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Even though psychotic disorders can have debilitating
effects, many clinicians and researchers have observed that
some psychotic episodes result in improvements in an indi-
vidual’s functioning. Karl Menninger, often recognized as a
founder of American psychiatry, noted: “Some patients have
a mental illness and then get well and then they get weller! I
mean they get better than they ever were. This is an extraor-
dinary and little-realized truth.”1 Boisen,2 who was hospital-
ized for a psychotic episode and then became a minister who
founded the field of pastoral counseling, maintained: “Many
of the more serious psychoses are essentially problem solving
experiences which are closely related to certain types of re-
ligious experiences.”3 Perry4 pointed out that below the sur-
face level of specific identities and beliefs are thematic sim-
ilarities in the accounts of patients whose psychotic episodes
have good outcomes: “There appears to be one kind of epi-
sode which can be characterized by its content, by its imag-
ery, enough to merit its recognition as a syndrome. In it there
is a clustering of symbolic contents into a number of major
themes strangely alike from one case to another.”

Several diagnostic categories have been proposed for
such psychotic-like episodes which have potential for posi-
tive outcomes: problem-solving schizophrenia2; positive dis-
integration5; creative illness6; spiritual emergencies7; mysti-
cal experience with psychotic features8; metanoiac voyages9;
and visionary states.10 In this article, the term visionary spir-
itual experience (VSE) will be used to encompass such ex-
periences. The term visionary is used in the anthropological
and religious literature to refer to a mental condition that
leads an individual to propose changes for the entire culture.
Such visionary experiences are more likely to occur in soci-
eties undergoing rapid and devastating social change, such as
with the Iroquois Indian leader Handsome Lake. In the late
1700s, he spent 6 months in a state of catatonia accompanied
by visions. Following these experiences, he underwent a per-
sonal transformation, communicated his visions and new in-
sights to others, and synthesized old and new beliefs into a
new religion and way of living that revitalized the culture.11

However, in most cases, a VSE does not transform the
culture, but adds a new dimension to the individual’s spiritual
life. Spirituality is used to refer to an inner experience of
connection to something greater than oneself, a personal sense
of the sacred and meaningful. People in the midst of a VSE
often traverse the range of the world’s religions and cultural

history in the form of religious content and experiences that
are similar to hallucinations and delusions (explored in more
depth below). When they return, they often view the episode
as a part of their spiritual awakening and an initiation for their
spiritual journey. Jungian analyst John Perry noted that, after
a VSE, “What remains . . . is an ideal model and a sense of
direction which one can use to complete the transformation
through his own purposeful methods.”12

To differentiate such episodes from psychotic disorders
Stanislav Grof and Christina Grof7 coined the term spiritual
emergency:

“Critical and experientially difficult stages of a profound
psychological transformation that involves one’s entire being.
They take the form of nonordinary states of consciousness
and involve intense emotions, visions and other sensory
changes, and unusual thoughts, as well as various physical
manifestations. These episodes often revolve around spiritual
themes; they include sequences of psychological death and
rebirth, experiences that seem to be memories from previous
life times, feelings of oneness with the universe, encounters
with various mythological beings, and other similar motifs.”

But the symptoms will resolve spontaneously with ap-
propriate support, and can lead to improvements in wellbeing,
psychological health, and awareness of the spiritual dimen-
sion in life. There are scores of self-reports and case studies
documenting such outcomes.13–15

Cross-cultural and Historical Perspectives
on VSE

Based on a cross-cultural survey, the anthropologist Prince
concluded that “highly similar mental and behavioral states
may be designated psychiatric disorders in some cultural set-
tings and religious experiences in others” and that a certain
proportion of these states “may be contained and channeled
into socially valuable roles” in societies that “invest these
unusual states with meaning and provide the individual ex-
periencing them with institutional support.”16 For example,
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anthropological accounts show that babbling confused words,
displaying curious eating habits, singing continuously, danc-
ing wildly, and being “tormented by spirits” are common
elements in shamanic initiatory crises. In shamanic cultures,
such crises are interpreted as an indication of an individual’s
destiny to become a shaman, rather than a sign of mental
illness.17

In Asian cultures, problems associated with spiritual prac-
tices are recognized and are distinguished from psychopa-
thology. For example, a well-known pitfall of meditation prac-
tice is “false enlightenment,” associated with delightful or
terrifying visions, especially of light.18 Beginning in the
1960s, interest in Asian spiritual practices such as meditation,
yoga, and tai chi, as well as experimentation with psychedelic
drugs, triggered many VSEs, some of which were problem-
atic for their practitioners:

“The contemporary spiritual scene is like a candy store
where any casual spiritual ‘tourist’ can sample the ‘goodies’
that promise a variety of mystical highs. When novices who
don’t have the proper education or guidance begin to naively
and carelessly engage mystical experiences, they are playing
with fire.”19

The similarity between psychotic symptoms and mysti-
cal experiences has received acknowledgment and discussion
in the mental health field.2,20–22 Both involve escaping the
limiting boundaries of the self, which leads to an immense
elation and freedom as the outlines of the confining selfhood
melt down. The need to transcend the limiting boundaries of
the self has been postulated to be a basic neurobiological need
of all living things.23 However, during psychotic episodes, if
“the sense of embodied self is transcended before it has been
firmly established disintegration and further fragmentation
are the likely results.”24

The great prophets and saints reported visions, which
later were passed on to the rest of humanity as symbols of
faith. People who have undergone VSEs have been esteemed
and enjoyed privileged status as shamans, prophets, or saints.
Socrates declared, “Our greatest blessings come to us by way
of madness, provided the madness is given us by divine
gift.”25 In contemporary Western society, experiences such as
seeing visions and hearing voices, experiencing oneself com-
municating with or being a religious figure are viewed as
delusions and hallucinations, symptoms of a psychotic disor-
der. People in the midst of VSEs have difficulty obtaining
support from either the healthcare system or religious insti-
tutions.

If cases of VSE could be differentiated from cases of
serious psychotic disorders, the prognosis for such individu-
als could be improved by providing appropriate treatment
consistent with their need to express and integrate the expe-
rience in a safe environment. This paper presents a model
delineating the overlap between VSEs and psychotic disor-

ders, and suggests guidelines for making diagnostic and treat-
ment decisions from a psychiatric perspective which recog-
nizes this overlap.

Differences Between VSEs and Psychotic
Symptoms
Hallucinations

Auditory and visual hallucinations have played an essen-
tial role in religion for thousands of years. Accounts range
from Biblical prophets and saints to shamans, as well as
Socrates’ famous Daemon voice. Psychiatrists have retroac-
tively diagnosed all of them to have had mental disorders.26

However, the DSM-IV specifically notes that clinicians as-
sessing for schizophrenia in socioeconomic or cultural situ-
ations different from their own must take cultural differences
into account: “In some cultures, visual or auditory hallucina-
tions with a religious content may be a normal part of reli-
gious experience (eg, seeing the Virgin Mary or hearing God’s
voice.”27 In a study of visual hallucinations among Hispanic
clinic patients, Lata found that “psychotic phenomena could
occur in connection with spiritual experiences. Visions of
loved ones who have died occur constantly, as well as visions
of saints, angels, Jesus, and Mary.”28

Several survey studies have shown that more than half of
the normal population has some experience with voice hal-
lucinations,29 and approximately 10% of the general popula-
tion have the experience of hearing a comforting or advising
voice that is not perceived as being one’s own thoughts.30

Hallucinations frequently occur in people during bereave-
ment, life-threatening situations, and stressful traumatic situ-
ations such as sensory deprivation, sleep deprivation, illness,
and solitary confinement.31 Inner voices have played a sig-
nificant role in the lives of many noted individuals including
Carl Jung, Elisabeth Kubler-Ross, Martin Luther King, Jr.,
and Winston Churchill.32 Hearing inner voices is often per-
ceived as helpful by people who are experiencing a spiritual
awakening.33

Delusions

The DSM-IV notes that “Ideas that may appear to be
delusional in one culture (eg, sorcery and witchcraft) may be
commonly held in another.”27 Research has confirmed the
overlap between psychotic and spiritual experiences. Peters,
Joseph, & Garety34 assessed the incidence of delusions using
a standard interview and rating criteria among members of
New Religious Movements (NRMs, such as Moonies), non-
religious people, Christians, and patients hospitalized for psy-
chotic disorders. They found that those in the NRM group
could not be distinguished from the inpatients by their beliefs,
but could by their mood and adjustment. Detailed cases show
that psychotic symptoms can occur in the context of spiritual
experiences.13,35–37 Greenberg et al38 described four young
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men who explored Jewish mysticism and became psychotic.
Their hallucinations, grandiose and paranoid delusions, and
social withdrawal were indistinguishable from those of many
mystics.

Empirical studies comparing individuals who are both
religious and deluded call into question diagnostic criteria for
delusions that emphasize the content (ie, bizarreness or fal-
sity) of beliefs to classify them as pathologic.39 Holding a
delusion with absolute conviction is not a sign of pathology
in itself because all beliefs that are personally significant tend
to be held with absolute conviction.40 A feature of normal
cognition is a confirmation bias that allows us to be imper-
vious to contradictory evidence and only notice information
that confirms our preexisting beliefs.41

Altered Structure of Experience

Delusions can be differentiated from religious beliefs not
by content, but by factors such as how much they interfere
with one’s life, and their emotional impact.35 Greenberg and
associates38 conclude that a diagnosis of psychotic disorder
rests on factors such as duration of the state, ability to control
entry into the state, and deterioration of habits, rather than the
phenomenology of the state itself. VSEs are usually transient
and resolve completely, without leaving residual social dif-
ficulties or isolation; in contrast, psychotic disorders gener-
ally persist for a long period and involve ongoing impairment
and social withdrawal.35,42,43

Similarly, Tibetan and Zen Buddhism, and Tantric Hin-
duism provide conceptualizations of mystical states of mind
that could permit psychotic experiences to be distinguished
not only by emotional and behavioral consequences, but by
real differences in the states themselves, such as: loss of
subject/object boundaries; less ability to control attention;
less ability to maintain equanimity; an inability to return to
the ontological framework of consensus reality; psychologi-
cal isolation; preoccupation with the mental realm; and ne-
glect of self-care.39

Differential Diagnosis Between Psychotic Disorders
and VSEs

Over the past 30 years, there has developed a body of
literature on approaches to distinguishing VSEs, particularly
mystical experiences and spiritual emergencies, from psy-
chotic disorders. Iatrogenic problems may occur if VSEs are
misdiagnosed and mistreated, possibly contributing to poorer
outcomes in industrial societies where the rate of full recov-
ery is lower and level of impairment of persons with psy-
chotic disorders is considerably higher than in nonindustrial
societies.44 In an interview study, “the most subjectively
frightening aspect of their experience was psychiatric hospi-
talization itself.”45 The diagnosis of a mental disorder is still
stigmatizing in contemporary American culture. The clini-
cian’s initial assessment can significantly influence whether

the experience is integrated and used as a stimulus for per-
sonal growth, or repressed as a sign of mental disorder,
thereby intensifying an individual’s sense of isolation and
blocking his or her efforts to understand and assimilate the
experience.

The DSM-IV category Religious or Spiritual Problem
(V62.89) is not a mental disorder, but is listed in the section
for “Other Conditions That May Be the Focus of Clinical
Attention.” The proposal for this diagnostic category had its
roots in concerns about the misdiagnosis and treatment of
spiritual emergencies.46,47 The inclusion of this new diagnos-
tic category in 1994 marked the acknowledgment that dis-
tressing religious and spiritual experiences occur as nonpatho-
logical problems.

“Religious or Spiritual Problem (V62.89). This category
can be used when the focus of clinical attention is a religious
or spiritual problem. Examples include distressing experi-
ences that involve loss or questioning of faith, problems as-
sociated with conversion to a new faith, or questioning of
other spiritual values which may not necessarily be related to
an organized church or religious institution.”27

VSEs warrant the DSM-IV diagnosis of Religious or
Spiritual Problem even when there may be symptoms present
that are usually considered psychotic, including hallucina-
tions and delusions. In this regard, the category Religious or
Spiritual Problem is comparable to the V-Code category Be-
reavement. The DSM-IV notes that even when a person’s
reaction to a death meets the diagnostic criteria for Major
Depressive Episode, the diagnosis of a mental disorder is not
given because the symptoms result from a normal reaction to
the death of a loved one. Similarly, in VSEs, transient hallu-
cinations, delusions, bizarre behavior, and interpersonal dif-
ficulties occur so frequently that they should be considered
normal and expectable features.8

Greenberg and Witzum48 have proposed the following
criteria to distinguish between normative, strictly religious
beliefs and experiences from psychotic symptoms based on
their decades of work with ultra-orthodox Jews in Israel.
These criteria would seem to have wider applicability. Psy-
chotic episodes: 1) are more intense than normative religious
experiences in their religious community; 2) are often terri-
fying; 3) are often preoccupying; 4) are associated with de-
terioration of social skills and personal hygiene; and 5) often
involve special messages from religious figures.

Criteria for making the differential diagnosis between VSEs
and mental disorders have also been proposed by Agosin,49 Grof
and Grof,7 and Lukoff.8 There is considerable overlap among all
the proposed criteria. The following four criteria are based on
published research on prognostic factors that predict positive
outcomes from psychosis as well as the extensive case study
literature on VSEs:

1) Absence of medical illness. Dehydration, drug intox-
ication, brain tumors, sleep paralysis, and medication
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side effects are associated with hallucinations and de-
lusions.50 A medical examination should be conducted
to rule out these causes of the symptoms.

2) Phenomenological overlap with one type of VSE.
Many VSEs are anomalous experiences, which are
defined as unusual experiences that appear to chal-
lenge our understanding of the world, such as mysti-
cal experiences, near death experiences, alien abduc-
tion encounters, psychic experiences, lucid dreaming,
and psychedelic drug experiences. These extraordi-
nary phenomena have often been ignored or ridiculed
by mainstream psychology, even though interest in
exceptional mental states dates back to William
James. Turner et al52 examined ten varieties of anom-
alous experiences and found little relationship be-
tween anomalous experiences and psychopathology.
Indeed, many of these experiences have been associ-
ated with claims of positive life changes following
the experience. Yet they can be distressing and lead to
contact with mental health professionals.

The following typology of VSEs reflects research
on anomalous experiences reported in the PubMed
and PsycInfo databases of healthcare and scientific
literature: mystical experiences; near-death experi-
ences; spiritual practice-related experiences; psychic
experiences; alien abduction experiences; and posses-
sion experiences. The clinician needs to be able to
recognize when delusions and hallucinations have
themes from a VSE. More detailed descriptions of the
above VSEs are available in Lukoff.47,53 In contrast,
the following delusions and hallucinations from
schizophrenics with whom I have worked do not ex-
hibit content found in VSEs: “My brain has been
removed”; “a transmitter has been implanted into my
brain and broadcasts all my thoughts to others”; “the
Mafia is poisoning my food and trying to kill me.”

3) Prognostic signs indicative of a positive outcome.
Good prognostic indicators, validated by outcome
studies from psychotic disorders,8 can be expected to
be useful guides in predicting positive long-term out-
come. They include: a) good pre-episode functioning;
b) acute onset of symptoms during a period of 3
months or less; c) a stressful precipitant; d) a positive
exploratory attitude toward the experience54,55; e) ab-
sence of conceptual disorganization and confusion.

Systematic comparisons of first person accounts of
mystical experiences and schizophrenia have found
that “thought blocking and other disturbances in lan-
guage and speech do not appear to accompany the
mystical experience.”20 Conceptual disorganization,
as evidenced by disruption in thought, incoherence
and blocking are not characteristic of VSEs. Schizo-
phrenia is associated with cognitive deficits which
cause difficulty with basic thought processes. For ex-

ample, a person with schizophrenia complained, “I
get lost in the spaces between words in sentences. I
can’t concentrate, or I get off onto thinking about
something else.”56 Similarly, Jung acknowledges that
fragments of archetypal spiritual themes and symbols
occur frequently in the experiences of psychotic per-
sons, but points out that “the associations are unsys-
tematic, abrupt, grotesque, absurd and correspond-
ingly difficult if not impossible to understand.”57

Therefore, the presence of conceptual disorganiza-
tion, as evidenced by disruption in thought, incoher-
ence and blocking, would indicate the person is ex-
periencing something other than a VSE. Confusion
has also been found to be an indicator for a poor
prognosis for psychotic disorders in several studies.58

4) No significant risk for homicidal or suicidal behavior.
Hallucinations and delusions can be the basis for ho-
micidal and suicidal behaviors. Arieti & Schreiber59

have described the case of a multiple murderer whose
auditory hallucinations from God and delusions of
being on a religious mission fueled his bizarre and
bloody killings.

Treatment of VSEs
Interventions range widely: residential treatment, support

for a time-limited crisis with involvement of relatives, friends,
support groups, and healthcare professionals, and intensive
long-term psychotherapy. Choice of specific interventions de-
pends on the intensity, duration, and type of VSE, and also on
the individual and on their support network. Psychotherapy
can help patients shape their VSE into a coherent narra-
tive—to see the “message” contained in their experiences—
and to create a life-affirming personal belief system that in-
tegrates their experience. Depth psychotherapy can help some
individuals probe the personal meaning of their symptoms,
and also see the universal dimensions of their experiences.15

Some residential approaches have also developed. Kingsley
Hall, founded in England in the late 1960s by R.D. Laing and
others who identified themselves as part of an “anti-psychiatry”
movement, was the first attempt to provide alternative nonmed-
ical model residential treatment. Diabysis, a Jungian-based
treatment center for first-episode psychotic patients, was
started by John Perry, MD and operated in San Francisco
during the 1970s. Medications were rarely used. Instead, Perry
encouraged clients to express and explore the symbolic as-
pects of their psychotic experiences. Perry reported60 that,
when clients were treated with this model, most came through
their psychotic episodes within 6 to 10 weeks. Soteria61 was
another residential treatment program that existed in the 1970s
and provided a milieu that promoted expression rather than
suppression of the contents of the patients’ psychotic expe-
riences. It does not seem that any residential programs using
this approach exist in the USA, but there are several Soteria
homes in Europe.
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The following 8 interventions are based on case reports
of people who have recovered from a VSE,36 some personal
communications with others who have worked with patients
in a VSE (Robert Turner, MD,62 a psychiatrist and homeo-
path, on dietary recommendations), and the literature pub-
lished on programs such as Diabysis and Soteria. However,
few systematic studies comparing treatments for VSEs have
been conducted.

Normalize

People in the midst of VSEs need a framework of un-
derstanding that makes sense to them. “The most important
task is to give people in crisis a positive context for their
experiences and sufficient information about the process that
they are going through. It is essential that they move away
from the concept of disease and recognize the leading nature
of their crisis.”7

Lack of understanding, guidance and support can allow
such experiences to become more distressful and psycho-
pathological. Brant Cortright, PhD writes that educating the
patient “gives the person a cognitive grasp of the situation, a
map of the territory he or she is traversing. Having a sense of
the terrain and knowing others have traveled these regions
provides considerable relief in itself.”63

Create a Therapeutic Container

Perry,4 the founder of Diabysis, emphasizes that when a
person’s psyche is energized and activated, she needs contact
with a person who empathizes, who actively encourages the
process, who provides a loving appreciation of the qualities
emerging through the process, and who facilities the process
rather than attempting to halt or interfere with it. Thus Perry
encouraged expression of the VSE since “therapy should fol-
low the psyche’s own spontaneous movements . . . you work
with what the psyche presents.” Depth psychotherapists, par-
ticularly those with Jungian and transpersonal training, are
uniquely prepared to provide psychotherapy for patients in
VSEs because of their training in unconscious dynamics.

Help the Patient to Reduce Environmental
and Interpersonal Stimulation

The person undergoing a VSE needs to be shielded as
much as possible from the stimulation of the everyday world,
if it is experienced as painful and interfering with the inner
process.

Have the Patient Temporarily Discontinue
Spiritual Practices

Meditation has triggered many reported spiritual emer-
gencies. Meditation teachers who hold intensive retreats are
familiar with this type of occurrence, and many, such as those
at Spirit Rock Meditation Center, have developed strategies
for managing such occurrences (R. Turner, Dietary recom-

mendations for a spiritual emergency, personal communica-
tion, 2005). Yoga, Qigong, and other spiritual practices can
also be triggers. DSM-IV includes Qigong Psychotic Reac-
tion as a culture-bound syndrome. Usually teachers advise
temporarily ceasing the practice. It can be reintroduced as the
person becomes more stable.

Suggest that the Patient Eat a Diet of “Heavy”
Foods and Avoid Fasting

Grains (especially whole grains), beans, dairy products,
and meat are considered grounding (“heavy”) foods as op-
posed to fruit, fruit juices, and salads. Sugar and stimulants
like caffeine are also not advised. (R. Turner, Dietary recom-
mendations for a spiritual emergency, personal communica-
tion, 2005).

Encourage the Patient to Become Involved
in Calming Activities

Gardening or any simple tasks, such as knitting, house-
cleaning, shoveling, or sorting, can be calming. Encourage
the patient to participate in regular exercises. Walks are an
excellent way to help a person bring their focus of attention
back into their body. Walks in nature have the added benefit
of enhancing tranquility and calming the mind. If the patient
is a regular participant in other activities, such as swimming
or biking, they could engage in that. However, competitive
sports would be too stimulating.

Encourage the Patient to Use Expressive Arts,
Both in Psychotherapy Sessions and at Home

Drawing, painting, making music, journaling, dancing,
and other creative arts can help a person express and work
through her inner experience. The language of symbol and
metaphor can help integrate what can never be fully verbal-
ized. A successful case utilizing this method was reported by
Lindner64 who treated a research physicist by encouraging
him to fully explore and express his delusional beliefs that he
lived on another planet and traveled into other universes. At
the end of the therapy, the scientist had achieved a state of
objectivity and distance from these experiences which al-
lowed him to return from these adventures.

Evaluate for Medication

Some practitioners, such as Perry, have argued that med-
ications inhibit a person’s ability to concentrate on the inner
work and impede the individual’s capacity to move the pro-
cess forward. However, sometimes the process is so intense
that the person is overwhelmed and becomes very anxious.
That person could benefit from slowing down the process.
Bruce Victor, a psychiatrist and psychopharmacologist, rec-
ommends using low doses of tranquilizing or antipsychotic
medication to alleviate some of the most distressing feelings
and allow the person to better assimilate the experience.
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It becomes a challenge to determine whether the person
can actively work with the pain therapeutically toward further
psychological growth. One important role of pharmacother-
apy is to titrate the level of symptoms, whether they be pain,
depression, anxiety, or psychotic states, so that they can be
integrated by the person in the service of growth.65

Conclusion
Polls conducted over the past 35 years have shown a

dramatic increase in the percentages of people who report
VSEs such as mystical, near-death, psychic, and alien abduc-
tion experiences.66 During the last 25 years, there also has
been a significant increase in participation in spiritual prac-
tices, such as meditation, yoga, Qigong sweat lodges, drum-
ming circles, and other practices which can induce intense
spiritual experiences. The majority of these experiences are
not problematic, do not disrupt psychological/social/occupa-
tional functioning, and do not necessitate mental health treat-
ment. However, with increased utilization of spiritual prac-
tices and participation in groups that induce spiritual
experiences, it can be expected that the incidence of VSEs
seen in treatment seems likely to increase.

James Hillman pointed out that “Recovery means recov-
ering the divine from within the disorder, seeing that its con-
tents are authentically religious.”66 Rarely after a VSE does
an individual actually lead a transformative movement for the
entire culture. However, through psychotherapy, such indi-
viduals may be able to salvage personally valid spiritual di-
mensions of their experience. By eliciting the patient’s per-
spective and offering an individualized treatment strategy,
clinicians are more likely to help patients having a VSE con-
trol the distressing aspects of the voices and delusions, min-
imize stigma and discrimination, make meaning of the expe-
rience, and achieve a full recovery.
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