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ABSTRACT: Research literature has highlighted the occurrence of deathbed vision (DBV),



deathbed coincidence (DBC), and after-death communication (ADC) phenomena. To better
inform the mental health profession about how psychotherapists respond to and are affected
by working with these client experiences, we interviewed four therapists in private practice
who reported having worked with clients who disclosed one or more of the phenomena.
Using interpretative phenomenological analysis (IPA), we identified three main themes from
their accounts: (a) making sense of inexplicable transpersonal experiences on a professional
and personal level, (b) experiencing personal transformation, and (c) perceiving clients’
therapeutic benefits from addressing DBV, DBC, and ADC experiences. We discuss these
findings in the context of the existing literature along with implications for clinical practice

and possible future research directions.

KEYWORDS: deathbed visions, deathbed coincidences, after-death communication,

counseling, psychotherapy.

Deathbed visions (DBVS), deathbed coincidences (DBCs), and after-death
communication (ADC) are well documented in the professional psychological literature
(Brayne et al., 2006; Claxton-Oldfield & Richard, 2020; Fenwick et al., 2010; Kerr et al.,
2014; Mazzarino-Willett, 2010). They differ from day-to-day personal experiences and may
be thought of as spiritual experiences by those who have experienced them (Braud, 2012;
Rominger, 2013). Fenwick et al. (2010) categorized DBVs and DBCs as transpersonal end-
of-life experiences, and by natural extension of this idea, ADCs are transpersonal experiences
that occur after a bereavement.

DBVs can occur to a dying person weeks, days, or hours before death and are usually
indicators of impending death (Fenwick et al., 2010; Lawrence & Repede, 2013). The

experience may involve the dying person seeing deceased friends or relatives, spiritual



beings, or other-worldly spiritual environments that they may report to members of their
family or to healthcare staff (Callanan & Kelley, 1992; Devery et al., 2015; Ethier, 2005;
Fenwick & Brayne, 2011; Osis & Haraldsson, 2012). It is estimated that 50% to 60% of

people who are conscious before dying experience DBV (Mazzarino-Willett, 2010).

DBC typically happens at the time of death and can occur as a vision of the deceased
person to a sleeping family member or as clocks stopping or alarms sounding at the time of
death (Fenwick & Brayne, 2011). Among professional caregivers such as nurses, auxiliary
staff, and chaplains, 50% have reported witnessing a DBC (Fenwick, 2013).

ADC is usually experienced as a message from or interaction with a deceased person
in the form of a sense of presence, voices, odors, dreams, unusual activity of electronic
equipment, or meaningful symbolic phenomena (Kwilecki, 2011; LaGrand, 2005;
McCormick & Tassell-Matamua, 2016). Within one year of bereavement 75% of people
report ADC, and at some point in their lives 33% report the experience (Streit-Horn, 2011).

Given how common these experiences are, during therapy a bereaved client may
disclose that they were with a dying person who had a DBV or that they themselves have
experienced a DBC or ADC. However, some practitioners in the fields of counseling and
psychotherapy have been uncomfortable working with these types of experiences due to
concerns around ethical issues of competence and scope of practice and to potential conflicts
of beliefs, values, and morals between them and their clients (Brown et al., 2013). Barnett
(2016) suggested that mental health professionals, in general, have shown significant
resistance to and lack of respect for spirituality and its role in counseling and psychotherapy.
Although therapists have a professional responsibility towards a client who is looking to
understanding and integrate such phenomena (Abu-Raiya et al., 2015; Eliason et al., 2010;
Young, 2009, pp. 163-174 ), the experience of therapists working with DBV, DBC, and ADC

phenomena in clinical practice is still unclear.



In this article, we use the following terms in these ways:

e Bereavement is the condition of having lost a loved one to death in which the
bereaved person may experience emotional pain and distress that they may or may not
express to others. Individual grief and mourning responses can also vary (APA,
2020).

e Grief is the anguish experienced after significant loss, usually the death of a loved
person It is often distinguished from bereavement and can include physiological
distress, separation anxiety, confusion, yearning, obsessive dwelling on the past, and
apprehension about the future (APA, 2020).

e Spiritual experience involves a “reverence, openness and connectedness to something
of significance believed to be beyond one's full understanding and/or individual
existence” (Krippner et al., 2001, p. 131).

e Supernatural is of, or relating to, phenomena that appear to depart from or transcend
the laws of the physical universe (APA, 2020).

e Therapists are individuals working in the role of counselor or psychotherapist.

e Transpersonal experience refers to the varieties and effects of experiences that
transcend the usual personal limits of space, time, identity, and/or influence (APA,
2020, Holden, 2017).

e Traumatic grief is a severe form of separation distress occurring after the sudden and
unexpected death of a loved one and can be accompanied by a sense of futility and
meaninglessness of life (APA, 2020).

Literature Review
People who have been told by a dying person of a DBV or who themselves have
experienced a DBC or an ADC are often convinced that consciousness continues beyond

death-and that they will eventually be reunited with their departed loved ones (Shared



Crossing Research Initiative, 2022). LaGrand (2005) suggested that clients who report ADC
typically present in therapy with three questions: Where do | go from here, what will | do
with my experience, and how will I use what I have learned? For a bereaved client, therefore,
meaning-making that facilitates client growth through integration of the experience is an
important part of the counseling process (Bianco et al., 2017; Frazier & Hansen, 2009;
Golsworthy & Coyle, 2010; Steffen & Coyle, 2010). This process can have significant
implications for the therapist-client relationship, as clients value therapists who help them
interpret, draw upon, and integrate their experience (Gockel, 2011).

In a study of the counseling experiences of bereaved people who disclosed having
experienced the presence of a deceased person, Taylor (2005) found that 80% of clients felt
their therapists worked inadequately with them. They reported feeling unaccepted,
misunderstood, and unable to develop a working relationship with the therapist. This type of
experience with a therapist can lead to clients becoming reluctant to discuss their experience
due to concerns of being judged, ridiculed, or viewed as mentally unwell (Keen et al., 2013).
Roxburgh and Evenden (2016b) found clients who have had transpersonal experiences—
including psychic experiences, mystical experiences, peak experiences, out-of-body
experiences, hauntings, past-life experiences, synchronicity, spiritual crisis, near-death
experiences, and unusual death-related experience—felt their therapist ignored or dismissed
their experience, felt unable to explore their experiences further, and consequently ended
counseling prematurely.

Counseling therefore needs to be a safe environment in which clients can explore
these types of experiences without the experiences being devalued (Golsworthy & Coyle,
2010). Taylor (2005) concluded that “both generic and specialist counselors appeared
ignorant of research into the normality of such experiences and that training is needed to

address this lack of knowledge” (p. 60). Therapist training in working with such experiences



can therefore be a factor in how comfortable the therapist feels about engaging with their
client on this subject. In their study of counseling students, Roxburgh and Evenden (2016a)
reported that the majority felt unequipped to work with clients who reported these types of
experiences due to not having discussed this subject in training or supervision.

The underlying lack of training in this subject is supported by Mayers et al. (2007)
who found that few mental health professionals receive training on spiritual issues and that
discussions of the effects of spiritual experiences on the outcome of therapy may not be that
common. The issue of therapist competency to work with clients on spiritual experiences was
also raised by Hofmann and Walach (2011) who found that 81% of therapists in their study
stated that spiritual experiences were rarely covered in psychotherapy training and that two-
thirds wanted these topics to be better covered in their training curriculum. Therapists may
therefore feel that addressing spiritual matters is beyond the scope of their professional limits
of competence and choose not to address these matters in therapy (Roxburgh & Evenden,
2016a). This view is supported by Morrison et al. (2009) who argued that therapists are at
risk of violating their limits of professional competence in trying to deal with spirituality, as it
should remain in the domain of clergy and theologians.

Therapists may also decide what should—and should not—belong in the therapy
session based on their life experiences, spiritual background, and perceived role as a therapist
(Florence et al., 2019). In their study of spirituality and religiosity in psychotherapy,
Hofmann and Walach (2011) found that 72% of psychotherapists and clinicians surveyed said
their religious opinions had an influence on their practice. Clinical exposure to working with
these experiences may test these personal beliefs by challenging rational, religious, and
spiritual understandings regarding relationships beyond death (Golsworthy & Coyle, 2010).
However, unless therapists explicitly explore these factors, many interactions with their

clients around these experiences may occur outside of their awareness and influence the



therapeutic process (Florence et al., 2019). The clinical challenges for therapists are,
therefore, to develop a greater awareness of how commonly bereaved people have these
experiences, to minimize personal biases for or against these experiences, and to recognize
the experience’s potential to help a client adapt to the death of a loved one and re-engage
with life (LaGrand, 2005).

Our purpose in this study was to explore the experience of therapists when clients
disclose a DBV, DBC, or ADC experience during therapy, including the approaches
therapists use and challenges they encounter when supporting clients to make meaning of
these experiences, their perception of how discussing the experience during therapy plays a
part in the client adapting to the death of a loved one, and the impact of addressing such
experiences on the therapist. In designing this study, we drew on the principles of the British
Association for Counselling and Psychotherapy (BACP) Spirituality Division to seek to
better understand the interface between spirituality and psychotherapy practice, training, and
research (BACP, 2019).

Method

We obtained ethical approval for this research through Leeds Beckett University’s
School Ethics Committee. Adherence was given to the ethical code of the BACP (2018) and
Data Protection Act (2018), thus providing a qualitative research framework that respected
the autonomous rights of each participant, maintained confidentiality, avoided causing any
harm, and was fair. Consideration was given to safety protocols for the interview itself
including avenues of support in the event of participant distress and options for a follow up
debriefing and right to withdraw.

We designed this qualitative study using interpretative phenomenological analysis
(IPA), based on ideas from phenomenology, hermeneutics, and idiography. Through IPA,

researchers seek to understand how participants make sense of their lived subjective



experience (Miller et al., 2018) by conducting semi-structured interviews and then analyzing
the interview data by identifying recurring or seemingly important themes.
Participants

Recruitment was carried out in a number of ways to try and capture a range of
therapists and their experiences. The bereavement counseling team leads at two hospices
were contacted who then forwarded details of the study to a total of 12 therapists in their
teams. A public post on the first author’s LinkedIn profile was used to inform a network of
225 therapists about the study, as was message on a private Facebook group made up of 441
counselors and psychotherapists. Purposeful sampling was also used to email 12 therapists on
the BACP website who lived in the local area and listed bereavement counseling and/or
spirituality as an area of specialization or expertise. The first author also contacted two
therapists by email who were in his cohort on the Postgraduate Diploma in Counselling and
Psychotherapy course at Leeds Beckett University, who were working as therapists, and who
had expressed an interest in spirituality. Four therapists who met the eligibility criteria
responded to take part in the study: one from the LinkedIn message, one from the therapists
contacted using purposeful sampling, and one from the ex-student cohort. The fourth
participant was a colleague of the therapist recruited via LinkedIn.

The inclusion criteria for therapists to take part in the study were that (a) they were a
member of the BACP or a similar professional body—to ensure they worked ethically and to
a high degree of competence, and (b) they had worked with at least one bereaved client who
has raised the subject of DBVs, DBCs, or ADC during therapy. This purposeful sampling
allowed the experiences and opinions of the most appropriate therapists for this study to be
addressed (Wilde & Murray, 2009).

Four female BACP registered therapists based in West Yorkshire, England, UK, met

the inclusion criteria and volunteered to take part in the study. This sample size enabled us to



conduct an in-depth detailed case-by-case analysis that reflected the idiographic nature of
IPA (Pietkiewicz & Smith, 2014). No demographic data, apart from the therapist’s practice
location, was collected.

Data Collection and Analysis

To enable participants to provide a detailed account of their experience(s), the first
author used semi-structured interviews comprised of open-ended questions. This process
provided a flexible framework for the interview that enabled exploration of other areas of
interest as they arose (Oxley, 2016; Wertz, 2005). To improve the reliability and consistency
of the interviews across participants (Smith et al., 2012; Smith & Osborn, 2008), an interview
schedule adapted from Roxburgh and Evenden (2016b) was used. Due to Covid-19
restrictions, the interviews were recorded electronically using a secure online video platform
and stored securely on a password protected computer.

The data analysis team consisted of the three co-authors. The approach we adopted for
the IPA data analysis was an iterative six-step process we developed by combining
recommendations from Smith et al. (2012) and Pietkiewicz and Smith (2014). This process
consisted of extracting verbatim significant statements from the data, deriving meanings
about them through interpretation by the researchers, grouping these meanings into groups of
organized themes, and then expanding on the themes through a detailed written description
(Saldana, 2016, pp. 199-200). We then organized the emerging themes into major
(superordinate) and minor (subtheme) components (Pietkiewicz & Smith, 2014).

Regarding reflexivity, as the interpretation of the experience being studied needs to be
grounded in the views of the study participants (Lazard & McAvoy, 2017), a researcher
undertaking an IPA study needs to be continually reflexive so that they can reflect on and be
aware of their own feelings and potential biases during their interpretive role (Oxley, 2016;

Palmieri, 2018). As therapists who value reflexivity, we maintained a reflexive attitude
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towards all stages of the study. This process involved us as researchers acknowledging and
being aware that personal ontology and epistemology based on our individual experiences of
DBVs, DBCs, and ADC had created a set of beliefs that would be present in, and guide, the
analysis and interpretation of the data which was undertaken within the complexities of the
double hermeneutic process (Larkin & Thompson, 2012). Whereas these personal
experiences may have led to a deeper analysis of participants’ experiences, it was important
to be aware of personal positive biases in order to maintain an ethical boundary around
conflicts of interests (Lazard & McAvoy, 2017). This awareness ensured that ethical and
academic rigor was maintained during the interview and analysis stages (Saldana, 2016, p.
39). Thus, researcher reflexivity was an inherent and ongoing part of the research process as
all of us kept diaries and held discussions about the data and its impact on us as individuals
and as a group.
Results

Results of our analysis are summarized in Table 1.

Table 1

Superordinate Themes and Subthemes from IPA Analysis of Interview Data

Superordinate Theme Subtheme

¢ Holding tension of opposites of
Making sense of inexplicable personal beliefs/experiences and
transpersonal experiences. counseling epistemology.

e Professional guardedness.

e Acknowledging the transformative
Experiencing personal effect of working with DBV, DBC,
transformation. and ADC experiences.

e Recognizing personal and
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professional identity shifts in

relation to religion and spirituality.

e Self-disclosure and decisional
Perceived therapeutic facilitative
balancing.
process of DBV, DBC, and ADC
e Experiencing intersubjective and
experiences.
therapeutic relationship shifts.

Although we separated these themes for the interpretative phenomenological analysis
process, they are in essence interrelated. The narrative accounts below reflect this
interrelationship between superordinate and subthemes, and it is therefore important to
consider therapists’ experiences in a holistic manner. In the following material, participants’
names are pseudonyms.

Making Sense of Inexplicable Transpersonal Experiences
Holding Tension of Opposites of Personal Beliefs/Experiences and Counseling
Epistemology

Although all participants held an open mind regarding their clients’ DBV, DBC, or

ADC experience, they also sought to reconcile the supernatural implications of these

experiences with a physical basis for their origin.

A little voice would come up and I would think ok . . . this feels like a coincidence to
me. (Kathy, lines 51-53)

One client was a scientist . . . very logical. Maybe gave it a bit more credibility. This
area is always looking for a scientific base to find why these experiences happen.
(Jessica, lines 60-62)

| will be alert if the person is getting delusional and psychotic. (Yalda, lines 166—-167)
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With regard to acquiring further understanding and knowledge of DBV, DBC, or

ADC phenomena, participants agreed that professional training in this subject was variable.

Maybe | was quite lucky with that. (Kathy, line 187)

It wasn’t covered in training . . . nothing about these afterlife experiences. (Jessica,

line 238)

Caitlyn (lines 142—143) commented that “I’m not sure how you could teach it as the
trainer will be teaching it from their perspective,” but for several reasons most of our

participants felt that addressing these phenomena should be part of a therapist’s training.

Counselors need to be trained even if they don't believe in it to familiarise themselves
with the language in order not to be shocked. (Yalda, lines 352-353)

To have an awareness of what clients may bring. (Jessica, line 298)

In the absence of professional training on DBV, DBC, and ADC phenomena,
participants indicated that they relied on personal experience of spiritual phenomena to

address clients’ experiences.

| have spiritual experiences which make it easier for me to deal with. (Yalda, lines
160-161)
Personal experiences and work-life experiences have helped me to be able to

understand these experiences. (Caitlyn, lines 142-143)

My aunt used to have a spirit guide that used to hang around the place. These things
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fascinate me as they make you think. (Jessica, lines 35-36)

Professional Guardedness
All participants felt competent to work with this group of clients but did not discuss
client cases of DBV, DBC, and ADC phenomena experiences with their supervisor unless

necessary. Peer support was also felt to be a more welcoming forum to discuss these cases.

It was never something I felt | needed to discuss with my supervisor. | felt like I could
just hold it and contain it. (Kathy, lines 154-155)

It was not discussed with the supervisor unless | was stuck. Peer support was more
helpful because it was a group of friends, and they know I’m not lying. (Yalda, lines
232-234)

It wasn’t discussed in supervision. (Caitlyn, line 160)

I might not have mentioned them in supervision. Peer support was more helpful than

supervision. (Jessica, lines 342-343)

Experiencing Personal Transformation
Acknowledging the Transformative Effect of Working With DBV, DBC, or ADC
Experiences

All participants acknowledged that hearing about and working with DBV, DBC, and
ADC phenomena experiences had been profoundly meaningful for them and had led to them

becoming more open-minded towards these phenomena.

Utterly grateful. I have become more open minded, but within reason. (Yalda, lines

413-414)



14

It has been positive and made me not be afraid myself of death. (Caitlyn, line 60)

It’s made me reassess what I think and believe. (Jessica, line 491)

Working with these experiences also influenced participants’ spirituality in a positive
way by enabling them to prepare to deal with personal issues around grief and mortality in

the future.

It's increased my open mindedness as a psychotherapist and in personal life as well.
As | get older, it's going to be something that helps me make meaning.

(Kathy, lines 422-423)

Recognizing Personal and Professional Identity Shifts in Relation to Religion and
Spirituality

Participants noted a distinction between religion and spirituality that reflected the
clarity of their own position, and one participant felt particularly strongly that religion did not

sit comfortably with DBV, DBC, ADC or similar experiences.

I’'m not a religious person, but I don’t think that I’m not spiritual in any way. (Kathy,
line 167)

I'm kind of spiritual, | have spiritual experiences. (Yalda, line 39)

I'm not religious at all, I’'m a spiritual person. (Caitlyn, line 55)

Religions don't like this type of thing. They don't like you seeing mediums or
anything to do with clairvoyance. | can't see the harm in it really. (Jessica, lines 424—

425)
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Perceived Therapeutic Facilitative Process of DBV, DBC, and ADC Experiences
Self-Disclosure and Decisional Balancing
Participants were hesitant to self-disclose their own spiritual experiences to clients

until they felt it appropriate or were asked directly by the client.

I see spirits and hear them, but I don’t give anything away unless it’s necessary. I
would never put this on my profile as it puts some people off as they don’t believe it.
(alda, lines 207-208)

If they ask me about it, | may share some of my thoughts. (Jessica, line 164)

Participants also found that they were initially ‘sounded out’ by clients before clients

discussed their experience.

Clients wanted to sound you out first by doing a lot of disclaimers such as: I'm losing
my mind. (Kathy, lines 40-41)

Clients will often say: Do you have other clients who experience this? (Caitlyn, line
120)

She asked me first before she told me—she wanted to make sure I wasn’t going to

freak out. (Jessica, lines 202—-203)

In terms of starting the discussion, participants said they would wait for the client to

raise the topic of their DBV, DBC, or ADC experience:

The client initiates the discussion. They're usually ready to bring it--it's there at the

surface. (Kathy, line 142)
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Oh yes, I’d always wait for them, always wait for them to raise it. (Yalda, line 178)

Experiencing Intersubjective and Therapeutic Relationship Shifts

The counseling frameworks that all participants felt made use of their existing therapy
skills when working with a client’s DBV, DBC, or ADC experience were the Person-
Centered approach (Mearns & Thorne, 2013; Rogers, 1957) and the Integrative approach

(McLeod, 2013).

It completely sits with the client in terms of what it means for them. (Kathy, lines
352-353)

It's their agenda. The Integrative approach allows me introduce things that are useful
for the client. (Yalda, lines 476-477)

| focus on the client. I'm always aware that I'm exploring the experience from the
client's perspective. (Caitlyn, lines 140-141)

Very Integrative. (Jessica, line 297)

Within this framework, all the participants expressed the need to create a safe

therapeutic space in which clients felt comfortable talking about their experience.

| want them to feel comfortable with bringing whatever they want. A place where the
client can talk about it comfortably. (Kathy, lines 205-207)
| provide space for them. | put the person at ease. | go into their world. (Yalda, lines

163)

| create a safe therapeutic space where clients can share anything. (Caitlyn, lines 197)
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Along with creating a safe therapeutic space for clients, normalizing the client’s

experience was part of the therapeutic process for the participants.

Clients wants to know is this normal. It happens quite a lot. That’s all the client
needed—for someone to say that’s normal and just validate it. (Kathy, lines 376-377)
It’s all about integrating the experience and making meaning of death. I try to

normalize things with my clients. (Jessica, lines 473-474)

Clients’ disclosure of their DBV, DBC, or ADC experience during therapy became a helpful
therapeutic tool that acted as a bridge to addressing other issues of importance to the client’s

well-being.

Talking about the experience had a tremendous effect on the therapeutic process and
can lead on to some of those questions about the guilt they're holding on to. (Kathy,
lines 332-333)

When we discuss the experience further, clients open up. (Yalda, line 106)

It has a positive effect with how we are working through with some of these issues—

it opens up a better conversation. (Caitlyn, lines 83-84)

Discussion
The IPA analysis highlighted three main themes arising for therapists working with
DBV, DBC, or ADC phenomena experiences in clinical practice: making sense of
inexplicable transpersonal experiences; experiencing personal transformation; and the
perceived therapeutic facilitative process of DBV, DBC, and ADC experiences. We will now

synthesize the discussion represented in these strands by encapsulating them within their sub-
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themes and the literature.

The absence of training around DBV, DBC, or ADC phenomena experienced by all
the participants suggests that this subject should be embedded into professional counseling
and psychotherapy training courses. Although this topic could be made mandatory during
counselor training, Frazier and Hansen (2009) suggested that developing competence to work
with these types of experiences is more related to personally valuing this area rather than the
imposition of a formal training framework. A counterargument is that because healthcare
patients and clients have reportedly felt emotionally distressed and harmed by their healthcare
provider’s response to their disclosure of experiences similar to DBVs, DBCs, and ADCs
(Holden et al., 2014), all mental health professionals should be trained in how to avoid harm
and promote help to disclosing clients, whatever the professionals’ personal values are
regarding such experiences. Indeed, those least likely to seek such training might be more
prone to do harm in response to client disclosure.

Personally valuing this area implies understanding one’s own spirituality, and any
training program would need to involve teaching practices that nurture and develop this
understanding (Bloemhard, 2008). This would enable therapists to be better prepared to work
with a client’s DBV, DBC, or ADC experience by engaging with clients at an appropriate
level (Brayne et al., 2006). Within a wider context, as the subject of DBVs, DBC, and ADC
crosses many different domains such as psychology, religion, spirituality, medicine,
mythology, and philosophy, it raises the question of who is best qualified to deliver this type
of training, and alse how any biases for or against the subject by the trainer could be ethically
managed.

Although formal training and personal research into DBVs, DBCs, or ADC can raise
a therapist’s awareness of these phenomena, participants felt that their own spiritual

experiences enabled them to develop a deeper therapeutic relationship with clients who have
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had a similar or related experience. As clients are more comfortable raising spiritual matters
when they sense a similarity between their own and their counselor’s beliefs or experiences
(Knox et al., 2005), appropriate self-disclosure of therapists’ own spiritual aspects may
enhance the therapeutic alliance.

Although a shared spiritual experience can prompt therapists to self-disclose more
readily due to common ground with the client, it can lead to the blurring of boundaries and
place increased pressure upon the client (Magaldi & Trub, 2018). A therapeutic connection
based on common experience can atse give rise to transference and counter-transference
between therapist and client (Samuels, 2006) from which the therapist then responds from
their own personal perspective rather than a professional one (Paul & Charura, 2015).

Shafranske and Malony (1990) and Knox et al. (2005) found that working with
spiritual issues in therapy was outside of the therapist’s area of expertise, particularly as
spiritual care is typically not regarded as part of bereavement care (Steffen & Coyle, 2010).
However, this conclusion was not supported by our results as all of our participants felt
comfortable and confident when working with DBV, DBC, or ADC experiences in clinical
practice without feeling the need to discuss these cases with their supervisor.

The reluctance to discuss DBV, DBC, or ADC experiences with fellow professionals
could be due to a perceived risk of being judged negatively, being ridiculed, or losing
professional standing. This apprehension echoes the finding of Florence et al. (2019) that in
matters relating to spirituality, when therapists perceived a threat to their professional
standing they protected themselves by hiding their actions from professional colleagues. Gubi
(2004) and McDonald et al. (2013) also found that this type of therapist non-disclosure is due
to being aware of the potential for ridicule and losing professional credibility when raising
such issues.

Given how common DBV, DBC and ADC experiences are, these factors may partly
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explain the low response rate (0.6%) by therapists to take part in the study and may indicate
that therapists at large are not addressing their clients” DBV, DBC, or ADC experience due to
feeling that the subject is outside of their area of expertise, that they lack knowledge about
the area, or that these experiences challenge their personal and professional views around life,
death and the nature of bereavement. This may represent a missed opportunity for therapists
to provide a safe environment for clients to discuss their DBV, DBC or ADC experience in
the context of their bereavement. By identifying and openly discussing these issues, it may
improve the ability of therapists to work with spiritual matters in practice (Frazier & Hansen,
2009).

Working with DBV, DBC, or ADC experiences was deeply meaningful for the
participants in a manner that facilitated professional and personal psycho-spiritual growth.
This could be viewed as a transpersonal (Caplan et al., 2003) or spiritually transformative
experience (Kason, 1994) for them, as it initiated a “shift in how one perceives oneself and
the world, and a change in one’s values, sensitivities, and identity” (Hart, 2014, pp. 86-87).

The effect of learning about this type of spiritual experience and dealing with issues
of grief and bereavement have been found in other studies. Claxton-Oldfield et al. (2020)
found that working with DBV experiences influenced the beliefs of hospice palliative care
volunteers with regards to what happens after death and also made them less fearful of dying.
Foster and Holden (2013) found that learning about near-death experiences (NDESs) enhanced
growth-oriented aspects of grief, and Tassell-Matamua et al. (2016) found that NDE
education enhanced learners’ overall wellbeing and facilitated positive change.

Therefore, as therapists work with clients in meaning-making and integration of a
DBV, DBC, or ADC experience, they may go through a psychotherapeutic process of intra-
personal meaning-making of these phenomena that results in psycho-spiritual growth for both

client and therapist (Bianco et al., 2017; Tassell-Matamua et al., 2016). Consequently, the
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potential for spiritual growth is available not only to the client who has had the experience
but also to the therapist through learning about and working with the client’s experience—an
outcome expressed by our participants.

The Person-Centered approach and Integrative approach were adopted by all the
participants when working with DBV, DBC, or ADC experiences. A Person-Centered
approach using non-directive, relational practice (Simonsen & Cooper, 2015) enables clients
to be the focus of the therapy session and to decide what to discuss, whilst an Integrative
approach enables the therapist to draw on ideas and processes from different disciplines that
may be useful for the client. This use of existing core counseling practice principles to work
with spiritual experiences was noted by Roxburgh and Evenden (2016a) whereby therapists
said they would work in the same way with these experiences as they would with any other
issue.

Although recent work highlights how Rogers's mature ideas focused more on
spirituality (Fall et al., 2017; Kalmthout, 2013), for therapists who adopt a Person-Centred
approach and work in a context based predominantly on principles of secular rationalism and
physicalism (Kelly, 2010), DBVs, DBCs and ADC may raise the Kantian transcendental
philosophical question that ‘X exists — how is X possible?’ (Brinkmann, 2018). As a result,
attempting to reconcile the client’s DBV, DBC, or ADC experience with the physical may
give rise to anxiety from challenges to one’s worldview about the separation between life and
death and, therefore, the nature of bereavement (Steffen & Coyle, 2010).

From an epistemological perspective, challenges to one’s knowledge of how the
world works and is made sense of can cause ‘cognitive dissonance’ (Steffen & Coyle, 2010,
p. 275) for the therapist. Dissonance can lead to therapists holding a tension based on
uncertainty and ambiguity about a client’s DBV, DBC, or ADC experience, which

Golsworthy and Coyle (2010) noted may reflect the rationalistic climate of contemporary
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secular Western culture.

A therapist’s epistemology is therefore a factor in their clinical practice when working
with clients who report a DBV, DBC, or ADC experience, as they may hold physical,
psychological, biological, spiritual, and supernatural beliefs about the meaning of their
client’s experience (Sanger, 2009). From a professional ethical perspective, all the
participants in our study stressed the importance of setting aside their own beliefs and
working with the experience from the client’s perspective in order to focus on the therapeutic
benefit of the experience for the client. This approach matches the opinion of Morrison et al.
(2009) that as exploring spiritual experiences can promote client growth, therapists have an
ethical obligation to treat these client experiences with the same attention as any other
personal belief or experience. However, there is still the suggestion of an underlying
incongruence for therapists adopting this approach if they are internally questioning the
reality of the client’s experience yet do not express this skepticism within therapy. For
therapists who adopt a Person-Centred approach, Frankel et al. (2016) raised the question as
to what constitutes an honest Person-Centered relationship if the therapist, at their discretion,
is able to withhold personal feelings from their client.

Focusing on the client enables the therapist to adopt the conditions of empathy,
unconditional positive regard (UPR), and congruence from the Person-Centered approach
(Brown, 2015) as a framework for clinical practice when working with DBV, DBC, or ADC
experiences. UPR enables the therapist to be non-judgmental toward the client’s experience,
thereby creating a safe environment in which clients can discuss their experience without it
being devalued (Golsworthy & Coyle, 2010). This approach, with its non-pathologizing
orientation, allows the therapist to avoid judging the client as mentally ill, the fear of which is
one reason why clients are reluctant to disclose spiritual experiences to therapists (Roxburgh

& Evenden, 2016b).
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Participants found that clients were initially reluctant to disclose their DBV, DBC, or
ADC phenomena experience with them until a level of trust had been established between
them and the client. This ‘testing of the water’ approach by clients of introducing their
experiences and observing the reaction of their therapist was also found by Mayers et al.
(2007) who discovered that clients initiated discussions only after they found their counselor
to be open and accepting. Existing research is conflicting regarding whether the client or the
therapist should raise the subject. Knox et al. (2005) found that when therapists opened
discussions on spirituality, clients felt uncomfortable, invaded, or imposed on. In contrast,
Sanger (2009) and Daggett (2005) suggest that if the client does not bring the topic up, the
therapist raising it provides an opportunity to check that the experience is not a sign of
psychosis, is not affecting the client’s ability to function, and alse enables referral to more
specialist service if needed.

Discussing DBV, DBC, or ADC experiences can help as a therapeutic tool by acting
as a bridge to other issues of importance to the client’s well-being. This bridging effect was
found by McDonald et al. (2013), whereby it opened up conversations, and by Sanger (2009),
whereby the experiences were used as steppingstones to work with other issues that were
important to the client.

Therapists can support clients in making sense of and integrating their experience into
their grieving process through normalization of the experience by reassuring clients that these
experiences are a common and normal part of the grieving process (Roxburgh & Evenden,
2016Db). In turn, the comfort derived from making sense of and integrating a DBV, DBC, or
ADC experience may play a role in grief resolution by “soothing broken hearts instantly”
(Kwilecki, 2011, p. 225; Taylor, 2005). This instantaneous effect of grief resolution may be
especially important for therapists when working with feelings of futility and emptiness in

life due to traumatic grief.
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Limitations

This study reflects the experiences of four female therapists working in private
practice from the same part of the United Kingdom. Although small sample sizes are the
norm in IPA (Smith & Osborn, 2003), this factor could limit the findings of the study with
regards to the wider counseling community and could reflect a female-oriented spirituality.

The Person-Centered and Integrative approaches were used by participants, and it
would be valuable to research the experiences of therapists who use other psychotherapeutic
approaches when working with this group of clients. Future researchers would do well to
include a larger sample which would allow for greater representation of therapists and
psychotherapeutic approaches used in clinical practice.

All the participants were interested in the subject of DBVs, DBCs, and ADC and it is
therefore unclear how therapists who were not interested in these phenomena would have
responded. Likewise, as all the participants described themselves as spiritual and not
religious, it is not known how their experiences compare to those of therapists who are
religiously affiliated.

Finally, because we did not assess participants’ ethnicity and culture, future
researchers into DBV, DBC, or ADC experiences in counseling and psychotherapy would do
well to take these factors into account, as ethnicity, culture, religion, and spirituality are
closely intertwined.

Conclusion and Recommendations

In this study, we explored the experiences of therapists working with their clients’
DBV, DBC, or ADC experiences during bereavement counseling. Four accounts were
analyzed using IPA to extract the common elements of these experiences and their relation to
the therapist on a professional and personal basis. We identified three superordinate themes

from this analysis.
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Whereas our findings support those of previous studies in counselor training in DBV,
DBC, or ADC phenomena, it contributes new information on the professional and personal
challenges therapists experience when working with this group of clients, the transformative
effect of working with these experiences on the therapist, on therapists’ views of these
experiences, and of therapy clinical practice when working with these client experiences.

We found it encouraging that therapists could make use of their existing Person-
Centered and Integrative frameworks to work with clients on DBV, DBC, or ADC
experiences. These approaches enabled them to remain focused on the client, even though
they may, at times, have had doubts about the client’s experience itself. Working with and
hearing about these experiences also had a positive transformational effect on the therapists,
making them more open-minded about these experiences and giving them hope for the future
when they may have to deal with their own grief from bereavement.

Finally, we noted some implications and recommendations for clinical practice,
Sanger (2009) identified a four-point framework for working with an ADC experience: the
importance of normalizing the experience for the client, maintaining a non-judgmental
stance, exploring the meaning that the experience has for the client, and using the experience
as a steppingstone to work with other issues that are important to the client’s wellbeing. The
ways in which participants in the current study worked with their clients” DBV, DBC, or
ADC experience reflects this framework, and it may therefore be the most suitable approach
for therapists to adopt when working with these experiences in clinical practice. However,
this is all underpinned by the therapist being able to foster an environment in which a client
feels safe enough to hold such discussions.

Being able to normalize the client’s experience requires awareness of what DBV,
DBC, or ADC phenomena are, and we therefore suggest that training around these

phenomena be part of a therapist’s professional training or continuing education. Curriculum
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should include the opportunity for therapists to explore and reflect on their own biases for or
against DBV, DBC, or ADC experiences. Therapists also need to be aware that hearing about
and working with these experiences may have a transformative effect on them professionally
and personally, which may require them to make better use of supervision and peer support.
Despite the exploratory nature of this study, it has provided valuable insights into the
experiences of therapists when working with DBV, DBC, or ADC experiences in clinical
practice. Furthermore, it has highlighted the personal and professional challenges that arise
for therapists in this setting and highlighted areas of further research. Both have the potential

to influence professional training and practice in bereavement counseling.
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