
clearing, and lighting the energetic centers of 
the body (Mookerjee, 1982). 

Psychosis: An episode of impairment of higher 
mental faculties, with abnormalities in reality 
testing, memory, language, rational thinking, 
and speech. 

Self-structure: The level or structure of 
consciousness attained in an individual’s 
-development. It is assumed that once a level 
of consciousness emerges in human 
development, it tends to remain in existence 
in the life of the individual during subsequent 
development (Wilber, 1985 a & b). 
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Glossary 

Spiritual emergence: The process of personal 
awakening into a level of perceiving and 
functioning that is beyond normal ego 
functioning. It involves having spiritual 
experiences and integrating these experiences 
into a positive framework for increased well 
being. 

Spiritual emergency: Profound disorientationand 
instability that sometimes accompanies 
intense spiritual experiences. Spiritual 
emergency appears as an acute psychotic 
episode lasting between minutes and weeks. 
It has a positive, transformative outcome. 

Spiritual experience: Any experience of the 
transpersonal level of consciousness. 

Subtle: A level or state of consciousness where 
there may be manifestations of psi 
phenomena, out-of-body experience, 
expanded sensory perceptions, and deep 
inspiration. At this level of consciousness one 
may have direct experience ofarchetypes and 
perceptions of God. 

Transpersonal: Having to do with experiences 
that are beyond normal ego states, i.e., 

extraordinary well-being, optimal 
psychological health. 
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