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Abstract 

Between 30% and 60% of bereaved people sense or feel the presence of the person they 

have lost, primarily in the form of a vision, a voice or a felt presence. This phenomenon 

is known, in psychology and in psychiatry, as an experience or sense of presence, or as a 

post-bereavement hallucination. Research has established that approximately 75% of 

these experiences are comforting for the bereaved and, as a normal feature of human 

grieving, require no mental health care. A minority of approximately 25%, however, are 

experienced in an ambivalent or distressing way. This thesis focuses on the latter subset, 

aiming to understand (1) what the sources of distress are when experiences of presence 

go awry, (2) how ambivalent-to-distressing experiences of presence are, and should be, 

treated in clinical practice, and (3) whether the experiencer’s socio-cultural environment 

influences these processes. This mixed-method investigation is subdivided into two 

studies: a cross-cultural survey on psychotherapy practice with ambivalent-to-distressing 

experiences of presence, supplemented with semi-structured interviewing, and a narrative 

analysis on sources of distress and ambivalence reported in participant narratives on 

experiences of presence. Research outcomes from this investigation indicate that, when 

experiences of presence go awry, distress can originate from unfinished issues in the 

departed-bereaved relationship or pre-existing mental health issues. Stigma or taboo 

toward these experiences, in the social circle of the bereaved, can also influence the way 

they are felt, but distress should not be seen as specific to a given culture. Considerable 

differences are present amongst the mental health disciplines on how to work with, and 

make sense of, ambivalent-to-distressing experiences of presence in the therapy room, 

but there is a partial agreement regarding the importance of acceptance, normalisation, 

exploration and support. The thesis concludes with a discussion reflecting on future 

empirical research and clinical practice in the area. 
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Brutus.   
Where I left reading? Here it is, I think. 

Enter the Ghost of CAESAR. 

How ill this taper burns! Ha! Who comes here? 

I think it is the weakness of mine eyes 

That shapes this monstrous apparition. 

It comes upon me. Art thou any thing? 

Art thou some god, some angel, or some devil, 

That makest my blood cold and my hair to stare? 

Speak to me what thou art. 

 

Ghost. 

Thy evil spirit, Brutus. 

 

Bru. 

Why comest thou? 

 

Ghost. 

To tell thee thou salt see me at Philippi. 

 

[…] 

 

Bru. 

The ghost of Caesar hath appear’d to me 

Two several times by night; at Sardis once, 

And this last night here in Philippi fields: 

I know my hour is come. 

 

Julius Caesar (Act 4-5) 

William Shakespeare (1599/1878) 
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… the son of Peleus lay grieving among his Myrmidons by the shore of the 

sounding sea, in an open place where the waves came surging in one after another. 

Here a very deep slumber took hold upon him and eased the burden of his sorrows, 

for his limbs were weary with chasing Hector round windy Ilius. Presently the sad 

spirit of Patroclus drew near him, like what he had been in stature, voice, and the 

light of his beaming eyes, clad, too, as he had been clad in life. The spirit hovered 

over his head and said, 

‘You sleep, Achilles, and have forgotten me; you loved me living, but now 

that I am dead you think for me no further. Bury me with all speed that I 

may pass the gates of Hades […] One prayer more will I make you, if you 

will grant it; let not my bones be laid apart from yours, Achilles, but with 

them […] let our bones lie in but a single urn, the two-handled golden vase 

given to you by your mother.’ 

And Achilles answered,  

‘Why, true heart, are you come hither to lay these charges upon me? Will 

of my own self do all as you have bidden me. Draw closer to me, let us 

once more throw our arms around one another, and find sad comfort in the 

sharing of our sorrows.’ 

He opened his arms towards him as he spoke and would have clasped him in them, 

but there was nothing, and the spirit vanished as a vapour, gibbering and whining 

into the earth. 

 

The Iliad (Book XXIII) 

Homer (trans. 1898) 
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PART 1.  

INTRODUCTION 
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Chapter 1.  

Composition of the thesis 

 

 

1.1.  Definition 

 

Hallucination, in modern Western cultures, is often regarded as symptomatic of mental 

illness. Hallucinatory experiences do not necessarily entail psychopathology or suffering, 

but they are frequently equated with violence in popular media (Leudar & Thomas, 2000) 

and with psychosis in the psychological and psychiatric literature (Pierre, 2010; Waters, 

Blom, Jardri, Hugdahl, & Sommer, 2017). 

 

The phenomenon on which this thesis focuses does not escape this stigma. Whilst 

experiences of perceiving, or feeling, the presence of a deceased person after a 

bereavement have been empirically researched since the studies of Yamamoto, Okonogi, 

Iwasaki and Yoshimura (1969) and Rees (1971a,b), they are still a neglected area of 

exploration within psychology and psychiatry (Taylor, 2005). Experiences of presence 

are underreported due to a fear of rejection, stigmatisation or ridicule (Grimby, 1993, 

1998; Rees, 1971a, 1971b, 2001), and the literature is divided regarding their nature: 

adaptive, neurotic or psychotic. Quoting Castelnovo, Cavalloti, Gambini and D’Agostino 

(2015), “grief hallucinatory phenomena have been poorly systematically investigated to 

date, and little is known about their epidemiological, psychopathological, and 

neurobiological features” (p.267). Existing studies nevertheless suggest that 30% to 60% 

of bereaved people experience the presence of the deceased (Castelnovo et al., 2015; 



 

 
 

13 

Keen, Murray, & Payne, 2013), a finding that has been replicated across several countries. 

It has also been found that, for the majority of those who report them, these experiences 

are comforting and reassuring (Grimby, 1998; Rees, 1971a). 

 

The norm, therefore, is for these experiences to have beneficial consequences. However, 

despite this overall tendency, up to 25% are felt as ambivalent to distressing (Hayes & 

Steffen, 2017), with their severity ranging from a feeling of absence on the one hand 

(Hayes & Leudar, 2016) to intense anguish on the other (Matchett, 1972). Furthermore, 

research indicates that those undergoing psychotherapy for these experiences may be 

dissatisfied with the professional care they receive, with 80% reporting feeling ignored, 

rejected or patronised (Taylor, 2005). In summary, not only do our theories fail to explain 

them (Hayes, 2011), but we also experience difficulties in addressing them in the therapy 

room.  

 

 

1.2.  Purpose of the study 

 

The purpose of this thesis is to understand ambivalent-to-distressing experiences of 

presence. Half of the empirical work of this thesis focused on clinical practice with these 

experiences from the perspective of the therapist, whilst the other half focused on lived 

experience from the perspective of the experiencer. The primary research question was: 

 

RQ1.  

What are the sources of distress when experiences of presence go awry?  

 

The secondary research question was: 
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RQ2. 

What is being done in clinical practice with ambivalent-to-distressing experiences 

of presence?  

 

An additional research question, an addendum to RQ1 and RQ2, was: 

 

RQ3.  

What is the influence of socio-cultural processes on RQ1 and RQ2, if any? 

 

 

1.3.  Significance of the study 

 

The clinical significance of understanding ambivalent-to-distressing experiences of 

presence is paramount in order to (i) improve the psychological care that people suffering 

from them receive, (ii) avoid the confusion of experiences of presence with psychotic 

symptomatology, and the consequences this may have on the experiencer, (iii) better 

differentiate distressing from comforting experiences, which require no intervention, and 

(iv) to increase our knowledge of non-psychotic hallucinatory experiences in general. 

Given the universality of bereavement in human lives, it is essential to increase both our 

understanding of this phenomenon, within the mental health sciences, and the 

psychotherapy offered to those struggling with it. 
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1.4.  Structure of the thesis 

 

The core of the thesis is formed of two empirical studies: a cross-cultural survey of 

psychotherapy practice with ambivalent-to-distressing experiences and presence (Chapter 

4), supplemented with follow-up semi-structured interviewing, and a narrative analysis 

of sources of distress and ambivalence reported in participant narratives of experiences 

of presence (Chapter 5). These articles are compiled between an introduction (Part 1) and 

a discussion (Part 3).  

 

Part 1, the introduction, focuses on reviewing the literature (Chapter 2) on this 

phenomenon beginning with the narrower field, i.e. experiences of presence (2.1) and 

their psychotherapy (2.2) and moving to the wider field, i.e. hallucinatory experiences 

(2.3) and their psychotherapy (2.4). Firstly, the historical development of each concept is 

described. Secondly, contemporary theories and hypotheses are analysed. Thirdly, 

psychotherapies for distressing experiences are outlined. The introduction concludes with 

a methodological chapter illustrating how the literature has shaped the investigation, 

focused on the epistemological (3.1), methodological (3.2 and 3.3), disciplinary (3.4) and 

ethical (3.5) stances of the investigation. 

 

The thesis finishes with a discussion (Chapter 6) reflecting on the outcomes of the 

investigation and their implication for hallucination research and clinical practice. 
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Chapter 2. 

Review of the literature 

 

 

2.1.  Experiences of presence (or post-bereavement hallucination) 

 

2.1.1.  Definition 

 

Experiences of presence, also known as post-bereavement hallucinatory experiences 

(Castelnovo et al., 2015; Rees, 1971a, 1971b), can be phenomenologically described as 

“when a bereaved person experiences a voice, or other sound, vision, touch, smell, taste, 

or a sensorially unspecified feeling of presence, relating to the deceased person” (Hayes, 

2011, p.13). They involve, in other words, perceiving (hearing, seeing, touching, 

smelling) or feeling the presence of the deceased.  

 

As perception presupposes the experiencer to be fully awake, experiences of presence are 

differentiated from dreaming of the deceased. Theoretically, they do not include 

hallucinatory experiences situated in the liminal state between wakefulness and sleep, 

such as those that occur when falling asleep (hypnagogic hallucination), during sleep 

paralysis (waking nightmares1) and when waking up (hypnopompic hallucination). The 

phenomenological boundaries between these phenomena, however, are too porous to 

 
1 Waking nightmares or night-mares are distressing felt presences experienced during sleep paralysis. They 
are probably due to awakening during the REM phase in a hypervigilant state, and are a condition prone to 
religious or supranatural interpretations (Cheyne, 2001, 2003). 
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enforce this distinction in practice, and existing studies are heterogeneous in this regard. 

Experiences of presence, moreover, can have a distinct pharmacological or physiological 

cause. Examples of this are sight loss as in Charles Bonnet syndrome, as described by 

Alroe and McIntyre (1983), and the use of hallucinogenic substances, as described by 

Taylor (1993) and Shepard (2002). 

 

Other terminologies for this phenomenon include “bereavement psychosis” (Freud, 

1917), “mourning hallucination” (Matchett, 1972), “grief hallucination” 2  (Baethge, 

2002), “ideonecrophany” (MacDonald, 1992), “sense of presence” (Coyle, 2010), 

“hallucination of the deceased” (APA, 2013) and “post-bereavement hallucinatory 

experiences” (Castelnovo et al., 2015). This terminological disagreement can be seen as 

mirroring the absence of a consensus in the literature on the phenomenon, between those 

who see them as a normal feature of human bereavement (Grimby, 1993; Hayes, 2011; 

Rees, 2001) and those who classify them as hallucinatory experiences symptomatic of 

complicated grief3 (Field & Filanosky, 2010; Kersting, 2004; Simon et al., 2011; Zizook 

& Shear, 2009). The latter is the stance of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-5) (APA, 2013), in which they are categorised as a hallucination of the 

deceased supporting a diagnosis of persistent complex bereavement disorder (PCBD, 

p.789), a proposed condition for further study. For a third group, experiences of presence 

can indicate a psychotic break with reality (Shimizu, Kikuchi, Kobayashi & Kato, 2017; 

O’Mahony, Shulman & Silver, 1984).  

 
2 Whilst there is an agreement in the field of bereavement studies (Rees, 2001) about the use of the words 
“bereavement” (the fact of the loss), “grief” (the psychological process beginning after a bereavement) and 
“mourning” (which encompasses the socio-cultural features of the process), experiences of presence have 
been referred to as post-bereavement, grief and mourning hallucination. 
3 Prolonged, complicated or traumatic grief, a condition classified in the DSM-5 as prolonged grief disorder, 
is diagnosed when the grieving symptomatology is present for at least six months, causing significant 
functional impairment (APA, 2013). 
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Theoretically, being classified as hallucinatory, they could involve psychosis from a 

psychiatric perspective: “The true meaning of psychosis”, stated Semple et al. (2005) in 

the Oxford handbook of psychiatry, “is simply the presence of hallucinations and/or 

delusions” (p.176). Most recent studies, however, have framed experiences of presence 

as a non-pathological component of bereavement, which is predominantly experienced in 

a welcome and comforting way (Castelnovo et al., 2015). 

 

 2.1.2.  An historical and terminological approximation 

 

Experiences of presence have been documented, in psychology and psychiatry, since the 

publication of the Census on hallucinations at the end of the 19th century (Sidgewick, 

1894). Mandated by the Congress of Experimental Psychologists and the Society for 

Psychical Research, the inquiry spanned across three years (1889 to 1892) and involved 

the questioning of 17,000 people across Europe and America on “spontaneous 

hallucinations of the sane” (p.25). A total of 1,684 (9.9%) people responded 4 

affirmatively to having experienced an auditory, visual or tactile hallucination in the 

absence of pathology and whilst awake. Of those 1,684 people, 275 (16.3%) reported 

experiencing the presence of a deceased person, mainly via a vision (127) or a voice (70). 

These outcomes were replicated a century afterward by Tien (1991), who found similar 

incidences in the United States with a sample of more than 18,000 people.  

 

William James (1890), who worked as an interviewer for the census in the United States, 

explored the phenomenon further (as a “grief hallucination”, p.322) in his foundational 

 
4 The question of the census was the following: “Have you ever, when believing yourself to be completely 
awake, had a vivid impression of seeing or being touched by a living being or inanimate object, or of hearing 
a voice; whose impression, so far as you could discover, was not due to any external physical cause?” 
(Sidgewick, 1894, p.33).  
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Principles of psychology. He was the first to describe the sensorially-unspecified felt 

presence in his The varieties of the religious experience (James, 1902, pp.58-59): 

It often happens that a hallucination is imperfectly developed: the person affected 

will feel a ‘presence’ in the room, definitely localized, facing in one particular 

way, real in the most emphatic sense of the word, often coming suddenly, and as 

suddenly gone; and yet neither seen, heard, touched, nor cognized in any of the 

usual ‘sensible’ ways. 

 

Sigmund Freud (1917/1984) also dedicated some lines to this phenomenon in his 

Mourning and melancholia, coining the terms “bereavement psychosis” and 

“pathological mourning”. Firstly, he hypothesised that everyone is unknowingly 

convinced of their own immortality (“theory of the unconscious immortality”). To escape 

from ambivalence toward death (the reality of death in the other and the unconscious 

denial of death in ourselves), prehistoric people developed the idea of a soul that outlives 

the physical body, a belief reinforced when experiencing the continued presence of the 

deceased. Secondly, he hypothesised that bereavement intensifies unconscious 

ambivalence (the coexistence of love and hatred) toward our loved ones. Whilst affection 

is expressed (as socially sanctioned), hostility is repressed (as socially proscribed), and 

when released is projected in the form of hatred against divinities or relatives. Freud 

suggested that the combination of these two phenomena (unconscious immortality and 

grieving ambivalence) gave rise, in prehistoric times, to a belief in the return of the dead 

as a hostile spirit. 

 

For Freud (1917/1984), the objective of mourning was not to regress into a “wish-

fulfilling illusion”, but “to detach the survivors’ memories and hopes from the dead” 

(p.13), accepting their loss. If failing in this de-attachment, depression would arise, 
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potentially resulting in what he referred to as pathological mourning. Carl Jung 

(1920/1981), greatly indebted to the Freudian theory of grieving, also considered that 

experiences of presence, “viewed from the psychological angle, are unconscious 

autonomous complexes which appear as projections” (p.309), and classified them as 

pathological fantasies arising to those who lose adaptation to reality, “belonging 

apparently to the broad domain of schizophrenia” (p.305)5.  

 

This psychoanalytic framework was enormously influential during the following decades 

in the field of bereavement studies, becoming established as the principal framework 

through which experiences of presence were seen until the end of the 20th century. 

Psychodynamic theorists of grieving (Bowlby, 1961, 1985; Lindemann, 1944; Parkes, 

1970a,1970b) understood mourning as aimed at accepting the reality of the loss, working 

through the grieving pain to be able to “move on with life”. Bowlby (1961) conceptualised 

grief as a process divided into four phases: numbness, yearning and searching for the 

deceased, disorganisation and despair, and reorganisation. He proposed the paradox that, 

in order to disengage from the deceased, the bereaved must undergo a search for the loved 

person. From this perspective, then, experiences of presence indicate a paralysis in the 

yearning and searching phase (Parkes, 1970a, 1970b), a symptom of pathological 

 
5 Although an in-depth analysis of this early theorisation is beyond the scope of this thesis, it is worth noting 
that Jung (1920/1981, p.305) was ambivalent about the nature of experiences of presence. On the one hand, 
drawing from the ethnocentric and social evolutionist ideas common at the time, he believed that 
experiences of presence, mostly “delirious, hallucinatory or catatonic” (p.305) in nature, may have been 
the origin of spirit and soul belief in human history: 

In all ages and all over the world, insane people have been regarded as possessed by evil spirits, 
and this belief is supported by the patient’s own hallucinations. The patients are tormented less by 
visions than by auditory hallucinations: they hear ‘voices’. Very often these voices are those of 
relatives or of persons in some way connected with the patient’s conflicts. To the naive mind, the 
hallucinations naturally appear to be caused by spirits. 

On the other hand, he considered that experiences of presence could be emergences from the collective 
unconscious seeking to “replace the inadequate attitude of a whole people by a new one” by bringing “new 
but as yet unknown ideas” (1920/1981, p.314). In a footnote added to this chapter by the end of his career, 
he further stated: “After collecting psychological experiences from many people and many countries for 
fifty years […] I doubt whether an exclusively psychological approach can do justice to the phenomenon 
in question” (p.318). 
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mourning in which the bereaved “continued to live as if the dead person was still present 

and retainable” (Rees, 2001, p.163). In the words of Grimby (1998, p.66): 

In difficult life situations, the feeling of impending chaos, and the desire to ‘restore 

order’, may force us to turn to personal resources that we have never used 

previously or even known that we possessed. One such resource for handling an 

apparently unbearable situation may be the ‘capacity’ of the bereaved to 

experience being reunited with or seeing the deceased. This may take the form of 

visual, auditory, or tactile experience of the deceased, through conversation with 

the deceased or through the feeling of his or her presence. 

 

No systematic research on experiences of presence was conducted from 1894 until the 

studies of Yamamoto et al. (1969) and Rees (1971a,b), seven decades later. Both studies, 

the former conducted in Japan and the latter in Wales, focused on experiences of presence 

after a bereavement in a widowed sample. Their findings, that these experiences are a 

common, normal and adaptive feature of mourning, sparked an interest in this 

phenomenon over the following decades. 

 

2.1.3.  Psychological and psychiatric research on experiences of presence 

 

Rees, a British general practitioner, conducted his pioneering investigation on 

experiences of presence after the anecdotic evidence collected by Marris (1958) and 

Parkes (1970a, 1970b), who found a prevalence of 50% among a young widowed sample 

in London. He focused his doctoral thesis (Rees, 1971b) on interviewing 293 bereaved 

people experiencing “hallucinations and illusions of their dead spouse” (Rees, 1971a, 

p.37), recruited from a patient sample in his rural practice in Llanidloes (Wales). The aim 

of the interviewing protocol was “to determine whether the widowed person had 
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experience of hallucinations (visual, auditory, or tactile) or illusions (sense of presence) 

of the dead spouse” (p.38), and Rees found a prevalence of 46.7%, a majority of which 

were felt presences (39.2%) followed by visual (14%) and auditory (13.3%) experiences. 

11.6% reported having a conversation with the deceased spouse, and 10.9% reported a 

continuous felt presence in which “the dead spouse was always with them” (p.40). These 

experiences often lasted for more than a year, and one-quarter of the sample reported 

them after a decade or more of widowhood. Most people (72.3%) never disclosed their 

experience to anybody, neither their family nor their doctor nor, if religious, their priest. 

Asked for the reason for keeping the experience a secret, they expressed fear of rejection, 

incredulity or ridicule: “It is not to be mentioned”; “I am frightened to tell anyone”; “I do 

not think people want to hear at all”; “I do not want to upset them”; “People do not really 

believe you”; “Perhaps they would laugh at me, saying I am dreaming” (Rees, 2001, 

p.271). Regarding valence, most interviewees (68.6%) declared that were helped by their 

experience, 5.9% found them unpleasant and 25.5% found them “neither helpful nor 

unpleasant” (Rees, 1971, p.40). He stated that it “seems reasonable to conclude from the 

study in mid-Wales that hallucinations 6  are normal experiences after widowhood, 

providing helpful psychological phenomena to those experiencing them” (p.41). 

 

Yamamoto et al. (1969) conducted their investigation in Japan shortly before Rees’s 

work. Wishing to understand “the process of mourning in a culture whose religions 

sanction the implied presence of the deceased” (p.1660), they interviewed 20 Japanese 

widows in a two-month period following their loss. They highlighted, from a 

psychoanalytic perspective, how in the Japanese culture the object is not lost during 

mourning, as the “mourner can cling to the deceased, who has become an ancestor to be 

 
6 Rees (1971a, 1971b) referred to “post-bereavement hallucination” in both his doctoral thesis and in his 
classic paper. In a later book, however, he reflected on the issues with the term “hallucination” and used 
“sense of presence” instead (Rees, 2001). 
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worshipped and fed, and with whom the mourner can share experiences and discuss 

eventful happenings” (p.1660). Their findings showed that a majority (90%) of their 

sample sensed the presence of their dead spouse, with none reporting distress, and most 

gaining comfort from the rituals conducted at the family altar (kamidana or butsudan). 

Contrasting their findings with the prevalence reported by Marris (1958) and Parkes 

(1970a, 1970b) in the United Kingdom, Yamamoto et al. (1969) concluded by 

highlighting the relevance of socio-cultural sanctioning in the way that experiences of 

presence are felt by the bereaved. 

 

These foundational studies sparked international research on experiences of presence, 

including replication studies not only in North America and Europe but also in Asia 

(Castelnovo et al., 2015). Although the majority of these studies documented experiences 

of presence in an adult sample, they have also been reported during childhood (Yates & 

Bannard, 1988) and adolescence (Balk, 1983). The long-held premise that experiences of 

presence in bereavement are, per se, a pathology indicating poor outcome (Lindemann, 

1944), pathological mourning (Parkes, 1970a, 1970b) or even psychosis (Freud, 

1917/1984), was substituted by the view that “perceived presence is a psychological 

phenomenon and a natural, and generally healthy, component of that part of the grieving 

process by which a survivor strives to retain contact with a loved one following death” 

(Datson & Marwit, 1997, p.132). These studies established that approximately 30% to 

60% of bereaved people experience the presence of the deceased and that, for most of 

those who do, these experiences are not only not distressing, but pleasant, comforting or 

beneficial, decreasing loneliness, mitigating suffering and offering guidance and 

encouragement (Castelnovo et al., 2015; Hayes & Leudar, 2016; Keen et al., 2013). 

Regarding their association with sociodemographic variables, outcomes in these studies 

were largely inconclusive, although experiences of presence may be more prevalent 
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among women and those bereaved after a long and harmonious relationship (see Table 

1). Although most of the studies in the area have focused on the widowed population, 

experiences of presence can occur after any significant type of loss, regardless of the 

cause of death. Concerning their sensory modalities, the sensorially-unspecific felt 

presence of the deceased was established as the most common (39% to 52%), followed 

by auditory (13% to 30%) and visual (14% to 26%) experiences (Grimby, 1993; Rees, 

1971a), with olfactory and tactile experiences being relatively uncommon. Taste 

experiences are rare, and have been reported only once in the literature in combination 

with an olfactory experience (Hayes, 2011) 7 . Experiences involving several, or all, 

sensory modalities have also been reported in the literature (Castelnovo et al., 2015).  

 

Table 1 

Association of experiences of presence with personal and contextual variables 

according to the existing literature 

Gender Experiences of presence may be more prevalent among women 

(Datson & Marwit, 1997; Grimby, 1993; Jahn & Spencer-

Thomas, 2014; Kalish & Reynolds, 1973), but this has not been 

replicated by some studies (Rees, 1971a; Kampt et al., 2019) 

Age Experiences of presence could be more prevalent among the 

older population (Rees, 1971a; Olson et al., 1985), but this 

association has not been found in most studies (Daton & Mawit, 

1997; Jahn & Spencer-Thomas, 2014; Kamp et al., 2019). Two 

studies (Balk, 1983; Simonds, 1975) suggested a similar 

prevalence during childhood and adolescence, but evidence is 

too limited to draw any definitive conclusion. 

Religion Experiences of presence are reported by those with and without 

a religious affiliation (Hayes & Leudar, 2016; Steffen & Coyle, 

2011), and studies up to date have found no association with 

 
7 Taste experiences were first reported by Hayes (2011) in her doctoral thesis, with the case of a man who 
reported sensing the smell and taste of his grandmother’s cooking after her death during times of stress. 
Tactile and olfactory experiences, on the other hand, have been repeatedly reported, such as in Grimby’s 
(1998) study: “When I sat alone at the dining table, I felt how she put her arm around my shoulders as she 
used to do when she served me food” (p.70). 
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religious faith (Datson & Matwit, 1972; Rees, 1971a), with the 

exception of the work of Ata (2012) with a migrant sample. 

Relationship Expeirences of presence may be more prevalent among those 

bereaved after a long, harmonious and satisfactory relationship 

or marriage (Grimby, 1993; Kamp et al., 2019; Rees, 1971a.) 

Personality  Experiences of presence may be more prevalent among those 

with higher neuroticism, extraversion and openness to 

experience (Datson & Marwit, 1997; Kamp et al., 2019), drawing 

from the five-factor model of personality. 

 

So far, the literature on experiences of presence can be classified into two historical 

waves. The first period (1890 to 1968), accompanying the rise of psychology as a 

discipline in the 19th century, encompassed both the first empirical investigation of these 

experiences (Sidgewick, 1894) as well as the first theorisation about the phenomenon 

(Freud, 1917/1984; James, 1902; Lindemann, 1944). These studies, written from a 

psychoanalytic perspective with the exception of the work of James (1902), classified 

them as a breakdown of reality often within a pathological grieving process (O’Mahony 

et al., 1984)8. The second period (1968 to 2000), led by Rees (1971a,b) and Yamamoto 

et al. (1969), began to establish experiences of presence as a frequently welcome 

component of the grieving process across countries.  

 

From the beginning of the 21st century onward, four lines of research have approached 

this phenomenon from new angles, frequently abandoning the term “hallucination” 

altogether: (1) one exploring clinical practice with this phenomenon (Sanger, 2009; 

Taylor, 2005), (2) one exploring experiences of presence from a discursive and pragmatic 

 
8 In a fascinating paper presented at the 32nd Annual Meeting of the Canadian Psychiatric Association, 
O’Mahony et al. (1984) compared experiences of presence among the elderly with imaginary companions 
during childhood: “The imaginary companion of the older patient can be conceptualised along this 
continuum as a compensatory adaptive mechanism (albeit a psychotic one) that the elderly, like any other 
age group, attempt to muster in the face of harsh or stark reality” (p.151). 
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perspective (Hayes & Leudar, 2016), (3) one exploring “sense of presence” as a 

continuing bond with the deceased (Klass & Steffen, 2017; Steffen & Coyle, 2010, 2012, 

2017) and (4) one exploring the relationship between “post-bereavement hallucinatory 

experiences”, complicated grief and general psychopathology (Castelnovo et al., 2015; 

Kamp, O’Connor, Spindler, & Moskowitz, 2019). An exception to this trend is the line 

of research established by Persinger (1988, 2001) from a neuro-psychiatric perspective. 

 

An increasing distinction in recent studies is that, whilst the majority of experiences of 

presence are comforting or reassuring for the bereaved, approximately 25% are not. This 

finding dates back to Rees (1971a), who reported 5% of distressing experiences and 20% 

of ambivalent ones among his widowed sample. Overall, distressing experiences are 

estimated to be from 5% to 21% (Jahn & Spencer-Thomas, 2014; Lindström, 1995; Rees, 

1971a), with ambivalent experiences ranging from 20% to 71% (Carlsson & Nilsson, 

2007; Jahn & Spencer-Thomas, 2014; Rees, 1971a).  

 

Nevertheless, and given that how experiences of presence and their valence are 

conceptualised varies from paper to paper, these prevalences should still be considered 

with caution. This is especially the case with ambivalent experiences, which are variously 

defined in these studies in terms of helpfulness, pleasantness or harmfulness. A broad 

definition, such as the one used by Carlsson and Nilsson (2007), can increase their 

prevalence for up to 71% of the sample. Lindström (1995), on the other hand, reported 

21% of “extremely negative experiences” (p.15) amongst widowed people, whereas Jahn 

and Spencer-Thomas (2014) found only 5% of harmful experiences in a sample bereaved 

by suicide. 
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Regardless of this heterogeneity, what is clear is that psychological suffering can be 

extreme within this subset, with cases reported in the literature including suicide-

commanding auditory and visual experiences (Baethge, 2002; Hayes, 2011; Shimizu et 

al., 2017)9 as well as psychotic voices co-existing with bereavement voices (Bender & 

Lipkowitz, 194010; Romme & Escher, 2005). 

 

  2.1.3.1.  A clinical perspective 

 

A study conducted by Taylor (2005), on people undergoing psychotherapy for 

experiences of presence in the United Kingdom, showed that the majority of the sample 

(80%) reported dissatisfaction after treatment. They described being rejected by their 

clinician when sharing their experiences of presence, with one participant reporting being 

pushed “to come to terms with reality and pull myself together” (p.3), and another 

reporting feeling “abnormal as her experience did not fit with the stages of grief 

 
9 Baethge (2002) described the case of a mother who lost her daughter in a traumatic way, and continued 
experiencing her presence in every sensory modality. The experience was accompanied by a severe 
delusion, as she heard her daughter crying “Mamma, don’t be afraid, I’ll come back” and tried to jump 
from a bridge following a vision.  
10 Bender and Lipkowitz (1940) described some of the few cases of experiences of presence in children 
reported in the literature. Despite their work being clearly outdated, especially in connection with 
contemporary developmental psychology, the phenomenological and clinical detail they provide on 
experiences of presence is still surprising eight decades after (p.476) 

He had been devoted to an aunt who for two years had been a patient in a tuberculosis sanatorium 
where he had been allowed to visit her. She consoled herself with spiritualism and had imbued 
Vincent with many of her beliefs. She told him before she died that she would come back to help 
him. Following her death, the child had been distraught by her presence in the form of her voice. 
We saw him when he was literally belabored by her voice. He would become oblivious to his 
surroundings, assume a listening posture and plead in a loud whisper to be left alone. He would 
promise to be good and told us that this voice kept telling him to be good, to go with his mother 
and stay with her and do as she said. It would threaten him by saying he was just like his father 
and that all he wanted was to be bad, fight, curse, steal, lie, etc. It told him he must be good in 
school and then he would he smart like his mother; otherwise, he would be dumb like his father. 
Actually, he had a severe reading disability and, although of adequate intelligence, was unable to 
keep up with school work. This reading disability, the feelings of guilt regarding his father, the 
feeling of inadequacy concerning the home and feelings of being overwhelmed by bad impulses, 
gave the boy adequate reasons for insecurity and inadequacy. Gradually, the voices disappeared 
in the protecting and reassuring environment of our observation ward. 
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described” (p.6). Helpful therapies, on the other hand, were led by an empathic and 

accepting clinician who normalised and explored their lived experience. Taylor also 

highlighted how some considered that exploring their cultural background and religious 

belief would have been useful, but none of them were asked about it by their therapist. A 

limitation of this study, however, is the size of the sample: ten clients with experiences of 

presence who were seen by 21 therapists. 

 

Another study, conducted by Sanger (2009), focused on the way that experiences of 

presence were addressed by social workers (N = 21) practising in the United States. 

Sanger described a consensus among them regarding an intervention focused on 

normalising experiences of presence, and exploring spiritual or religious meaning, whilst 

ensuring that no mental health problem (e.g. dementia or psychosis) was present. Whilst 

Sanger mentioned that some of the work of this sample included individual or group 

therapy, which part of the sample was trained in psychotherapy is, however, unknown.  

 

  2.1.3.2.  An ethnomethodological perspective 

 

A second line of research, led by Hayes and Leudar (2016), explored experiences of 

presence from a discursive and pragmatic perspective, asking how they become 

meaningful for the perceiver and what are their psychological and practical consequences. 

Highlighting the opposition between the consequences of welcome experiences (such as 

decreased loneliness and mitigation of loss) versus the unwelcome ones (such as 

complicated grief and loss of reality) in the existing literature, they considered 

experiences of presence to be closer to a coping mechanism than to a reality confusion. 

After interviewing 17 participants, and analysing instances of experiences of presence 

through ethnomethodologically-inspired conversation analysis, they reported that voices 
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in bereavement and hallucinatory voices heard in other circumstances are 

phenomenologically similar: they are meaningful language, tied to the hearer’s life, and 

with a pragmatic function mediated by the response of the hearer. “The main difference 

between voices in bereavement and the voices heard in other situations”, they reported, 

“may be that the former are always aligned with someone in the hearer’s biography and 

situated in the past relationship. However, this is certainly not to say that voices outside 

of bereavement cannot be aligned with others in the voice hearer’s life – just that the links 

may not be as immediately apparent” (p.206). Furthermore, when the experiences were 

distressing, they concluded that the difficulty was not connected with their hallucinatory 

nature, but either to unresolved issues in the relationship to the deceased (a rejecting or 

hostile element that continued after the bereavement) or to a “feeling of absence” that 

functioned as a reminder of the loss. 

 

Highlighting the wide range of consequences that experiences of presence can have for 

the bereaved, and their multifold function for each experiencer, they concluded that “the 

experiences reported here were not inherently pathological but rather held both healing 

and destructive potentials” (p.206). They recommended (i) exploring what can be helpful 

in psychotherapy for distressing experiences of presence, (ii) examining bereavement in 

cultures with different meaning sources available and (iii) systematically comparing 

bereaved people with experiences of presence, non-clinical voice-hearing 11  and 

psychosis. 

 

An example of this finding, analysed in depth by Hayes (2011) in her doctoral thesis, is 

the case of Julie, a woman who began hearing her mother’s voice after her death. The 

 
11  A non-clinical voice-hearer is somebody who experiences verbal hallucination in the absence of a 
psychotic disorder or other pathology. The term is further analysed in the section on psychotic and non-
psychotic hallucination (2.3). 
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voice began by calling her name after the bereavement, but evolved to insulting her and 

eventually progressed to commanding her to commit suicide (i.e. “take all your tablets”, 

p.77). This situation, as Julie explained at the beginning of the interview, mirrored a 

complicated family history. Julie’s father had secretly named her after his lover, and the 

aggressiveness of the voice reflected the hatred of Julie’s mother towards her rival. 

Although this experience could be interpreted as a re-enactment of a previous traumatic 

relationship with her mother (a continuation of her mother’s rejection after her death), 

Hayes highlighted in her analysis that the voice was not a continuation of a pre-occurring 

abuse, but a magnification and crystallisation of an implicit dynamic between them. She 

concluded on the meaningfulness of the continued presence, a symbolisation of a 

conflictive past that evolved in time and reacted to Julie’s environment, remarking that: 

The problem is that Julie is identified with a shadowy part of the family history 

through her name: she does not simply end up with the same name as her mother’s 

rival, but is deliberately named after her by her father. So her name, a central 

aspect of her identity, is the result of an act of nastiness from her father to her 

mother. This is not an open fact in the family but a secret that Julie has pieced 

together. (p.86). 

 

Another paper, written by Thomas, Bracken and Leudar (2004), described the case of a 

46-year-old woman (Sue) with distressing experiences of presence after the death of her 

husband, with whom she had a difficult relationship. Whilst the experience was originally 

a comforting presence, it eventually changed toward a voice that disapproved of and 

criticised Sue, and prolonged a situation of psychological abuse after the partner’s death 

“in exactly the way in which he would have done were he actually witnessing the events 

unfold in the family” (p.21). They concluded: 
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 We should beware of accounting for voices only in terms of biology, psychology 

or culture. We should also beware of practices that identify experiences like voices 

as evidence of disorder, deterioration, and degeneration. A concern with meaning 

makes it possible for us to wonder at how the person integrates puzzling and 

distressing experiences within his or her life. We may then understand how some 

people cope with their experiences, and others do not. From this point on recovery 

becomes a possibility (p.22). 

 

This set of studies pioneered an in-depth qualitative investigation on the consequences of 

both comforting and distressing experiences of presence for the bereaved and, by tying 

their pragmatic properties to the experiencer’s biography and the bereaved-departed 

relationship, they provided the theoretical grounding of this thesis’s rationale. 

 

2.1.3.3.  A bereavement perspective 

 

A new framework has arisen in the field of bereavement studies, during the last decades, 

around the idea that “grief is not only about separation from the person who died, but 

about finding new and meaningful ways of continuing the relationship with the deceased” 

(Zizook & Shear, 2009, p.68), and that having a continued and ever-changing relationship 

with the deceased is therefore natural after a bereavement, an experience that Klass (2006) 

termed a “continuing bond”. 

 

The previous paradigm, dubbed the “breaking bonds hypothesis”, was progressively 

abandoned, thus moving thus away from a view of grief work as a number of challenges 

that have to be confronted (Stroebe, Gergen, Gergen, & Stroebe, 1994). Theories 

describing phases of grieving ending in a detachment from the deceased, whether 
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psychoanalytic (Bowlby, 1961, 1985) or not (Kübler-Ross, 1990, 2005), were criticised 

as over-reductionist. According to the breaking bonds hypothesis, experiences of 

presence are indicative of a maladaptive maintaining of the ties with the lost person, as 

“in the course of time, bereaved persons need to break their ties with the deceased, give 

up their attachments, form a new identity of which the departed person has no part, and 

reinvest in other relationships. People who persist in refining a bond with their deceased 

loved one are in need of counselling or therapy” (Stroebe et al., 2014, p.1207).  

 

According to the continuing bonds theory, on the other hand, experiences of presence are 

seen as part of a natural bond (Zizook & Shear, 2009, p.69). Bowlby (1985, pp.98-100) 

accepted, after the findings of Rees (1971a,b) and Yamamoto et al. (1969), that not only 

are experiences of presence a common, normal and adaptive feature of mourning, but also 

that never-ending attachments to the deceased can be facilitative and meaningful for the 

bereaved (Rees, 2001). Nevertheless, as Klass (2006) highlighted, “some clinicians and 

lay authors have mistaken a description (that survivors do maintain bonds) for a 

prescription (that it is helpful for survivors to do so)” (p.884). A continuing bond can thus 

be adaptive or maladaptive, and can have both positive or negative consequences, in the 

same way as a bond with a living person.  

    

Field and Filanosky (2010) argued that whilst “internalised” bonds are adaptive, 

“externalised” ones (defined as involving illusions and hallucinations of the deceased) 

indicate unresolved grief and, as “misconstruing an internally driven source of 

information as emanating from an external source” (p.3), the latter intrinsically involve a 

failure in integrating the irrevocability of the loss. Their survey-based analysis (n = 502) 

showed a correlation between traumatic death and externalised bonds, although both 

types of continuing bonds (internalised and externalised) were associated with 
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complicated grief symptoms. In a further study involving 28 bereaved mothers, Field, 

Packman, Ronen and Pries (2013) found a correlation between illusions and 

hallucinations of the deceased child and symptomatology (both grief-specific and general 

distress). 

     

In contrast, Steffen and Coyle (2010) argued that experiences of presence can facilitate 

coping, meaning-making and growth. They suggested that suffering arising from 

distressing experiences of presence can be the result either of unfinished business with 

the deceased or of a cognitive dissonance: between wanting to think that the experience 

was true, rather than imagined, and not being able to do so (Steffen & Coyle, 2012, 2017). 

Expanding this perspective, Jahn and Spencer-Thomas (2018) explored, through 

qualitative analyses, how initially frightening experiences of presence became comforting 

after being validated by others. Steffen and Coyle (2010) prioritised the importance of 

spiritual-religious belief in understanding the valence (welcome versus unwelcome) of 

experiences of presence. As experiences of presence “may challenge basic assumptions 

about the nature of reality, life and death” (p.280), they argued, an appropriate and 

socially-accepted belief framework is needed in order to integrate them in a meaningful 

way. They proposed a combination of the continuing bonds theory and meaning-centred 

interventions to achieve that aim: 

For people with a non-spiritual or non-religious worldview, this experience can 

be the catalyst for a reconsideration of their perspectives, possibility leading to a 

spiritual transformation. Clinicians should be open to and show respect for pre-

existing spiritual and religious frameworks, which does not mean that potentially 

unethical or destructive aspects of such pre-existing frameworks should go 

unchallenged, but practitioners need to be knowledgeable about different spiritual 
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and religious orientations and be prepared to reflect on their own belief system 

(p.285). 

 

The finding of Klass and Steffen (2017) which is described here, that a continuing 

bereaved-departed bond can be helpful for the survivor, is a significant advance in cross-

cultural grief psychotherapy and palliative care, as well as a core tenet of the rationale for 

this thesis. The amalgamation of diverse phenomena (e.g. praying to a deceased person 

versus seeing the deceased person) under the same terminological umbrella, however, can 

be a difficulty when investigating experiences of presence. The solution proposed by 

Field and Filanosky (2010), distinguishing between an internal and external bond, is 

ridden with phenomenological difficulties in both theory and practice. Consequently, the 

outcomes of the thesis are often contrasted and interpreted from this theoretical 

framework, but the concept of experiences of presence is prioritised over the concept of 

a continuing bond. 

 

2.1.3.4.  A psychopathological perspective 

 

A fourth line of investigation, initiated by Castelnovo et al. (2015), explored “post-

bereavement hallucinatory experiences” after the inclusion of persistent complex 

bereavement disorder (with “hallucinations of the deceased’s presence” as an associate 

feature) as a “condition for further study” in the DSM-5 (APA, 2013). In their systematic 

review they found an incidence of experiences of presence of 30% to 60% among 

bereaved people, and a prevalence of 10% to 14% among the general population. The 

prevalence is much higher in people with complicated versus normal grief (25% versus 

2%), but the correlation with clinical depression, pathological grief and loneliness is 

mixed: these experiences are not associated with outcome, but their intensity is. 
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Castelnovo and colleagues highlighted several issues in the existing literature: (i) that no 

study12 excluded the presence of sensory impairment and cognitive decline, “which might 

predispose elderly subjects to misperceptions and erroneous interpretations” (p.271) due 

to conditions such as blindness and brain damage, (ii) that comorbidity should be a present 

concern, as experiences of presence could be confused with psychosis, dissociative 

disorders, personality disorder (cluster B), post-traumatic stress disorder or major 

depression with psychotic features in a minority of cases, and (iii) that the terminological 

confusion in the area mirrored an unresolved debate spanning two centuries regarding the 

differences between hallucination, pseudo-hallucination, illusion and misperception.  

 

The term “pseudo-hallucination” is considerably vague, and whilst for some describes a 

hallucination perceived with disbelief, for others describes a hallucination under 

voluntary control (Taylor, 1981). According to the Oxford handbook of psychiatry 

(Semple et al., 2005), “a true hallucination will be perceived as being in external space, 

distinct from imagined images, outside conscious control, and as possessing relative 

permanence. A pseudo-hallucination will lack one or all of these characteristics and be 

subjectively experienced as internal or “in my head” (p.50). As a result of this 

heterogeneity, and the impossibility of differentiating these porous boundaries in clinical 

practice, Slade and Bentall (1988) and Pierre (2010) proposed the abandonment of the 

term. Baethge (2002) arrived at the same conclusion regarding experiences of presence 

and, consequently, such differentiation is not applied in this thesis: 

Little is known about psychopathological details, such as the extent to which 

reality testing is intact in the bereaved, how vivid and real the perceptions appear 

 
12 Grimby (1998), however, did exclude people with dementia in her study. 
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to be, in what situation they occur, etc. Therefore, an assessment of the degree to 

which grief hallucinations are true hallucinations, illusory misperceptions, 

imagery, pseudo hallucinations, or even completely different phenomena such as 

autosuggestion or wishful thinking is not possible (p.297). 

 

In their comprehensive prospective study, Kamp et al. (2019) found an association 

between experiences of presence and psychological distress. Surveying an elderly 

bereaved sample (N = 175) during a four-year period, they found that depressive, 

prolongued grief and post-traumatic symptomatology were higher among those with 

experiences of presence. Regarding coping styles, only avoidant coping predicted 

experiences of presence, and they hypothesised that “bereavement hallucinations may not 

be inherently pathological, but may instead depend on the individual’s response to their 

bereavement hallucinations” (p.3). They interpreted these outcomes as supporting the 

inclusion of the phenomenon as a feature supporting the diagnosis of PCBD as a condition 

for further study, conceptualising them as a craving response to the deceased that 

maintains “the bereaved person in a loss-oriented position by being a continuous reminder 

of the loss” (p.9). This ressonates with the conceptualisation of Field and Finanosky 

(2010) and Horowitz, Bonanno and Holen (1993), who conceptualised experiences of 

presence as post-traumatic intrusive phenomena. Shimizu et al. (2017), on the other hand, 

defended the inclusion of psychotic subtype of PCBD, a “bereavement psychosis” 

characterised by the hallucination or illusion of the deceased. 

 

These studies, however, are all grounded on an unresolved debate about complicated grief 

that has been central in the field of bereavement studies during the last decades. On the 

one hand, Shear et al. (2011) argued for that the inclusion of pathological grief in the 

DSM and the ICD because of the clinical utility of the disorder: facilitating the provision 
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of appropriate care to bereaved people with complicated grief whilst avoiding the 

ineffective and unnecessary treatment of people with normal grief. On the other hand, 

dissenting voices (e.g. Wakefield & First, 2012; Wakefield, 2013; Walter, 2006) have 

argued that such an inclusion could risk pathologisation or medicalisation of grieving in 

itself, including an increase in false positive diagnoses. The debate of whether 

experiences of presence are a pathological symptom or an indicator of pathology, in sum, 

is connected to a wider disagreement regarding the utility and validity of psychiatric 

nosology (as approached in the DSM and the ICD) in grief. 

 

2.1.3.5.  A neuro-psychiatric perspective 

 

Persinger (1988) theorised, based on correlational evidence, that felt presences are 

triggered by micro-seizures in the temporal lobe (in the hippocampus and in the 

amygdala), which are in turn caused by periods of increased global geomagnetic activity. 

In a later series of studies, Persinger (2001) and colleagues were able to stimulate and 

reproduce felt presences in an experimental setting, in people who had experienced them 

before, by applying a magnetic field over the right temporal region. Based on his clinical 

material, he stated: 

Sensed presences attributed to the left side are usually considered negative or 

aversive. They are often so terrifying that the person may be reluctant to sleep 

because of the fear of the ‘dissolution’ of self, experiences that are moderately 

and positively correlated with suicidal ideation. When the sensed presence is 

attributed to the right side, the affect is neutral or positive and often attributed to 

a dead relative such as a husband or wife or to a cultural icon such as an angel or 

Christ. Without challenging the beliefs of the patient, we have found that 

explaining the source of the sensed presence as a phenomenon created within the 
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person's brain markedly reduces the apprehension and physiological stress 

associated with these experiences (p.519). 

 

This was replicated in a case study published by Arzy et al. (2006), who repeatedly caused 

a distressing felt presence by electrically stimulating the left temporoparietal junction 

(“the patient had the impression that somebody was behind her […] describing ‘the 

person’ as young and of indeterminate sex, a ‘shadow’ who did not speak or move, and 

whose position beneath her back was identical to her own”, p.287). 

 

It should be highlighted, however, that these neuro-psychiatric studies were only focused 

on felt presences, not experiences of presence involving any of the five senses, and that 

they were not specifically conducted with a bereaved sample. Considering this, and the 

phenomenological differences between felt presences of the bereaved and the mystical 

felt presences described by Persinger (2001), his hypothesis (i.e. that felt presences are 

an epiphenomena of increased global geomagnetic activity) is not directly extrapolatable 

to the context of bereavement. 

 

2.1.4.  A cultural perspective on experiences of presence13 

 

Experiences of presence have been documented by ethnographers, historians and 

clinicians across cultures and centuries. They have been reported from European 

countries (Grimby, 1993, 1998; Rees, 1971a, 1971b) to Asian countries (Chan et al., 

 
13 This sub-section, together with part of section 2.2, was published in the form of a paper, after the inclusion 
of some changes, in the journal Transcultural Psychiatry (Sabucedo, Evans, & Hayes, 2020). This paper 
can be consulted in Appendix F. If referencing this work, please refer to the published article. I declare that 
this is my own work, and that the shared authorship with my supervisory team (Prof Chris Evans and Dr 
Jacqueline Hayes) indicates their contribution to the paper in the form of supervisory feedback and 
mentorship. 
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2005; Yamamoto et al., 1969), and from urban societies (Marris, 1958) to tribal 

communities (Matchett, 1972). They have also been narrated in the European folklore of 

the antiquity (Rees, 1971b) and the Middle Ages (Rees, 2001), such as in Shakespeare’s 

Julius Caesar and in Homer’s The Iliad. Moreover, they are experienced by those 

identifying themselves as religious as well by those who do not (Castelnovo et al., 2015; 

Hayes, 2011).  

 

Whilst the literature hitherto indicates that approximately half of bereaved people sense 

or feel the presence of a deceased loved one 14 , the prevalence among the general 

population is less known. Castelnovo et al. (2015) estimated 10% to 14%, but a European 

survey (Harding, Philips, & Fogarty, 1986) found considerable differences between 

European countries: 11% in The Netherlands, 26% in Great Britain, 33% in Italy and 41% 

in Iceland. However, these rates should be approached with considerable caution, taking 

into consideration the underreporting issues (Grimby, 1993,1998; Rees, 1971a), the 

disagreement on how to define the phenomenon (Datson & Marwit, 1997), and the cross-

cultural limitations of surveys, as well as the phenomenological difficulties in 

differentiating experiences of presence from similar phenomena. 

  

Whilst grief is a universal experience, mourning15 is not, and public and private reactions 

to loss are embedded within social, cultural and historical environments (Doran & 

Downing-Hansen, 2006). Experiences of presence do not seem to be an exception to this 

embeddedness. Some have even argued that distressing experiences could be non-existent 

or less disturbing (see Chan et al, 2005; Keen et al, 2013; Steffen & Coyle, 2010; 

 
14 Apparently, not only the death of a person can trigger this type of experiences: they are also documented 
with relation to animals (see Walker & Thompson, 2009) 
15 See footnote 2 (p.18) on the difference between bereavement, grief and mourning. 



 

 
 

40 

Yamamoto et al., 1969) in cultures where perceiving the deceased is culturally accepted 

and expected.  

 

Overall, the sources of socio-cultural data can be separated into four categories for the 

sake of convenience. The first is ethnographies conducted by anthropologists focused on 

mental health (medical anthropology or cultural psychiatry). The second one is family-

based participant observation that, whilst inspired by anthropology, is more closely 

aligned to the psychological methodology. The third is from cross-cultural mental health 

(psychological and psychiatric) research conducted outside the sphere of the Western 

world. And the fourth one is historical evidence, either documental or archaeological. 

 

  2.1.4.1.  Medical anthropology and cultural psychiatry 

 

Cultural psychiatry is an interdisciplinary field concerned with the relationship between 

culture, psychopathology and mental health, and can be situated within the wider 

discipline of medical anthropology, which is concerned with the anthropological 

investigation of health and illness 16. The ethnographies of medical anthropologists are 

the primary source in detecting ethnocentrism in our mental health sciences, not only able 

to inform our understanding of whether psychiatric disorders are cross-cultural or 

culturally specific, but also how socio-cultural environments shape psychological 

suffering. Thus, they allow us “to go beyond the naiveté of labelling as ‘illness’ all 

psychic phenomena which are different from those of one’s own culture” (Matchett, 1972, 

p.192).  

 

 
16 “Medical” in this case does not exclusively refer to Western biomedicine. Medical anthropology focuses 
on healing and illness beyond cultures. This includes Western psychotherapy, and psychiatry, but also 
culturally-specific ethno-medicines and healing rites. 
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Almost simultaneously with the foundational studies of Rees (1971a) and Yamamoto et 

al. (1969), three cases of experiences of presence were documented by Matchett (1972) 

in his clinical ethnography17 among the Hopi Indians of northern Arizona. The three were 

elderly Hopi women, diagnosed as non-psychotic and suffering from depression, whom 

“during a period of mourning, clearly and repeatedly hallucinates the presence of a 

recently deceased family member” (p.185). These experiences were audio-visual (a vision 

for two of them, a vision and a voice for the third one) and clearly unwelcome for all of 

them. For one woman, her visual experiences evolved from being welcome to become 

highly distressing: 

She described how she would sit alone in her room in the evening and draw all 

the shades, and then, almost nightly, a vision of her deceased husband would 

appear before her chair. He would say little to her. At first she found this 

experience a very comforting one, and looked forward to his presence. Later, he 

began quite persistently to say things like, ‘I’m gone now, don’t bring me back 

any more; I don’t want to come back’. In the last month before her hospitalisation, 

the apparition stood in front of her chair, caressed her hair, then softly touched her 

check. She could distinctly feel his fingers move gently from her cheek to her 

neck; then suddenly he began to strangle her. She sprang to her feet in terror, 

‘struggled free’, threw on the light, and ‘he was gone’. Gradually, the apparition 

began to show signs of physical decay. She reported that flesh on his hands and 

arms was turning to ‘skin and bones’ and that his clothing was deteriorating 

(p.189). 

 

 
17 Calabrese (2013) defined clinical ethnography as participant observation in which the anthropologist is 
also a trained health professional (usually a medical doctor or a mental health therapist), and practises his 
profession in the community alongside his fieldwork.   
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Matchett (1972) associated these experiences, together with the Hopi’s tolerance and 

acceptance towards them as a community, to their “extraordinary complex and 

sophisticated level of interest in their own intrapsychic lives” (p.186). Whilst connecting 

these experiences of presence with the particularities of their culture, he believed that 

“this phenomenon is not merely an interesting and unique anthropological aberration born 

of centuries of isolation, but that it may also represent an unusually clear and open 

statement of a very common human experience” (p.185).  

 

This early research probably influenced the inclusion of experiences of presence in a 

psychiatric classification system for the first time, the DSM-III-R (APA, 1987), as 

culturally-bound responses unique to Native American Indian cultures:  

When an experience or behavior is entirely normative for a particular culture— 

e.g., the experience of hallucinating the voice of the deceased in the first few 

weeks of bereavement in various North American Indian groups, or trance and 

possession states occurring in culturally approved ritual contexts in much of the 

non-Western world—it should not be regarded as pathological (p.XXVI).18 

 

Another case, of a bereaved woman experiencing the presence of her deceased father, was 

described by Putsch (1988) among the Coast Salish, a group of tribes inhabiting the North 

American (mainly Canadian) Pacific coast. The Salish believe that chronic illnesses 

during wintertime are caused by spirit possession, an illness that is only treatable through 

singing and dancing the spirit’s song. The woman described a vision of her father giving 

 
18 This inclusion is probably connected to how anthropological and psychological research on experiences 
of presence advanced in disconnection from each other, neglecting data outside their discipline. In writing 
this section in the DSM-III-TR, the author(s) probably based the inclusion on the work of Matchett (1972) 
whilst neglecting the studies of Yamamoto et al. (1969) and Rees (1971a). The focus on sensory modality, 
on the other hand, is probably connected with the emphasis on the Kraepelian model, in biomedical 
psychiatry, on auditory verbal hallucinatory experiences as a hallmark of schizophrenia. It is still interesting 
that the author(s) ignored the visual experiences present in the ethnographic work of Matchet (1972). 
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her a song, after which her mother began “hallucinating her father all the time, refusing 

to believe that he was really gone” (p.14). The daughter developed arthritis, which she 

related to the spirit’s influence, and both women came to believe that she was about to 

die. A memorial service, during which the daughter was able to sing his father’s spirit 

song, was successfully conducted as a treatment 

 

Another example among American Indians is the clinical ethnography conducted by 

Nagel (1988) among the Navajo, the largest tribal culture on the continent. Nagel 

documented another three cases of people suffering from distressing presences. All of 

them, suffering from a traumatic loss, received psychotherapy and pharmacotherapy 

(antidepressant medication) in addition to culturally-bound rites and ceremonies. As 

Matchett (1972) did with the Hopi, Nagel (1988) connected these experiences to the 

worldview of the Navajo. Loss and mourning were surrounded with fright and avoidance, 

since they believed that most of the deceased return as malevolent ghosts that haunt their 

relatives. As a measure of prevention, no emotional expression of grief is condoned in the 

community after the four-day period of mourning. Nagel presented “haunting” as a 

culturally-sanctioned outlet of the grieving distress, providing a solution to the mourning 

processes that go awry: the advice of “star-gazers” and the “Enemy Way” ceremonies 

that offer both diagnosis and treatment. Nagel finished his article reflecting on how: 

…perhaps all clinicians would serve their bereaved patients better in asking them 

about such experience […] When it comes to grief and mourning, therapists need 

to learn how to listen with open minds and open hearts to the full range of human 

experience […]. Culture shapes and patterns these processes and interprets and 

judges significant aspects of the individual’s experience. The intensity, frequency 

and affective response to dreams and hallucinations seems to lead to a 
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determination as to whether these experiences are deemed ‘normal’ or 

‘pathological’ in a given cultural context (pp.38-39). 

 

This fear of the return of the dead among the Navajo, and the surrounding avoidance, has 

been repeatedly documented in other cultures within the ethnographic literature. An 

example is the mourning rites in several Amazonian lowland cultures which, according 

to Taylor (1993), are primarily focused on forcing the deceased to vanish. The Jivaro, an 

Amazonian tribe inhabiting the jungle between Ecuador and Peru, believe that re-

experiencing the deceased person (verbally or visually) is dangerous for the living: “…if 

biological death is not enough to separate the living from the dead, it is primarily because 

the dead are remembered” (p.655). The bereaved Jivaro therefore strive to erase any 

remembrance of the dead after the loss. Sleep is avoided for a day in order to impede 

dreaming of the deceased person, and “soul songs” are chanted to break the bond between 

dead and the living:  

The most immediate concern for all members of the local group is, quite literally, 

losing the deceased, forcibly separating them from their living relatives. When a 

person dies or is killed, his image (wakan) remains in the vicinity to harass the 

living: either vengefully, in the shape of a murderous ghost called muisak (emesak 

in Shuar) intent on causing accidental death in the household of the killer, or 

nostalgically, in the shape of a blind ghost prone to upsetting pots and banging 

things during the night. The dead are acutely lonely and they are also sightless and 

perpetually hungry; hence their reluctance to part with the living (p.662). 

 

Kracke (1988) described similar prescriptions and beliefs in his ethnography among the 

Kagwahic, another Amazonian tribe. They encourage the muting of their sorrow during 

mourning, and the name of the deceased is altered (turning the word into an inanimate 
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noun) in order to distance them from the living. A mortuary rite is in place to keep the 

ghosts at bay: the eyes of the corpse are closed and their face is tied with a cloth. 

Documenting visions of the deceased among the bereaved Kagwahic, Kracke initially 

considered them indicative of a pathological mourning that was triggered by the fear and 

repression surrounding bereavement. Further data from in-depth interviewing, however, 

made him conclude that “these reactions do not seem more intense or problematic than in 

the normal mourning process in our own culture” (p.218). He described both welcome 

and unwelcome experiences among the interviewees, surprised by the comforting and 

beneficial nature of some visual experiences of presence. 

 

Yet another description of this mourning taboo19 can be found in the ethnography of 

Shepard (2002) among the Matsigenka, a third Amazonian tribe. They believe that, after 

a sudden death, the deceased can return to life (in the form of a beast) to attack their own 

loved ones, either when they are dreaming or when they are walking alone in the forest. 

Bereft families are invaded by a mortal fear after the loss, and the mourning rites of the 

Matsigenka mirror this concern over the power of the dead. “The dead seek out their loved 

ones for companionship”, describes Shepard, “not fully aware of their own dangerous, 

liminal status. It is their nostalgia for life that makes the dead so perilous to the living” 

(p.211). This defensive mourning involves, for the bereaved, laying quietly in the house 

for three days, avoiding both the forest and hunting, and painting their head with the 

ghost-repellent red annatto, a tincture. The nostrils of the corpse are plugged with tabor, 

 
19 Similar taboos are also narrated in the classical literature of the discipline, such as in the description of 
Frazer (1890/2002, p.252) in his The golden bough of the beliefs of the Tuareg, a Berber people inhabiting 
the Sahara: 

They dread the return of the dead man’s spirit, and do all they can to avoid it by shifting their 
camp after a death, ceasing for ever to pronounce the name of the departed, and eschewing 
everything that might be regarded as an evocation or recall of his soul. Hence, they do not, like 
the Arabs, designate individuals by adding to their personal names the name of their fathers; they 
never speak of So-and-so, son of So-and-so; give to every man a name which will live and die 
with him. 
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a resin, to smother the aggressiveness of the beast. The Matsigenka differentiate between 

dreaming about a dead person, on the one hand, and seeing them whilst awake, on the 

other: tsavitetagantsi (“to become confused, to see something that latter vanishes or is not 

there”, p.213). The latter is seen as a serious illness frequently leading to death, and 

kamatsirivenki, a sedge frequently infected by psychedelic-producing ergot fungi, is used 

as a treatment.  

 

So far, this section has outlined three case studies among North American tribes and three 

ethnographies among Amazonian tribes. All of them have described people reporting 

experiences of presence that were interwoven with the surrounding socio-cultural and 

spiritual-religious framework. The predominant sensory modality was visual, followed 

by auditory, and the experiences were mainly distressing. An exception to this trend, 

regarding both the modality and the valence of the experiences, is the ethnography 

conducted by Gondar-Portasany (1989) in coastal Galicia (Spain). Interviewing 1,873 

people with experiences of presence as part of his fieldwork, besides the usual visual and 

hearing experiences, he also documented the belief that the deceased return as a dove or 

as a dancing light in the light, experiences reported by 21% and 15% of his sample, 

respectively. He connected these experiences to the societal changes in Galicia and in 

Western societies during the last century: 

 The fear of death is making us forget the dead: those that were first expulsed from 

the centre of the village and kept in peripheral cemeteries. We are now trying to 

expulse them from our memory:  because they symbolise our own death (which 

we seek to avoid), because they are our past, because we are only interested in our 

future. The problem is that the deceased are taking revenge coming back to perturb 

the unconscious of their reckless children […] As we destroy ritual symbolism 
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without providing a substitute system, we are witnessing the exclusion of an 

anarchic imagination almost bordering the pathological (p.14). 

 

It must be noted that ethnographic literature is filled with lived experiences that, although 

situated beyond the definition of experiences of presence used in this thesis, are of 

relevance in this debate. Langford (2013) and Astuti (2007), for example, have described 

the importance of dreaming of the deceased in Southeast Asian people in exile and in the 

Vezo people of Madagascar, respectively. In both instances, the dreaming experience is 

both distressing and perceived as veridical: an actual, and dangerous, encounter with the 

spirit of the deceased. Other examples are mediational experiences, when a shaman in 

trance mediates the encounter between the living and the dead (Vitebsky, 2017), and spirit 

possession by the deceased (Englund, 1988; Gondar-Portasany, 1989; Bilu 2001). Lastly, 

Al-Adawi, Burjorjee and Al-Issa (1997) have described a culturally-specific response to 

bereavement in Oman, mu-ghayeb, that despite not involving a perception or 

hallucination, implies an illusion of the deceased (e.g. almost seeing them in a rapidly-

passing car or wandering across the countryside in the distance) in combination with a 

delusion (i.e. a complete denial of the loss). This review of cultural research on 

experiences of presence, therefore, should be considered within the much wider 

anthropological knowledge about ancestor veneration, ghost belief and burial rites (see, 

for example, Rosenblatt, Walsh, & Jackson 1976). 

 

  2.1.4.2.  Family-based participant observation 

 

Whilst the ethnographies of Kracke (1988), Taylor (1993) and Shepard (2002) 

documented instances where experiences of presence were culturally avoided and feared, 

the fieldwork of Doran and Downin-Hansen (2006) provided evidence of the opposite 
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situation. Conducting participant observation among Mexican American families living 

in the United States who had lost a child, they documented a situation where experiences 

of presence were not only accepted, but culturally sought-after. The families maintained 

a bond with the deceased children through a shared felt presence, experienced collectively 

(and in a welcome way) as a family system rather than as an individual, and stated that it 

would be “inconceivable not to maintain such a bond” (p.209). Rites and storytelling were 

in place, such as the use of the flower zempasuchil, which is believed to attract the spirits 

of the deceased. They concluded: 

The cultural influences on the grief process were clearly evident in the interview 

data. For example, the preparation of the deceased’s favourite food as part of the 

Day of the Dead celebration, the use of certain flowers to entice the spirit of the 

deceased to return home, and the dressing of dolls in the deceased’s clothes on 

home altars all illustrate the powerful role of Mexican American culture in the 

grief process […]. Death is a prevalent motif in Mexican culture, perhaps because 

of the intertwining of similar Aztec and Catholic beliefs that death is not the end, 

but rather an entry into a new way of life […]. Psychotherapists, when working 

with similar Mexican American families, might prudently focus more on engaging 

extended family and community support for the bereaved rather than emphasizing 

the centrality of the counselling relationship (p.209). 

 

Steffen and Coyle (2017), in contrast, documented the dissension within a family caused 

by similar experiences. They conducted a family-based participant observation with a 

family of German origin living in England following the death of the father. After his 

death, his wife continued hearing his voice and feeling his presence, which she understood 

within the framework of her Catholic belief in an afterlife. Her children dismissed her 

interpretation as incompatible with their own rationalistic worldview. This clash of 



 

 
 

49 

frameworks influenced the valence of the experiences, which were felt as comforting for 

the mother but (externally) seen as disturbing for her daughter. Connecting this mismatch 

with the surrounding societal taboos in Euro-Western cultures, Steffen and Coyle 

considered this “an example of how wider macro-social tendencies around such 

phenomena are played out at a local level” (p.380). 

 

  2.1.4.3.  Cross-cultural psychology and psychiatry 

 

In contrast to the common over-reliance of psychological research on Western samples 

(Henrich, Heine, & Norenzayan, 2010; Rad, Martingano, & Ginges 2018), research on 

experiences of presence is based on a breadth of cross-cultural data. The initial empirical 

studies on experiences of presence were conducted in Japan, by Yamamoto et al. (1969), 

and in Wales, by Rees (1971a), and as previously described, later epidemiological and 

psychopathological studies continued to be conducted across countries, including China 

(Chan et al., 2005), Sweden (Carlsson & Nilsson, 2007), Norway (Lindstrõm, 1995), 

Denmark (Kamp et al., 2019), Germany (Baethge, 2002), the United Kingdom (Hayes & 

Leudar, 2016), Canada (O’Mahony et al., 1984) and the United States (Olson, Suddeth, 

Peterson, & Egelhoff, 1985).  

 

Cross-cultural research has been especially extensive from the perspective of continuing 

bonds theory. In the case of this thesis, the amalgamation of these phenomena under the 

same terminological umbrella is a difficulty when extrapolating cross-cultural data on 

continuing bonds to our understanding of experiences. An example of this is the 

investigation of Foster et al. (2012) among bereaved Christians in Ecuador, in which 14% 

of the sample reported feeling the presence of the deceased and 10% reported perceiving 
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(hearing or seeing) them. A full 55% classified these continuing bonds as discomforting, 

but the researchers did not specify whether these belonged to the latter category. 

 

A counter-example is the study conducted by Chan et al. (2005) among 52 bereaved 

people in Hong Kong. Nine of their participants (17%) reported that their deceased loved 

one coming back as an insect, and “some of the bereaved also described how these insects 

rarely flew away, as insects normally do, allowing the bereaved the chance to talk to the 

insects as if they were talking to the deceased” (p.939). They interpreted this from the 

Chinese belief that the deceased relatives can return in insect form20, usually as a moth, 

butterfly or dragonfly, and fly around the family altar. Another Chinese belief, belonging 

to Taoism, is that the spirit of the deceased will return home on the seventh day after 

death. Nine of the participants reported having such an experience, and one reported 

distress that this prediction did not occur. In total, 17 participants (33%) reported 

perceiving (hearing or seeing) or feeling the deceased after the death. As Yamamoto et 

al. (1969) did in Japan, Chan et al. (2005) highlighted the sanctioning of a prolonged 

connection with the deceased in Chinese culture, connected with the ritualistic use of the 

family altar and the co-existence of (Buddhist, Christian, and Taoist) religious beliefs in 

the afterlife. 

 

Another one is the investigation of Norichika (2016) who, interviewing 100 bereaved 

people after the Great East Japan Earthquake, reported a much lower prevalence than 

Yamamoto et al. (1969): 30% maintained a conversation with the deceased and 25% felt 

their presence. He also described how Buddhist monks and priests offered (secular) 

 
20 A similar belief once in Ireland and Galicia (Spain): the idea that the souls of the dead are transformed 
into butterflies to ascend to heaven. In some adjacent geographical areas, crying was avoided after the death 
of a child to avoiding soaking their butterfly wings, thus impeding them from flying up (Alberro, 2001). 
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psychological first aid after the catastrophe (and long after), engaging in keichō (active 

listening and mirroring responses), and strictly refraining from proselytism. 

 

  2.1.4.4.  History 

 

Historical research has documented experiences of presence in Ancient Greece, or at least 

experiences that closely resemble our contemporary definition of the phenomenon, 

through literary and archaeological sources. The clearest example is written in Homer’s 

Iliad (see p.5) where Achilles, ridden with guilt after the death of his companion Patroclus 

during the Trojan War, sees him during the night “like what he had been in stature, voice, 

and the light of his beaming eyes” (Book XXIII). 

 

Another example, extracted from the archaeological literature, is the Nekromanteion, an 

ancient Greek temple devoted to Hades that was located in what was thought to be a 

tributary of the river of Hades, in Ephyra. The word “Nekromanteion” means “oracle of 

the dead”, and devotees visited the temple to converse with their deceased relatives. 

Documental evidence indicates that the rituals included not only cleansing ceremonies, 

chanting rites and animal sacrifices, but also the consumption of an unknown narcotic 

(Olalla, 2002). Dakaris (1973) claimed that a building discovered in 1958, and excavated 

during the two following decades, corresponded to the Nekromanteion, but the assertion 

was disputed by Wiseman (1998), who dated the building as having been constructed 

during the Hellenistic period. The temple was described by the historian Herodotus as 

well, and by Homer in his Odyssey where Ulysses descends to Hades through the 

Nekromanteion and converses with the deceased Achilles21. Further evidence can be 

 
21 Homer’s Odyssey (Book XI): 

No winning words about death to me, shining Odysseus! 
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found in Burton’s anthology of classical Greco-Roman literature, as quoted by Rees 

(1971b): 

They think that they see their dead friends continually in their eyes, as Conciliator 

confesseth he saw his mother’s ghost presenting still before him. What the 

wretched overmuch desire, they easily believe; still, still, still that good father, 

that good son, that good wife, that dear friend, runs in their minds; a single thought 

fills all their mind all the year long, as Pliny complains to Romanus, methinks I 

see Virginius, I hear Virginius, I talk to Virginius, etc. 

 

Rees (1971b) reflected on the centrality of these experiences in classical Euro-Western 

literature, focusing on experiences of presence in the dramas of Shakespeare and 

Sophocles, and he wondered whether their acceptance by the audience indicated that they 

are an intrinsic element of the human condition. Matchett (1972), at the same time, 

wondered whether Shakespeare’s Julius Caesar (see p.4) reflected how they were once 

culturally sanctioned in the European past: 

One wonders whether Shakespeare was banking on a ‘belief’ in ghosts among his 

countrymen at the time, or whether he was talking about a more commonly shared 

and very ‘real’ experience which his countrymen could understand and probably 

identify with, having perhaps suffered through the same experience themselves 

(p.192). 

 

On a less speculatory note, Stroebe et al. (1994) contrasted the contemporary perspective 

on bereavement in Euro-Western culture, based on the “breaking bonds hypothesis”, with 

a pre-existing “romantic” perspective in 19th-century Europe, when grieving was meant 

 
By god, I’d rather slave on earth for another man- 

 some dirt-poor tenant farmer who scrapes to keep alive- 
 than rule down here over all the breathless dead. 
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to signal the importance of the relationship with the departed. From this latter perspective, 

a complete detachment from the deceased would categorise both the relationship and the 

bereaved as superficial, making “a sham of a spiritual commitment and undermining 

one’s sense of living a meaningful life” (p.1208). Their analysis, based on previous 

research on 19th-century personal diaries, highlighted how common it was for people 

either to narrate visions of the deceased or to describe a striving to sense (or feel) their 

presence. An example of their perspective in Victorian Britain is precisely the case of 

Queen Victoria after the death of Prince Albert22 who, according to the newspapers of the 

time (Sacramento Daily Union, 1871, October 10), had: 

…a firm conviction that Prince Albert is always present with her, and that she can 

hold communion with him […] In some of her moods she will converse with him 

for an hour together, conducting her own share of conversation aloud and with the 

vigour and interest of old times […] she imagines that her husband looks on, well 

pleased. At times, when she is more than ordinarily depressed with a sense of his 

presence, the poor, fond woman will order a knife and fork to be placed on the 

dinner-table for him, and cause the attendants to place every course before the 

empty chair as if the master still occupied it. 

 

Stroebe et al. (1994) concluded their historical analysis stating that “treatment designed 

in one culture to ‘correct’ or ‘repair’ the actions of the other would at best appear to be 

insensitive, and at worst a form of cultural (or historical) imperialism” (p.1210), and 

defended the need for culturally-embedded practices where other cultures are approached 

with appreciation, acceptance and awareness.  

 

 
22 I owe this to Jack Farthing, who pointed it out in a personal communication. 
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Building on the interpretation of Strobe et al. (1994), Walter (2017) contrasted the 

cultures in which the living and the dead are expected to look after one another (“care 

cultures”) versus the ones where the dead are relegated to remembrance (“memory 

cultures”). He exemplified the latter in the (post-romantic) contemporary and secular 

Europe, where no interdependence between the living and the dead is allowed beyond 

memory, and the former in the ancestor veneration of some East Asian cultures, where 

ritual practices (such as shrines and ceremonies) are in place to care for the deceased, 

implicitly or explicitly sanctioning a mutual relationship. 

 

  2.1.4.5.  Conclusion 

 

Cultural research, in sum, has repeatedly documented cultural variation in the way that 

experiences of presence are anticipated, experienced and evaluated. From an 

anthropological perspective, however, and in the light of the reviewed literature, the 

psychological hypothesis connecting the valence of these experiences (welcome versus 

unwelcome) with the presence or absence of a (mainly religious) socio-cultural 

sanctioning seems over-simplified. Researchers have documented distressing experiences 

of presence in those cultures where perceiving the dead is accepted (Matchett, 1972) as 

well as in those where it is feared (Nagel, 1988; Taylor, 1993). Kracke (1988), moreover, 

documented welcome experiences of presence in a cultural environment of avoidance and 

repression. All occurred in cultures with a firm religious worldview. What can be 

concluded is that, although the cultural framework may not establish whether they are 

welcome or unwelcome for the bereaved, it definitely shapes the way in which the distress 

is suffered, expressed and treated when experiences of presence are disturbing. As Nagel 

(1988, p.33) stated, “in any culture these processes can go awry and one might expect 

there to be a cultural prescription for diagnosing and treating pathological outcomes”. 
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The singing and dancing ceremonies of the Salish (Putsch, 1988) and the Navajo rites 

(Nagel, 1988) are good examples of this.  

 

Another anthropological remark can be made regarding the phenomenological boundaries 

of experiences of presence. Meticulous attention to the subjective experience of people 

can add value to add to the anthropological exploration of experiences of presence, 

helping distinguish experiences of presence different types of experience. Such 

phenomenological attention can differentiate experiences from other hallucinatory 

phenomena, such as a vision experienced during sleep paralysis (i.e. a waking nightmare) 

However, even here caution is needed: Putsch (1988) and Shepard (2002) highlighted the 

difficulties in extrapolating the implicit Western European dichotomies underlying the 

term (mind versus body, dreaming versus awakening, the living versus the dead, 

individual versus community) into some cultures to which they are alien, and the 

ethnographic literature provides us with more examples of these porous boundaries. 

Putsch (1988, p.17), for instance, has described two cases of experiences of presence 

situated between the dreaming and waking state, which the patients (a Navajo woman and 

a Laos refugee) perceived as ontologically real (“the dead calling for, or returning for, the 

living”, p.17) and which caused not psychological but psychosomatic difficulties. He 

defended the equivalence of these experiences to the waking ones, involving perception, 

and categorised them as a culture-bound “ghost illness”. As Walker and Thompson 

(2009) have highlighted, dreaming and wakefulness are not mutually exclusive in 

American Indian culture.  

 

From a psychological perspective, is compelling that several cultural researchers 

(ethnographers and non-ethnographers) saw experiences of presence as idiosyncratic and 

as specific to the cultures they studied, connecting them with either their worldview, their 
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rites or their historical past. This has been the case even when psychological research had 

already indicated that experiences of presence are common, and welcome, for the 

majority of the bereaved across countries. Matchett (1972), for example, analysed his 

clinical cases from the lens of the Hopi religion. Similarly, Shen (1984) even considered 

“mourning hallucinations” to be a pathology specific to the Hopi culture. Gondar-

Portasany (1989) connected the phenomenon to the cultural and societal changes 

occurring in both Galicia and in Western societies during the last century, considering 

them as problematic if not bordering on the pathological. Without wishing to minimise 

the distress of the protagonists in these reports, there does not seem to be convincing 

argument to classify these experiences as a pathology arising from the surrounding socio-

cultural environment. The need to understand experiences of presence in this way could 

be attributed to the classical disconnection between the mental health and anthropological 

literatures. Exceptions to this trend, nevertheless, are the studies of Kracke (1988), Putsch 

(1988) and Nagel (1988), who neither pathologized these experiences, nor framed them 

as specific to a given culture. 

 

The proscription and pathologisation of experiences of presence is clearly not the sole 

province of psychology and psychiatry. However, the literature suggests that, in Western 

European societies, the management of the divide between the bereaved and the departed 

relies increasingly upon mental health practitioners. In other cultures, where the 

therapeutic and the religious roles are not necessarily divided (Calabrese, 2008), this 

border-keeping function seems to have been frequently allocated to a shamanhood or a 

priesthood. The changes in the status of religion in Western European societies, over the 

last 150 years, could be arguably linked with the transfer of a gatekeeping function to 

these mental health professions.  
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Another theme underlying the reviewed literature is the use of psychoactive substances, 

as part of this cultural proscription, to manage welcome or unwelcome experiences of 

presence: an example is psychedelic use among the Matsigenka, as described by Shepard 

(2002). What is interesting is that they are not only used to suppress them, but also to 

promote such experiences, as psychedelic substances have been used as well to loosen 

the boundaries between the dead and the living as well. Taylor (1993), for example, 

describes how communication with the deceased is sought-after among male Jivaro, when 

transitioning from childhood to adulthood, through a vision quest. The liminal rite 

involves entering in the forest for days, fasting alone, and finally consuming datura (an 

anticholinergic psychedelic) to materialise the arutam, a vision, which is addressed as 

“grandfather”. The ancestor is identifiable as such, but not recognisable as a concrete 

person: the mourning rites have distanced them from the living, and they have been 

forgotten. Similar pharmacologically-caused experiences have been also documented 

arising from the ritualistic use of ayahuasca (or ayawaska) in the Amazon basin (Shanon, 

2010), a serotonergic psychedelic brew that etymologically means liana (or vine) of the 

dead in Quechua. 

 

 

2.2.  Psychotherapy for experiences of presence 

 

The first paper on psychotherapy for experiences of presence, to the best of my 

knowledge, was published by Aguilar and Wood (1974) in California. The intervention 

was held in a mental health clinic that provided psychotherapy to patients of Latin 

American (and mainly Mexican) origin. Among other techniques, they described the use 

of a drama-ritual with Mexican symbolism as an intervention for grief difficulties. The 

case was of an adolescent girl suffering from distressing visual experiences of presence 
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of her deceased father. Aguilar and Wood connected the distress to unresolved business 

with the departed, and described how the girl was able to express her grief and anger 

during the drama-ritual, confronting her father (“You were bad, you drank, you left us 

alone”, p.13) before making amends, and saying goodbye. 

 

Three years later, MacDonald and Oden (1977) published a clinical case series on three 

young Hawaiians suffering from distressing visual experiences of presence. All of them 

interpreted these experiences as visits from aumakua, departed loved ones that appear to 

their family members in the form of spirits. They were initially treated with behaviour 

therapy (systematic desensitisation) but, after the intervention failed, a Hawaiian cultural 

practice was used instead: they were told to relax, bring forth the image of their aumakua, 

and ask them what messages they had for them. This latter intervention was quickly 

successful, decreasing their suffering and making the visions disappear. In the three cases, 

the aumakua (the grandmother of the boys, in the first two cases, and the brother of a girl, 

in the third one) communicated moral messages to them: to behave ethically, to stop his 

violent behaviour and to obey her family, respectively. The authors connected these 

phenomena with the Hawaiian respect for their elders, and explained them from an etic23 

perspective as the externalisation of a cognitive expectation that “seems to serve as 

solution to the dilemma posed by belief in the importance of voluntary adherence to group 

standards and, at the same time, belief in the need for independent control” (p.193). 

 

Another four cases were reported by Hoyt (1980) in the United States after intervening 

with psychodynamic psychotherapy. He conceptualised the experiences as altered states 

of consciousness arising under a condition of stress, and concluded with a 

 
23 Emic and etic refer in anthropology to two different viewpoints in fieldwork: emic, from within the social 
group (from the perspective of subject), and etic, from outside the social group (from the perspective of 
observer). 
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recommendation when working with “uncanny” experiences of presence: to normalise 

and depathologise the experience, reassuring patients that they are not becoming 

psychotic, whilst directing the therapy “toward helping patients integrate the meaning of 

the encounter with the lost person into their awareness of themselves” (p.110).  

 

Yates and Bannard (1988) published three cases of psychotherapy for children with 

experiences of presence in Canada: in two of the cases the experiences were welcome. 

They interpreted the experiences from a systemic perspective, analysing them as a 

hallucination arising in response to an environmental deprivation (the absence of 

emotional and cognitive support from caregivers) that caused incomplete mourning. “The 

‘return’ of the deceased”, they hypothesised, “may be seen as an attempt by the child to 

restore to the mother that which seemed to have robbed her of her maternal power to make 

the child feel safe and protected” (p.578). In the first story, the case of Sandra, they 

described the panic caused by the audio-visual experiences of presence that appeared after 

the suicide of her stepfather: 

Six months after her stepfather’s death, Sandra entered a school washroom to find 

the lights out and several girls holding a séance. Within minutes, Sandra was in 

hysterics, screaming that the ‘green hands’ were after her. A few hours later, she 

reported a hallucination in which she saw her stepfather imprisoned in a ‘dark 

place’ by frightening green hands, which she subsequently associated with her 

natural father […] Shortly after their onset, her stepfather could get out of the dark 

place when he was with her and could converse with her. Later, he developed the 

capacity to change size and sit on her shoulder, even in public places where, of 

course, he was invisible to others. When they were together they were safe from 

the green hands, but as her anxiety increased the green hands became powerful 

and she had to hide from them in a closet (p.576). 
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Sandra was admitted to the psychiatric hospital, where she received pharmacotherapy and 

psychotherapy. The psychological intervention included both grief therapy and family 

therapy, and she experienced a complete recovery maintained at a three-years follow-up. 

Working on the unfinished business with the deceased seemed essential in the 

intervention. Not only did she regretted having missed her stepfather’s funeral, thus not 

having “a proper goodbye”, but having visited her natural (and abusive) father just before 

her loss, she may have connected this to the death of her stepfather. It could be argued 

whether Sandra experienced distressing experiences of presence triggered by a traumatic 

bereavement, or whether her visual hallucinatory experiences could be categorised as 

such at all. 

 

Shimabukuro, Daniels and D’Andrea (1999), also in Hawaii, published the case study of 

an eleven-year-old Filipino boy whose mother had died and who frequently experienced 

her continued presence. These presences were both auditory and visual and were 

experienced as comforting (“She’s always there to protect me”; p.227), and were 

experienced by the boy whilst in the therapy room (“She is over here […], she’s kneeling 

down next to me”; p.227). The authors connected the experiences with the particularities 

of the Filipino culture, both a religious belief in the power of the dead over the of the 

living and a sanctioning of experiences of presence. Confronting “some of her own 

ethnocentric views about death and the afterlife” (p.235), and refraining from diagnosing, 

the clinician reflected how, if using a traditional approach, she 

…would have likely concluded that this student was suffering from pathological 

reactions to this mother’s death. By arriving at this type of conclusion, the 

youngster would probably have been referred for more intensive and ongoing 

psychotherapeutic services that would have included prescription medication to 
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help ameliorate his reported hallucinations of his mother’s spirit and assist him in 

readjusting to school (p.235). 

 

Another, beautifully written by Sluzki (2008), provides an interesting reflection on the 

concern over pathologisation expressed by Shimabukuro et al. (1999). He described the 

case of an elderly Mexican American woman who was referred to him with a diagnosis 

of atypical chronic schizophrenia, and treated with neuroleptic medication. She described 

how her two deceased sons visited her three to four times a week, in the evening, 

frequently after the dinner, reassuring her that they were all right and conversing and 

joking with her. Although the experiences were initially frightening, they became 

increasingly pleasing (“she enjoyed them immensely”; p.383). The experiences were 

completely vivid (“Doctor, most of the time I can see and hear them as clearly as I can 

see you”; p.383), although she was unsure whether they were a figment of her 

imagination. She never mentioned the experiences to her (living) family due to fear of 

being mocked. Sluzki described a culturally-sensitive intervention which acknowledged 

the beneficial nature of these experiences, whilst implicitly doubting their physicality 

(“she would have felt infantilized by that”, p.387) and without disqualifying them. Whilst 

diagnosing them as hypnagogic hallucinations or a self-induced lucid dreaming, Sluzki 

withdrew the diagnosis of schizophrenia together with the neuroleptic treatment. 

 

Shimizu et al. (2017), in Japan, recently published the case of a 73-year-old Japanese 

woman who received pharmacotherapy for distressing experiences of presence. 

Complaining of hearing her deceased’s husband voice, commanding her to commit 

suicide, she was admitted to a psychiatric hospital and treated with antipsychotic 

medication and electroconvulsive therapy. The case progressively developed towards 

psychosis, and she eventually developed delusions (i.e. “my husband died and became a 
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god”, “my husband ordered me to drink cleaning fluid and cleanse myself”, p.5). The 

woman was discharged after six months, treated with mood stabilisers, although she 

continued listening to the voice in a milder form. The authors stated that, if a diagnosis 

had been attempted, it would have been of “unspecified schizophrenia spectrum and other 

psychotic disorders”, following the DSM-5 (APA, 2013). A similar outcome was also 

reported by Baethge (2002) after treating distressing experiences of presence with 

antipsychotic and mood-stabilising medication: distress was reduced without affecting 

their appearance.  

 

Besides these clinical cases, the remaining articles on psychotherapy for experiences of 

presence are guidelines for practice. The first one, published by Sormanti and August 

(1997), suggested that the bereaved should be aware how common experiencing the 

presence of the deceased is, thus avoiding perceiving them as symptomatic of mental 

illness and, as a result, not disclosing them to their clinician. Grimby’s guidelines (1998) 

were similar in recommending reassuring people about their mental health, giving them 

the space to talk and grieve, and having an unprejudiced attitude toward experiences that 

“nearly always brings joy and peace to the bereaved” (p.73). 

 

In a similar line of thought, Nowatzki and Kalischuk (2009) and Steffen and Coyle (2012) 

insisted on the need for clinicians to focus on the patient’s worldview, setting their own 

aside in the therapy room, and working with experiences of presence without 

pathologising them or explaining them away. Steffen and Coyle (2012) recommended, in 

their recommendation for working with experiences of presence, (i) normalising the 

experience, (ii) exploring the experiences further and to clarify their meaning, (iii) 

engaging respectfully, non-judgementally and empathically with the client’s worldview; 



 

 
 

63 

and (iv) regarding more disturbing experiences, exploring any “unfinished business in the 

relationship with the deceased” (p.23).  

 

Hayes and Leudar (2016), moreover, stated “that given that the consequences of 

experiences of continued presence depend on their meaning for the bereaved and that this 

meaning can change, there is a strong remit for talking therapies to aid those with 

distressing experiences of continued presence” (p.206). They suggested two routes to 

working with biographical meaning in the here-and-now: (i) focusing and working on the 

relationship with the deceased, to where the majority of distressing experiences of 

presence can be traced back, with the hope that changing the biographical source of 

meaning can change the consequences of experiences of presence, and (ii) focusing on 

the here and now, including the relationship between the voice hearer and their voice. The 

guidelines of Steffen and Coyle (2010, 2012), on the one hand, and Hayes and Leudar 

(2016), on the other, have been recently integrated into the model presented by Hayes and 

Steffen (2018). 

 

Overall, the anecdotic evidence emerging from these case studies indicates that, when 

unwelcome, psychotherapy may be effective in reducing the distress that experience of 

presence can cause. Despite a partial agreement around a relational, accepting and 

normalising intervention for these experiences when they go awry (Hayes & Steffen, 

2017), dissenting voices have recommended challenging the patient’s belief system 

(Baethge, 2002) or conceptualising some experiences as psychotic (Shimizu et al., 2017). 

Being based on single-case studies and interview-based qualitative studies, however, 

these guidelines cannot provide a picture of what is actually done in clinical practice, 

what theoretical resources are contemporarily used in the therapy room, and how are these 

experiences assessed in routine care.  
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2.3.  Psychotic and non-psychotic hallucination 

 

 2.3.1.  Definition 

 

A hallucination was classically defined, by Esquirol (1845), as a perception without 

object, a definition maintained with minor changes in each version of the International 

Classification of Diseases (WHO, 2018) and the Diagnostic and Statistical Manual of 

Mental Disorders (APA, 2013). A more contemporary definition was presented by Slade 

and Bentall (1988, p.22), who defined a hallucination as “any percept-like experience 

which (a) occurs in the absence of an appropriate stimulus, (b) has the full force or impact 

of the corresponding actual (real) perception, and (c) is not amenable to direct and 

voluntary control by the experiencer”. Etymologically, the word “hallucination” is rooted 

in two Latin words, the verb alucinor and the noun allucinatio, approximately meaning 

“to wander in the mind”. 

 

Hallucinations do not necessarily indicate psychosis (Waters et al., 2017), as they are 

present in both psychotic and non-psychotic disorders, but the question of whether they 

are inherently pathological is disputed (Leudar & David, 2001). Several unanswered 

debates, moreover, still continue regarding their aetiology, categorisation and even their 

definition. This tension is clear in that, whilst some have defended that hallucinating does 

not indicate mental illness per se (Thomas & Leudar, 2000, p.209), as evidenced by the 

existence of non-clinical voice hearers (Romme & Escher, 1989), some clinical 

guidelines encourage practitioners to classify every unshared sensory experience as 

hallucination and every hallucinating patient as psychotic (Pierre, 2010; Sacks, 201524).  

 
24 “The single symptom of ‘hearing voices’ could suffice for an immediate, categorical diagnosis of 
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 2.3.2.  An historical and terminological approximation 

 

Hallucinatory experiences hold a preeminent role in history, long predating the history of 

psychology and psychiatry as disciplines. Both Christianism and Islam were created by a 

voice-hearer (Watkins, 2008), and renowned intellectual, religious and artistic figures in 

our historic past (e.g. Socrates and Pythagoras) and in modern times (e.g. Mahatma 

Gandhi and Virginia Woolf) were guided by voices (Leudar, 2001; Pierre, 2010; Smith, 

2007). Auditory and visual experiences are also described in the folkloric literature across 

cultures, from the goddess Athena guiding Ulysses in his return to Ithaca, in Ancient 

Greece, to the Buddha resisting the temptation of Mara under the Bodhi tree, in Ancient 

India. 

 

The history of the term “hallucination”, on the other hand, dates back to the 

Enlightenment in 19th-century Europe (Leudar, 2001). The word was coined in France 

by Jean Etienne Dominique Esquirol (1845), one of the disciples of the founder of 

psychiatry, Philippe Pinel. He coined the word as an umbrella term for sensory 

experiences without an external basis as, beforehand, “vision” was used as a generic term 

regardless of the sensory modality (Smith, 2007). The implicit contradiction (e.g. 

referring to a “vision of hearing”), in combination to with the terminological proliferation 

in early psychiatry to refer to these experiences (e.g. apparition, possession, inspiration), 

led Esquirol (1845, p.110) to conclude:  

A generic term is wanting. I have proposed the word hallucination, as having no 

determinate signification, and as adapted consequently, to all the varieties of 

 
schizophrenia even in the absence of any other symptoms or abnormalities. Psychiatry, and society in general, 
had been subverted by the almost axiomatic belief that ‘hearing voices’ spelled madness and never occurred 
except in the context of severe mental disturbance” (Sacks, 2015, p.54). 
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delirium which suppose the presence of an object proper to excite one of the 

senses, although these objects may be beyond their reach.  

 

The term “schizophrenia”, on the other hand, was coined by Eugen Bleuler, a Swiss 

psychiatrist, to refer to a disorder caused by a split between psychological processes (from 

the Greek skhizein, to split, and phrēn, mind), and further described by Emil Kraepelin, a 

German psychiatrist, as “dementia praecox”, supposedly a dementia with an early onset 

(Bentall, 2003). Neither considered voices as the hallmark of the disorder, but as mere 

epiphenomena of the main symptomatology, which in turn reflected an underlying 

organic cause (either neurological or metabolic). It was not until the work of Kurt 

Scheider that a particular type of auditory verbal hallucination became the primary 

symptom of schizophrenia. Schneider agreed with Kraepelin and Bleuler that voices were 

not the hallmark of the disorder, but he prioritised them as the clearest symptom to 

recognise: he referred to them as voices or as an audible thought (Smith, 2007). 

Schneider’s system of “first-rank symptoms” became increasingly influential, and the 

priority in recognisability became a priority in aetiology in the DSM (APA, 2013) and 

the ICD (WHO, 2011). 

  

But hallucinatory experiences, auditory or not, have never been unique to schizophrenia 

or to psychosis. Esquirol and his disciples clearly separated from the beginning 

hallucinations in patients from the visions of thinkers and artists, as described by Leudar 

(2001) and Smith (2007), but the conflation between both increased nevertheless, and 

came to be seen by some as inherently pathological. This pathologisation concluded, from 

the late 19th-century to the mid 20th-century, in a retrospective and ethnocentric 

psychiatry that classified every voice and vision as psychotic, socio-culturally sanctioned 

or not, included the diagnosis of religious figures from history (see Leudar & Thomas, 
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2000) and other cultures (Devereux, 1973; La Barre, 1975; Silverman, 1967) as 

schizophrenic. So, as Littlewood and Dein (2000, p.11) stated, “everyday culture in non-

Western societies could be understood, as it were, as insanity spread out thin”. 

 

 2.3.3.  Approaches to hallucination 

 

Whilst, in modern Western cultures, hallucinating is principally seen through a 

psychiatric lens (as a symptom of an underlying brain disease), there are also competing 

discourses. They can also be understood, for example, as failures in reality testing (in 

cognitive psychology), as a re-enactment of trauma (in psychotraumatology) or as wish 

fulfilment (in psychoanalysis). This sub-section is a brief summary of each of these 

approaches to hallucination and, in turn, their hypothesised connection to psychosis.  

 

2.3.3.1.  Biomedical psychiatry25:  

                            Hallucination as epiphenomena 

 

In addition to the ideas of Esquirol, Kraepelin and Schneider, the biomedical psychiatric 

approach to psychosis is anchored upon the ideas of Karl Jaspers (1913/1963), who 

argued that neurosis (“hysterical processes”) and psychosis (“schizophrenic processes”) 

were radically different. Whilst the Swiss school, led by Eugen Bleuler, defended the idea 

that psychotic symptomatology was understandable and analysable, Jaspers considered it 

epiphenomenic of underlying biological processes. Psychotic voices, then, lacked both an 

 
25 The contemporary boundaries beetween psychology, psychiatry and psychotherapy barely existed in the 
19th century, and those that did were not the same as they are now. Even today, the differences between a 
psychiatrist, psychologist and psychotherapist are vague and vary considerably between countries. 
Correspondingly, in this thesis the word “psychotherapist” can encompass practitioners from the three 
disciplines, and no hard line is drawn between psychological and psychiatric research. Some psychological 
researchers and theoreticians, consequently, are included when discussing psychiatry ideas, and viceversa. 
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underlying meaning and a significant connection to the circumstances in the patient’s life: 

they were caused solely by an organic aetiology yet to be discovered. Psychiatric practice, 

therefore, rarely focused on hallucination content. “To take an example from the German 

psychiatrist Emil Kraepelin”, said Littlewood and Dein (2000, p.6), “that a patient said 

that he was the Kaiser rather than Napoleon (that is, the content) was of little clinical 

value compared with the fact of a delusion of grandiose identification (the form)”. 

 

This biological and categorical framework implies, in contemporary practice, that 

functional psychosis is a medical condition caused by a chronic, severe and disabling 

brain disease, schizophrenia, which is solely (or primarily) responsive to 

pharmacotherapy (Read, Mosher & Bentall, 2013) through a combination of neuroleptic 

and anxiolytic medication. This rationale is based on the assumption of a neurotransmitter 

abnormality underlying schizophrenia (Semple et al., 2005), an overactivity of (primarily) 

dopamine and (secondarily) serotonin, adrenaline and noradrenaline, combined with 

hypoactivity of other processes. These hypotheses are mainly based on the effectivity of 

antipsychotic medication (which is a dopamine and adrenaline antagonist26) and the 

observation of the psychomimetic (psychosis-mimicking) effect of classic psychedelics 

(which are serotonin agonists).  

 

The biomedical approach to schizophrenia, however, has been increasingly challenged 

during the last decades. Antipsychotic medication frequently involves long-term side 

effects, low symptomatic response and poor patient adherence (Lieberman et al., 2005), 

and the available evidence on psychosis indicates what is likely to be a complex 

interaction of social, psychological, neurological and genetic processes with a manifold 

 
26 In psychopharmacology, agonists are substances that activate the receptor to which they bind to, and 
antagonists are substances that do not activate them whilst blocking the activity of other agonists. 
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aetiology (Oliver & Fearon, 2008). The idea of verbal auditory hallucination as a first-

rank symptom of schizophrenia, moreover, has been increasingly confronted, as non-

psychotic voice-hearing is now known to be frequent among the general population 

(Baumesteir, Sedgwick, Howes & Peters, 2017; Beavan, Read, & Cartwright 2011).  

 

In connection with this, several studies have challenged the idea of schizophrenia as a 

dichotomous illness, defending instead a continuous phenotype of psychotic symptoms 

across the general population (see Read, Mosher, & Bentall, 2013). Interviewing a Dutch 

sample of 7,076 people aged 18-64 years, van Os, Hanssen, Bijl and Raveli (2000) found 

a 4.2% prevalence of hallucinations and delusions and a 17.5% (n = 1237) of subclinical 

psychotic-like experiences, versus only 2.1% (n = 26) of the participants meeting the 

criteria for a diagnosis of psychosis. They concluded that the psychotic phenotype may 

be approximately 50 times more prevalent than the discrete entity of schizophrenia, that 

“mechanisms of psychosis may be similar in healthy individuals and patients” (p.17), and 

that the clinical definition of psychosis is a minor selection of the total phenotypic 

continuum (Johns & van Os, 2001). “Schizophrenia”, from this perspective, would be 

replaced by a salience syndrome when psychotic symptomatology rises above certain 

thresholds that indicate need for care (van Os, 2009). Van Os (2009) and Read (2013) 

furthermore recommended the abandonment of the word “schizophrenia”, considering it 

a misleading term lacking in reliability and validity as a scientific construct. 

  

Not every psychosis, however, arises in the absence of an identifiable biological cause. 

Organic psychosis is relatively frequent, and between 5% and 10% are the consequence 

of a physical disorder (Bentall, 1990). Hallucination can be due to a neurological 

condition (e.g. brain damage, Parkinson’s disease, migraines, Charles Bonet syndrome, 

narcolepsy), a pharmacological condition (e.g. hallucinogenic substances) and an 
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infectious condition (e.g. fever), among others. Examples are puerperal psychosis after 

giving birth (Bentall, 2003) and delirium tremens following alcohol withdrawal. Whilst 

organically-caused hallucinations go beyond the scope of this thesis, it is worth 

highlighting that the liminal zone between biologically- and psychologically-caused 

experiences of presence can also be uncertain. Alroe and McIntyre (1983) published two 

clinical cases in which two elderly Australian women reported visual experiences of 

presence due to Charles Bonnet syndrome. This condition is characterised by “vivid, 

elaborate and recurrent visual hallucinations which occur in elderly patients with ocular 

disorders” (p.674), and their hallucinatory experiences were connected with the 

progressive degeneration of sight. In both cases, the women lost their partner after a 

cataract surgery, and their visual experiences occurred primarily through the operated 

eye. The second patient experienced significant suffering connected with the experience:  

She experienced clear hallucinations, predominantly in her right eye, of a man 

wearing a greatcoat coming into her house […] She thought at first that this man 

looked like her husband, but he wore a peaked cap pulled down over his face. She 

also saw a pile of animal fur on her carpet which she thought the man had pulled 

off her cat. He carried swords in his coat, which he produced when she threatened 

him. When she saw the swords, she ran out of the house and sought help from her 

neighbours (p.674).  

 

Charles Bonnet syndrome, however, can be considered more environmentally than 

organically caused. Mere sensory deprivation is usually enough to cause hallucinatory 

experiences (Pierre, 2010), as both prolonged silence and darkness can produce auditory 

and visual hallucination, respectively. Sensory monotony can have the same effect 

(Sacks, 2015). Sleep deprivation can also cause hallucination after 48h and psychosis 

after 72h (Waters, Chiu, Atkinson, & Blom, 2018). Moreover, the mere expectation of 
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hearing a song is enough for a 33% of participants to experience it as an auditory 

hallucinatory experience, as has been shown (Barber & Carverley, 1964) and replicated 

(Merckelbach & van der Ven, 2001) in an experimental setting. Reflecting on this, La 

Barre (1975, p.13) highlighted “how very much waking sanity depends on constant 

wavelets of sensory experience lapping on the shore of consciousness”. 

 

2.3.3.2. Psychoanalysis:  

             Hallucination as wish fulfilment 

 

Psychoanalysis is mainly based on Sigmund Freud’s clinical observation of altered states 

of consciousness such as dreaming, hallucination and hypnosis. In them, Freud saw an 

unconstrained mode of thinking in which the exchange of energy within the brain was 

free (Carhart-Harris & Friston, 2010). He dubbed this mode as “primary process”, the 

pre-ego state of consciousness that characterises early childhood, which after the 

emergence of the ego (and, consequently, of repression) becomes a “secondary process” 

(Arieti, 1974). 

 

From classical psychoanalysis, therefore, a hallucination is a regressive defence 

mechanism, a resurgence of the primary process27 working toward wishfulfilment or 

 
27 This hypothesis has been recently resumed by Carhart-Harris et al. (2014) in their entropic brain theory. 
Framing primary and secondary processes from a neuro-psychoanalytic perspective, they proposed each state 
of consciousness is characterised by the entropy (a measure of uncertainty, chaos or disorder) in the brain 
system. Psychosis, a primary (pre-ego) process, would be a state of consciousness characterised by high-
entropy and an under-constrained cognition. The ego, hypothesised to have a physical correlate in the default-
mode network, would work by supressing predictive error (“free energy”). This containment of bottom-up 
excitation (“repression”) would create the secondary consciousness, the normal (low-entropy) waking state. 
Normal consciousness, thus, would thus be a state situated in the middle ground between high-entropy states 
with an under-constrained cognition (such as psychosis) and low-entropy states with an over-constrained 
cognition (such as neurosis). This balance would be created by the repressive influence of the default-mode 
network which, if disrupted, would create the regression to primary consciousness that characterises the 
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against an unbearable idea. “Freud regarded hallucinations as wakeful dreams”, 

summarised Sarbin and Juhasz (1967, p.351), “primitive in character, and sharing the 

nature and mechanisms of dreams, which in turn were regarded as being remarkably 

similar to the nature and mechanisms of kinds of insanity”. If neurosis is, for Freud, a 

suppression of the id by the ego, psychosis is the occupation of (part of) the ego by the id 

(Arieti, 1974, p.20), which led Jung to state “let the dreamer walk about and act as though 

he were awake and we have at once the clinical picture of dementia praecox” (Jung, 

1907/1974, p.86). 

 

Freud’s interpretation of psychosis was not based on clinical experience, however, but on 

his analysis of the case of Daniel Paul Schreber through his autobiography, Memoirs of 

my nervous illness. As stated by Arieti (1974), by linking Schreber’s delusion with 

thought and feeling, Freud was the first medic and therapist to imbue psychosis with 

meaning: “the symptomatology came to be seen as having a purpose and a genetic history 

as well, inasmuch as it could be related to the previous, predominantly early, life of the 

individual” (p.5).  

 

2.3.3.3.  Cognitive psychology:  

              Hallucination as a failure of reality testing 

 

From a cognitive perspective, hallucinatory experiences are mainly due to failures in self-

recognition. Hallucinators, in the words of Bentall (1990, p.88), “mistake their own 

internal, mental, or private events for external, publicly observable events” through 

cognitive biases in reality testing. The resulting suffering in psychosis, on the other hand, 

 
psychotic state. 
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is seen as mediated by beliefs about the omnipotence and omniscience of voices, as well 

as about their intention (i.e. whether the voices are seen as benevolent or malevolent). 

Birchwood et al. (2000) found evidence for the hypothesis that psychotic patients who 

perceive themselves as having a lower rank in a social comparison (regarding power, 

strength, attractiveness, talent and belonging) would be more entrapped by their 

hallucinations, and consequently more depressed. They connected this experience of 

subordination with schemas arising from childhood experiences with relevant figures. 

The model arising from this idea, cognitive behaviour therapy for psychosis (CBTp), is 

further analysed in the psychotherapy section, together with metacognitive (or contextual-

behavioural) therapies such as acceptance and commitment therapy for psychosis 

(ACTp). 

 

2.3.3.4.  Pragmatics:  

              Hallucination as inner speech 

 

Pierre Janet (1925), a psychologist working in the Salpêtrière hospital in 19th-century 

France, was the first to propose that what people hearing voices perceive is their own 

automatic and subconscious speech: an incomplete action that is projected on to the 

external world. This idea was further supported by the finding that subvocal speech in 

voice-hearers, if amplified or measured with electromyography, closely resembled their 

reported hallucinations (Leudar, Thomas, McNally, & Glinksi, 1997). 

 

Whilst this hypothesis, on the one hand, fostered cognitive research into deficiencies in 

internal monitoring, it also led to research on the pragmatic functions (i.e. commanding, 

reminding, condemning) that hallucinations, as inner speech, have as language. Analysing 

the pragmatic properties of speech through interviewing 28 individuals, 14 non-clinical 
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voice-hearers and 14 diagnosed with schizophrenia, Leudar et al. (1997) found (a) that 

voices were frequently aligned with people significant to hearers (partners, family, 

friends), (b) that their content was usually mundane, and with the same dialogical 

structures as ordinary speech, and (c) that they were rarely irresistible commands, as 

popularly portrayed (Leudar & Thomas, 2000) but more frequently an influence when 

taking a decision (their influence thus was mediated by the hearer). The voices of the 

participants with schizophrenia, versus those of the non-clinical voice-hearers, were less 

aligned with their social circle, instigated violence more often, and their content was less 

accepted by the hearers. 

  

In their Voices of reason, voices of insanity, Leudar and Thomas (2000) expanded this 

linguistic approach to hallucination emphasising their pragmatic effect instead of their 

ontological status. They highlighted the incongruences within the cognitive hypothesis, 

such as the fact that voice-hearers do not usually mistake the voices for other people 

taking, and defended the idea that verbal hallucinations are not pathological per se. After 

analysing well-documented historical cases, as well as contemporary case studies of 

voice-hearers, they concluded by highlighting the risks of projecting our own 

categorisations into the past, because: 

Conduct and experience are always lived under descriptions and these are 

historically specific. So the general conclusion is really that local concepts are 

constituted of local experiences and there cannot be a psychology or psychiatry 

which can do without them (p.209). 
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2.3.3.5.  Psychotraumatology:                                                                                                    

              Hallucination as a defence mechanism against trauma 

 

Historically, dissociation has been long associated with psychosis, as the difficulties in 

differentiating dissociative symptoms from psychotic symptoms in clinical practice are 

considerable (Castillo, 2003). Dissociation is defined by Spiegel and Cardeña (1991) as 

a structural separation of mental processes that are normally integrated, such as 

dissociated behaviour experienced as being outside conscious control, and dissociated 

memories that are seemingly unavailable. Systematic investigation into the relationship 

between psychosis and psychotrauma only began to be conducted over the last two 

decades (Read, 2013). Within a sample of 2,000 community mental health patients, 

comparing 92 child-abuse survivors versus 108 patients with no abuse documented, Read, 

Agar, Argyle and Aderhold (2003) found that those subjected to childhood sexual and 

physical abuse were almost four times as likely to experience hallucinatory experiences 

versus the control group, and that both child abuse and adult sexual abuse clearly 

predicted hallucination (and delusion28). In a review of large-scale population studies, 

Read, van Os, Morrison and Ross (2005) reported a causal relationship between 

childhood sexual and physical abuse and psychosis, especially regarding verbal-auditory 

hallucination. People with psychosis were “15.5 times more likely to have suffered sexual 

abuse than those without any mental disorder” (p.338). They therefore recommended to 

routinely asking about childhood trauma when working with psychosis in clinical 

practice, and highlighted the need for psychotherapies for what they considered to be 

“post-traumatic dissociative psychosis” (Read et al., 2003, 2005). Luhrmann et al. (2019), 

 
28 A delusion is a mistaken belief maintained, with absolute convition, against contrary or absent evidence. 
It is characterised by their certainty, incorrigibility and impossibility, together with their significance for 
the person, and cannot be part of the cultural or religious background of the experiencer (Semple, Smyth, 
Burns, Darjee, & McIntosh, 2005). 
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reflecting on the evidence linking trauma and psychosis, dubbed it as “the most striking 

and important development in the recent study of psychosis” (p.S24). 

 

This idea, of psychosis emerging as a reaction to a trauma, implies that dissociative 

experiences spontaneously occurring during traumas (depersonalisation, derealisation, 

amnesia) can be reinforced until the point of becoming alienated (becoming projected, 

therefore, as something external to the experiencer). Hallucinating could be thus seen as 

dissociation that is simultaneously a defence mechanism and an integration failure 

(Perona-Garcelán et al., 2012). Van der Kolk and van der Hart (1989), inspired by the 

ideas of Pierre Janet, proposed the existence of a continuum of trauma ranging from 

anxiety and psychosomatic difficulties (as a mild response) to borderline personality 

disorder (as a medium response) to multiple personality disorder (as an extreme response 

to severe child abuse). In a study with 71 people suffering from psychosis, Perona-

Garcelán et al. (2012) reported that 45.1% suffered from childhood trauma, and that 

dissociation significantly mediated the relationship between trauma and hallucination. 

Speculating about the role of depersonalisation in this process, with a progressive 

distancing from private events as a defence mechanism against trauma, they concluded 

that “this mediating action by dissociation may facilitate a person’s attributing his or her 

own private events (thoughts and intrusive memories) to external sources, which he or 

she probably experiences as voices. In other cases, where the voices are heard inside the 

head, dissociation may contribute to a situation in which the person, though correctly 

identifying the sources of the voices as himself or herself, does not feel that they are his 

or her own, and may believe that the source is external” (p.326). 

 

Auditory verbal hallucinations, from this perspective, as dissociative phenomena 

appearing after a trauma, loss or crisis, could be indicative of personality fragmentation 



 

 
 

77 

(Longden, Moskowitz, Dorahy, & Perona-Garcelán, 2019). The dissociation creates an 

ego-dystonic, disaggregated and disowned self-configuration that impedes the adequate 

functioning of the remaining personality. This is what Perona-Garcelán, Pérez-Álvarez, 

García-Montes and Cangas (2015) stated when defending the theory of the dialogical self, 

approaching voices as dialogical experiences between selves that are dissociated from 

each other: 

The I as subject moves among different positions or perspectives, each endowed 

with a voice, that represent different values and points of view originating in the 

person’s relational history. The positions differ in their relative importance in the 

system, where a constant exchange of ideas moves among the different I-

positions. Each of these positions can take an active (“speaking”) or passive 

(“listening”) role in their dialogue. (p.5). 

 

It must be highlighted, however, that self-fragmentation theories far predate dialogical 

self theory: William James (1890) had already advanced the idea in his Principles of 

psychology with the terms “co-consciousness” or “underselves”, as did Karl Jaspers 

(1913/1963) after him. Several psychotherapies, such as self-pluralism theory within 

person-centred therapy (Mearns, Thorne & McLeod, 2013) and the Maastricht approach 

(Romme & Escher, 2005), reached the same conclusion based on clinical observation. 

 

Dialogical self theory, despite being introduced here within the field of 

psychotraumatology, was first presented by Hermans, Kempen and Van Loon (1992), and 

Hermans (2001), as an overall theory of the self. The theory is grounded on the Jamesian 

theory of the self, and on Jamesian pragmatism as a whole, when differentiating between 

the I (the “self-as-knower” or the “self-as-subject”) and the me (the “self-as-known” or 

the “self-as-object”). Simply stated, the hypothesis is that the self is extended, socialised 
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and decentralised, thus allowing for dialogue to take place not only on the internal-

external axis (e.g. between “me” and “you”), but also between I-positions within the self. 

In opposition to the dualism of the Cartesian self, the dialogical self would encompass 

what is seen as “mine” in the surrounding environment (e.g. a possession, a relationship, 

a thought). This hypothesis resembles the outcomes of the pragmatic studies of Leudar et 

al. (1997), which showed (as already analysed) that dialogues with hallucinated voices 

share pragmatic properties with communication between people, and with the cognitive 

studies of Birchwood et al. (2000), which showed that the relationship between voice-

hearer and voice reflects the social situation in which the voice-hearer lives (or used to 

live). This internal dialogue, therefore, cannot be understood outside the hearer’s socio-

cultural environment, but as the interiorisation of cultural processes beginning in early 

childhood (Perona-Garcelán et al., 2015). As Hermans (2001) stated when outlining 

dialogical self theory: 

The dialogical self is conceived as social –not in the sense that a self-contained 

individual enters into social interaction with other outside people, but in the sense 

that other people occupy positions in the multicoated self. The self is not only 

‘here’ but also ‘there’ (p.29). 

 

2.3.3.6.  Critical psychiatry and the service user movement:                                                                                                              

              Hallucination as a self-healing attempt 

 

During the 1950s and the 1960s, a loosely interconnected movement began to question 

the biomedical psychiatric approach to psychosis, a line of thought represented by the 

ideas of Laing in Britain, Basaglia in Italy, Foucault in France, and Szasz in the United 

States (Parker, Georgaca, Harper, McLaughlin, & Stowell-Smith, 1995). Rosenhan 

(1973), in his critique of psychiatric diagnosing, argued that the sole presence of an 
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auditory verbal hallucination was sufficient, in that time and place, for compulsory 

admission and prescription of antipsychotic medication. Some, such as Szasz (2010), 

went further and argued that psychiatric treatment was iatrogenic, damaging and 

unethical. This critical movement saw biomedical psychiatry as a coercive instrument 

aimed at social control, and connected psychosis not with underlying biological causes, 

but with socio-historical ones: a combination of alienating societies and dysfunctional 

families. Influenced by the ideas of Bateson, Jackson, Haley and Weakland (1956) and 

Fromm-Reichmann (1950), Laing (2010) saw psychosis as a self-healing attempt within 

a sick society. This hypothesis was progressively abandoned during the following 

decades, but the movement accompanied the de-institutionalisation processes that 

occurred in most Western countries, with varying success, from the 1970s onward. 

 

This socio-familial focus, however, was further explored from a new angle by Brown, 

Monck, Castairs and Wing (1962,) when studying psychotic relapse within the family 

system. In a series of studies involving the analysis of audio-taped data, they found that 

the main predictor of relapse in people diagnosed with schizophrenia was returning to 

parents with “high emotional expression (EE)” (i.e. those rated highly in hostility, 

emotional over-involvement and personal critique). In a study with 128 people diagnosed 

with schizophrenia, Vaughn and Leff (1976) reported that those with high contact with 

parents with high EE had a 69% chance of relapsing (92% when not receiving neuroleptic 

medication) versus only 13% for those with a low EE within the family system. 

 

During the last decades, this challenge to biomedical psychiatry has partly moved from a 

de-stigmatisation of psychosis toward a destigmatisation of hallucination 29 . 

 
29 This is probably connected with an overall increase in research on symptoms versus research on disorders 
during the last four decades (Bentall, 2014). 
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Contemporary research has shown that auditory hallucination is prevalent among the 

general population, with prevalence estimated between 6% and 10% (Baumeister, 

Sedgwick, Howes & Peters, 2017; Pierre, 2010). The majority of those who hear voices 

among the general population neither experience them with distress nor have a desire to 

seek professional help (Tien, 1991). The recognition of the existence of non-clinical 

voice-hearing began with the Hearing Voices Movement (HVM), a network created by 

Romme and Escher (1989) in Maastricht (Holland). Surveying 450 people with auditory 

hallucination, they found that 33.8% declared being able to cope with their voices, with 

70% experiencing the onset of hallucination after a traumatic event. Coping processes, 

among the healthy sub-group, frequently involved moving from avoidance toward 

acceptance: “not trying to escape anymore” (p.210)30. A theory was established from 

these data, dividing these coping processes into three distinctive phases: (1) the startling 

phase (the frightening onset), (2) the organising phase (the selection and communication 

with the voices) and (3) the stabilisation phase (the handling of voices). Romme and 

Escher (2005, p.197) summarised the outcomes of their studies in four areas: (1) that 

many of those who hear voices do not meet the criteria for a psychiatric disorder, (2) that 

voice-hearing is present in several psychotic and non-psychotic difficulties, (3) that voice-

hearing varies widely from person to person in a phenomenological way, and that (4) that 

voices make sense after analysing the personal circumstances that caused them. 

 

Their recommendation was the creation of a Hearing Voices Movement (HVM) aimed at 

diminishing taboo, alienation and isolation. The HVM currently comprises a peer-support 

network spanning several countries (Corstens et al., 2014), involving self-help peer-led 

 
30 This finding resonates with the research from the Relational Frame Theory (RFT) and Acceptance and 
Commitment Therapy (ACT) on the importance of experiential avoidance and emotional acceptance in 
psychosis (Morris, Johns, & Oliver, 2013). ACT for psychosis is addressed in section 2.4 on 
“Psychotherapy for hallucination”. 
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support groups complemented with an associated modality of psychotherapy for 

distressing voice-hearing, the Maastricht approach (Rome & Escher, 2005). From their 

perspective, “voices themselves are not viewed as abnormal or aberrant, rather 

conceptualised as a meaningful and interpretable response to social, emotional or 

interpersonal circumstances” (p.286). Some of these ideas have been supported by the 

studies associating childhood trauma and psychosis (Read et al., 2003, 2005) and by the 

growth of psychotherapies aiming to promote internal dialogue (Pérez-Álvarez, García-

Montes, Perona-Garcelán, & Vallina-Fernández, 2008). 

 

2.3.3.7.  Neuroscience 

              Hallucination as a neural dysfunction 

 

Despite the neural correlates of hallucination being intensively researched since the 

discovery of neuroimaging, our understanding of the biological basis of hallucinatory 

processes is still limited. Both psychosis and hallucination are associated with alterations 

in grey matter, and PET and fMRI studies indicate that hallucination activates the brain 

pathway of the respective sensory modality (Allen, Larøi, McGuire, & Aleman, 2007). 

Auditory hallucination, for example, activates the language-related brain areas (especially 

Broca’s area), whilst visual hallucination activates the visual cortex. Allen and colleagues 

summarised this evidence, proposing a neuro-cognitive model connecting hallucination 

with the hyper-activation of the secondary sensory cortex. Whilst the primary perceptual 

cortex is connected with low-level perception, such as line orientation and auditory tones, 

the secondary sensory cortex is connected with the perception of objects. Over-activation 

in secondary cortices may cause a bottom-up dysfunction leading to an erroneous percept 

in the absence of stimuli. The disconnection hypothesis, moreover, speculates an 

abnormal connectivity between frontal, temporal and parietal areas to be the cause of 
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psychosis (Semple et al., 2005). Despite these recent advances, the hypothesis of 

psychosis being caused by a brain disease or dysfunction is largely unproven, as we have 

seen in sub-section 2.2.3.1. 

 

Emerging theories during the last decade have proposed that hallucination could be due 

to an alternation of the connectivity of the resting brain (Alderson-Day, McCarthy-Jones, 

& Ferny Hough, 2015) or to a prediction error in perceptual processes (Sterzer et al., 

2018), among several hypotheses. The latter is based on predictive coding, a theory 

proposing that the brain is a prediction engine focused on maximising the accuracy of a 

model of the world, inferring through a comparison between prior belief and sensory 

input. The mismatch between both (“prediction error”) is the source of learning through 

an updating of the model. Psychosis, from this perspective, would arise from maladaptive 

inferences in the processes of predictive coding, and a hallucination would be an 

uncontrolled perception, a by-product of how the brain processes our reality. This has led 

to some in the field of neuroscience, such as Frith (2007), stating that if hallucination is 

an uncontrolled perception, then perception would be a controlled hallucination, a 

paradoxical and empirical return to the philosophical issues underlying the classical 

definition of hallucination. 
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2.3.3.8.  Medical anthropology and cultural psychiatry:                                                                                                               

              Hallucination as a human capacity 

 

Anthropological research indicates that hallucinatory experiences can be strongly shaped 

by culture (Larøi et al., 2014; Wallace, 1959). In a comparative analysis of dissociation, 

or altered states of consciousness, in 488 societies across continents, Bourguignon (1970) 

found “a form of ritualization of dissociational states” (p.187), trance-induced 

hallucination, in 89% of the cultures studied. She concluded that “we are dealing here 

with what is apparently a universal human capacity, which many societies, but by no 

means all, have utilised in their own ways for their own ends” (p.187). Psychosis has also 

been documented by anthropologists “in all corners of the earth”, in the words of Lin and 

Kleinman (1988, p.555), from ancient Western societies to isolated island cultures (Good, 

1977). Schizophrenia, on the other hand, may be a culturally-bound syndrome that 

emerged with industrialisation or urbanisation in Western cultures (Pérez-Álvarez, 2012; 

Pérez-Álvarez et al., 2016; van Os, 2004). 

 

In her cross-cultural analysis, Luhrmann (2011) differentiated between three types of 

hallucination: those that are rare, brief and not distressing (“sensory overrides”), those 

that are frequent but not distressing (“the Joan of Arc pattern”), and those that are 

frequent, extended, and distressing (psychosis). Her hypothesis is that each society’s 

theory of mind (“the way in which perception, intention, and inference are culturally 

imagined”, p.77) shapes the incidence and morality of hallucination. She further defined 

sensory overrides as “when cultural ideas and practices (…) affect mental experience so 

deeply that they lead to the override of ordinary sense perception” (p.72). These sensory 

overrides are based on an individual capacity for absorption that can be fuelled by 

cognitive expectation.  
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Al-Issa (1977) defended a connection between rational cultures, that rigidly separate 

between reality and fantasy, and a tendency to consider hallucination negatively. 

“Individuals are thus discouraged from assigning credibility to certain imaginings. They 

even learn to ignore these experiences and to remain unaware of their existence”, and 

therefore, “a flexible distinction between reality and fantasy may not only encourage the 

report and positive regard of hallucinations, it may also help absorb these experiences 

into the cultural stream and thus facilitate their social control” (p.577). Cultural belief is 

thus of relevance for hallucination valence, content and frequency, he argued. 

“Considering the schizophrenic hallucinations as random, spontaneous, and 

unpredictable, with unknown causation, puts them beyond the control of the psychiatrists 

or the individual himself. By attributing them to the spirits, social expectation of their 

content and occurrence tends to be prescribed” (p.576). The hypothesis of Al-Issa is 

relevant for the later (and unexplained) finding of more favourable courses and outcomes 

of psychosis in developing countries, low and middle-income countries, compared to 

Western countries, as shown in the classic WHO International Study of Schizophrenia 

(Hopper & Wanderling, 2000; Jablensky et al., 1992; WHO, 1973). Complete recovery 

from “functional psychosis” was 10 times more likely in traditional non-Western cultures 

than in modern Western cultures. Two years after the initial psychotic episode, 58% were 

reported as “well” in Nigeria, and 50% in India, versus 8% in Denmark (WHO, 1973). 

Thus, the prognosis for schizophrenia varies enormously depending on the socio-cultural 

context (Good, 1997; Luhrmann, 2007). Lin and Kleinman (1988, p.563) considered this 

“the single most important finding of cultural differences in cross-cultural research on 

mental illness”. 
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Quoting Pérez-Álvarez and García-Montes (2007), “this finding seems paradoxical, if we 

consider that developed countries have better treatment conditions, including 

antipsychotic medication. Indeed, only 16% of developing-world subjects, versus 61% of 

cases in the developed world, were taking antipsychotic medication through the follow-

up period. It would seem that the better the treatment, the poorer the prognosis. Indeed, it 

looks as though people in less developed countries also fail to develop such an ‘advanced’ 

schizophrenia as those in more developed ones” (p.323). In concordance with Al-Issa 

(1977) and Good (1997), they argued that social practices31 in low- and middle-income 

countries involving normalisation and support are more beneficial than a Western clinical 

culture emphasising medicalisation and hospitalisation, which in turn creates both the 

disorder (schizophrenia) and the severity (chronic) through a “Charcot effect”32. More 

specifically, the following socio-cultural processes have been hypothesised to explain the 

better outcome in low- and middle-income countries based on cross-cultural and 

ethnographic data (Al-Issa, 1977; Good, 1997; Pérez-Álvarez & García-Montes, 2007): 

(1) a belief system offering a hopeful explanation, (2) the supportive environment within 

extended families, (3) living in non-wage communities instead of industrial societies 

based on labour, (4) the absence of a separation between patient and society (avoiding 

what has been referred to as “social breakdown syndrome” and “the moral career of the 

mental patient” by Goffman, 1961) and (5) a reduced stigmatisation of  hallucination and 

delusion33. As a result, Good (1997) emphasised the need to use diverse methodologies 

 
31 Castillo (2003, p.14) summarises this “treatment as usual” as “a prescribed period of rest, sympathy, 
heightened social support, alleviation of underlying social stresses, exploring alternative coping strategies 
and various types of traditional healing rituals, sometimes lasting days or weeks, and frequently resulting 
in the full recovery of the patient”. 
32 Jean-Marie Charcot is well-known for unconsciously inducing the hysteria that he was describing (a self-
confirmatory system) in his demonstrations using hypnosis in La Salpêtrière in 19th-century Paris (Pérez-
Álvarez & García-Montes, 2007). 
33 “The ease with which individuals designated as abnormal in our society may function in other societies 
is well known to anthropologists”, remarked La Barre (1975, p.20). “In India, for example, the mildly to 
severely schizoid individual is preadapted, so to speak, to a saddhu role of holy man, whereas in extroverted 
Western societies schizoid trends are highly visible socially. Yet among us, hypomania and even markedly 
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(epidemiological, ethnographic, experimental, clinical) in conjunction, and separately, to 

understand psychosis in context. 

 

Pérez-Álvarez and García-Montes (2007) concluded that “it is still possible in developed 

countries to normalise unusual experiences and perhaps, in turn, improve the prognosis 

for schizophrenia” (p.326), learning from examples such as the Open Dialogue approach 

and the HVM. This would be what White, Jain and Giurgi-Oncu (2014) described as 

“counterflows” in global mental health, the process by which knowledge is also provided 

from low- and middle-income countries towards high-income countries, instead of a one-

directional influence in psychological and psychiatric intervention that has been criticised 

as a form of medical imperialism. 

 

2.3.3.9.  Philosophy:                                                                                                               

              Hallucination as an ontological challenge 

 

Hallucination is, and has historically been, a continuous matter of discussion within 

philosophy. As Macpherson (2013, p.1) stated, “few phenomena have played such as vital 

role in shaping philosophical theories as hallucination”. The question of whether all one’s 

experiences can be hallucinatory has been a constant in both Western and Eastern 

philosophy, as classically exemplified by Descartes’s evil demon argument34, and has 

recently been resumed from a neuroscientific perspective (Frith, 2007). 

 

 
sociopathic behaviours either pass unnoticed or are highly esteemed in business and political circles, much 
as obsessive traits are admired in academe. Again, in classic China, normal occidental male aggressiveness 
is obtrusively painful, upsetting, and condemned”.   
34 When doubting every preconceived idea in his First meditation, and before reaching the cogito, ergo sum 
that would become the keystone of his Cartesian philosophy, Descartes (1641/1995) considered the 
possibility that a “malicious demon of the utmost power and cunning has employed all his energies in order 
to deceive me” (p.75), creating the illusion of an external world around him. 
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Ontologically, the classical definition of a hallucination as a perception without an 

external stimulus (Esquirol, 1845) is underlined by several philosophical issues, as 

highlighted by Westerhoff (2011). In the first place, the definition is based on an outdated 

and mechanistic understanding of perception, as if an object, permanent in an external 

reality, would be simply “absorbed” into the brain. The actual processes of perception, as 

has already been discussed regarding the neuroscience of hallucination, resemble more 

closely a constructed and ever-changing predictive model of the world. Perception is 

therefore more of a representation than an absorption. A clear example of this, described 

by Sacks (2015), is the fact that a visual hallucination can be more vivid than normal 

sight: “images may seem finer-grained than perception itself, as if the inner eye has an 

acuity of 20/5 rather than 20/20 (thus hyper-veracity is a feature common to many types 

of visual hallucination)” (p.207). In the second place, Esquirol’s definition relies on what 

Westerhoff describes as an Orwellian definition of reality, where what is ontologically 

real is simply what the majority believes to be, or perceives to be, real. The clinician, in 

other words, serves as a gatekeeper of what is (and what is not) present in a socio-

culturally shared reality, and hallucination is diagnosed by contrasting the reality of the 

majority with that of the patient. Retrospective psychiatry, as has already been analysed 

in the sub-section 2.3.2, is a good example of the potential danger of this role, and the 

reason for which culture-related exclusion clauses were introduced into the DSM (APA, 

2013, p.95): a hallucination or delusion is not considered as such when is categorised as 

normal in an individual’s cultural and spiritual-religious background (a “culturally 

sanctioned response pattern”). 

 

Expanding on Esquirol’s definition, Macpherson (2013) divided perceptual experience 

into three types: (a) veridical perception (an accurate perception of the world), (b) illusion 

(an inaccurate perception of the world) and (c) hallucination (no perception of the world), 
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which are in turn complemented by a second axis, regarding whether one (i) truly believes 

that one is in that condition, (ii) falsely believes that one is in that condition, or (iii) is 

agnostic about whether one is in that condition. For example, one could hallucinate a non-

existing chair (c) whilst not believing the chair to be veridical (i), ergo, a pseudo-

hallucination. She used the Hermann grid (see Figure 1) to illustrate this point: seeing the 

grey squares appearing and disappearing at the intersections could be classified as illusion 

(mis-perceiving the combination of squares), a hallucination (hallucinating non-existing 

grey squares) or a pseudo-hallucination (if they are believed to be non-veridical). The 

distinction between hallucination and pseudo-hallucination is still, however, considerably 

unclear when moving from theory to practice, as has already been analysed (see sub-

section 2.1.3.4). 

 

 

Figure 1. Hermann grid. 
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2.4.  Psychotherapy for hallucination 

 

The relationship between psychotherapy, hallucination and psychosis has always been 

challenging. Freud, at the dawn of the discipline, argued that the psychotic patient could 

not be analysed, as without contact with reality the therapeutic relationship (and, thus, 

transference) could not be established (Koehler, Silver & Karon, 2013). Some 

psychoanalytic dissidents, such as Fromm-Reichmann (1950), nevertheless attempted to 

treat psychosis with varying success. As did Carl Rogers (1967), within the humanistic 

approach, expanding his person-centred psychotherapy beyond neurosis. But, with the 

rise of neuroleptic medication in the 1950s, psychosis came to be seen increasingly as 

belonging to psychiatric pharmacotherapy. Before the 1970s, the evidence for any model 

of psychotherapy being effective for psychosis was considerably limited (Pankey & 

Hayes, 2003). 

 

This situation began to change during the last three decades, with several psychotherapies 

proving to be effective within the psychotic spectrum, and a combination of 

pharmacotherapy and psychotherapy is now the treatment of choice in clinical guidelines 

(NICE, 2009). There has been an increasing awareness of the centrality of psychological 

processes in psychosis (Bentall, 2003), together with a growing number of treatment 

modalities from within each theoretical approach: psychodynamic, humanistic, systemic 

and behavioural. Only during the last decade, however, have psychotherapies specifically 

tailored to hallucination begun to be developed. 
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 2.4.1.  The psychodynamic (and psychoanalytic) approach 

 

Psychotherapy for psychosis was first conducted as a psychoanalytic-oriented 

intervention in the Burghölzli Clinic in Switzerland. Inspired by the work of Sigmund 

Freud, Carl Jung and his supervisor, Eugen Bleuler, began to conduct psychotherapy with 

psychotic in-patients (Koehler, Silver, & Karon, 2013), whilst another psychiatrist within 

the Swiss school, Ludwig Binswanger, began to develop an existentially-informed 

psychoanalysis for psychosis, an initiative that Freud strongly opposed (Bentall, 2003). 

Jung (1962/2001), who faced psychotic episodes during his own life, defended the 

analysability of psychosis in The psychology of dementia praecox (Jung, 1907/1974), and 

would eventually develop his own analytical framework for psychosis and hallucination. 

 

Psychodynamic psychotherapy for psychosis, however, continued to develop within the 

Neo-Freudian or socio-cultural school of psychoanalysis (Arieti, 1974) in the United 

States, mainly represented by the ideas of Harry Stack Sullivan and Frieda Fromm-

Reichmann. Firstly, Sullivan defended a prioritisation of the interpersonal over the 

intrapsychic in psychosis, tracing the disorder back to a dysfunctional caregiver-child 

relationship, and highlighting the role of dissociation as a defence mechanism. Secondly, 

Fromm-Reichmann (1950) put these ideas into practice through a psychotherapy for 

psychosis guided by warmth, understanding and consideration. The psychodynamic 

approach toward psychosis expanded in the two decades following World War Two, and 

after the war many followed Fromm-Reichmann in changing orthodox psychoanalysis for 

a supportive intervention: abandoning the couch together with the use of free association 

and psychoanalytic interpretation, providing a supportive element against anxiety, and 

avoiding the emergence of a psychotic transference. Her work was continued by one of 

her disciples, Arieti (1974), who provided the intervention with a theoretical base. 
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Currently, psychodynamic psychotherapy has shown effectiveness in treating psychosis 

(Rosenbaun, Harder & Knudsen, 2012), although in the absence of randomised controlled 

studies this effectivity is not widely or politically accepted. The underlying hypothesis of 

the intervention is that, with psychosis seen as a response to unbearable impulses, it can 

be expected for them to eventually emerge in the therapy room (Rosenbaum, Martindale, 

& Summers, 2013). The objective is for the therapist to: 

…actively attempt to understand the patient as a person with conflicts, identity 

difficulties and emotional madness and confusion, and to let the patient feel that 

the therapists understand them. A basic rule for the treatment is an atmosphere of 

genuine respect for the patient and what they say. The therapist must listen 

actively to incoherent, dissociated and fragmented ideas, and make sufficient 

attempts to look at and clarify meaningful threads of the patient’s narrative in a 

non-judgemental way so that communication can continue (p.310). 

 

 2.4.2.  The humanistic (and existential) approach 

 

Given its emphasis on self-actualisation, there has been a perception of humanistic 

psychotherapy as being for the existentially-distressed “worried well” (Prouty, 2002), but 

the field of humanistic psychology has long been focused on altered states of 

consciousness, from dreaming to psychosis. The first investigation empirically assessing 

a psychological intervention for psychosis was conducted by Rogers et al. (1967) in 

Wisconsin, and each of the three core humanistic psychotherapies (person-centred, 

existential and Gestalt) has been applied to psychosis. 
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2.4.2.1.  Person-centred therapy 

 

From a person-centred perspective, all psychopathology (either neurotic or psychotic) can 

be boiled down to incongruence: a mismatch between experiencing and awareness 

(Rogers, 1951). A collision, therefore, between organism (i.e. the complete person) and 

self-concept (i.e. the individual’s belief about himself or herself), usually rooted in 

childhood experiences, taking place when significant sensations, emotions and thoughts 

are denied into awareness and, therefore, not symbolised. Through working with a 

therapist embodying all of the six necessary and sufficient conditions (Rogers, 1957), it 

is hypothesised that the client will progressively move toward congruence, as their 

awareness increases, and thus their self-concept becomes progressively closer to the 

experiencing organism (Rogers, 1959). 

 

These hypotheses were put to the test in the case of psychosis through the Wisconsin 

Project (Rogers, 1967), which attempted to expand person-centred therapy towards 

people diagnosed with schizophrenia. The results were disappointing, as there was no 

significant difference in outcomes between the treatment and control group, and “there 

seemed to be no significant relationship between the degree of therapist empathy, 

congruence and acceptance, and the degree of process movement showed by the patient” 

(p.83). Nevertheless, the Wisconsin Project was a considerable breakthrough from an 

experimental perspective, whilst at the same time sharing the methodological issues that 

were common at the time, such as the absence of validated clinical scales and the small 

sample (N = 48). As Rogers (1967) clearly stated, the instruments used to assess outcome 

were personality (MMPI), projective (Rorschach, TAT) and intelligence (WAISC) 

measures not designed to capture change. Furthermore, as Prouty (2002) highlighted, the 

clients were involuntary in-patients with acute psychosis, medication was a confounder, 
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the therapists had limited expertise working with psychosis, and the attitudinal scales did 

not seem able to capture the therapists’ core conditions. One of the conclusions of the 

study was that people with schizophrenia do not perceive the core attitudes when 

objectively present (as measured by independent judges). Van Blarikom (2006, p.168) 

also argued that the interpersonal closeness that characterises person-centred therapy 

presented the clinicians with considerable challenges: 

 Rogers had some tough experiences with counselling and schizophrenia. From 

1949 to 1951 Rogers had a young woman with schizophrenia in therapy. After a 

good start, this woman came to see Rogers a lot. Things got out of hand. The 

therapy wasn’t working anymore, but he obviously didn’t know how to finish it. 

She was often psychotic and Rogers was brought to the edge of being psychotic 

himself. 

 

2.4.2.2.  Person-centred pre-therapy 

 

Prouty (2002) explained Rogers’ failure in Wisconsin because he “gratuitously assumes 

the presence of psychological contact between therapist and client and that he failed to 

define it theoretically or clinically” (p.590). In other words, that as the pre-condition of 

the therapeutic relationship, psychological contact, was not present, the core conditions 

were also absent phenomenologically, even if independently measured by external 

observes. 

 

He concluded that an evolution within humanistic psychotherapy was needed for 

psychotic patients with severe interpersonal difficulties. The resulting “pre-therapy” is a 

person-centred treatment to prepare psychotic people for regular psychotherapy 

(Dekeyser, Prouty & Elliot, 2008), and is aimed toward re-establishing psychological 
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contact through “contact-reflections” pointing at the situation and the communication 

(e.g. connecting to the here-and-now emotionally, to the concrete environment, and to the 

interpersonal interaction). This individual intervention includes reflecting on the client’s 

expression, posture, affectivity and communication, an anchoring technique constructed 

around the Rogerian conditions (Prouty, van Werde, & Pörtner, 2012). Once, and if, 

psychological contact is being re-established through pre-therapy, then regular 

psychotherapy can be applied. Evidence for this intervention is based on two small trials, 

a clinical scale and three single-case studies, following the review of Dekeyser et al. 

(2008). 

 

2.4.2.3.  Gestalt therapy 

 

Whilst Gestalt therapy was originally aimed at neurotic patients, Perls’s theories of 

dreaming became increasingly influential when clinically working with hallucination 

inside and outside the humanistic approach, and some of his followers eventually 

expanded the model to work with psychosis.  

 

Perls understood the dreaming state as a projection of polarised conflicts within the 

psyche, and aimed to integrate those polarities through dialogical techniques that would 

allow the patient to re-appropriate the extrojected material (Perls, 1989). One of these 

techniques is the empty-chair, in which two chairs facing each other are used to represent 

the two sides of a polarity. Patients sit respectively in one and then the other, identifying 

themselves with each side, and openly expressing their experiencing toward the other 

(imagined) person. Used originally inside the Gestalt model to work with dreams, 

interpersonal issues and somatic complaints, this technique would eventually be included 

within emotion-focused therapy (Elliot, Watson, Goldman, & Greenberg, 2003) and later 
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in person-based cognitive therapy for psychosis (Chadwick, 2006), adapted for working 

with distressing voices. 

 

From the Gestalt perspective, a healthy person is someone who is able to maintain a 

flexible, unblocked and complete awareness of the here-and-now, differentiating the past, 

present and future as well as focusing on the self, others and the world. Psychosis, from 

this perspective, implies a confused awareness arising from the absence of ego 

boundaries, resulting in an incapacity to differentiate internal from external perceptions 

and processes, as hypothesised by Serok, Rabin and Spitz (1984). The objective, 

therefore, is to improve the patient’s ability to differentiate stimuli through group 

interventions:  

By increasing contact with the environment, and continually focusing on the 

various elements of reality (including physical, emotional, cognitive, and social 

stimuli) the process of differentiation can occur (p.433). 

 

Evidence for this intervention, albeit limited, comes from two studies conducted by Serok 

and Zemet (1983) and Serok, Rabin and Spitz (1984) on Gestalt group therapy for people 

diagnosed with schizophrenia.  

 

 2.4.3.  The behavioural (and cognitive) approach 

 

  2.4.3.1.  Cognitive behaviour therapy 

 

Whilst some behavioural interventions for psychosis were conducted during the initial 

decades of the approach, the intervention did not gain momentum until the end of the 20th 
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century. By then, the integration of these behavioural techniques into cognitive models 

gave rise to cognitive behaviour therapy for psychosis (CBTp) (Thomas et al., 2014).  

 

The core idea of CBTp is that, rather than voices being pathological per se, the system of 

belief held about them (about their identity, power or intent, or about their internal or 

external origin) is the source of the pathology (Bentall, 2003; Chadwick and Birchwood, 

1994). This is grounded in a general theory of psychological difficulties that sees them as 

arising from vicious cycles of behaviour, feeling and thought. The intervention, based on 

cognitive restructuring and behavioural experimentation, is aimed at belief change: 

reattributing to the inside what is perceived as external and improving the patient’s way 

of thinking and coping (Thomas et al., 2014).  

 

The evidence base for CBTp is considerably wide. Combined psychological (CBTp) and 

pharmacological therapy has proved to be significantly more effective than treatment as 

usual (BPS, 2017; NICE, 2009). Effect sizes, however, are modest (0.25 to 0.47) (Thomas 

et al., 2014), and a recent meta-analysis found no improvement in psychological distress 

and quality of life after adjusting for publication biases (Laws et al., 2018). In light of this 

need for improvement, Thomas et al. (2014) highlighted several recommendations for 

future research: (i) more focus on mechanisms of change instead of on efficacy, (ii) more 

psychotherapies driven by research on voices themselves, instead of research on anxiety 

and depression, (iii) more psychotherapies developed for voices without schizophrenia, 

and (iv) more research addressing the relationship between trauma and voices. 
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  2.4.3.2.  Acceptance- and mindfulness-based therapies 

 

Acceptance and commitment therapy (ACT), in alliance with other modalities within the 

third wave of contextual behavioural therapies, is a treatment aimed at metacognitive 

change instead of cognitive change (Morris, Johns & Oliver, 2013). The objective, 

therefore, is not to change psychological content (the symptom) but the way in which the 

person relates to internal experiences (the relationship with the symptom) using 

acceptance and mindfulness strategies. 

 

In acceptance and commitment therapy for psychosis (ACTp) the intervention is not 

targeted at reducing psychotic symptomatology, which could produce a paradoxical effect 

(Pankey & Hayes, 2003), but at accepting unpleasant STEAM (sensation, thought, 

emotion, affect, memory) whilst committing with one’s chosen values in life. From this 

perspective, psychopathology (psychotic or neurotic) arises from the psychological 

inflexibility of attempting to avoid STEAM (experiential avoidance) and to fuse with 

them confusing them with reality (cognitive fusion). The aim is to promote psychological 

flexibility, “contacting the present moment as a conscious human being, fully and without 

needless defence, and persisting with or changing a behaviour in the service of chosen 

values” (Hayes, Strosahl, & Wilson, 2016, p. 96). ACT, arising from contextual 

behavioural science, approaches psychotic and hallucinatory experiences from a 

dimensional and ideographic stance, seeing them as a behaviour-within-a-context 

(Morris, Johns & Oliver, 2013). From a functional analysis perspective, a verbal auditory 

hallucination becomes a problem in the presence of cognitive fusion (confusing the voices 

with reality) and experiential avoidance (trying to avoid, supress or ignore the voices), 

which is in turn reinforced in the short term but produces harm in the long term. Despite 

not being focused on changing psychological content, ACTp has been shown to reduce 
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hallucination-related distress through the mediation of hallucination believability. 

Gaudiano, Herbert and Hayes (2010) and Bach, Gaudiano, Hayes and Herbert (2013) 

considered hallucination believability to be a proxy of defusion 35 , one of the 

psychological flexibility processes targeted through ACT. 

 

Other modalities of mindfulness-based psychotherapy, such as those derived from 

mindfulness-based stress reduction (MBSR), have also been adapted to psychosis. 

Similarly, to ACTp, these modalities are focused on how people relate and respond to 

psychotic symptomatology rather than on challenging beliefs or reducing symptoms 

(Morris, Johns & Oliver, 2013). The objective, as with any unpleasant thought, feeling or 

sensation, is to be able to experience hallucinatory and psychotic experiences with 

awareness and acceptance: paying attention to them on purpose, in the present moment, 

and in a non-judgemental way (Kabat-Zinn, 2003). 

 

A meta-analysis of acceptance- and mindfulness-based psychotherapies for psychosis 

conducted by Khoury, Lecomte, Gaudiano and Paquin (2013), including 13 studies, found 

small to moderate effect sizes comparable to those obtained for CBTp, although with 

lower attrition rates (12% vs. 22%). Another meta-analysis of 16 studies, recently 

published by Jansen, Gleeson, Bendall, Rice and Álvarez-Jimérez (2020), reported 

moderate to large effect sizes for both symptomatology and hospitalisation. 

 

 

 

 
35 Hayes et al. (2016) defined cognitive fusion as merging verbal-cognitive processes and direct experience 
together so the individual cannot discriminate between them. Harris (2006) defined cognitive defusion, the 
opposite process, as to see a thought for what is is, a symbol, and not for what it says it is, a descriptive 
reality. 
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 2.4.4.  The systemic approach 

 

The systemic approach to psychosis and hallucination was born in in the Mental Research 

Institute, in Palo Alto (California), during the 1950s and 1960s. A team lead by Gregory 

Bateson, Paul Watzlawitz and Erving Goffman developed the double bind theory of 

schizophrenia, stating that psychosis originates in the family system out of mutually-

conflicting messages between caregiver and child (Bateson et al., 1956). A family therapy 

focused on communicative dilemmas, through the use of a clinical and observation room 

separated by a two-way mirror, has continued to develop from their work. 

 

  2.4.4.1.  Open Dialogue 

 

Open Dialogue (Seikkula et al., 2006), a psychiatric and non-pharmacological healthcare 

approach to psychosis created in Western Lapland (Finland), stemmed from this approach 

in the 1980s. With the aim of generating a dialogue within families during and after the 

psychotic onset, the emphasis is put on “the provision of psychotherapeutic treatment for 

all patients within their own personal support system” (p.214), prioritising mobile crisis 

intervention, rapid early intervention (in the first 24 hours) and case-specific adaption 

(using the therapeutic method that best suits each case). This means that each psychotic 

patient frequently participates in their first meeting during the psychotic episodes, at their 

own home, and surrounded by their family and social circle.  

 

The intervention, conducted by inpatient and outpatient staff, is a combination of systemic 

family therapy and psychodynamic individual psychotherapy, and the crisis teams 

comprises a psychiatrist, a psychologist and a nurse. During the psychotic crisis, sessions 

are held daily for one to two weeks to create a sense of security, and the emphasis is on 



 

 
 

100 

promoting a dialogue between the patient and the family in which “participants in 

dialogue become co-creators of the shared reality” (p.216). From this perspective, the 

hallucination of the psychotic patient is seen as one voice among many. Psychiatric 

(neuroleptic) medication is only introduced after discussion during a minimum of three 

meetings. In their five-year follow-up study on first episode psychosis, Seikkula et al. 

(2006) reported recovery in 86% of patients (in contrast to approximately 40% in 

treatment as usual), with whom neuroleptic mediation, in very low doses, was used in 

29% of cases (versus 93% in treatment as usual). 

 

 2.4.5.  An integrative perspective: 

            Toward a dialogical-relational psychotherapy for hallucinatory  

  experiences 

 

As opposed to the disagreement in research between approaches to psychosis, 

psychotherapies for hallucination share more similarities than differences within the 

clinical field. A convergence can be seen around what were previously seen as humanistic 

principles, a situation that some have described in the psychotherapy field as a whole 

(Shahar & Schiller, 2016; Wampold, 2007, 2012). Not only psychodynamic theorists 

emphasise the importance of a non-judgemental environment in quasi-Rogerian terms 

(Rosenbaum et al., 2013), but humanistic clinicians acknowledge their indebtedness to 

Freudian theory (Prouty et al., 2002), systemic psychiatrists make use of psychoanalytic 

interventions (Seikkula et al., 2006) and cognitive-behavioural researchers highlight the 

importance of meaning-making within the therapeutic relationship, as Thomas et al. 

(2014) emphasised:  

 CBT for voices is characterised by an emphasis on engagement and the 

therapeutic relationship: on an individualised formulation approach, with an 



 

 
 

101 

emphasis on making sense of voices within a developmental and often 

interpersonal framework, and aiming for meaningful change within the context of 

valued goals; on the integration between emotional and psychosis processes, and 

on changing people’s relationships with their voices (p.203).  

 

Some integrative psychotherapies not directly aligned with either of the main approaches, 

which could be termed as relational-dialogical, began to appear during the last decade 

following this convergence. Influenced by psychotraumatological and pragmatic 

research, these psychotherapies are focused on changing the relationship with voices 

instead of challenging their content or eliminating their appearance (Mayhew & Gilbert, 

2008; Pérez-Álvarez et al., 2008). The objective, therefore, is not symptom reduction, but 

dialogical change within the conversation between hearer and voice (Leudar & Thomas, 

2000), and experiential acceptance. Voices are not seen as pathological per se. Hence, the 

problem is not the voices, but whether the relating to voices is harmful or beneficial 

(Hayward, Overton, Dorey, & Denney, 2009). This “moving away from the illness model 

to one acknowledging the meaning of voices” (p.218), pioneered by Leudar and Thomas 

(2000), includes as modalities the existentially-informed acceptance and commitment 

therapy of Pérez-Álvarez et al. (2008) and García-Montes et al. (2006, 2010), the 

Maastricht approach of Romme and Escher (2005) and Steel et al. (2019), the 

compassionate mind training of Mayhew and Gilbert (2008) and the relating therapy of 

Hayward et al. (2009, 2016). 

 

Dialogical engagement with voices arguably originated from the investigation of verbal 

hallucination of Leudar et al. (1997), which focused on the relationship between voice 

and voice-hearer from a pragmatic and phenomenological perspective. The essential 

finding was that negative qualities of voices were higher in those that ignored them, and 
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lower in those that engaged with them. This is in concordance with contemporary 

behavioural research into experiential avoidance and psychotic symptomatology: 

avoidance of voices paradoxically increases both their prevalence and the suffering they 

cause (Morris et al., 2013). Voices are seen pragmatically as an unusual form of inner 

speech (Davies, Thomas, & Leudar, 1999), and the emphasis is moved away from internal 

mental processes: “we regard the human experience as being organised dialogically. We 

work within the person’s explanatory framework. Although reduction in voice frequency 

may be an outcome, the main objective is the reduction of distress due to voices, by 

helping the person to integrate the experience” (p.180). These ideas were clinically 

examined in the case of Peg (David, Thomas & Leudar, 1999), a woman with psychosis 

suffering from distressing voices. Applying a dialogical intervention, her upsetting voices 

(which she had been hearing for decades) progressively faded against a new beneficial 

voice. Peg described this voice as an angel that reassured her that she would be all right, 

that she was not to blame for her past mistakes, and that she was loved. Whilst the 

demanding voices were pragmatically similar to her deceased authoritarian father, the 

new voices closely resembled the relating with both her partner and her psychiatrist: 

reassuring her, supporting her and enhancing her self-esteem (Leudar & Thomas, 2000). 

 

This perspective is in concordance with the phenomenological perspective of Pérez-

Álvarez et al. (2008) on changing the relationship with voices. From this framework, 

psychotic voices are seen as hyper-reflexivity36 arising from the loss of sense of “myness” 

of inner dialogue, and they are “both a sign of crisis and an attempt to overcome the crisis” 

 
36 This hypothesis is not unique to voices, as Pérez-Álvarez (2012) argued that an augmented reflexivity 
(hyper-reflexivity) with a cultural-historical origin is the main causal mechanism underlying 
psychopathology. From this perspective, the growing influence of writing over the human mind 
progressively created the paradox of a self-consciousness (metacognition) that, when self-focused in an 
analytic and judging way, creates psychopathology. A “hyper-reflexive whirlpool” that can be reversed 
through an accepting and mindful reflexivity, a conclusion closely connected with the psychological 
flexibility theory underlying ACT (Morris, Johns & Oliver, 2013). 
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(p.77). Again, the emphasis is not on their content (cognition) but on the relationship with 

them (metacognition), as ignoring, avoiding or fighting the voices only increases 

suffering, submerging the person in a battle that can only be overcome through 

acceptance. In their opinion, this experiential avoidance is not only psychological but also 

cultural (including the clinical convention on eliminating symptomatology), and the 

mental health disciplines should pay attention not only to the patient’s personal situation, 

but also to the “social atmosphere of the era”. Thus, psychotherapy for hallucination 

cannot be understood outside a folk psychology that prioritises the control of inner 

STEAM (García-Montes et al., 2006). This intervention, denominated as existentially-

informed ACT for psychosis (García-Montes, Marino-Pérez & Cangas-Díaz, 2006), has 

mainly been researched through a series of clinical cases (García-Montes & Pérez-

Álvarez, 2001; García-Montes, Luciano, Hernández-López & Zaldívar-Basurto, 2004; 

García-Montes & Pérez-Álvarez, 2010; Veiga-Martínez, Pérez-Álvarez & García-

Montes, 2008).  

 

The Maastricht approach (Rome & Escher, 2005; Steel et al., 2019), a psychotherapy 

associated with the Hearing Voices Movement, is based on a social psychiatric 

understanding of hallucination. Voices are seen as a reaction, a defence mechanism, 

against socio-emotional difficulties (primarily a traumatic event) in the hearer’s 

biography. Voice-hearing, they argue, “is a response pattern occurring when the person 

does not adequately confront social difficulties causing an extreme feeling of 

helplessness” (Rome & Escher, 2005, p.9). After a first phase of the intervention, in which 

psycho-educational activities are implemented so the patient can learn new coping 

strategies, a psychological formulation is used to explore the phenomenology of voices. 

Once the therapeutic alliance is stable, voice-dialoguing techniques are implemented in 

which either the voice-hearer is encouraged to dialogue with their voices (Steel et al., 
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2019), or the therapist communicates with one of the voices through the mediation of the 

hearer (Romme & Escher, 2005). This intervention is done without neglecting the 

importance of the socio-economic context of the person, as “the psychological 

intervention would not make sense in the midst of a social diaspora nor when the person’s 

social interactions are very disturbing” (p.134). 

 

Another two relational-dialogical psychotherapies for hallucination are relating therapy 

for distressing voices and compassionate mind training for malevolent voices. The 

relating therapy of Hayward et al. (2009) is aimed at changing dialogues with voices 

based on dominance and intrusiveness toward a more controllable and less distressing 

relationship, complemented with an understanding of the voice when possible. The 

genogram is used to establish a connection between the voices and the social circle of the 

person and, highlighting the reciprocal nature of this relating, the empty chair technique 

is used to acknowledge the active role of the hearer. The effectiveness of this intervention 

was initially assessed in a clinical case series (Hayward et al., 2009) and later by a pilot 

randomised controlled trial (Hayward et al., 2016). The compassionate mind training of 

Mayhew and Gilbert (2009), on the other hand, is focused on depathologising and de-

shaming self-criticism through self-compassion. Self-criticism is seen as a safety 

behaviour, and emphasis is placed on the self-acceptance of the underlying fears that 

strengthen it. Mindfulness and relaxation techniques are used to promote unconditional 

acceptance, similar to other psychotherapies influenced by the Buddhist tradition, such as 

ACT (Hayes et al., 2016). 

 

These emerging modalities, summarised together here as relational-dialogical 

psychotherapies for distressing hallucination, share three main similarities: (1) a focus on 

changing the hearer-voice relationship, through (2) modelling a patient-therapist 
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relationship based on acceptance and understanding, whilst (3) understanding voices from 

a contextual perspective (i.e. a symptom that can be made sense of in the light of the 

person’s biography). This convergence across approaches, relevant for psychotherapy for 

experiences of presence as well, is the clinical perspective grounding this thesis. 

 

 

2.5.  Overview 

 

This review began by addressing experiences of presence, and their psychotherapy when 

distressing, before moving toward the field of hallucination research as a whole, and 

psychotherapies focused on psychotic and non-psychotic hallucination. In each section, 

several perspectives from social and health sciences have been described, analysed and 

contrasted. 

 

Regarding experiences of presence, a relative consensus in the literature would seem to 

be established around the fact that they are a common feature of human bereavement, 

which as a phenomenon are mostly welcome, and which are present with relative 

independence of demographic variables such as age, gender and nationality. The 

unresolved debates in the literature, however, are wide-ranging, and theorisation over 

experiences of presence, and their relationship with hallucinatory experiences in general, 

is at an early stage. This thesis is aimed to address three unanswered debates: the 

relationship between ambivalent-to-distressing experiences of presence, the cultural 

environment, emotional valence, and clinical practice. Each of them is tied to a research 

question (as presented in Chapter 1) of the empirical studies to follow. 
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Regarding the cultural dimension, there is a recognition of how susceptible experiences 

of presence are to the influence of a jigsaw of social, cultural and historical processes, a 

conclusion based on a small set of interview-based studies conducted in North America, 

Europe and Asia. However, this debate has suffered from a disconnection between the 

psychological and the anthropological literatures, which has caused most of the data 

arising from ethnographic research to be missed in the mental health debates. This issue, 

tied to RQ3 (“What is the influence of socio-cultural processes on RQ1 and RQ2, if 

any?”), was addressed through the cross-cultural design of each study, as well as through 

the review of cultural research on experiences of presence (see sub-section 2.1.4) that has 

been presented in this chapter. 

 

Regarding the clinical dimension, experiences of presence have been classified in the 

literature as both abnormal (either psychotic or neurotic) and adaptive. Whilst some, such 

as O’Mahony et al. (1984), classified all experiences of presence as psychotic in the past, 

that hypothesis can now be completely discarded (Pierre, 2010), not only because of the 

absence of functional impairment but also because they do not usually accompany a 

psychotic onset nor are they associated with other psychotic symptomatology. The recent 

case published by Shimizu et al. (2017), however, could arguably be an indicator that this 

hypothesis is still influential in clinical practice. Even discarding the psychotic 

hypothesis, their psychopathological status is still disputed. For Rees (2001), Steffen and 

Coyle (2010), and Hayes and Leudar (2016), it was clear from epidemiological and 

psychological data that experiences of presence could not be classified as pathological 

per se. For Field and Filanosky (2010), by contrast, experiences of presence indicated 

complicated grief. This has influenced the inclusion of experiences of presence in the 

DSM-5, which is also the perspective included in the Oxford handbook of psychiatry 

(Semple et al., 2015, p.366), which indicates that hallucinatory experiences during 
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mourning other than the image or voice of the deceased should be considered 

symptomatic of complicated grief. What is actually done in clinical practice with 

experiences of presence when distressing, and the theoretical resources used in the 

therapy room, was unknown at the beginning of this project. This issue, tied to RQ2 

(“What is being done in clinical practice with ambivalent-to-distressing experiences of 

presence?”), was addressed through a survey on clinical practice with ambivalent-to-

distressing experiences of presence (Chapter 4). 

 

Regarding the valence dimension, the literature is not only contradictory regarding how 

many experiences of presence are unwelcome, with percentages ranging from 5% to 71%, 

but also unclear on what are the sources of distress and ambivalence when they go awry, 

and what is the phenomenology of this psychological distress. Besides the analysis of 

Hayes and Leudar (2016), no in-depth studies have focused on the unwanted 

consequences of this phenomenon. Understanding why and how experiences of presence 

become distressing is essential for clinical practice in order to allow for psychotherapeutic 

theorisation and training, but also to increase our understanding of emotional valence in 

hallucinatory experiences in general. This issue, tied to RQ1 (“What are the sources of 

distress when experiences of presence go awry?”), was addressed through a narrative 

analysis focused on the sources of distress and ambivalence in experiences of presence 

(Chapter 5) as well as through the analysis of the survey data on psychotherapy practice 

(Chapter 4). 

 

These unanswered debates within the field of experiences of presence, have a clear 

similarity to the ongoing debate within the field of hallucination research. There has been 

an increasing criticism during the last decades, as has been analysed, toward the 

Kraepelinian paradigm of schizophrenia, a biomedical conceptualisation of verbal 
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auditory hallucination as a first-rank symptom which is epiphenomenal of an underlying 

brain disease. This can be seen in the critiques presented from epidemiology (van Os, 

2009), psychotraumatology (Read et al., 2003, 2005) and cognitive psychology (Bentall, 

1990, 2003) but also in the social movement that the HVM embodies (Corstens et al., 

2014) and in the rise of psychotherapies for psychosis (Thomas et al., 2014). As a result 

of this, contemporary approaches to hallucination are attempting to capture the 

complexity of the biological, neurological, psychological, social, linguistic and cultural 

processes involved in these phenomena from an interdisciplinary perspective 

encompassing social sciences, medical sciences and the humanities. This was the stance 

of Fernyhough and Waters (2014), within the International Consortium on Hallucination 

Research (ICHR), when defending a more holistic approach to hallucinatory phenomena. 

 

Research on experiences of presence is an essential phenomenon within this debate. In 

the first place, because an experience reported by 30% to 60% of the bereaved cannot be 

side-lined when attempting to understand non-psychotic hallucinatory experiences as a 

whole. And secondly, because some of the theories and hypotheses in hallucination 

research may be relevant, although not yet adapted, to research on experiences of 

presence. 
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Chapter 3.  

Methodology 

 

 

This chapter clarifies the epistemological, methodological, analytic, disciplinary and 

ethical stances underlying this investigation. First, philosophical pragmatism is 

presented as the epistemological grounding of the thesis. Second, the mixed-method 

approach emerging from these philosophical premises is described. Third, the 

analytical approach for the qualitative branches of the study, based on narrative and 

thematic analysis, is justified. Forth, my own disciplinary stance as a researcher is 

analysed. Fifth, ethical issues surrounding the empirical studies are outlined. For a 

depiction of the interconnection between these stances, the reader is referred to 

Figure 2.  
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Figure 2. A depiction of the epistemological, disciplinary, methodological and theoretical stances 

underlying this thesis. 

 

 

3.1.  Epistemological stance 

 

Whether knowingly or unknowingly, all scientists design their studies based on 

untestable philosophical assumptions. Our premises influence the methodologies we 

choose, the findings we obtain and the conclusion we extrapolate from them, hence 

the need to establish the researcher’s stance regarding the nature of knowledge 

(epistemology) and reality (ontology) when justifying a methodological choice. As 

stated by Hayes et al. (2016, p.21): 

Philosophical assumptions on human nature can be found underneath any 

discipline concerned with the matters of man and woman, in particular in the 

case of psychology and psychiatry. Not being aware of those assumptions, 

including not having them because they are not believed to be useful, does not 
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mean that they are not had or needed. Rather, that means that one is had by 

not clarified philosophical assumptions. 

 

This investigation is anchored upon philosophical pragmatism. Pragmatism 

originated at the end of the 19th century, in the United States, rooted in the ideas of 

William James, John Dewey and Charles Sanders Pierce. The core idea of the 

pragmatic stance, as originally stated by James (1975), is that the difference between 

true and false ideas is solely practical: true is what can be assimilated psychologically 

and corroborated experientially. Therefore, “the truth of an idea is not a stagnant 

property inherent in it. Truth happens to an idea, it becomes true, it’s made true by 

events” (p.131). Jamesian pragmatism originates from (i) an exploratory question 

leading to (ii) an instrumental approach to truth leading to (iii) an experiential or 

pluralistic approach to reality. The pragmatic question (James, 1975, p.131) is the 

following: 

If an idea or belief is true, what concrete difference will that make in anyone’s 

actual life? In what way would the world be different if that were true or false? 

What is the experiential truth’s cash-value? 

 

The instrumental approach deriving from this question, according to James (1975, 

pp.50-53), is that 

Theories thus become instruments, not answers to enigmas, in which we can 

rest. We don’t lie back upon then, we move forward and, on occasion, make 

nature over again by their aid […] Any idea upon which we can ride, so to speak; 

any idea that will carry us prosperously from any one part of our experience to 

any other part, linking things satisfactorily, working securely, simplifying, saving 

labor; is true for just so much, true in so far forth, true instrumentally. 
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Truth, for James, is plural, as all we have access to is our own experiencing. And an 

idea, which is a part of our experience, is true when allowing us to relate to other 

areas of our experience. Truth is a collective agreement on ideas verified by practice, 

so “truth is made, just as health, wealth and strength are made, in the course of 

experience” (p.140). 

 

Pragmatism implies the abandonment of the ontological battle between realism and 

relativism (i.e. there is, or there is not, respectively, an external, independent, unitary 

reality): ideas are true if they work. Whether there is not an absolute reality (anti-

ontological stance), or whether ultimate reality is not directly graspable (a-

ontological stance), social sciences should be focused on values-driven action rather 

than on ontology. Human experience, therefore, must be understood as an act-in-

context, a totality which cannot be divided into mental versus material nor into 

subject versus object. This is why philosophical pragmatism is also referred to, or 

seen as the grounding, of philosophical contextualism. As stated by Szabo and Tarbox 

(2015, p.221): 

The whole of the natural world is divided into arbitrary categories simply for 

the sake of deriving useful functional relations that allows us to take effective 

action. In other words, our interest in the connection between things and 

events is an interest in the relation between parts of an undifferentiated whole, 

the world, that we parse into units that suit our pragmatic and analytic 

purposes. And importantly, we are unable to examine the existence of a thing 

outside of a relation to ourselves […] The truth, written with a lower ‘t’, is 

found in the immediate and historical, dynamic, and fluid interplay or relation 

between the thing and the context in which it is evaluated. 
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Pragmatism’s core ideas are in agreement with the anti-positivist stance of 

interpretivism: if (i) there is no absolute foundation (i.e. ontological truth is 

unattainable) and (ii) social sciences must focus on the concrete experience (an act-

in-context), then the methodologies of the natural sciences cannot be directly 

extrapolated to the social sciences, and ideas on reality are culturally derived and 

historically situated. And, viceversa, this stance implies the rejection of the 

positivistic premise that: (i) there is a unitary, independent and accessible reality that 

(ii) can be only be directly accessed through objective quantification, based on (iii) 

a dualistic conceptualisation of reality as a combination an internal (subjective) 

reality versus an external (objective) reality, and aimed at (iv) the discovery of 

universal scientific theories that are falsifiable.  

 

Gifford and Hayes (1990) see constructionism and interpretivism as evolving from 

the first tenet of pragmatism: the absence of an absolute foundation. Both, they argue, 

agree on the risk of imposing a positivist reductionism on human subjectivity, this 

ignoring the effect of the researcher’s premises, worldview, values and motivation 

on what is being researched. But constructivism goes further in arguing that reality 

is (socially, culturally, historically, dialogically) co-constructed between people, and 

that multiple equally-valid realities can co-exist. Reality is therefore subjective, from 

this perspective, and so is scientific knowledge: an anti-ontological stance rather than 

an a-ontological stance. The potential risk of this position is an “everything goes” 

situation, where all methodologies and theories are valid and cannot be mutually 

compared, and where knowledge is not additive. By adding the second tenet, the 

focus on the pragmatic consequences on act-in-context, pragmatism arguably gives 

the possibility of overcoming the realist versus relativist conflict. There is no “true” 
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theory, as a constructivist would argue, but a theory can be more practical than other 

in guiding action, a pragmatist would add. The picture of scientific knowledge 

emerging from this epistemological stance is that of an ever-improving model of the 

world: not improving as in accurately representing an external reality, as a logical 

positivist would claim, but improving in aiding the scientist or practitioner to 

intervene in an increasingly effective manner. 

 

Pragmatism is also close to critical realism, inasmuch as both are philosophies that 

reject the positivist stance whilst taking a position in between realism and relativism. 

The difference is that, whilst both agree on an interpretivist epistemological stance 

(i.e. the method of the natural sciences cannot be directly extrapolated to the social 

sciences), critical realism takes the middle ground by defending a realist ontology, 

and pragmatism does this by abandoning ontology altogether. Both, however, can 

allow the researcher to combine different methodologies or levels of analysis, 

regardless of the divergences between their respective ontologies, and this is why 

both epistemologies are usually seen as a fruitful grounding for mixed-method 

research. 

 

A relevant issue, and a frequent critique against philosophical pragmatism, is the 

necessity to clarify what are the values-driven objectives guiding research in each 

specific context. In this investigation, the objective is defined from a clinical 

perspective, that of clinical psychology and psychotherapy, which is to increase 

psychological wellbeing and to decrease psychological distress in an ethical manner.  
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3.2.  Methodological stance 

 

The methodological stance of this thesis, a mixed-method approach, derives directly from 

the epistemological stance, philosophical pragmatism. Mixed-method research is a 

combination of different methodologies for data collection and analysis, quantitative and 

qualitative, in the same research design. In the same way that a pragmatic stance is a 

point in between realism and relativism, the mixed-method approach is both a 

rejection of what has been termed “methodolatry” (Chamberlain, 2000) and a 

response to the polarisation of quantitative versus qualitative research. The rationale 

for this integration is that a mixed-method design uses the complementary advantages of 

distinct approaches whilst minimising their respective weaknesses (Johnson & 

Onwuegbuzie, 2004). Furthermore, the robustness of the outcomes can be increased 

through triangulation: the corroboration of the result of one method using another method 

(Johnson, Onwuegbuzie, & Turner, 2007).  

 

A common critique of mixed-method research, the incompatibility thesis (Johnson & 

Onwuegbuzie, 2004), argues against the combination of quantitative and qualitative 

research due to an underlying clash of epistemologies: that the naïf-realism of positivism-

informed methodologies, a belief in a singular reality waiting to be discovered by a 

fully objective and value-free quantitative analysis, “cannot and should not be mixed” 

(p.14) with the constructivism- or interpretivism-informed methodologies, where only 

subjective qualitative inquiry is possible and all narratives and methodologies are 

simultaneously true (Yvonne-Feilzer, 2010). This ontological clash is challenged from 

the a-ontological perspective of pragmatism: instead of subscribing to an ontological 

stance, the priority is placed on the choice of the appropriate methodologies to achieve 

the overall values-driven objectives of the investigation. Several unanswered debates, 
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however, still exist in the field regarding how to combine different quantitative and 

qualitative methodologies, and their philosophical premises, in a coherent and effective 

way. This tension is especially clear regarding the competing approaches toward 

generalisation, reliability, and replication, as well as linguistic and practical difficulties 

in presenting outcomes in a way which is consistent with the epistemological stance of 

the researcher. Some of these issues, inevitably, emerge in this thesis as well, and the 

methodological stance described in this chapter should be seen as an approximation to an 

integration rather than as a fully integrated framework. This epistemological and 

methodological position, however, should be kept in mind as an essential context to make 

sense of the data analyses present in this thesis: they are aimed to be a map for effective 

psychotherapy practice, and an exploration of therapists’ and bereaved people’s personal 

experiences, rather than the quantification of supposedly objective processes that are fully 

independent from the researcher. 

  

Following the typology of Johnson and Onwuegbuzie (2004), the present research design 

is a “QUAL + quan” mixed-method study. The design can be divided into a first branch, 

a survey on clinical practice, and a second branch, a narrative inquiry. The methodologies 

included surveying and qualitative interviewing (semi-structured and narrative), as part 

of the data collection, and quantitative and qualitative (thematic and narrative) analysis, 

as part of the data analysis.  

 

The first branch of the study, the cross-cultural survey presented in Chapter 4, was 

designed as a pathfinder study on psychotherapeutic clinical practice with ambivalent-to-

distressing experiences of presence in private and public healthcare. A hundred people 

entered the survey, each of them a clinical pratitioner, and 70 completed their response 

either in English or Spanish. Four of them were further interviewed in order to provide a 
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context for some of the short responses of the survey database, and all qualitative 

responses were analysed using discursively-informed thematic analysis. Further 

information on design, recruitment and analysis is provided in Chapter 4, and examples 

of this thematic analysis are presented in Appendices C and D. 

 

The second branch of the study, the narrative inquiry presented in Chapter 5, involved the 

qualitative interviewing of people with experiences of presence. Ten English-speaking 

and Spanish-speaking people who had (or had had) experiences of presence where 

interviewed using a narrative format either face-to-face (i.e. in their home or in a therapy 

room) or via video-conference (i.e. using secure and confidential software). The interview 

data were analysed using narrative analysis. Further information on design, recruitment 

and analysis is provided in Chapter 5, and examples of this narrative analysis are 

presented in Appendix E. 

 

 

3.3.  Analytical stance 

 

The data analyses of the survey and interview data were conducted in three stages: (1) 

involving a descriptive quantitative analysis of the survey data, (2) involving the thematic 

analysis of the practitioner data, and (3) involving the narrative analysis of the experiencer 

data. The nature of the third method, narrative research, requires further explanation: in 

opposition to thematic analysis, narrative analysis is grounded on a psychological theory, 

narrative psychology, and on a series of philosophical premises connected with the 

epistemological stance of this thesis. This section focuses on summarising the 

psychological theory (3.3.1), interviewing procedure (3.3.2) and analytical framework 
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(3.3.3) underlying these analyses with an emphasis on the narrative theory, interviewing 

and analysis. 

 

3.3.1.  Narrative thinking in psychology and anthropology 

 

Narrative research, or inquiry, is constructed around the premise that we inhabit a storied 

reality: “we live our lives through the creation and exchange of narratives” (Murray, 2003, 

p.113). Not only is our self storied, but our perceiving, thinking and imagining are shaped 

by narrative structures (Sarbin, 1986). The stories we narrate, to each other and to 

ourselves, are ever-present in our daily lives: through the telling of our past, the imagining 

of our future (a “what if” scenario), the sense-making of other’s behaviour (a storied 

account), and the ceaseless input from writing, social and visual media (Polkinghorne, 

1988). “The narrative is present at all times, in all places, in all societies”, argued Barthes 

(1975, p.237). Even afterlives are always described in a narrative way, as Murray (2003) 

highlighted. 

 

Murray (2003) and Howitt (2012) traced narrative research back to the Volkerpsychologie 

of Wilhelm Wundt, the case studies of Sigmund Freud, and the life stories of Gordon 

Allport. Wertz (2014) added Karen Horney, Erick Erickson and Jean Piaget to this list. 

Narrative analysis in psychology, however, was formally born in the 1980s through the 

ideas of Jerome Bruner (1985, 1990, 1991), Theodore Sarbin (1988) and Donald 

Polkinghorne (1988), in what has been named a “narrative turn”. 

 

Sarbin (1986) proposed the substitution of the mechanistic metaphor underlying 

contemporary psychology, the mind as a computer, for a narrative metaphor, the person 
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as a storyteller. He defended, against positivism, a contextualism based on the pragmatic 

ideas of Pierce, James and Dewey37: 

To those steeped in the traditions of mechanistic science, traditions that emphasise 

order, predictability, and causality, contextualism appears chaotic. The categorical 

statements of contextualism are change and novelty. Events are in context flux, 

the very integration of the conditions of an event alters the context for a future 

event (pp.6-7). 

 

Bruner (1985) expanded Sarbin’s critique in his Actual minds, possible worlds, defending 

the existence of “two modes of cognitive functioning, two modes of thought, each 

providing distinctive ways of ordering experience, of constructing reality” (p.11). The 

first one, the paradigmatic or logico-scientific mode, uses categorisation and 

conceptualisation to obtain an abstract system of description and explanation (usually in 

the form of an “if-then” causal statement). Emphasis is placed on testable hypotheses, 

verifiable procedures and empirical truth. The second one, the narrative mode, focuses on 

human intention and action and the consequences around that: the objective is not truth 

but life-likeness. Paradigmatic reasoning is, essentially, a categorical way of thinking, 

bringing order into experience by putting each item into a category. Narrative reasoning 

is directed to the understanding of human experience: instead of working with categories, 

we work with emplotted stories, conserving the emotional-motivational meaning of each 

action. Bruner classifies both as valid and complementary modalities of world-making38, 

 
37 Sarbin (1986) was not alone in defending a narrative research based on a contextualism that 
prioritises effective (values-driven) action over the ontological (realist versus relativist) debate. 
Although some, such as Langdridge (2007) and Crossley (2008), have defended a narrative 
research based on social constructivism, Howard (1991) and McLeod (2011) argued for a mixed-
method approach based upon philosophical pragmatism and narrative thinking. 
38 The argument for the two modalities of thinking was in fact first developed by James (1890), 
who referred to two kinds of human thinking: reasoning, on the one hand, and narrative or 
contemplative, on the other. 
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taking an a-realistic ontological stance and, following Sarbin (1986), challenging the 

notion that only mechanistic science can produce objective truth: 

World making of this type [logico-scientific or paradigmatic] rides from time to 

time on wild metaphors as well. The history of science is full of them. They are 

crutches to help us get up the abstract mountain. Once up, we throw them away 

(even hide them) in favour of a formal, logically consistent theory that (with luck) 

can be tested in mathematical or near-mathematical terms (Bruner, 1990, p.48). 

 

Paradigmatic thinking, in other words, also relies on folk wisdom both during hypothesis 

testing and during the specialisation and generalisation of tested theories. Bruner (1990) 

expanded this challenge in his Acts of meaning, criticising the cognitive turn in 

psychology from within as a failed attempt to re-introduce “mind” into psychology, which 

ended in technicalising and dehumanising the concept in itself in his view. Against 

positivistic reductionism, he defended a cultural psychology capable of achieving what 

cognitive psychology had failed to do. He argued that: 

To understand man you must understand how his experiences and his acts are 

shaped by his intentional states, and (…) the form of these intentional states is 

realised only through participating in the symbolic system of the culture. Indeed, 

the very shape of our lives –the rough and perpetually changing draft of our 

autobiography that we carry in our minds– is understandable to ourselves and to 

others only by virtue of those cultural systems of interpretation. But culture is also 

constitutive of mind. By virtue of this actualisation in culture, meaning achieves 

a form that is public and communal rather than private and autistic. Only by 

replacing this transactional model of mind with an isolating individualistic one 

have Anglo-American philosophers been able to make Other Minds so opaque 

and impenetrable (Bruner, 1990, pp.33-34). 
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Narrative research is also based on the phenomenological tradition represented by 

Husserl, Heidegger, Sartre and Merleau-Ponty, and especially by the later 

phenomenology of Ricoeur and Gadamer (Polkinghorne, 1988; Wertz, 2014). Langdridge 

(2007) identified narrative analysis as one of the three branches of phenomenological 

research (i.e. the study of lived experience): descriptive (based on Husserl), interpretive 

(based on Heidegger) and narrative. Howitt (2012) stated the same idea when analysing 

the overlap between interpretative-phenomenological analysis and narrative analysis, two 

methodologies that have been frequently used in combination (Langdridge, 2007).  

 

The emphasis on the development of narrative research within psychology, however, 

misses the fact that narrative thinking in anthropology long pre-dates the work of Bruner, 

Sarbin and Polkinghorne, and probably influenced their ideas (Mattingly, Lutkenhaus, & 

Throop, 2008). A narrative focus on life-story interviewing, in the end, has been a 

frequent component of ethnographic research for a long time (Bruner, 1997). Within the 

field of medical and psychological anthropology, the work of Lévi-Strauss (1949/2000) 

on symbolic healing started a line of research on therapeutic emplotment continued by 

Dow (1986), Kirmayer (1993) and Mattingly (1994), among many. This narrative 

development is now central in the anthropological investigation of ethno-medicines and 

ritual healing (e.g. Calabrese, 2008, 2013) as well as of Western medicine and 

psychotherapy (e.g. Frank & Frank, 1993). 

 

Following this intersection between narrative-phenomenological thinking in psychology 

and anthropology, three ideas are present in the literature as central in narrative inquiry: 

narrative emplotment, folk psychology and sense-making. Emplotment, firstly, is the way 

in which a narrative is put together through a series of plots and subplots linking the 
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story’s beginning with the story’s end (Howitt, 2012). Through emplotment we attribute 

agency to each character and we infer causality between occurrences, thus understanding 

why a person acted in a specific way (Polkinghorne, 1988), but also imbuing daily life 

with coherent meaning. Folk psychology, secondly, is the theories that everyday people 

have on mental states within a given culture. Bruner (1990, p.35) defined folk psychology 

as “a set of more or less connected, more or less normative descriptions about how human 

beings ‘tick’, what our own and other minds are like, what one can expect situated action 

to be like, what are possible modes of life, how one commits oneself to them, and so on”. 

Only when the worldview of a folk psychology is violated, he argues, are narratives 

constructed: narratives are unnecessary when everything has developed as expected. In 

opposition to Skinner, who understood folk psychology as an unscientific illusion, Bruner 

critiqued the explaining away of what psychology is meant to explain, and defended a 

collaboration of anthropology and psychology in understanding the mind-in-context. 

Through an emplotment inserted within a (social, cultural, historical) folk psychology, in 

the third place, is precisely how we make sense of an ever-changing world (Murray, 2003, 

p.111):  

It is through narrative that we can bring a sense of order to the seeming 

disorder in our world, and it is through narrative that we can begin to 

define ourselves in having some sense of temporal continuity and as being 

distinct from others. 

 

3.3.2.  Narrative interviewing 

 

Two in-depth interviewing procedures were followed in this investigation. The first one 

involved a semi-structured protocol to interview practitioners on their clinical practice. 
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The second one involved a narrative protocol to interview experiencers on their personal 

experience.  

 

For the first protocol, the aim was to obtain in-depth information from the practitioner 

whilst following the structure of the survey, information that could be used both to explore 

what the survey responses could not capture, and to triangulate the quantitative and 

qualitative data already obtained. An open protocol, not structured around a framework 

of clinical practice, would risk too dispersed data (especially considering the competing 

approaches, and related discourses, of the sample) to be compared. This approach to data 

collection is standard in qualitative research, and even recommended when conducting 

thematic analysis (Howitt, 2012). 

 

For the second protocol, the aim was to obtain in-depth case-by-case information from 

the experiencer on their worldview and biography. Considering the clash of discourses 

when attempting to explain experiences of presence (Hayes, 2011), in both clinical 

sciences and general society, an structured approach to interviewing would risk imposing 

the researcher’s framework onto the participant, knowingly or inadvertently influencing 

their linguistic choices, narrative emplotment, and general tone. Whilst the neutrality of 

the interviewing is a clear impossibility, the role of the researcher during a narrative 

interview should be as minimal as ethically and practically possible: the emphasis is 

placed on leaving the interviewee space to express their life-story in detail. By providing 

only the initial question and encouraging the continuation of the story, the interviewer 

refuses to either control or shape the process.  

 

Narrative interviewing can be biographical, focused on the life-story, or episodic, focused 

on an event or episode, following the classification of Murray (2013). The format is 
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usually inspired by the life-story interview of MacAdams (2003) or the biographic 

narrative interview of Rosenthal (2003). According to this dichotomous typology, the 

narrative interviewing of this investigation was episodic, being focused on bereavement 

phenomena, whilst following the narrative biographic guidelines developed primarily by 

Rosenthal (2003) and secondarily by Wengraf (2001), after adaptation to their episodic 

nature. In following this format, the investigation was inspired by the interviewing 

procedure implemented by Hayes (2011) in her doctoral thesis.  

 

During the primary phase, termed the period of main narration, the researcher focuses on 

eliciting the participant’s story, prioritising active listening and note-taking. The resulting 

main narration “is at no time interrupted by questions from the interviewers, but instead 

is only supported by paralinguistic expressions of interest and attentiveness like ‘mhm’ 

or, during narrative interruptions, thought motivating encouragement to continue 

narrating, such as ‘And then what happened?’, through eye contact, and other gestures of 

attention” (Rosenthal, 2003, p.52). The initial question was the following: 

We are interested in the life stories of people who, after losing a loved one, feel 

(or felt) their continued presence via a voice, a vision, or other sensation. Can you 

please tell me your personal experience? All the experiences and the events that 

were important for you. Start wherever you prefer. You have as much time as you 

like. I won’t ask any questions for now. I will just make some notes on the things 

that I would like to ask you more about later; if we haven’t got enough time today, 

perhaps in a second interview. 

 

During the secondary phase, termed the questioning period, the researcher focuses on 

narrative-generating questioning using the information raised in the primary phase. This 

involves questioning around phases, themes and situations within the story, but only in 
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the same order and with the same wording as in the main narration. Sometimes, 

interviewees were interviewed twice, with one session per phase. Sometimes, both phases 

followed one other another within the same session. The procedure for the second session, 

following Hayes (2011, p.47), began with an opening question (“What has happened 

since the last time we met?”) and followed afterward with the usual questioning period. 

 

3.3.3.  Qualitative analysis 

 

  3.3.3.1.  Narrative analysis 

 

Data elicited and co-constructed through narrative interviewing were analysed through 

narrative analysis. In opposition to other established methodologies within qualitative 

analysis, such as thematic analysis (Braun & Clarke, 2006) or interpretative 

phenomenological analysis (Smith, Flowers, & Larkin, 2009), there is no agreed 

procedure for a narrative analysis. Analyses are frequently based on their theoretical 

corpus in a direct way, including sub-types of narrative analyses such as the German 

(Rosenthal, 2003) and British (Wengraf, 2001) branches of biographic narrative research. 

The analytical procedure in this thesis was inspired by analytic stages and devices of the 

procedures of both Crossley (2008) and Hiles and Cermak (2008). The five phases of the 

procedure are described in Table 2. 

 

Table 2 

Five-staged analytic procedure for narrative analysis based on the procedures of both               

Crossley (2008) and Hiles and Cermak (2008) 

1. Holistic-content perspective. Synthesising each interviewee’s story as a 

whole, identifying: (i) the agent of the narrative, (ii) the main event, (iii) the 

helper or mean, (iv) the setting, (v) the purpose, and (vi) the breach or trouble 

between the previous five. 
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2. Holistic-form perspective. Classifying the narrative tone or emplotment of the 

participant’s story using the classical topology of Gergen and Gergen (1986) of 

regressive, progressive and stability narratives. 

3. Categorical-content perspective. Identifying the central themes in the story as 

well as their mutual relationship (e.g. opposition, overlap, superposition). This 

thematic analysis followed the procedure of Braun and Clarke (2006). 

4. Categorical-form perspective. Analysing how the story was re-told, to an 

specific person and in a concrete point in time, focusing especially on (i) the 

participant-researcher interaction and (ii) the interviewee’s linguistic choices. 

5. Building a cohesive story based on the previous four phases, also focusing on 

whether the interviewer’s story could be situated within a wider cultural 

narrative. 

 

After analysing each interview independently, following the five-stage procedure 

depicted in Table 3, a comparative analysis was performed across the dataset to identify 

themes that answered RQ1, RQ2 and RQ3. These differences and similarities were then 

grouped into categories until the point of theoretical saturation was reached. 

 

  3.3.3.2.  Discursively-informed thematic analysis 

 

The practitioner survey and interview data were analysed using thematic analysis, 

following the guidelines of Braun and Clarke (2006). An overview of the analytic 

procedure is shown in Table 3, and further details on the analysis are presented in the 

appendices.  

 

Table 3 

Analytic procedure for thematic analysis developed by Braun and Clarke (2006) 

1. Familiarisation with the data. This phase involves the reading and re-

reading of the data, after transcription has been completed, and the writing 

of initial ideas. 
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2. Generation of initial codes. A systematic coding is applied over the data 

set identifying each interesting feature. 

3. Search for themes. Potential themes are developed collating the codes 

developed in the previous phase. 

4. Revision of themes. The potential themes are checked against the dataset 

and relevant instances. 

5. Refining and naming of themes. Themes are refined and defined. 

6. Production of the report. Before producing the final report, relevant 

instances are selected as vivid and clear examples connected with each 

theme and with the research question. 

 

Both the thematic and the narrative analyses of qualitative data included a micro-level 

analytical phase influenced by discourse and conversation analysis: relevant instances 

and utterances were analysed by contrasting their linguistic features with the interpersonal 

context in which they occurred. The aim of this analytic stage was to shed light on the 

functional or pragmatic aspect of the participant’s language: why is something said at a 

specific point in time, in a concrete way, and what is the positioning of speaker and 

listener. In the case of the narrative analysis, this is an intrinsic part of the method as 

understood by Hiles and Cermak (2008) and Langdridge (2007), which already involes 

both an analysis on the positioning of the speaker in the interaction and the socio-cultural 

context around them. In the case of the thematic analysis of the survey qualitative data, 

this was added as an additional phase after the thematic procedure of Braun and Clarke 

(2006). Although no discursive or conversation analysis is part of the thesis, this influence 

of the discursive psychological literature is also present in some of the premises 

underlying this work: an emphasis on the socio-historical variation of psychological 

distress, and on how meaning-making is relationally-constructed through language, as 

well as the attempt to identify some of these complexities when analysing both text and 

talk. This theoretical and methodological influence arises from discursive work on voice-
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hearing and experiences of presence (Leudar & Thomas, 2000; Hayes & Leudar, 2016), 

but also from discursive critiques on the medicalisation of psychological distress 

(Cromby, Harper, & Reavey, 2013; Goffman, 1961; Parker et al., 1995)  

 

 

3.4.  Disciplinary stance 

 

As a clinical psychologist and psychotherapist, I have written this thesis from a clinically 

applied perspective. This disciplinary placement within clinical psychology translates, in 

practice, into an emphasis on the relevance for the practitioner as the guiding thread of 

the investigation. But also into a grounding of my own framework as a clinician, a 

position influenced by a contextual model of psychological suffering and healing (Frank 

& Frank, 1993; Johnstone & Boyle, 2018; Wampold, 2001, 2007, 2015) and by 

humanistic-existential and contextual-behavioural approaches to psychotherapy (Hayes 

et al., 2016; Rogers, 1951, 1957, 1959, 1961). This idiographic-contextual understanding 

of psychological distress, as opposed to a categorical approach to psychopathology 

grounded on psychiatric nosology, underlies my epistemological and methodological 

stances. 

 

A reflexive difficulty, in connection with this, has been around the resemblance between 

working clinically with an empathic, accepting and congruent attitude (Rogers, 1957) and 

the non-directive attitude of the narrative interviewer (Rosenthal, 2003). The challenge 

was to remain mindful of the diverging objectives of psychotherapy and interviewing 

(alleviating psychological distress, in the former, and obtaining psychological 

information, in the latter), especially when interviewing people who were distressed as a 

result of their experiences, thus refraining from supporting or mirroring the participant’s 
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experience as I would do with a patient during a session. But this potential overlapping 

of roles, whilst a latent risk, was also an advantage, as the techniques required as a 

narrative interviewer are similar to the ones that were promoted during my training, 

especially a compromise in working from the person’s worldview. Moreover, in some 

instances, the participant’s need for acceptance was prioritised over the traditional role of 

the narrative biographic interviewer. The reason for this choice, when needed, was 

primarily ethical, as argued by Hayes (2011, p.50-51) when encountering this difficulty 

in her research on experiences of presence: 

The current study is about heavily stigmatised and sensitive personal experiences, 

and formulations here had an important role in expressing the interviewer’s stance 

on what has been said: for example, evaluative or accepting […] The interviews 

were interviews and certainly not psychotherapy, but careful use of formulations 

may give them some basic features of therapy […] It may be argued from an 

ethical standpoint that highly emotional topics warrant a different kind of 

engagement from the researchers that have ‘opened-up’ this area of someone’s 

life. It is true that informants have volunteered for research and have not been 

pressured to take part, but sometimes what may surface when someone is given 

space to talk about their experiences may surprise (and possibly overwhelm) a 

person. 

 

Despite this positioning within clinical psychology39 and psychotherapy, the influence of 

medical anthropology and cultural psychiatry on my thinking increased exponentially 

whilst writing this thesis. Intellectually, I attribute this to my recognition of the mutual 

 
39 Coming from a country, and a language, where no differentiation is made between psychotherapy and 
counselling, between clinical and counselling psychology, means that this positioning is inclusive of 
counselling psychology as a discipline. Counselling and psychotherapy are used interchangeably in this 
thesis. 
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relevance of psychology and anthropology in understanding human behaviour, following 

the discussion of Fish (2000) and Greenfield (2000), as well as the realisation of how 

ethnocentric and reductionistic practices, within psychology and psychiatry, have tended 

to neglect the influence of culture on psychological wellbeing and suffering. I can trace 

this influence back to the ethnographic richness and interdisciplinary holism of the work 

of Matchett (1972), Nagel (1988), Taylor (1993), Kracke (1988), Gondar-Portasany 

(1989) and Shepard (2002) on experiences of presence, as well as the work of Luhrmann 

(2007, 2011, 2013) on hallucination across cultures, but also to the inspiration I have 

drawn from anthropological theorisation and fieldwork on psychopathology-in-context in 

itself (Calabrese, 2008, 2013; Castillo, 2003; Good, 1997; Kirmayer, 2015; Littlewood, 

1984; Nitcher, 2000). 

 

This interdisciplinary positioning, however, has not been solely intellectual but also 

experiential, connected with my reflexivity whilst practising and researching in two 

countries and two languages. I originally trained as a psychologist in Spain and, after a 

first position in Bolivia and a master’s degree in Holland, I moved to England to pursue 

my doctorate. The beginning of my clinical practice and supervision, therefore, took place 

across an ever-changing cultural landscape. This cultural instability has placed at the 

centre of my awareness, using a figure-ground metaphor, the cultural-linguistic processes 

present when conducting an interview in English as a non-native speaker, when 

attempting to translate a testimony from Spanish to English, or when trying to inter-relate 

and inter-connect psychotherapeutic practices situated in both Britain and Spain.  

 

An example of this intertwinement of cultural environment and psychological experience, 

in the context of the experience, is terminology itself. An inconsistency in the field which 

has triggered some debate, as we have seen, is the differentiation between hallucinatory 
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experiences belonging to bereavement, grief or mourning. “Bereavement”, a word that 

originates from the Anglo-Saxon root “to be robbed of” (Rees, 2001), is now prioritised 

due to the recognition that experiences of presence can take place after the grieving or 

mourning phase has ended. This differentiation, however, is not present in several 

European languages. Bereavement, grief and mourning can all be translated as duelo in 

Spanish, the only word referring to the psychological experiencing of the loss. No word 

is available for the fact of the loss, and luto, a partial synonym of the word, is used to 

refer to the external symbolisation of the loss, culturally associated in Spain with the 

wearing of black clothes as sanctioned by the Roman Catholic Church. Duelo originates 

from the Latin root “to carve wood or stone through cutting” and derives directly from 

dolor (pain). As Marina and López-Penas (2015) highlighted, we can grieve the loss of 

any important object (people, countries, homes, hopes) and every depressive feeling 

(sadness, melancholy, despair, compassion, nostalgia, resignation) can be boiled down to 

grief, both etymologically and psychologically. This convergence, as can be seen, goes 

beyond a terminological bifurcation, and implies a considerable difference in how 

experiences of presence can be described and conceptualised, how the experience of 

bereavement in itself is communicated, and people’s linguistic choices when narrating 

their lived experience. Reflexivity of cultural variation has therefore been a central tenet 

not only of the understanding of experiences of presence across cultures, but also of the 

contextual and interactional features of each qualitative analysis. 

 

 

3.5.  Ethical stance 

 

As previously mentioned in the ethical statement (see p.8), the research contained in this 

doctoral thesis was submitted to the University of Roehampton’s Ethics Committee, 
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under the references PSYCH 18/300 and 18/309, and was approved on the 28th of March 

and the 20th of August of 2018. The ethics application forms, detailing the way that 

ethical features of the research were addressed, can be consulted in Appendix B. Research 

was conducted in concordance with the Code of human research ethics of the British 

Psychological Society (BPS, 2014), the Meta-code of ethics of the European Federation 

of Psychologists’ Associations (EFPA, 2005), and the Code of good research practice 

and research integrity of the University of Roehampton. Central to this commitment were 

the following principles: confidentiality (specifically regarding the analysis and storage 

of data), competence (specifically regarding potential ethical dilemmas), responsibility 

(specifically regarding avoidance of harm in connection to research participation), 

autonomy (specifically regarding respect for the participant’s right to be self-governing) 

and beneficence (specifically regarding commitment to people’s well-being as per the 

aim of the investigation). Regarding informed consent, all participants joined the project 

voluntarily by giving their written consent, as well as their oral consent when being 

interviewed, and all were free to withdraw from the study at any time without giving a 

reason. Regarding anonymity and confidentiality, all identifying features (i.e. any detail 

that could serve to identify the participant, such as places and names) were deleted or 

altered from collected data, and a pseudonym was used for each participant. Hard copies 

of personal data (e.g. the signed consent form) were locked in an external encrypted hard 

drive locked in a secure cabinet. A procedure was in place in case of an adverse event 

occurring, especially during the interviewing phase: presence of suicidal risk, discosure 

of child abuse, or need for referral to appropriate clinical care. 

 

 
 
 



 

 
 

133 

PART 2.  
OUTCOMES 
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The second part of this thesis includes the empirical outcomes resulting from this 

investigation: Chapter 4, in first place, is a report presenting the outcomes of the survey 

on psychotherapy practice with ambivalent-to-distressing experiences of presence in 

bereavement, while Chapter 5 , in second place, is a report presenting the outcomes of the 

narrative analysis of bereaved people’s accounts of their experiences of presence. 

Examples of the analyses underlying these studies, the thematic and narrative analyses of 

both survey and interview data, are presented in Appendices C, D and E.  
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Chapter 4.  

A cross-cultural survey of psychotherapy practice 

with ambivalent-to-distressing experiences of 

presence40 

 

 

This pathfinder study on psychotherapy for ambivalent-to-distressing experiences of 

presence, an online survey complemented by qualitative interviewing, was designed as 

an exploratory bridge across the gap between what is known on the phenomenon, what is 

done in private and public healthcare, and what the existing empirical and theoretical 

literatures recommend. The study followed a mixed-method design, as was previously 

discussed, integrating both descriptive statistical analysis (of the closed responses to the 

survey) and discursively-informed thematic analysis (of the open-ended responses and 

the interview data), aimed at theory generation on psychotherapy practice with 

ambivalent-to-distressing experiences of presence. This was conducted following the 

tradition of Henwood and Pidgeon (1992).  

 

No claims to representativeness or generalisability were sought for the survey: a 

maximum variance sampling strategy was chosen for recruitment instead, hoping to 

 
40 This chapter was published as a paper, after the inclusion of some changes, in the journal Psychology 
and Psychotherapy: Theory, Research and Practice (Sabucedo, Evans, Gaitanidis & Hayes, 2020). The 
paper can be consulted in Appendix G. If referencing this work, please refer to the paper. I declare that this 
is my own work, and that the shared authorship with my supervisory team (Prof Chris Evans, Dr Anastasios 
Gaitanidis and Dr Jacqueline Hayes) indicates their contribution to the paper in the form of supervisory 
feedback and mentorship. 
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maximise the chances of obtaining the greatest diversity of practice and theories within 

the time resources that were available. Maximal coverage was sought regarding 

profession (psychologist, psychotherapist, medical psychotherapist, counsellor) and 

approach (psychoanalytic-psychodynamic, humanistic-existential, cognitive-

behavioural, family-systemic, integrative-eclectic). Variance was also sought regarding 

culture: responses were collected in both the United Kingdom and Spain in order to obtain 

cross-cultural data in an area of research that, so far, has mostly relied on North American 

and British data. 

 

Although recruitment was exclusively conducted through British and Spanish networks, 

some responses may have been submitted from different countries (e.g. a clinician 

registered in Spain or the United Kingdom but practising in a third country). The link to 

the survey was sent via (i) professional associations or organisations, (ii) the network of 

my research centre, in the United Kingdom, and of the research team involved in the 

study, and (iii) open professional databases. The professional associations and 

organisations (or sub-sections within them) included the Spanish Psychological 

Association (Colegio Oficial de Psicólogos, COP), in Spain, and the Medical 

Psychotherapy Faculty of the Royal College of Psychiatrists (RCPsych), the Society for 

Interpersonal Theory and Research (SITAR), the Society for Exploration of 

Psychotherapy Integration (SEPI), the Critical Psychiatry Network (CPN) and the 

Association for Family Therapy and Systemic Practice (AFT), in the United Kingdom. 

All other major psychology and therapy associations and organisations (e.g. UKCP, 

BACP) were contacted, in both countries, but declined to participate. 

 

The survey opened on the 22nd of October of 2018 and closed the 17th of March of 2019. 

Exactly 100 clinicians entered the online survey by the closure date, of whom 70 
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completed their response and 4 were further interviewed. 49% answered the survey in 

English and 51% did so in Spanish. The inclusion criteria were to be a qualified mental 

health therapist, practising or retired, independently of whether they had seen a patient 

with ambivalent-to-distressing experiences of presence in therapy or not. The reason for 

this latter criterion was an interest in the various perspectives within our profession, rather 

than exclusively the view of those with significant expertise with ambivalent-to-

distressing experiences of presence. The clinicians’ post-qualification experience ranged 

from 1 to 49 years, with a mean of 14.70 (SD = 10.94). The sample’s demographic 

information, professional background and route of recruitment is summarised in Table 4. 

 

Table 4 
Demographic and professional information 
  Percentage (N = 70) 
Professional  
training 

Psychologist 
     Clinical psychologist 
     Counselling psychologist 
Psychotherapist or psychoanalyst 
     Medical psychotherapist 
Counsellor 
Other 
Undeclared 

40% 
     6% 
     1% 
31% 
     6% 
7% 
4% 
18% 

Theoretical 
approach 

Integrative or eclectic 
Humanistic or existential 
Cognitive or behavioural 
Psychoanalytic or psychodynamic 
Systemic 
Other 
Undeclared 

29% 
19% 
17% 
10% 
6% 
1% 
19% 

Sector of 
practice 

Private practice 
Charity 
Public healthcare 
Private clinic or centre 
Other 
Undeclared 

49% 
9% 
6% 
3% 
16% 
19% 

Route of 
recruitment 

Association or organisation 
Research network 
Open professional database 

60% 
23% 
17% 

Age group 25-34 
35-44 
45-54 
55-64 
65-74 
Undeclared 

10% 
30% 
11% 
24% 
6% 
19% 

Gender Female 
Male 
Undeclared 

53% 
27% 
20% 
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Religion Religious 
     Christian 
     Buddhist 
     Other religion 
Non-religious 
     Agnostic 
     Atheist 
Undeclared 

33% 
     27% 
     3% 
     3% 
40% 
23% 
17% 
27% 

 

 

Only the participants recruited through English language networks were asked about their 

ethnicity, of whom 16 identified as White British, 6 as White European, 1 as White 

American and 9 preferred not to say. This is the case because in opposition to the United 

Kingdom, where ethnicity categorisation is ubiquitous in obtaining demographic 

information, ethnicity is not included in the Spanish state census (Estévez-Fernández, 

2015). Thus, in connection with that, no consensus is present on what ethnic categories 

should be. 

 

The online survey consisted of 16 closed and open-ended questions. The first section 

included five drop-down menus focused on: (1) how many clients or patients with 

ambivalent-to-distressing experiences of presence the clinicians had seen in their career, 

(2) the frequency of such type of case in their clinical work, (3) how they intervened in 

those cases, (4) their level of confidence when doing so, and (5) the factors influencing 

their clinical decision-making, together with three open-answer boxes focused on (6) their 

professional opinion (based on their clinical experience), (7) whether they had seen clients 

or patients worried about other people’s response to their ambivalent-to-distressing 

experiences of presence, and (8) a prompt for further information about how ambivalent-

to-distressing experiences of presence are addressed in therapy. The second section 

included 8 items on professional training, theoretical approach, sector of practise, clinical 

experience, age, gender, ethnicity and religion. Those who were open to be further 

interviewed, via video-conference, were able to indicate so at the end of the survey. 
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Four respondents, two based in the United Kingdom and two based in Spain, were further 

interviewed using video-conferencing software and an in-depth semi-structured protocol, 

as was previously discussed. The interview was focused on the issues addressed during 

the survey, following the same order and wording than the survey’s design, and giving 

the clinician the space to describe their perspective in detail. Each interview was recorded 

and transcribed verbatim, with all identifying features removed from the transcript and a 

pseudonym used instead of their name, and their duration ranged from 26 to 65 minutes. 

 

Data from the survey were cleaned using Microsoft Excel and analysed quantitatively 

using SPSS-25, and a descriptive statistical analysis was calculated for each item. A 

thematic analysis, following the six-stage procedure of Braun and Clarke (2006), was 

used to analyse the open responses in the survey (n = 54) (see sub-section 3.3.3.2 for more 

information). An inductive coding at the latent level was applied following the key 

research question (RQ2: “What is being done in clinical practice with ambivalent-to-

distressing experiences of presence?”). The thematic analysis was discursively-informed 

in order to capture the linguistic choices of our sample, the resources these related to and 

the complexities they reveal. The survey database was analysed as a whole, and each 

interview transcript was analysed independently as a follow-up case study: these analyses 

are presented as such in order to further conceptualise the outcomes of the analysis. 

Responses were analysed in their original language, whether English or Spanish, and 

relevant quotes were translated into English for the purpose of this report. These three 

analyses (of the survey’s open responses, of the survey’s quantitative responses, and of 

the interview data) were compared as a method of triangulation41. 

 
41 The triangulation implemented between the qualitative and qualitative analyses, in concordance with the 
epistemological grounding of the thesis, was aimed at obtaining an understanding that can be relevant for 
clinical practice rather than an objetive theory (see Madill, Jordan, & Shirley, 2000, and Mathison, 1988). 
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4.1.  Analysis 

 

4.1.1.  Quantitative analysis of the survey’s responses 

 

Twenty-four of the clinicians responding had never seen a patient with ambivalent-to-

distressing experiences of presence, with five therapists having seen twenty or more, and 

a maximum seen of 200. The median number seen was 1.5. For those who stated having 

clinical experience of ambivalent-to-distressing experiences of presence, most reported 

that they would encounter a patient with the phenomenon in their work once a year (15) 

or every few years (21). 

 

Asked about their intervention with ambivalent-to-distressing experiences of presence, 

those with clinical experience with the phenomenon marked each option offered in the 

following way: 32 did psychotherapy for bereavement, 19 reassured the patient (i.e. that 

there was no reason for concern), 7 did psychotherapy for trauma, 4 referred to psychiatry 

(i.e. considering the case too severe for psychological intervention) and 2 did 

psychotherapy for psychosis.  Four therapists also marked “other”, and the interventions 

added included EDMR, palliative care and therapy as usual. Several clinicians marked 

more than one option, especially those with a higher number of people with ambivalent-

to-distressing experiences of presence seen, indicating that the latter group might use 

different interventions with different patients. The participants’ confidence when 

practising with ambivalent-to-distressing experiences of presence was medium-to-high, a 

mean of 7.2 in a 10-point scale (SD = 1.94), though there was a markedly spread 

distribution of confidence with 13 declaring a low level of confidence (5 or lower) and 

16 rating their confidence at 9 or 10.  
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Prompted in the survey about factors they considered relevant when working with patients 

with ambivalent-to-distressing experiences of presence, the main factor for the 

participants was the severity of the presentation (43), followed by the ethnicity or religion 

of the patient (28), what the clinician felt comfortable treating (27), the similarity of the 

experience with a psychotic breakdown (20), whether the condition “belonged to 

psychotherapy” (14) or no option available (6).  

 

4.1.2.  Qualitative analysis of the survey’s responses 

 

Six themes were identified in the thematic analysis of data from the 54 participants who 

gave free text responses to the survey. Fourty-three of them had experience with 

ambivalent-to-distressing experiences of presence and 11 did not, although the latter 

mainly drew from cases of welcome experiences of presence they had seen. Two themes 

described how psychotherapy was, or should be, conducted with ambivalent-to-

distressing experiences of presence: “A normalising and exploratory psychotherapy” or 

“A grief stages psychotherapy”. Another three described the causality of ambivalent-to-

distressing experiences of presence according to them “Distress caused by unfinished 

business with the deceased”, “Distress caused by underlying mental health issues”, and 

“Distress caused by a societal taboo or stigma”. A sixth theme, “Socio-cultural 

proscription or prescription”, described the presence or absence of this taboo or stigma 

around experiences of presence across cultures. These six themes and their respective 

frequencies are depicted in Figure 3. Five themes have been grouped into two categories 

for the sake of clarity (“Treated through” and “Distress caused by”). Each of the six 

themes, exemplified with illustrative quotes, is described below. 
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Figure 3. A depiction of the six themes and sub-themes, and their respective frequency in the dataset, 

identified through the thematic analysis of the survey data. The frequency indicates the percentage of open-

ended responses (n = 54) with a code included in that theme. 

 

Sources of distress and ambivalence 

 

(1) Distress caused by unfinished business with the deceased 

Some clinicians stated that distressing experiences can be due to unfinished business, or 

unresolved issues (guilt, resentment, regret, fear, anger), in the relationship with the 

deceased. This theme was present in 17 responses (31%).  

 

“Unwelcome experiences may be connected to unresolved issues in 

the relationship or the death itself” 

 

“The possible unfinished business (maybe resentment for something, 

or the need to apologise or express something)” 

 

Experiences of presence can be seen, following this hypothesis, as a relational 

phenomenon, with their valence depending on the relationship with the deceased and the 

circumstances before, during and after their death. Two respondents considered them a 
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sign of ambivalence in the relationship with the departed, while another two connected 

the suffering with a psychological dependence on the person who died. An unsatisfied 

need to say goodbye to the deceased person was noted in two responses. One clinician 

referred to frightening experiences in children “who fear that the person has come back 

to haunt them, or hurt them, because they have done something wrong”. 

 

(2) Distress caused by pre-existing (mainly psychotic) mental health issues 

Distressing experiences were also presented as connected to underlying mental health 

issues, where psychological suffering pre-dating the loss is carried over in the experience 

of presence. This theme appeared in 12 responses (22%). These difficulties are mainly 

attributed by the respondents to psychosis, whether they are seen as a risk of progressing 

toward psychosis or as resulting from a pre-existing psychotic disorder. They were, 

however, also attributed to non-psychotic difficulties, such as psychological trauma, 

substance abuse or attachment style. Some presented them as psychotic or quasi-

psychotic: suggesting, for example, the need for a differential diagnosis with delusion and 

psychosis when very distressing, or that a psychiatric referral may be needed in some 

cases. The rationale supporting this classification was varied, from a socio-relational 

perspective to a neurological approach. 

 

“Have seen one or two cases where the patient has moved from 

distressed bereaved to comfortable psychosis, and the distress is 

then in relatives/carers” 

 

“[These experiences are] mainly seen in traumatic losses: in order 

to integrate the trauma the brain generates stimuli of denial and 

deceipt. Sometimes dissociation can take place alongside 

hallucinatory symptoms.” 

 



 

 
 

144 

Two responses, however, decried seeing ambivalent-to-distressing experiences of 

presence assessed and medicated as psychotic breakdown. 

 

(3) Distress caused by a societal taboo or stigma 

Some experiences of the deceased are not unwelcome per se, but become so when being 

perceived as such by somebody else. The distress is thus mediated by another person’s 

reaction, usually somebody within the social circle of the bereaved person, and by the 

impact that this has on their relationship.  

 

In my experience the unwelcome component is often related to the 

sense others make of the patient's difficulties and the impact of 

this on their relationships rather than the 'symptoms' 

 

This theme was present in 26 responses (48%), although a further 14 respondents (26%) 

reported, when prompted in an open-response box (see above for question 7), not having 

seen such socially-mediated experience. Clinicians frequently saw patients with 

ambivalent-to-distressing experiences of presence as worried about being “mad” or about 

being seen as “mad” by somebody else. They can be reluctant, as a result of that, to tell 

anybody about their experiences of presence, whether in their daily life or to their 

therapist.  

 

In a couple of cases, the experience was disturbing for the 

associations of being ‘mad’ 

 

If telling somebody else about their ambivalent-to-distressing experiences of presence, 

therapists stated that their patients faced (or feared to face) ridicule or shame, being told 

they should forget these experiences, have their distress minimised, or even being told 

not to have them at all. This can result in alienation. 
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They have had experienced marginalisation. For example, ‘you 

should be over it by now’, ‘people think I'm crazy’, ‘people say 

I should move on’ 

 

(4) Socio-cultural prescription or proscription 

Experiences of presence are seen as varying across, or being dependent on, the patient’s 

worldview: their social, cultural and religious environment. This was mentioned in 9 

responses (17%). Some stated that they are seen as normal or positive in “other” cultures, 

especially in the presence of a religious or spiritual worldview.  

 

“It is dependent, as well, of the patient’s worldview, if they 

believe in an afterlife or not.” 

 

“I believe they are natural in bereavement, especially in some 

cultures and ideologies.” 

 

Some mentioned a proscription in the surveyed cultures around experiences of presence, 

in the form of an internalised socio-cultural discourse driven by fear, concern and 

uneasiness. Two respondents mentioned them as counter-cultural, and under-researched, 

in psychotherapy as a field. 

 

Many British people who have these experiences are conscious that 

they may seem to be mad, either to family and friends or to 

professionals. 
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Psychotherapies for ambivalent-to-distressing experiences of presence 

 

These themes relate to the resources respondents drew upon in their work. The two main 

perspectives describing a psychotherapy for ambivalent-to-distressing experiences of 

presence were not mutually-exclusive in the survey’s responses, as some clinicians 

moved from one to the other from answer to answer. Nevertheless a reference to a sole 

perspective, sometimes with a critique to other approach or system, was present in some 

responses as well. 

 

(5) A normalising and exploratory psychotherapy 

This theme, present in 22 responses (41%), describes a way to practise with ambivalent-

to-distressing experiences of presence by normalising and accepting them, while 

exploring meaning, from the ground of a supportive relationship. The first sub-theme, 

“Normalising”, describes how when the clinician approaches experiences of presence as 

a natural part of bereavement, reassuring the patient that they are not “mad” or “insane”, 

fear is alleviated: 

 

Most of my patients' experiences are positive and comforting 

once you have reassured them it is common and normal and they're 

not going mad. 

 

The second sub-theme, “Accepting”, describes how when the clinician listens with 

respect, accepting the patient’s experience from their own framework, they “open up”: 

 

The person hides it, out of fear of being considered mad, and 

‘opens up’ only to somebody (therapist or not) who they think 

won’t judge them like that. 
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The third sub-theme, “Supporting”, describes how acceptance and normalisation are only 

possible from a protective and supportive relationship between therapist and patient. 

 

When the therapeutic relationship is good enough, the patient 

feels supported and protected, and with the confidence needed 

to be able to live the experiences that they need to live. 

 

The fourth sub-theme, “Exploring”, describes a focus of the intervention on the meaning 

of the ambivalent-to-distressing experiences of presence.  This exploration included (i) 

the relationship with the deceased, (ii) unfinished business with the person who died, (iii) 

religious or existential belief, and (iv) the experience in the here-and-now. As part of this 

exploration, some experiential and emotional-processing techniques (such as the empty-

chair technique or EMDR) were mentioned by some participants. 

 

(6) A grief stages psychotherapy 

This theme, present in 12 responses (22%), describes a way to practise with ambivalent-

to-distressing experiences of presence which would fit the Kübler-Ross (1990) model of 

stages of grief. Unwelcome experiences, from this perspective, can indicate a denial of 

the reality of the loss, and the underlying emotion (rage, fear, sadness) must be expressed 

so the “hallucination” will disappear and the person can let go of the deceased and move 

on. Two responses, moreover, connected them with complicated or “frozen” grief.  

 

“It must be treated with psychotherapy to elaborate all the grief 

stages to be able to say good-bye to their loved one” 
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“We should orient the patient toward understanding and accepting 

these experiences, so they can “let go” their loved one 

emotionally” 

 

Other perspectives 

Besides these two approaches, prevalent across the data, other perspectives were present 

in the text-responses to a much lesser extent. Some (9%) highlighted the importance of 

the “unknown” in the therapeutic encounter, embracing uncertainty and accepting that 

“there are some things that we cannot explain” or that “there is more to this world that we 

can know”. Some (9%) approached ambivalent-to-distressing experiences of presence 

from a functional analytic perspective, asking for the purpose or function of the 

behaviour, and outlining a behavioural or cognitive intervention for it (“the habituation 

that would allow the extinction of the defensive responses”). Other minority perspectives 

in the data were: unwelcome experiences as ego-fragmentation; as a coping mechanism 

to confront the pain of the loss; as a neuro-vegetative reaction; and as something to be 

approached from an anti-dualistic or ecological stance. 

 

4.1.3.  Qualitative analysis of the interview data 

 

Each interview is presented independently as a case study, as was previously discussed, 

in order to further conceptualise the outcomes of the analysis of the survey data. The 

themes identified in each interview transcript are described after introducing the 

demographic information of the clinician, listed under a pseudonym in every case. 

Themes identified in the open responses to the survey, and identified again in the 

interview data, are highlighted and constrasted. 
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Interview with Maria 

Maria is a Spanish psychologist and psychotherapist, with a systemic approach, 

specialised in perinatal psychology. She practises privately in a city in northern Spain. 

Maria has seen three cases of ambivalent-to-distressing experiences of presence: all of 

them of women who, after a perinatal or gestational loss during their pregnancy, 

continued to feel the presence of their babies within them. This type of proprioceptive 

experience of presence has never been reported in the literature before, to the best of my 

knowledge. She described the fear that surrounded these experiences (“There was a fear 

to narrate what happened”, 197), matching the theme on “Distress caused by a societal 

taboo or stigma”, but also presented them as “An ambivalent goodbye”: their experiences 

were for them an encounter which, frequently, was both distressing and enriching at the 

same time. 

 

It was something almost moving. Distressing and moving at the same 

time […] She felt, as a kind of encounter with her baby.           

(Maria, 62-67) 

 

Maria’s description of her intervention matched another existing theme, “A normalising 

and exploratory psychotherapy”, but she highlighted during the interview the importance 

she places on an emotional processing achieved through focusing, body-oriented and 

hypnosis techniques. The ambivalent-to-distressing experiences of presence is re-

experienced in session, in the here-and-now, and processed and integrated with the 

support of the therapist: 

 

In bereavement you have to, you have to stay with the pain so you 

can continue. So this is like, like those instances when they can 

stay with what is happening to them. As they are supported by me, 
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as long as needed, until that is transformed into something else 

(Maria, 127-131) 

 

A last theme, “Organismic blockage”, describes Maria’s perspective on her patient’s 

experiences, which she sees as emerging from a psychological and neurological state of 

disintegration, paralysation and shock: 

 

The body feels things that (pause) as if it hadn’t, as if the whole 

body couldn’t realise what they have lost 

(Maria, 172-174) 

 

Interview with Brian 

Brian is a British counsellor with a person-centred approach. He is the clinical lead of a 

charity in the United Kingdom, after having practised and taught in several universities, 

and has been practising for three decades. Brian has seen over 50 cases of ambivalent-to-

distressing experiences of presence, and continues to do so on a monthly basis. He 

highlighted, when describing these experiences, a societal taboo not only in general 

society but also in the counselling world: 

 

We would (we would) talk with our (our our) students about being 

aware of presence or the sense of someone else in someone’s (pause) 

and not mocking that. Or not jumping to a judgement that that means 

that they’re mad or need psychiatric care or (or) that they’re 

just talking rubbish.  

(Brian, 774-779) 
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Brian also mentioned how these experiences where frequently seen as a re-encounter by 

the client, but established a dichotomy between a final good-bye, on one hand, and a final 

re-encounter, when the presence asked the bereaved to join them in death:  

 

And, speak of a sense of that person still being very present and, 

saying things to them, or passing on messages to them, things like 

(em): ‘no, you stay, you stay, don’t come with me, don’t come and 

join me. You stay, stay in, I want to see you enjoying yourself’. 

And then, they also get messages saying things like: ‘I really 

miss you, I’d really like you to come and join me’.  

(Brian, 176-182) 

 

He described these presences as a continued and evolving relationship, in which the 

connection with the deceased continues changing and reacting after their death. This 

perceived autonomy is present when the presence behaves according to changes in the 

world, but also when the presence behaves in opposition to the bereaved’s expectation. 

An example of this is the case of a young man, a refugee in the United Kingdom, who 

lost his brother after both were tortured by the army in his country, and the circumstances 

around his desire for revenge: 

 

And then he heard that the man [the torturer] had been killed by 

someone else. And he was really angry, he wasn’t pleased. That the 

guy was really angry that he didn’t get the chance to. He missed 

the opportunity. So I wanted to know what had that done to his 

brother and the presence and the sense of what was his brother now 

saying in that sense. (Um) and his brother (surprise) his brother 

was sort of also disappointed too (surprise). That (uh) he’d not 

had the chance to get him back. (Um) and that was quite amusing in 
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a way, they both were sort of united in this sort of disappointment 

at not having had the chance to.  

(Brian, 330-340) 

 

Despite the strong intensity of the distress involved in some unwelcome experiences of 

presence, Brian highlighted the ambivalent valence of some: mixed experiences involving 

both suffering and reassurance.  

 

I suspect it’s distressing in that (pause) she feels (pause) 

confused by the call to die (pause) but there’s something really 

reassuring in still being in contact with the daughter 

(Brian, 32-34) 

 

Brian suggested that, in a few of his cases, the person was progressing toward psychosis 

and the contact-impairment42 impeded the use of counselling. In those cases, where (1) 

the symptomatology was on top of previous issues, (2) it resembled a psychotic 

breakdown (e.g. the coexistence of several voices with severe delusion) and (3) there was 

a risk to the client, a psychiatric referral was needed in his opinion: 

 

There wasn’t a sense that I could have a large, relatively rational 

discussion with those people about the rest of their lives. That 

was taking over. (Um) (pause) (um) Yeah that was very much taking 

over, I think that (that) was where it became psychiatry, 

definitely […] The difficulty sometimes is that we can be working 

with people who are at a level of risk to themselves which can be 

quite traumatic  

 
42 The concept of contact-impairment is a development, within the person-centred approach, emerging for 
the first of the six Rogerian “necessary and sufficient” conditions for therapeutic change: psychological 
contact. Rogers (1957, 1967) hypothesised that the absence of psychological contact, between clinician and 
patient, impeded psychotherapy to be effective. See the sub-section 2.4.2. on humanistic and existential 
psychotherapies for more information. 
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(Brian, 351-364) 

 

Interview with Juan 

Juan is a Spanish medical psychotherapist (i.e. a medical doctor specialised in 

psychotherapy) with a humanistic, albeit integrative, approach. He is the director of a 

clinical and training centre and has been practising for over three decades. He can clearly 

remember two cases of ambivalent-to-distressing experiences, but believes to have seen 

more during his career. He also described, as Maria, the fear around these experiences, 

but placing emphasis on the patient’s fearfulness for their own reaction: 

 

She felt the person close by, even in physical contact, but she 

didn’t dare to open her eyes. Because, she left it there, right? 

As if she didn’t want to be in the position of doubting herself 

(Juan, 95-97)  

 

As Maria did, Juan saw these experiences as enabling a good-bye that could not take place 

before the loss. Juan’s description of his intervention was also consistent with the idea of 

“A normalising and exploratory psychotherapy”, but he insisted that the valence of the 

experience is mediated by the therapist’s reaction. He suggested that accepting and 

normalising support may be enough to alleviate distress. 

 

A last theme, “The dangers of the medical model”, describes his criticism of other 

approaches to this experience. Medicating, diagnosing and judging them as psychosis, 

which he sees as frequent, makes ambivalent-to-distressing experiences of presence 

chronic in his opinion: 
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I think that (pause) there is a judgment (pause) and that 

diagnosing and labelling is done wrongly. Because, as the handbook 

says, or the university says, that if a patient is not in contact 

with reality then that is psychosis, and then we have to medicate, 

then (pause) we already chronified it  

(Juan, 230-234) 

 

Interview with Bella 

Bella is a counsellor with a psychodynamic approach. She practises in the charity sector 

in the United Kingdom, being originally from southern Europe, and she is specialised in 

bereavement counselling. Bella has seen two cases of ambivalent-to-distressing 

experiences of presence. She contrasted welcome felt presences, which are commonly 

seen in her service, with frightening ones involving a sensory modality (e.g. a voice), who 

are not often seen. What is particular of unwelcome experiences, in her view, is that they 

are usually unshared and they have underlying psychological difficulties. The experiencer 

does not feel able to tell their social circle, and pre-existing unresolved issues (e.g. 

anxiety, anger, regret) which are either psychological or relational, are carried over the 

experience. 

 

They hadn’t told their families. They wondered if they were going 

crazy. Especially when they are afraid. You know, they are afraid 

of the reaction of the people around them  

(Bella, 66-68) 

 

She presented this fear, nevertheless, within a wider fear in society of death in itself. The 

social isolation, lack of normalisation and individualistic coping around bereavement 

makes these experiences more traumatic than they need to be: 
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Because we don’t talk about those who have died. And we don’t talk 

about what we sense after they’re gone.  

(Bella, 75-76) 

 

Another theme was the influence of her own losses in her work as a counsellor. She 

experienced, after a traumatic bereavement, the frightening presence of the mother she 

lost. The realisation of the long time she needed to able to verbalise what happened 

increased her openness and acceptance toward this phenomenon. She drew on this when 

defending an approach to ambivalent-to-distressing experiences of presence along the 

lines of “A normalising and accepting psychotherapy”. 

 

I actually felt a presence myself. And I was frightened. And 

(pause) and I basically said: “Mum, I am too scared”. And I never 

felt that presence again. I felt it for a few nights. So I think, 

having experienced something myself, maybe I was more open? […] I 

didn’t talk about feeling my mum’s presence for a long time. You 

know, it was quite a traumatic (pause) death. You know, it took a 

long, long time for me to be able to verbalise that. 

(Bella, 174-285) 

 

 

4.2.  Conclusion 

 

This conclusion first analyses the sample’s working theories on sources of distress, when 

experiences of presence cause psychological suffering, before examining their  

perspectives on how psychotherapy should be conducted with them. In each case, this 

practice-based theory is contrasted with the existing literature.  
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4.2.1.  Sources of distress and ambivalence 

 

  4.2.1.1.  Unfinished business with the deceased 

 

Thirty-two therapists framed their intervention as grief therapy or counselling, a 

framework probably connected with a perceived connection (noted in 31% of the open-

ended responses) between unfinished business with the deceased, on the one hand, and 

experiences of presence causing distress, on the other. This assumption is in concordance 

with literature (Hayes & Leudar, 2016; Hayes & Steffen, 2017), in which anger (Matchett, 

1972), abandonment (Aguilar & Wood, 1974) and guilt (Baethge, 2002) were frequently 

connected to ambivalent-to-distressing experiences of presence. The clinician should be 

aware of this possibility: focusing of the departed-bereaved relationship, along existing 

guidelines on working with relational meaning (Hayes & Steffen, 2017), and referring to 

the literature on a continuing bond with the deceased (Klass & Steffen, 2017).  

 

  4.2.1.2.  Pre-existing mental health issues 

 

The intervention was framed by 7 clinicians as psychotherapy for trauma, and several 

open-ended responses described cases where a trauma pre-dating the loss, or a traumatic 

bereavement, seemed to underlie the ambivalent-to-distressing experience of presence. 

Considering the correlation between traumatic death and experiences of presence reported 

by Field and Filanosky (2010), and the relationship between psychological trauma and 

voice-hearing (Luhrmann et al., 2019; Read, Agar, Argyle, & Aderhold, 2003; Read, van 

Os, Morrison, & Ross, 2005), the exploration of traumatic difficulties is clearly warranted 

when working with unwelcome experiences. Theories on self-fragmentation as a defence 

mechanism against psychotrauma (Perona-Garcelán, Pérez-Álvarez, García-Montes, & 
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Cangas, 2015) are a relevant resource here. The clinician, however, should not 

automatically interpret the unwelcome experiences as a post-traumatic flashback, or mere 

replay, of the traumatic event. Some of the responses (e.g. see the interview with Brian 

in Chapter 4) described experiences of presence responding and changing according to 

the circumstances surrounding the bereaved person, a finding also reported by Hayes and 

Leudar (2016).  

 

The severity of the presentation or of the manifestation was the main factor when deciding 

how to intervene for the sample, and 4 therapists referred a patient to psychiatry (on at 

least one occasion) considering the distress or impairment to be too severe for therapy. 

The case of a bereaved person moving from ambivalent-to-distressing experiences of 

presence to a psychotic breakdown has so far been documented only anecdotally in the 

literature by Baethge (2002) and Shimizu et al. (2017). Some of the responses, however, 

described cases where, due to distressing and impairing experiences leading to delusional 

thinking or risk of harm, the patient was not responsive to psychotherapy. Despite this 

being a possibility with extreme experiences, the risk of misdiagnosis or pathologisation 

should not be minimised. The confusion of experiences of presence (whether comforting 

or distressing) with psychotic symptomatology is a distinct and dangerous possibility for 

the clinician unaware of the literature on the phenomenon, especially for those 

experiences happening in the auditory modality.  

 

  4.2.1.3.  Societal taboo or stigma 

 

The most frequent source of distress underneath ambivalent-to-distressing experiences of 

presence, as noted by the clinicians, was a societal taboo or stigma. This fear surrounding 

experiences of presence, whether an uneasiness toward oneself, toward one’s social 
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circle, or toward the therapist’s response, replicates what Rees (1971) reported in his 

foundational report five decades ago. The importance of reassurance and normalisation 

has been paramount in literature on the phenomenon since his finding (Hayes & Steffen, 

2017; Steffen & Coyle, 2012), and 19 therapists reported to having done so in clinical 

practice in at least one occasion. Experiences occurring once (or a few times) after a 

bereavement are not rare, moreover, and the clinician’s acceptance can be instrumental 

in addressing any remaining fear or concern (see Sluzki, 2008, for a clinical example). 

 

This data indicates that, in addition to the content of experiences of presence influencing 

their valence, the importance of the interpersonal environment surrounding the bereaved 

person (community, society and culture) should not be sidelined. This influence of 

context is further supported by the anthropological evidence on how experiences of 

presence vary across cultures, as well as by psychological research focused on the family 

and community level (Doran & Downing-Hansen, 2006; Hayes & Leudar, 2016; Steffen 

& Coyle, 2017). This is not to say that ambivalent-to-distressing experiences of presence 

are solely due to social proscription, but rather that how they are evaluated by the 

bereaved person’s social circle, and cultural environment, must be taken into account in 

order to capture their complexity. This is in concordance with what has been proposed by 

dialogical self theory, as formulated by Hermans (2001), which has been previously 

applied to experiences of presence by Austad (2014), and to voice-hearing by Perona-

Garcelán et al. (2015).  

 

4.2.2.  Co-existing clinical discourses 

 

The sample made use of several discourses when making sense of experiences of 

presence. Most belonged to psychotherapeutic approaches, to psychological or neuro-
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psychological theories, or to psychiatric nosology, using the specialised language that 

Peräkylä and Vehvilfinen (2003) have termed “a professional stock of institutional 

knowledge”. Some also made use of non-specialised discourses belonging to general 

society, usually in the form of a spiritual-religious perspective.  

 

The majority of the responses, however, referred to two discourses situated within the 

area of bereavement studies. Klass and Steffen (2017) have described how the field, 

during the last two decades, has undergone a shift from a “breaking bonds hypothesis” to 

a “continuing bonds hypothesis”. Relinquishing the assumption that the bereaved must 

“let go” the deceased and “move on”, based on psychoanalytic notion of grief work, and 

acknowledging that a continuing bond with the deceased can be healthy and beneficial. 

The perspectives corresponding to these theories, nevertheless, co-exist in this data on 

clinical practice with ambivalent-to-distressing experiences of presence. The fact that 

both themes were frequently coded in the same respondent, and even response, can be 

seen in theory as an inconsistency with that professional stock, but could also indicate 

that both are being used in a complementary way by the clinician practising in situ. This 

latter interpretation of this finding would resonate with the ideas of Russac, Steighner and 

Canto (2002) and Stroebe and Schut (2005), who argued for the need to integrate these 

two hypotheses.  

 

Existing theories on grief stages or phases, however, have been widely and increasingly 

criticised during the last decade, based on the empirical evidence contradicting the idea 

that grief does fit these sequences (Stroebe, Schut & Boerner, 2017). Interestingly, 83% 

of the responses noting the grief stages perspective came from the Spanish-speaking 

sample. This may reflect that the continuing bonds literature has not yet been translated 
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into Spanish, while the work of Kübler-Ross (1990) is widely cited in Spanish-speaking 

psychology.  
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Chapter 5.  

Identifying sources of distress and ambivalence in 

participant narratives on experiences of presence43 

 

 

 

This narrative inquiry, complementing what was previously presented on sources of 

ambivalence and distress, focuses on the way that the experiencer narrates their lived-

experience, and how these stories are told and re-told. Narrative interviewing and analysis 

were conducted focused on the sources of distress (RQ1) or comfort, regardless of 

whether they were seen as welcome or unwelcome by the perceiver, as well as the way 

that they were situated within wider socio-cultural narratives (RQ2).  

 

Recruitment was primarily conducted through psychotherapy centres, both university 

research centres and private clinical practices, located in Spain and England. The 

recruitment poster was included in their waiting room or shared through their mailing list 

(or social media). In addition, an advertisement was published in both a British and a 

Spanish local newspaper. This dual sampling strategy was aimed to recruit people with 

unwelcome experiences, perhaps more prone to participate if recruited through a mental 

 
43 This chapter has been submitted as a paper, after the introduction of some changes, that is currently in 
review (Sabucedo, Hayes, & Evans, 2020). If referencing this work, please refer to the paper. I declare that 
this is my own work, and that the shared authorship with my supervisory team (Dr Jacqueline Hayes and 
Prof Chris Evans) indicates their contribution to the paper in the form of supervisory feedback and 
mentorship. 
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health centre, and people with welcome ones, who could also see the advertisement in 

local media. A secondary aim, moreover, was to recruit a varied sample regarding country 

of residence and other socio-demographic variables. 

 

Inclusion criteria were being over 18, to have suffered a bereavement not less than a three-

month period before the interview, and to experience (or had experienced) the continued 

presence of the person they lost via a sensory perception or a felt presence. Ten people, 

four based in England and six based in Spain, chose to participate in the project. Nine 

identified as female and one as male. Ages ranged from 25 to 92, which seven 

interviewees being middle-aged (50-70). From the people recruited in the United 

Kingdom, two identified as British, one as Bulgarian, and one as Franco-American. All 

of those recruited in Spain identified as Spanish. Regarding their profession, two were 

retired, two worked in an administrative role, three belonged to the psychology or 

psychotherapy profession, one worked as a cleaner, one as a teacher and one as was 

unemployed. Their educational level varied from school diploma to master’s degree.  

 

The interviewing procedure followed the biographical narrative guidelines developed by 

Rosenthal (2003, 2018), as was previously discussed (see sub-section 3.3.2 for more 

information). Five interviewees met with the researcher in person (i.e. in their own home 

or in a therapy room booked for such purpose) and five were interviewed online (i.e. using 

a secure video-conferencing platform). Each interview was audio-recorded and 

transcribed verbatim. The average length of interview was 45 minutes, with the longest 

lasting 68min and the shortest lasting 28min. The analysis of each transcript was 

conducted by the first author in the same language in which the interview was conducted: 

English or Spanish. Relevant quotes were translated into English for the purpose of this 

publication. 
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After each interview had been analysed following the narrative procedure detailed in sub-

section 3.3.3.1, a comparative analysis of similarities and differences across the data set 

(see Wong & Breheny, 2018) was performed. Themes, episodes and properties related to 

sources of distress, ambivalence and comfort, when identified across at least two 

narratives, were grouped into categories until theoretical saturation was reached.  

 

 

5.1.  Analysis 

 

The information presented in Table 5 summarises the main loss for each participant, the 

type of loss, and the sensory modality of their experiences of presence. Each interviewee 

is listed under a pseudonym. Regarding the time elapsed since the bereavement, and with 

the exception of an interviewee who experienced a recent loss, most of the stories 

concerned losses happening more than a year before the interview, sometimes decades 

before. Their stories were primarily focused on the bereavement of a father (5), a mother 

(2), a brother (2) or a partner (1), but some interviewees also narrated an experience 

involving a friend (2), a grandparent (1) and a mother-in-law (1), as some interviewees 

suffered multiple losses and reported a variety of experiences. The causes of death, both 

natural and violent, varied greatly: cancer, heart attack, long-term illness, old age, suicide 

and car accident.  

 

The outcomes of the narrative analysis, grouped into categories that highlight similarities 

and differences across stories, are presented after a brief description of some 

phenomenological properties of the experiences of presence as narrated by the 

interviewees. As the full stories, and associated analyses, had to be necessarily 
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abbreviated, the reader is referred to Table 5 to provide a context from the quotes included 

in this section. 

 

 
Table 5 
Type of loss, main relationship and sensory modality for the interviewees’ experiences of presence. Each 
interviewee is listed under a pseudonym 

Participant Nationality Age 

group 

Main 

relationship 

Sensory modality 

Felt 

presence 

Visual Auditory Tactile Olfactory 

Lola Spanish 60-69 Mother · ·  · · 
Henry 

 

British 50-59 Father · ·    
Gloria 

 

Spanish 90-99 Husband ·     
Gergana Bulgarian 30-39 Mother · · ·   
Marta 

 

Spanish 60-69 Father  ·    
Natalie British 60-69 Father · · ·   
Alba Spanish 50-59 Brother · ·    
Rebeca 

 

Spanish 50-59 Brother  ·    
Clara Franco-

American 
20-29 Father ·     

Rosa Spanish 50-59 Father ·     
 

 

5.1.1.  Basic phenomenological properties 

 

Most interviewees described experiences of presence occurring repeatedly, sometimes 

daily, during a long period after the person’s death. For a few of them, they spanned 

across more than a decade after their bereavement. By contrast, one participant reported 

a single experience occurring shortly after the loss. The vividness of the experiences also 

varied considerably, ranging from the vague impression of seeing the deceased out of the 

corner of the eye, or quickly walking away in the street, to a clear vision of the person in 

front of them. Some interviewees reported experiences of presence perceived in full 
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wakefulness during the day. Other people experienced them after waking up, or when in 

bed, although they reported being conscious and aware when it happened. Four 

interviewees also reported sensory experiences not explicitly involving the person they 

lost, but which they clearly associated with them being present (e.g. a sunbeam in the 

sky). Two interviewees reported auditory or visual experiences that were initially 

perceived as anonymous, only to become progressively identifiable as, or related to, their 

loved ones. Most auditory and visual experiences, however, were immediately 

recognisable by the bereaved as the person they lost.  

 

5.1.2.  Sources of distress, ambivalence and comfort 

 

Nine sources of distress, ambivalence and comfort (see Figure 4) were identified across 

the interviewees’ narratives following the research foci: (1) feeling of absence and 

enduring grief, (2) fear and avoidance, (3) societal stigma or taboo, (4) unresolved issues 

with the deceased, (5) psychotherapy, (6) spiritual, religious or existential meaning-

making, (7) re-building a self-narrative, (8) re-encountering the deceased and (9) 

receiving advice. The interviewees’ stories are deeply unique, with each containing a 

different combination of these categories and, as previously found by Hayes and Leudar 

(2016), experiences of presence were not easily classifiable as either comforting or 

distressing in every case. Ambivalent experiences were common, for example, and the 

way their experiences of presence were felt by some interviewees changed with time. 

Some of these categories refer to immediate properties of the experience (e.g. receiving 

advice via voice-hearing), what Hayes and Leudar (2016) termed a function, while other 

categories refer to a prolonged period of sense-making using social and cultural resources, 

such as psychotherapy or religion. The term source, therefore, encompasses the personal 

to the social. 
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Figure 4. Sources of distress, ambivalence and comfort identified in participant narratives on their 

experiences of presence, as well as on the socio-cultural processes influencing them, through biographical 

narrative interviewing and narrative analysis. 

 

(1) Feeling of absence and enduring grief (source of distress and ambivalence) 

 

For three interviewees, the distress they felt, or still feel, was connected to their 

experiences of presence working as a reminder of the loss, what Hayes and                       

Leudar (2016) have previously termed a “feeling of absence”: while the experience can 

be joyous while happening, grief can intensify after, foregrounding the pain of the loss. 

For the three interviewees, this feeling of absence was part of a grieving process that was 

narrated as prolonged or never-ending. The narrative progression in all these stories, 

according to the typology of Gergen and Gergen (1986), was regressive: they were 
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emplotted as a tragedy (see Figure 5) with the experiencer moving away from the 

achievement of their aim or goal following the loss. 

 

 

Figure 5. Some types of narrative progression according to whether the storyteller is moving away 

(regression) or toward (progression) the achievement of a goal. Elaborated from Gergen and Gergen (1986). 

 

Rebeca, for example, lost her brother three decades ago, when he had just become an 

adult. After he did not return from a trip to another Spanish city, Rebeca discovered that 

he had died in a car accident. They were very close and, after three decades, she does not 

believe she has “overcome the loss”: she is still distressed by it, feeling “very badly” (65) 

on a daily basis, and riddled with anger and sadness (262). This is an emotional state she 

does not want to be in (66) and she does not feel capable of changing (262). Any reminder 

of her brother (e.g. seeing a picture of him, seeing an old friend of his) is a source of pain 

for Rebeca, and something she actively tries to avoid. After his death, and for a long time, 

Rebeca continued seeing him in the street: recognising him for a moment, and moving 

toward him calling his name, or waving goodbye, before realising that the person was not 

actually him. After this realisation her grief was intensified. This used to leave her 

powerless, sad and angry and, since the experience stopped occurring, she was more at 

ease: 
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Let’s see, it’s not unpleasant, it’s not for me. But (pause) what 

I want is to have him here, with me, and I can’t. That is what 

makes me (deep intake of breath) I say, I mean, no (pause) no, 

it’s not unpleasant. It’s anguishing, it’s anguish, it’s (pause) 

of saying: ‘God, I miss him, I want him to be with me, right? Why 

did he die in that way?’. It’s that, not (pause) I doesn’t make me 

(pause) afraid, it doesn’t make me scared, it doesn’t (pause) no. 

It’s (pause) the anguish of not being able of (pause) touching him 

and speaking with him. It’s that. 

(Rebeca, 98-107) 

 

(2) Fear and avoidance (source of distress and ambivalence) 

 

Four interviewees reported having felt afraid of their experiences of presence. For three 

of them, the experiences were initially frightening because of how unexpected or startling 

they were, which lead to avoidance behaviour of a place, or situation, which they 

connected to them. For two of them, this fear was part of a wider fear and avoidance of 

death in itself.  

 

(2.1) Initial fright 

Lola explained how the initial fright caused by her experiences of presence made her 

avoid her old family home for a long time. A month or two after the death of her mother, 

when visiting her old house in order to clean and empty it, she suddenly felt her mother’s 

hand touching her shoulder. She left the house in a rush, anguished by the experience, 

and did not return until much after: 

 

We had to clean the house, taking the things out, and so on. Then, 

the first time, in the area when she had the washing machine, I 
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was talking to one of my aunties, we were cleaning the house 

together, and I felt how she put her hand (pause) on (long pause) 

and so, it was the first time in my life, it was a sensation, well, 

I was very afraid, and for two years, I think, I didn’t enter in 

my parent’s house. Because it was something (pause) it was that 

(pause) that hand that I felt that (pause) it was as if she were 

saying to me: “I am here, don’t worry”. But deep down I was very 

scared. And because never, ever, something like that had happened 

to me, the truth is that I was very scared and I didn’t return to 

the house for a long time. 

(Lola, 13-25) 

 

As time passed, Lola continued experiencing the presence of her mother, but also the 

presence of other loved ones who had died, such as her father and her mother-in-law. 

Progressively, she got used to feeling their presence, which at the time of the interview 

was both welcome and beneficial for her. She stated that her mother was only trying to 

reassure her, back then at her old house, and that her anxiety impeded her to understand 

what she was trying to communicate. When she is in tension or worried, however, her 

experiences of experience can become frightening again, but only momentarily before 

she can begin to reflect on it. She established a link, therefore, between the valence of her 

experiences and her own emotional or arousal state. 

 

It’s normal that they’re there, that they’re helping me and, for 

whatever reason, in a concrete moment they come to me. That’s the 

conclusion I’ve reached, okay? Sometimes I feel scared. Because, 

maybe, it’s one of those times when, for whatever reason, you’re 

in tension, you have a bad day or some problem. And then, suddenly, 

you say: “Uh”. But then you think: ‘They are helping me’. 

(Lola, 61-68) 
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(2.2) Fear of death 

For two interviewees, the distress they felt was part of a wider death anxiety: another 

reminder of the inevitable death of the people they love and their own. Experiences of 

presence, therefore, were not singled out in their stories as the core source of distress: 

they were functionally similar to anything else connected to death, such as a funeral or a 

cemetery, a part of a heightened an awareness of mortality that is common in bereavement 

(Neimeyer, 1997, Yalom & Lieberman, 1991). For both interviewees, this fear could be 

traced back to the first funeral they attended and the first dead person they saw. Alba, for 

example, continued seeing a deceased family friend after his passing, but she clarified 

that it was not the content of the vision that was distressing, but rather it working as a 

reminder of his demise: 

 

When that man died, I got much worse. Because after I had issues 

with (with) fear many times. Many. But sense of presence, and so 

on, only those two. But neither of them was (pause) frightening, 

okay? Fear to death in general, yes, but not fear. I was afraid of 

the fact that he was dead rather than the vision of him. Because he 

didn’t seem threatening nor (pause) nor unpleasant. 

(Alba, 195-207).   

 

The way she avoided anything related to the deceased person, such as the place where he 

used to live or where the person was buried, is similar to the experience of Rosa, who is 

incapable of attending a funeral. Seeing a ceremony in the cemetery is, for her, almost a 

flashback to the funeral of the people she lost. This is especially the case regarding her 

father’s death, and an event during his funeral that remained stuck with her: giving him a 

last kiss and noticing how his body was cold. 
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With this woman I don’t have (pause) I didn’t have much of a 

connection. But (when) when I went there, and I saw (pause) with 

him we had a closer relationship, and so on, and I saw him fully 

dressed in black […] But his tears were falling. He was, but, like 

frozen, okay? Still. Completely still. And I, could see that, and 

then I saw myself in the same situation, you know? And then I began 

living it as my own: horrible. I began seeing my grandmother, I 

began seeing my father, I began seeing my husband, and my mother, 

and my son, everything. And I went crazy: I lost my nerves […] But 

that woman wasn’t (pause) so important for me, you know? That is 

what I think it is, that in those places, in those cases, I see my 

own stuff. I don’t see that: I see my own. So I can’t go to, I 

can’t to any funeral. 

(Rosa, 188-209) 

 

(3) Societal stigma or taboo (source of distress) 

 

Literature indicates that, in at least some European, bereaved people do not usually tell 

other people about their experiences of presence due to a fear of rejection, judgment or 

ridicule. This was an issue, in one form or another, in the stories of five interviewees in 

both Spain and the United Kingdom. Henry, for example, a mental health professional 

himself, was “very, very cautious” (638) about who he told about his experiences, keeping 

them private out of a concern about the way he believes they are conceptualized in 

psychiatry: 

 

If I talk about this people are going to think I’m crazy. So I kind 

of just left it, and I just kind of compartmentalised it. 

(Henry, 320-322) 
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A similar concern was expressed by Lola: she refused to tell other people about her 

experiences of presence out of a fear of being considered insane (“there are things you 

don’t tell anyone”, 227-228). She only told her husband, who reacted worrying about her 

mental health, and her therapist, who accepted her experience without judgment. She 

stated: 

 

There are people that if you say to them that you are speaking 

with my mother, with my father, with their mother, or with their 

father, then they would say: ‘She is gone mad’. 

(Lola, 215-228) 

 

Lola also found comfort in an article she read in a Spanish magazine, which stated that 

experiences of presence are common and normal in bereavement. This piece of 

information, and the beneficial outcomes of her psychotherapy process, seemingly 

influenced the openness and ease with which she narrated her story to the interviewer. 

 

(4) Unresolved issues with the deceased (source distress, ambivalence and comfort) 

 

Significant unfinished business in the bereaved-departed relationship were present in the 

stories of four interviewees but, with the exception of one participant, this also meant an 

opportunity to recognise them, to understand them, and to mitigate some of their 

psychological and interpersonal consequences. This was initially found by Hayes and 

Leudar (2016), who differentiated between unwelcome presences that continue a fraught 

relationship, on the one hand, and helpful presences focused on resolving unfinished 

issues, on the other. 

 

For Henry, the continued presence of his father was apparently instrumental in both 
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unearthing a family secret and resolving a pending issue. He had a recurring dream of his 

father, following his loss, who seemed to be physically unable to speak to him, and Henry 

had “the overwhelming feeling” (167) that was trying to tell him something. This made 

him reflect on the last conversation he had with his father and, asking the extended family 

about his father’s past, Henry discovered that he had kept his homosexuality a secret 

during all his life. Shortly after that, while having dinner in the house of a friend, Henry 

had a vision of his father sitting next to him: 

 

I (I) was sitting eating my meal and I can remember sort of turning 

round and (and) doing a double-take because they’d got an armchair 

and I could see my father sitting in this, in the armchair. And I 

thought well that’s (that’s) bloody ridiculous! And I looked again 

and he smiled at me! And I, he was, he looked well, (uh) familiar, 

he was wearing sort of familiar clothes and a like tweed jacket and 

he (he) was never a particularly smart looking man, he was always, 

he was kind of scruffy. (Um) But he had a smile on his face.  

(Henry, 243-252) 

 

Henry then felt “an incredibly powerful sense of acceptance and love” (276), a two-way 

connection with his father, and cried “joyful tears” (284) after what he described as the 

“most moving experience” (287) he had ever had. This double-edge nature is relevant for 

the clinician to be aware of: pending issues with the deceased can be a source of distress, 

but also an opportunity for resolution and sense-making under some circumstances. 

 

(5) Psychotherapy (source of comfort and ambivalence) 

 

Five out of ten interviewees discussed their experiences of experience with a mental 

health professional (e.g. a psychologist, analyst or counsellor) during a psychotherapy 
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process, and all of them were satisfied with the outcome. They seemed to find a therapist 

who accepted their experiences in a non-judgmental way and, if needed, an opportunity 

to explore the meaning they placed on them. Some disclosed unwelcome experiences in 

the therapy room, whilst other interviewees narrated comforting or beneficial experiences 

without wanting to change, solve or explore anything about them. Clara, a 25-year-old 

Franco-American woman, described how a decade-long psychotherapeutic process 

helped her to make sense of the loss of her father during her adolescence, the effect this 

had on her, and his continued presence in her life. 

 

Yes, so I saw a therapist. I started seeing her when I was (pause) 

thirteen? So right after my father died. And then I kept seeing 

her until, like I was twenty-five, you know, until earlier this 

year. Like, I’ve seen her for twelve fucking years, you know? I 

haven’t seen her in a while. Now I am seeing someone else. But 

(pause) yeah. So she really (really) helped me to (eh), you know, 

sort of understanding that, and put my finger on it 

(Clara, 515-671) 

 

An exception to this trend is the case of Gergana, a psychologist herself. On the one hand, 

the personal therapy she received helped her to resolve the guilt and confusion she felt 

after her mother’s suicide. On the other hand, she struggled with how her clinical 

supervisor reacted to her experiences of presence, explaining them away as a by-product 

of tiredness and shock. This interpretation was shared by other people in her life, and she 

felt that they did not empathize or recognise the meaning she placed on her experiences 

of presence. The emphasis her supervisor placed on the grieving stages, and on tackling 

these experiences with cognitive restructuring, did not seem to help in her recovery nor 

correspond to her situation at the time. This case resonates with what has been previously 
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reported by Taylor (2005) in her qualitative investigation of people with experiences of 

presence undergoing bereavement counselling. 

 

It’s (it’s) difficult to say to other people and other people 

immediately say “oh yes, don’t worry it’s (it’s) normal” but in a 

sense that almost a little bit diminishing. Almost saying that 

(sniffs) don’t worry that’s all what the mourning people do. Don’t 

worry that’s (that’s) (pause) yeah, I find it really not nice 

(laughs)[…][My clinical supervisor] said that (that, that) it’s 

(it’s) also normal and that I should (uh) rationalise it (pause) 

and that I have (I have) such a shock that (sniffs) that my mind is 

playing tricks on me (pause). And I should CBT it. You know. I 

should CBT it and well he was compassionate (he was compassionate) 

(pause) (uh) but (pause) but (but) he walked me through, it was 

more of a conventional (um) crisis management at the beginning that, 

he walked me through the stages, something that I knew also but 

(um) I think at certain points I experienced all the stages, mix of 

all the stages at the same time (pause) 

(Gergana, 829-869) 

 

(6) Spiritual, religious or existential meaning-making (source of comfort) 

 

For eight interviewees, their experiences of presence provided them with the hope, and 

reassurance, of believing that their loved ones are not completely gone. Regardless of 

whether they framed this belief from a religious perspective, or from a secular one, all of 

them felt comforted by it. 

 

For four of them, this meaning-making process took place within their Catholic faith, 

their sole or primary religious worldview, and their belief in an afterlife. One interviewee 
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compared the experience of talking to her deceased mother to the relief following 

confessing with a priest. Interestingly, however, none of them had told their experiences 

to a priest in conversation or confession. This resonates with what was previously 

reported by Rees (1971) in Llanidloes, in rural Wales, where people did not usually tell 

their doctor or priest about their experiences of presence. The interviewees did not 

provide an explicit reason for this, although one participant suggested that this would not 

be well received in her parish. 

 

For Gloria, a 92-year-old Spanish Catholic widow, feeling the presence of her deceased 

husband (“he is with me, he is (eh) in every moment I make”, 116) is a confirmation that 

they will meet again in Heaven: that their shared life-story, therefore, is not over. She 

narrated that he is interceding for her: protecting her from danger until her time is come. 

Feeling waited for, and taken care of, she lives in expectation of her afterlife “up there” 

(216). Her daily morning prayer is to both Jesus and to her husband, and she is convinced 

of their help, as “the peace I feel, the peace (eh) I cannot achieve it alone. I am convinced 

of it, okay? That is true” (374-375). Her meaning-making was strictly situated within the 

religious sanctioning of her faith: in contrast to “credulous” (124) people, presented 

herself as not communicating directly with her husband, or receiving direct help from 

him, but that only from Heaven and through God they can “give me a hand” (127):  

 

I simply ask for help when I wake up, as to the being (pause) 

as to the superior being I was taught to believe, and then 

within Him everything else is included. All of them are 

(unintelligible) there, and I always say to them: help me.  

(Gloria, 17-21) 

 

For another four interviewees, this meaning-making process took place using a 
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metaphysical or existential worldview, and was not necessarily connected to a belief in 

an afterlife: a perspective, therefore, not aligned to, or identifiable with, a specific 

religion. They carefully switched in their stories between materialistic and metaphysical 

discourses: returning to the former repeatedly during the interview, maybe due to a fear 

of judgment, and expressing the latter on occasion in the form of a rhetorical question. 

This careful identity work, with a balance between the use of dominant and minority 

socio-cultural resources, is a finding that was been repeatedly reported in the literature 

(Austad, 2014; Bennett & Bennett, 2000, Hayes, 2011; Steffen & Coyle, 2011). Henry, 

who identified himself as a scientist, stated “not being afraid of death after the experience” 

(472) of seeing his deceased father, and decried being seen as credulous by other people, 

or irrational, because of his lived experience: 

 

The assumption is, because I’ve had an experience like that, that 

people think that I will believe anything and I don’t. I’m (I’m), 

I am a scientist (laughs) […] And (I) but I know that I (pause) I 

can’t (I can’t) tell you what’s real and what isn’t real. It, I 

can only tell you what my experience was. But I can’t make you 

have that experience. So you can’t verify it. And I accept that. 

I’m quite happy with that.  

(Henry, 451-463) 

 

For Rebeca, her sense-making provided her with a partial rationale for the visual 

experiences of her deceased brother, in which she would briefly recognise him walking 

down the street before realising it was not him. The organ donation following his death 

meant, for her, that part of him was still alive. And because his heart was still beating 

inside another person’s body, she argued, that person would have to be “as good as he 

was” (49-50). Maybe, she argued, when seeing her brother she was actually seeing the 
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recipient of her brother’s heart: a physical overlap explaining her sensory overlap. 

 

My parents donated his organs. So, maybe that person, is the one 

that had his heart. Or his liver, or his kidney. Well, probably 

the heart. That is what (pause) what makes you (pause) live? Well, 

the kidney and the liver and (pause) everything else, as well. 

But, well, the heart is the heart. Is where you have, well, in 

theory, feelings, the (pause) everything else. So (pause) well, 

he, well, I don’t believe that now, because I don’t think that can 

last (last) a heart for so long (pause) after being transplanted. 

But, well, he still lived those (pause) I mean, during X years, he 

was (pause) for me, for me, he was alive. Because his heart, his 

heart was beating inside somebody else. And that person had to be 

as good as he was. That is what (pause) what gives me (pause) a 

bit more of (pause) I mean, well, he didn’t die at that moment. He 

continued living. 

(Rebeca, 137-152) 

 

(7) Re-building a self-narrative (source of comfort) 

 

For five interviewees, their experiences of presence seemed helpful in re-constructing 

their self-narratives after the loss. The experiences answered a pending question, for 

example, or provided them with a clearer understanding of what had happened. Attending 

to the narrative progression of these five stories, this sense-making quest was in each case 

present within a progressive emplotment, following the typology of Gergen and Gergen 

(1986): a self-story of affirmation (see Figure 3). 

 

The clearest example of this is the story of Henry that, as we have seen, was centred 

around the discovery of a family secret: his father’s homosexuality. His experiences of 
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presence seemed to provide him with the missing piece he needed in order to understand 

his childhood experiences: the nature of their parents’ marriage, and the pain they endured 

surrounded by the homophobia that was rampant at the time, but also the way this shaped 

his relationship with them, and his own personality, when growing up. This amended self-

narrative was seemingly essential in making possible a reconciliation with his mother, 

making Henry’s story an example on how an experience of presence can lead to the 

healing of a relationship with a person other than the deceased. This is, to the best of my 

knowledge, the first time that such a case has been reported in the literature: 

 

It was always that kind of, it always felt conditional and (and) 

she would often (pause) she was schizophrenogenic from that 

Batesonian kind of point of view, in that she would often say one 

thing and do something different. So I was often in this state of 

upset because (because) I just didn’t know. So, you know, (um) so 

it was a tricky relationship that I had with her. After (pause) 

we’d had this (this) conversation about what she’d been through 

(pause) and she didn’t have to keep secrets from me anymore it (it) 

just opened up the possibilities for our relationship to be more 

real, more honest (um) and over (over) years we we’ve, I would now 

say, I mean she’s (she’s) ninety, and she’s dying herself (um), I 

would say that we’re friends. 

(Henry, 507-520) 

 

Another example of this re-building of a self-narrative is the story of Clara who, as was 

previously described, lost her father in her adolescence. Clara was clear on how she was 

still “piecing this [story] together” (23) but that, with help from a decade of therapy and 

from her father’s felt presence, she was able to understand what happened in the past and 

the way this shaped her growing up. After his death, and during her therapeutic process, 

Clara discovered that his father was a war veteran who suffered from complex post-
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traumatic stress disorder. Feeling his presence was seemingly a way for her to bridge the 

“big disconnect” (42) she felt with him when he was alive, despite how close they were: 

 

I would still (pause) have (hum) this times when, you know, I was 

alone in my bed, or it was late at night, and I maybe I was like 

scared, or I heard a noise, or something, and I’d feel like: “Okay, 

my dad is with me”. You know. And that just would really (really) 

calm me down. So that’s the thing, it’s that (hum) I think that a 

lot of what I was feeling was also born out of desperation and was 

it was like a desperate way to connect with my dad, as well, 

especially because he was so ill. And there was always a disconnect 

when he was alive (hum). 

(Clara, 49-59) 

 

The loss of her father seemed incomprehensible during her adolescence, but now her 

father is an integral part of who she is, “part of my core […] part of my being” (272). She 

can now understand what he went through, how his post-traumatic stress disorder 

influenced his family and their relationship, and the way that intergenerational trauma44 

shaped who she is. 

 

(8) Re-encountering the deceased (source of comfort) 

 

Several interviewees rejoiced at the opportunity to feel the presence of their deceased 

loved ones after their passing, whether this was a chance for them to say goodbye, to 

express their love, or simply to be with them. For two interviewees, their experiences of 

 
44 Intergenerational or transgenerational trauma is a term describing the transmission of complex post-

traumatic symptomatology from survivor to offspring (Pearrow & Cosgrove, 2009). 
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presence meant that the deceased kept a promise that was made before their death: to 

return to say they are well. In the stories of most interviewees, the experiences were 

something that happened to them: something over which they had no control. This was 

not the case for two of them, who described being able to evoke or provoke the feeling, 

at will, and feel reassured by it. The clearest example of this was Clara, who began feeling 

the presence of his father during her adolescence as a sudden feeling that would happen 

at night. Progressively, as she grew up, this felt presence became something she could 

evoke at will by focusing on the sensation. This is especially the case in natural spaces 

when she can feel his closeness: by the sea or a mountain area, places he used to love, but 

also a village abroad where he lived for a while. Another way she can evoke him is 

through reading a hand-written diary that she inherited from him: 

 

Another way that I could evoke him with be reading the things that 

he wrote, you know. That would be a way for me to feel that he, he 

is close to me. So he had this notebook that he would write on, 

that it was kind of like a journal-slash-quote thing, he would 

just write in that (pause) and I remember him telling me, once, he 

was like: “When I die, I want you to have this”. And, so, anytime 

I would read it I would just, like, instantly feel (pause) that he 

was right there (um) because it was just visceral, you know: ‘This 

is my dad, like, it’s just, this is my papa’. 

(Clara, 844-854) 

 

(9) Receiving advice (source of comfort) 

 

Three interviewees not only felt supported by feeling the presence of their deceased loved 

one, but they also believed they were explicitly advising and guiding them, a practical 

consequence that has been previously reported in the literature (Hayes & Leudar, 2016; 
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Steffen & Coyle, 2011). They could receive explicit advice (e.g. through hearing their 

voice) or they could also feel they were being implicitly guided (e.g. feeling their thinking 

influenced by them). For all of them, this guiding role was seemingly the continuation of 

the way the deceased person used to behave when alive: a continued support when facing 

a danger, for example, or a confidante to rely on in difficult times. Gergana, for example, 

narrated feeling empowered by the continued presence of her mother: 

 

If I’m in a difficult situation, I also have the feeling that 

mother is, that my mum is around me and telling me what to do. 

(Gergana, 340-342).  

 

She perceives this advice through a felt presence, but also through hearing her voice “in 

my mind” (618). When organising her mother’s funeral, for example, she heard her 

mother’s voice telling her to choose a closed coffin for the ceremony. This gave Gergana 

the strength she needed to oppose a strong norm in her country: the use of the open coffin. 

Then, she heard her mother’s voice again congratulating her for the decision: 

 

And then I (I) heard my mother but not with voice (pause) I just 

(pause) (sniffs) hear my mother telling me in my mind “it was such 

a good decision”, like “bravo, it was good, it was good that you 

did not (uh) want to see me in such state.” (sniffing). (Um) 

(pause) because first we didn’t, we also, I’d never seen her, I’ve 

never seen her, didn’t want to see her (pause) because we didn’t 

know how (how) her face would be after the car crash. 

(Gergana, 624-631) 
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5.2.  Conclusion 

 

The aim of this narrative analysis was to obtain an in-depth understanding of what makes 

experiences of presence distressing, ambivalent or comforting for a small set of 

interviewees. From the nine sources of distress, ambivalence and comfort identified in 

the interviewees’ narratives, more than half (i.e. re-building a self-narrative, re-

encountering the deceased, meaning-making, psychotherapy and receiving advice) were 

sources of comfort either exclusively or primarily, a finding that matches existing 

evidence on how experiences of presence are mainly welcome for the bereaved. Three 

were clear sources of distress, ambivalence, or both (i.e. fear and avoidance, feeling of 

absence and enduring grief, and societal taboo). The last category, unfinished business 

with the deceased person, seemed to be for the interviewees both a source of 

psychological tension and an opportunity to resolve the underlying issues (becoming, 

thus, a source of solace). The conclusion will now focus on the relevance of these 

empirical outcomes for the clinician, especially in the case of sources of ambivalence in 

distress, contrasting them with existing evidence on experiences of presence in 

bereavement. 

 

These analytical outcomes have replicated sources of distress identified in previous 

studies, such as them serving as a reminder of the loss (see Hayes & Leudar, 2016) or 

being worsened by societal stigma (see Chapter 4), as well as sources of comfort, such as 

finding meaning drawing from spiritual, religious or existential resources (see Austad, 

2014, and Steffen & Coyle, 2011) and how experiences of presence can provide the 

bereaved with support and advice (see Hayes & Leudar, 2016, and Steffen & Coyle, 

2011). Some properties are reported here for the first time, such as the potential role of 

fear and avoidance, concerning either the experience in itself (i.e. that may be seen as 
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startling or frightening when it first takes place) or death as a whole, as well as the control 

that the experiencer may feel over felt presences (i.e. feeling able to provoke or evoke 

them at will). Although these sources of distress and comfort are new concerning 

experiences of presence, they are concordant with the available evidence on voice-

hearing, in particular how experiential avoidance of voices (i.e. attempting to avoid, 

ignore or supress them) and subordinate relating with them (i.e. to voices seen as in 

control or in power) is linked to psychological distress (Birchwood et al., 2000; Morris, 

Garety, & Peters, 2014).  

 

These narratives have nuanced our existing understanding of the consequences of 

experiences of presence, such as the double-edged nature of unfinished business with the 

deceased. They have also highlighted the complexity of cultural repertoires, and the 

interpersonal context, from which their meaning is constructed. When attending to the 

narrative emplotment of the interviewees’ stories, experiences of presence were 

instrumental in the amendment of self-narratives after the loss. Ambivalent-to-distressing 

experiences were, in each case, identified when the narrative plot of the grief was 

regressive, such as when the experiencer felt trapped in a grieving process seen as never-

ending or meaningless. When the narrative structure was progressive, for other 

interviewees, experiences of presence were frequently helpful for the bereaved in making 

sense of the loss and continuing a shared life-story (or bond) with the deceased. This 

narrative analytical approach, in sum, has highlighted the role of the experiences of 

presence in the grieving process over time. These outcomes resonate with the existing 

evidence on the centrality of meaning-making in grief, showed to be a key predictor of 

the person’s adaption to bereavement (Currier, Holland, & Neimeyer, 2006; Keesee, 

Currier, & Neimeyer, 2008; Neimeyer, Baldwin, & Gillies, 2006), and are of clinical 

relevance to those using grief psychotherapies in the presence of traumatic or complex 
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bereavement. This is especially the case for new clinical modalities that, moving away 

from stage theories of grieving, are beginning to explore the possibilities of more 

narrative- and meaning-oriented psychotherapies in grief (see Neimeyer, 2000, 2011). 
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PART 3.  

DISCUSSION 
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Chapter 6.  

Discussion 

 

 

This chapter analyses and compares the overall outcomes of the investigation based on 

the analyses of survey data, practitioner interview data, and experiencer interview data. 

The three-fold research question is tackled from a meta-perspective, and discoveries re-

appearing in different types of data are highlighted. In the first section, the question of 

what the sources of distress and ambivalence are in experiences of presence (RQ1) is 

addressed, taking into consideration the analyses of practitioner and experiencer data. In 

the second section, psychotherapy practice with this phenomenon (RQ2) is commented 

upon, based on survey and interview data. In the third section, the role of socio-cultural 

processes in experiences of presence (RQ3), studied in Chapter 2, is revisited in the light 

of the outcomes presented in Chapter 5 and 6. In the fourth section, theorisation based on 

these outcomes takes place around some of the terminological, theoretical and 

epistemological issues of this area of study. In the fifth section, the main limitations of 

this mixed-method research design are explored. In the last two sections, the implications 

for future research and clinical practice are summarised. 
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6.1.  Sources of distress and ambivalence 

 
 

The sources of distress and ambivalence in experiences of presence, as identified in this 

thesis, are summarised together in Table 6.  

 

In sum, and although the phenomenon is comforting and reassuring for most, the initial 

surprise of experiencing it, or other people’s reaction to it, may cause a discomfort that 

wanes in time. When this situation is not transitory, and the experience is ambivalent-to-

distressing for the person, the available data indicates that unfinished business in the 

bereaved-departed relationship, mental health issues with which the bereaved was already 

struggling before the loss, or the actual or imagined reaction of their social circle (i.e. 

societal stigma or taboo) can underlie this psychological suffering.  

 

Both societal stigma or taboo, and avoidance and fear, can complicate the bereaved’s 

relationship with these experiences, increasing the distress, confusion and worriedness 

they cause. These two sources or processes are inter-related: if experiences of presence 

are culturally seen as dangerous, or as a symptom of madness, this evaluation can 

influence both the behaviour of people around the beareaved and the bereaved person’s 

attempt to experientially avoid them by supressing them, keeping them private, and 

evading anything that may seem to be related to them (e.g. a place, a person, a feeling). 
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Table 6 
Sources of distress and ambivalence, according to three sources of data, identified in the 
stories narrated by the therapists and experiencers who participated in the investigation, 
as well as their connection to existing evidence. 

Source Description Evidence 

Social taboo or stigma The experience can be 
ambivalent or unwelcome 
not in itself, but through the 
mediation of a third 
person’s reaction when 
seen as such by the 
bereaved person’s social 
circle. 

Identified in all sources of data: 26 
responses to the survey (n = 54), in every 
in-depth interview with a practitioner, 
and in half of the experiencer’s stories. 
The presence of this stigma was 
previously reported by Rees (1971) in 
Wales and Grimby in Sweden (1993). 

Unfinished business 
with the deceased 

Distressing experiences can 
be connected to pending 
issues in the departed-
mourner relationship, such 
guilt, anger or fear that 
could not be expressed or 
resolved before their 
passing. 

Identified in all sources of data: 17 
responses to the survey (n = 54), each 
practitioner that was interviewed of a 
total of four, and one in-depth interview 
with a bereaved participant. Previously 
reported in other qualitative research 
studies (Hayes & Leudar, 2016; Hayes & 
Steffen, 2017). 

Pre-existing 
mental health issues 
 

Disturbing or ambivalent 
experiences can be 
connected to underlying or 
pre-existing mental 
difficulties, both neurotic 
(e.g. trauma, attachment 
style, substance abuse) and 
psychotic, with distress 
being “carried over” 
presences in bereavement. 

Identified in all sources of data: 12 
responses to the survey as well as 
interview practitioner data with two 
experienced interviewees. A bereaved 
interviewee also perceived a connection 
between her wellbeing, arousal or mood 
and the valence of the experience. 

Fear and avoidance Experiences of presence 
can be initially unwelcome, 
because of how startling or 
unexpected they can be, and 
this can lead to avoidant 
behaviour. For some, this 
fear and avoidance can 
expand to encompass death 
as a whole. 

Identified in the experiencer interview 
data: four bereaved interviewees reported 
initial fright in connection to their 
experiences, of which three reported 
long-term avoidance of places that 
served as a reminder. 

Feeling of absence The experience can be 
distressing not in itself, but 
because it is acting as a 
reminder of the loss for the 
bereaved, foregrounding 
grief after is gone.  

Identified in the experiencer interview 
data: three bereaved interviewees 
reported this feeling of absence as part of 
a grieving process that they saw as 
prolonged or never-ending. Initially 
reported by Hayes and Leudar (2016). 

  

 

The data relating ambivalent-to-distressing presences and trauma, either pre-dating the 

loss or connected to the loss, resonates with the correlation between experiences of 
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presence and traumatic death reported by Field of Filanosky (2010), who theoretically 

connected them to a traumatic flashback or intrusion. As was previously found by Hayes 

and Leudar (2016), however, and as was also found in this investigation, both practitioner 

and experiencer data evidence that these experiences cannot be equalled to a mere 

repetition of the traumatic event, as is frequently the case for post-traumatic stress 

disorder. Experiences of presence can continue evolving and changing after the loss, even 

responding to the person’s circumstances, as is the case with voice-hearing. 

 

How avoiding the experience, or any reminder of death in general, can influence the 

distress they cause has not been previously reported in the literature to the best of my 

knowledge, but resonates with the evidence that avoiding emotions, thoughts, memories 

and sensations, what is usually termed experiential avoidance, can paradoxically increase 

their frequency and intensity. This has been found to be true in the case of psychosis 

(Morris et al., 2013), and voice-hearing (see pp.104-105), but also regarding mental health 

difficulties in general (Hayes et al., 2016). 

 

These outcomes of the narrative inquiry also support the finding on how experiences of 

presence, not necessarily ambivalent-to-distressing ones, can foreground the pain of the 

loss through a feeling of absence. This can be distressing in itself, but also a welcome 

experience that can be perceived as an unhelpful factor in a grieving process seen as 

prolonged or paralysed. Although the long-debated relationship, if existing, between 

experiences of presence and complicated grief is beyond the scope of this thesis, the 

implication of this has been discussed in a publication parallel to this thesis (see Kamp et 

al., 2020), of which I am an author as part of a working group focused on the phenomenon 

within the International Consortium on Hallucination Research (ICHR). 
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A reminder is here relevant on how the term sources of distress or ambivalence, as used 

in this thesis and as mentioned in the previous chapter, encompasses from the 

intrapersonal (e.g. the immediate properties, or function, of the experience for the person) 

to the interpersonal (e.g. the psychotherapeutic encounter), spanning in time from a 

reaction shortly after the loss to a prolonged period after it. These sources, moreover, 

were identified in the responses recollected by practitioners (i.e. those describing cases 

they have seen) and experiencers (i.e. those narrating their life-story). They are, in sum, 

an attempt to describe the personal experiences of those who participated in this 

investigation, and they should be seen (in concordance with the pragmatist 

epistemological stance of the thesis) as a map for clinical practice, and as an in-depth 

exploration of what “unwelcomeness” meant for these bereaved people, rather than as a 

deterministic cause-and-effect model of ambivalent-to-distressing experiences of 

presence. 

 

 

6.2.  Ambivalent-to-distressing experiences of presence in the therapy   
        room 
 
 

The way that psychotherapy with ambivalent-to-distressing experiences of presence is 

practised, and should be practised according to the existing evidence, has been researched 

in this thesis both focusing on the practitioner, in the form of survey and interview data, 

and on the experiencer, in the form of narrative interviewing and analysis. As has been 

previously analysed, this data evidences how several discourses co-exist when making 

sense of these experiences, assessing them in clinical practice, and intervening in the 

therapy room. This variety is not necessarily contradictory, but reflecting complementary 

and supplementary resources available for the clinician. 
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These outcomes partly contradict, however, the only study available in the literature on 

psychotherapy with experiences of presence, the work of Taylor (2005). In opposition to 

her interview-based research, in which eight out of ten interviewees reported 

dissatisfaction with their counsellor due to their non-accepting and deflecting responses, 

each of the five interviewees who participated in this project, and received therapy, 

described the process as largely helpful in their grieving process. The main approach to 

experiences of presence in the qualitative analysis of the practitioner survey, moreover, 

portrayed them as normal experiences that should be accepted and explored by the 

therapist. This discrepancy in outcomes could be due to the recruitment particularities of 

these studies. Interviewees chose to participate in order to narrate their experiences of 

presence, without being asked or prompted about their experiences with psychotherapy 

unless they raised the topic, and were primarily recruited through psychotherapy centres, 

and could be thus more prone to have benefited from psychological therapies or 

perspectives (and also more prone to draw from those discourses). The mental health 

therapists who chose to participate in the survey, moreover, may have been those more 

clinically knowledgeable about experiences of presence, those who were motivated to 

increase our empirical understanding of the phenomenon, or those more sensitive to their 

importance due to their own personal experiences. This potential bias must be contrasted 

with the recruitment bias present in the study of Taylor: recruiting through two 

bereavement services, and a self-help group, she interviewed people who received 

bereavement counselling in the past and were willing to discuss it with the researcher 

during an interview, a method of recruitment which may be more prone to recruiting those 

discontented or frustrated with the psychological care they received. Some of the data 

presented in this thesis, nevertheless, matches the iatrogenic processes reported by Taylor, 

such as one interviewee (Gergana) quoted in Chapter 5, who felt her experiences were 
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“explained away” in the therapy room. More than one therapist in the survey, moreover, 

connected experiences of presence with the same blockage according to the grieving 

stages theories (i.e. a denial of reality due to impossibility to “let go” and “move on”) that 

Taylor’s interviewees found unhelpful, and that two interviewees in this thesis found 

unsatisfactory too. A cautionary note is needed against statistical generalisation, however: 

these studies are based on small samples situated in two countries, Spain and the United 

Kingdom. 

  

Another interesting finding, in connection to this research question, is how frequently a 

clinician found experiences of presence to be counter-cultural in the psychotherapy 

profession. This was mentioned in the survey responses but also appeared in the 

practitioner and experiencer interview data. Both a Spanish medical psychotherapist 

(Juan) and a British person-centred counsellor (Brian), for example, interviewed after 

completing the survey (see Chapter 4), worried about malpractice, ignorance or 

intolerance in the mental health profession regarding experiences of presence (e.g. 

dismissing or showing prejudice toward patients with them, or diagnosing and treating 

them a psychotic per se), based on their experience in clinical practice, teaching and 

supervision. Another counsellor (Henry), interviewed about his own experiences of 

presence (see Chapter 5), was concerned about the personal consequences for him, as a 

mental health lecturer and professional, should he disclose his lived experience. This 

stigma or taboo in the mental health sciences is arguably inherited from the Western 

cultures where they developed (and the dualistic45 premises from which they grew) and 

is probably connected to a difficulty in the psychotherapy profession when working with 

 
45 I am refering here to a dualism regarding ontology (i.e. mind-body) and epistemology (i.e. subject-
object), present both in scientific disciplines and in general culture as an implicit (and sometimes explicit) 
worldview, in opposition to cultures with a more monistic worldview (see Baggini, 2019) in which these 
boundarlies may not be drawn so dichotomously. 
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spiritual-religious experiences (and, to a wider extent, to cultural perspectives outside the 

Wester-European worldview underlying modern Psychology). 

 

An interesting absence, in the survey data, is the relative lack of responses in which 

experiences of presence were understood from a concrete psychotherapeutic modality 

(i.e. modality-specific theories on mental health, personality or psychopathology). This 

is surprising given the richness in clinical approaches in the sample, with each of the main 

four (i.e. psychodynamic, behavioural, humanistic and systemic) represented in both 

Spain and the United Kingdom. The main clinical discourses, as analysed in Chapter 4, 

can be traced back to a disagreement in the area of bereavement studies as a whole: 

grieving stages theories versus the continuing bonds theory. The only exception to this 

trend were two responses which, interpreting ambivalent-to-distressing experiences from 

a cognitive-behavioural perspective, stated the need for cognitive restructuring and 

behavioural exposure46. This absence of approach allegiance could be partly due to a 

general reticence in the psychotherapy discipline toward theorization and practice with 

hallucinatory experiences, given the historical context presented in section 2.4. Modality-

specific theories within each approach, therefore, do not easily address this type of 

phenomenon. These clinical discourses, moreover, do not seem to reflect discordances in 

bereavement studies alone, but also (especially in the case of the practitioner interview 

data) the disagreement in psychology between the medical model, with an emphasis on 

psychiatric diagnosis followed by disorder- and symptom-specific therapies with 

empirical support, and the contextual model, with an emphasis on a therapeutic 

relationship tailored to an idiographic, functional or contextual understanding of the 

person’s difficulties and preferences. Experiences of presence could be seen as situated 

 
46  The approach toward unwelcome experiences of presence presented by two humanistic therapists 
interviewed in Chapter 4, Brian and Juan, could be also implicitly linked to the person-centred attitude and 
theory of Carl Rogers (1957, 1959). 
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in an “no man’s land” at the heart of the debate: not pathological, and therefore not part 

of any disorder in the DSM-5 or the ICD-11, but related in form both to the non-clinical 

voice-hearing debate and the potential discussion on the addition of complicated grief 

into the psychiatric classification system. 

 

A clear advantage of the mixed method and multiple study design of the investigation, in 

sum, is how these experiences of psychotherapeutic practice are based on data proceeding 

not only from experiencers who underwent therapy, but also from (i) clinicians 

experienced in working with the phenomenon, (ii) clinicians who have never seen a case 

of ambivalent-to-distressing experiences of presence, and (iii) clinicians who had 

experiences of presence themselves. 

 

 

6.3.  A socio-cultural perspective 

 

The outcomes of these studies have also served to nuance the relationship between culture 

and experiences of presence which, in some previous studies, had been oversimplified. 

Culture is not merely a factor influencing the content of the experiences, of their valence, 

but the context in which all the sources of distress and ambivalence depicted in Table 6, 

and meaning-making, take place. This reflection, based on both these studies and the 

review of the literature presented in the sub-section 2.1.4 of the introduction, has 

especially served to untangle the complex relationship between culture and valence, 

disproving the oversimplified hypothesis that distressing presences are specific to cultures 

that approach them with fear or worry, and therefore a sub-product of an specific cultural-

religious worldview, an idea prevalent in psychological studies (Keen et al., 2013; 
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Yamamoto et al., 1969) as well as anthropological ones (Gondar-Portasany, 1989; 

MacDonald & Oden, 1977; Shen, 1986; Shimabukuru et al., 1999). Given how the role 

of socio-cultural processes has been already analysed in Chapters 4 and 5 when identified 

in quantitative or qualitative data, and explored in the literature review in Chapter 2, the 

main empirical outcomes regarding RQ3 are summarised in Table 7 in order to avoid 

repetition. 

 

Table 7 

Influence of socio-cultural processes identified in the stories narrated by the therapists and 

experiencers who participated in the investigation, as well as their connection to existing 

evidence, informed by the literature review of ethnographic cultural and cross-cultural 

research on experiences of presence presented in sub-section 2.1.4. 

Finding Description Evidence 

Valence Ambivalent-to-distressing experiences 

do not seem to be idiosyncratic of 

specific cultures, but socio-cultural 

processes do shape how distress is 

expressed and treated. 

Based on the critical analysis of the 

existing literature, but identified as 

well in the analysis of the survey data. 

Clinical practice Reliance on grieving stage theories in the 

Spanish practitioner sample versus 

reliance on continuing bonds theory in 

the British practitioner sample. Co-

existence in their practice of both 

professional theories and discourses 

present in Western general society. 

Primarily based on the thematic 

analysis of the survey database, and 

secondarily on the qualitative 

analysis of the practitioner interview 

data. 

Stigma or taboo Fearing of telling another person about 

an experience of presence, disclosing it 

to a professional or doubting one’s 

sanity.  

Identified in all sources of data: 26 

responses to the survey (n = 54), in 

every in-depth interview with a 

practitioner, and in half of the 

experiencers’ stories. 

Religious 

sanctioning 

The phenomenology of the experiences 

was consistent to the person’s religious 

affiliation or sanctioning. A reluctance 

was common, however, in discussing the 

Based on the narrative analysis of the 

interviewees’ accounts of their 

experiences of presence. 
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experiences with a priest amongst those 

who identified as Catholic. 

Duality in 

meaning-making 

Both materialistic perspectives and 

metaphysical discourses can co-exist or 

clash within the same family, or even 

within the same person, who may 

combine both, or move from one to 

another, during and after the interview, 

as previously found by Steffen and Coyle 

(2010, 2011, 2017) and Austad (2014). 

Grounded primarily in the narrative 

analysis of the experiencer interview 

data and secondarily in the thematic 

analysis of the practitioner interview 

data. 

 
 
 
 
6.4.  Emerging perspectives 
 

This section moves from the analysis of data relevant for RQ1, RQ2 and RQ3 above to 

more abstracted perspectives emerging from the work presented in this thesis, whether 

this is interpretation and theorisation around the empirical outcomes that were previously 

presented, or a reflection on potential avenues of research connected to them. The first 

perspective (7.4.1) addresses some of the philosophical issues present in the field, while 

the second one (7.4.2) discusses the interconnection with research on voice-hearing 

outside the context of bereavement, and the last one (7.4.3) examines research on 

unshared sensory experiences as a whole. 

 

6.4.1.  Philosophical and terminological issues:  

                       A pragmatic approach 

 

A re-appearing issue in this thesis, and related articles, is the terminological disagreement 

present in the field. For the sake of clarity, this disagreement can be divided into three 

types of terminologies: (1) those referring to a hallucination (e.g. Matchett, 1972; Rees, 
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1971a), (2) those referring to a presence (e.g. Hayes & Leudar, 2016; Steffen & Coyle, 

2010), and (3) those referring to a spiritual-religious phenomenon (e.g. Kalish & 

Reynolds, 1973; Nowatzki & Kalischuk, 2009). At their root, they partly represent more 

of an ontological disagreement than an epistemological one: from the ontological claim 

of the word hallucination (i.e. there is no external stimuli) to the ontological neutrality of 

the word presence (i.e. focusing on the phenomenology for the perceiver) to the opposite 

ontological claim of the word encounter or communication (i.e. the dead person is 

present).  

 

The term “hallucination” is complex when approached from a pragmatic position: any 

type of ontological claim, including claiming whether a sensory perception corresponds 

to an external reality or not, is inconsistent with the a-ontological stance of pragmatic 

epistemology. A realist position, moreover, is implicit in the classical definition of a 

hallucination: a perception in the absence of an external stimulus. The same applies to 

spiritual-religious terminologies, as proving the non-existence of something (e.g. the 

theist belief in an afterlife) is a clear impossible (i.e. absence of evidence is not evidence 

of absence) beyond the scope or interest of psychological research (and social science as 

a whole). From a pragmatist or contextual position, as Szabo and Tarbox (2015, p.222) 

have stated: 

There is no I without YOU, no HERE without THERE, no NOW without THEN 

[…]. The ontological viewpoint of functional contextualism is that what IS can be 

an IS only in the context of OTHER and that it is no bearing whether IS or OTHER 

have independent existences, in and of themselves. This is distinct from the 

[realist] perspective that what IS can be an IS only in the context of WHAT IS 

NOT (Szabo & Tarbox, p.222). 
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The issues with the word “hallucination” from a pragmatist or contextualist perspective, 

to the best of my knowledge, have not been debated in depth in the literature. The 

literature of acceptance and commitment therapy for psychosis, arguably the most 

prevalent form of pragmatic psychotherapy at the moment, has mainly relied on a 

differentiation between real and unreal, hallucination and perception, side-lining some of 

the epistemological issues involved (see Morris et al., 2013). A useful concept to 

approach this debate is that of “observational sentences” (Quine, 1974). An 

observational sentence is the combination of a private observation (a sensation) and 

a descriptive sentence (the communication of this observation to another person). 

Each scientific statement is an observation sentence, which “is deemed true when, on 

any occasion, it would be agreed to by almost any member of the language 

community witnessing the occasion” (p.195). The emphasis on joint witnessing 

substitutes the emphasis on ontological claim. Observational sentences are a constant 

in our daily lives, most of which are accepted by the receiving other. This could be 

the communication of a private sensation that everyone can see (e.g. “it is a sunny 

day”, “the sea is calm today”), but also of a private sensation which only one person 

can sense (e.g. “if I close my eyes, I can see her so clearly”), and which is deemed as 

“normal”. A hallucination, consequently, can be seen from a pragmatic perspective 

not as a sensory perception without an external stimulus, which would imply a 

ontological claim on the side of the clinician, but a private observation (seeing, 

hearing, touching, smelling) that, when communicated to the language community 

surrounding the person, is not perceived by the other, and is also considered as 

abnormal, pathological or disturbing due to the linguistic choices of the person that 

communicates it (i.e. the person is aware, the private sensation does not belong to a 

dream or to surrounding states, the person believes that the private sensation is 



 

 
 

200 

“real”). No ontological claim can be established scientifically47: we can only claim, 

from a pragmatic perspective, that something is absent from a joint witnessing48.  

 

This reflection can be traced back to James (1975) who, in his Pragmatism, already 

tackled the idea of truth following the ideas of Schiller and Dewey: challenging the idea 

that ideas are inherently true if they properly represent an external reality. For James, we 

label an idea as true a posteriori when useful in putting us into contact with other areas 

of our experience: “Truth for us is simply a collective name for verification-processes, 

just as health, wealth, strength, etc., are names for other processes connected with life” 

(p.140). The pragmatic method, as we have seen, initiates with a question (p.46): 

The pragmatic method is primarily a method of settling metaphysical disputes that 

otherwise might be interminable […] The pragmatic method in such cases is to 

try to interpret each notion by tracing its respective practical consequences. What 

difference would it practically make to any one if this notion rather than that 

notion were true?  

 

The main consequence of using sense of presence or experiences of presence as a term, 

when working with bereaved people, is the possibility of avoiding the pathological 

connotation of the term hallucination49 in clinical practice and in general society (Leudar 

& Thomas, 2000). Such connotation is relevant when considering that it could feed into 

a societal stigma, or taboo, which may increase suffering and foster experiential 

 
47 Quoting Rorty (1985, p.3-4): “For pragmatists, the desire for objectivity is not the desire to escape 
the limitations of one’s community, but simply the desire for as much intersubjective agreement as 
possible, the desire the extend the reference of ‘us’ as far as we can”. The emphasis, therefore, is on 
ethical action rather than on universal truth.  
48 This is but one perspective within an ongoing debate within philosophical pragmatism (see Hayes, 
1993). A behavioural alternative, on the other hand, would be to focus on successful values-driven 
action (e.g. predicting and controlling behaviour in the clinical arena) rather than on an agreement 
among observational sentences (see Barnes-Holmes, 2000).  
49 As pioneered by the Hearing Voices Movement’s attempts to de-pathologise all unusual experiences, not 
just voice-hearing, drawing from the work of Romme and Escher (1989) (see sub-section 2.3.3.6). 
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avoidance connected with experiences of presence. Phenomenological neutrality, at the 

same time, can avoid the risk of imposing a meaning agenda on the patient when different 

socio-cultural repertoires are present in the therapy room. 

 

There are, on the other hand, two pragmatic difficulties connected with the presence. In 

first place, there is an implicit distinction in the definition highlighting that the presence 

is not shared by other people: hearing the voice of a deceased person in a recording, for 

example, is not an experience or sense of presence. The same applies to voice-hearing: in 

the last manifesto of the Hearing Voices Movement (World Hearing Voices Congress, 

2018), for example, they begin by referring to “hearing voices without external sound of 

voices”. This implicitness, although obvious or irrelevant when approached from a single 

country or language, can be a difficulty when translating the term to other language, or 

when conducting fieldwork in more than one culture.  

 

The second difficulty is how the term implicitly separates sense or experience of presence 

from other hallucinatory experiences which are phenomenologically and pragmatically 

similar and, on occasion, do overlap with them, such as voice-hearing, hallucinogenic-

induced experiences, or nightmares during sleep paralysis. This is an unwanted 

consequence of the terminology, an artificial and linguistic distinction between different 

experiences, and not an actual theoretical separation. The work of Hayes and Leudar 

(2016) on experiences of presence, in fact, pioneered the exploration of the commonalities 

between these phenomena. But if avoiding “hallucination” altogether in bereavement 

studies, and using a term such as sense of presence which describes mostly beneficial, 

welcome and comforting post-bereavement phenomena, there is still a potential collusion 

with the pathologisation of the hallucinatory continuum as a whole. Experiences of 

presence are not the only hallucinatory-type experiences which are not pathological, nor 



 

 
 

202 

are they the only ones which can be psychologically beneficial. Denying this closeness 

may hinder research on their commonalities. The stigma or taboo around hallucinatory 

experiences is not only present in the case of bereavement and, if there is a need for de-

stigmatisation in our culture, theoretically separating similar experiences may hinder this 

process as well. In the absence of a clear alternative for these experiences, a joint term 

could be needed in order to facilitate the investigation of their similarities and differences, 

regardless of whether hallucinatory experiences are benign or harmful, bereavement-

related or non-bereavement-related. 

 

A solution to this conundrum is the use of both terminologies. By avoiding the term 

“hallucination” in the therapy room when working with experiences of presence, or when 

interviewing, and using the word of the patient (or participant) or everyday language 

referring to the sensory modality (e.g., voice, vision, smell), the risk of pathologisation is 

avoided. A phenomenological description, such as sense or experience of presence, or 

sense of presence, can also highlight that some of these experiences (especially the 

sensorially-unspecific feeling of a presence) do not fit our definition of a hallucinatory 

experience. At the same time, by combining both terms, the similarities with other 

hallucinatory phenomena are highlighted, and clinicians and researchers who not share 

these premises can also easily access the literature and be informed by the findings. As 

an umbrella term, “hallucination” is limited and wanting, but no clear alternative is 

present. As a result of this reflection on the pragmatic consequences of these 

terminologies, “experiences of presence” has been prioritised in the published articles, 

relying primarily on the term “hallucination” when comparing bereavement- and non-

bereavement related experiences. 
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6.4.2.  Experiences of presence and voice-hearing: 

                       A clinical perspective 

 

Arguably, the sources of distress for experiences of presence reported in this thesis are 

not dissimilar to the ones reported in connection to distressing voice-hearing outside the 

context of bereavement (Larøi et al., 2019). These similarities are especially clear 

concerning the potential role of psychological trauma. As has been previously analysed 

(see sub-section 2.3.3.5), there is evidence to suggest that distressing voice-hearing is 

linked to unprocessed trauma: as the psychological consequences arising from traumatic 

adversities, especially from childhood trauma, are dealth with through avoidance and 

dissociation, the hearer can feel trapped in a situation that is distressing both because of 

the content of the voices and the relationship with them. 

 

The influence of socio-cultural processes in shaping experiences of presence as analysed 

in this thesis, moreover, resonates with the evidence on how hearer-voice relating is 

associated with the hearer relating with their social circle (Hayward, 2003), and is 

sensitive to the surrounding linguistic-historical context (Hadden et al., 2019). As Larøi 

et al. (2019) have highlighted, the role of culture is not only central in shaping the content 

of voices (i.e. their phenomenology), but also the way the person may respond to them 

(i.e. coping strategies) and evaluate the situation (i.e. meaning-making), as well as the 

social support the hearer may or may not receive. 

 

Traditionally, voice-hearing has been understood as a primarily (or exclusively) 

distressing phenomenon involving the perception of voices that are principally 

anonymous, and which is sometimes accompanied by other types of psychotic 

symptomatology (e.g. delusion, incoherence). Experiences of presence, on the other hand, 
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have been largely seen during the last decades as a welcome perception, in any sensory 

modality, of the deceased person. These differences in both their phenomenology and 

their consequences, however, are not so clearly drawn, as the work Leudar and Thomas 

(2000) and Hayes and Leudar (2016) have previously showed. Data in this thesis, 

moreover, evidences how the central boundary between both types of experiences, 

recognisability, may not be completely present for everyone. Some interviewees, for 

instance, reported hearing voices, or seeing a person, in an anonymous manner: without 

immediately recognising the person, only to later identify them as the person they lost. 

Rosa, for example, described how she would see a shadow passing by, when alone in her 

house, before feeling that it was her mother and beginning to talk with her. She was unsure 

about whether the shadow was definitely her mother, however, as nothing in her vision 

identified her as such. Similarly, Natalie reported hearing a voice which she heard as 

anonymous, and which she later connected to her deceased father. This phenomenological 

finding, reported for the first time in the literature, further illustrates the porous 

boundaries between these phenomena. Cases in the literature (see section 2.1) and in the 

survey data (e.g. the interview with Brian in Chapter 4), moreover, evidence the 

possibility of bereavement and non-bereavement related voices co-existing in the same 

person. 

 

Considering the growing corpus of evidence on psychotherapy for voice-hearing, with 

modalities such as relating therapy (Hayward, Overton, Dorey & Denney, 2009) and the 

Maastricht approach (Steel et al., 2019) being strongly relevant (and probably already in 

use) when working with unwelcome experiences of presence, more comparative research 

is needed on the phenomenological and clinical convergences and divergences in voice-

hearing, whether distressing or welcome, inside and outside the context of bereavement. 

Considering the universality of bereavement in human lives, the high prevalence of 
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experiences of presence among the bereaved population, and the fact that auditory 

experiences of presence are the most common sensory modality, a better understanding 

of the phenomenon is essential in order to comprehend voice-hearing in the non-clinical 

population. This should be ideally done avoiding two extremes: there is a risk in 

classifying bereavement-related experiences as a type of content in voice-hearing, as 

some studies have done (Romme & Escher, 1989, 2005), sidelining the idiosyncratic 

properties of experiences of presence. The opposite risk is also present, however, as a 

significant part of the experiences of presence literature has been built in isolation from 

some essential outcomes of clinical research on voice-hearing.  

 

6.4.3.  Anthropology and psychology of religion:  

                       Altered states and sensory overrides 

 

Hallucinating the deceased, as a psychological phenomenon, makes us reflect on afterlife 

belief: the idea that the core of an individual’s identity or consciousness continues after 

death. The varieties of religious experience, in which James (1902) proposed to study the 

psychological experience of religion in the same scientific way as any other psychological 

phenomena, is not by chance both the foundational text of psychology of religion as a sub-

discipline, on the one hand, and the first reference in the literature to felt presences in 

bereavement, on the other. Arguably, the phenomenological difference between the voice 

of the deceased being perceived by the bereaved as a “voice”, and the bereaved claiming to 

hear a deceased person who is present, is deeply rooted in ideas on deadness and the 

afterlife: whether the experience is compatible with the personal worldview and cultural 

repertoires of the bereaved person. In Christianity, for example, the dead survive in an 

afterlife, but have no autonomy to return to the world of the living, which would explain 

the reluctance against experience of presence among the priesthood that was reported by 
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some interviewees in this investigation (see Chapter 5). Taoist and Shinto belief, on the 

other hand, would allow for the dead to visit the living, the influence of which is clear in 

what was reported by Chan et al. (2005) in Hong Kong and Yamamoto et al. (1969) in 

Japan. 

 

Interviewees frequently described their experiences of presence, in the narratives 

collected in this thesis, as something that is inneffable (i.e. difficult or impossible to 

capture using ordinary language) and noetic (i.e. felt as ultimately or transcendentally 

true). These are both the classical properties of mystical experiences identified by James 

(1902), but also core properties of altered states of consciousness in general (Ludwig & 

Madison, 1966). This noetic quality, moreover, was also reported in the qualitative 

analysis of Steffen and Coyle (2011). Interviewees also narrated experiences they 

connected to their deceased loved ones but that are situated outside the definition of 

experiences of presence as used in this thesis. Some examples of this are near-death 

experiences, lucid dreaming and mystical trances, all of which can be classified as altered 

states of consciousness (Vaitl et al., 2005). Although these experiences did not involve 

sensing, or feeling, the presence of the deceased person, they were still perceived by the 

interviewee as a form of contact with the person they lost. This finding of the narrative 

inquiry can be contrasted with frequent instances in the literature of experiences taking 

place while the person was not bereaved (e.g. belonging to the wide-ranging 

anthropological field of ancestor workship) or caused by a hallucinogenic substance (i.e. 

being, therefore, part of a psychedelic experience) (see sub-section 2.1.4). None of these 

experiences can be described as bereavement-related phenomena nor as usual 

hallucinatory experiences.  
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Delineating the phenomenological boundaries between these experiences, and the 

subjective changes that they have in common, is difficult in the absence of a wider 

terminological umbrella or overarching category. Such terminologies, such as altered 

states of consciousness, in the field of psychology, and trance 50 , in the field of 

anthropology, have been increasingly abandoned during the last decades, mainly out of a 

concern for a lack of specifity (i.e. grouping together experiences with little in common 

among them) and an overuse from biologically- and psychologically-reductionistic 

perspectives (i.e. assuming a core experience impermeable to socio-cultural processes). 

Recent research, however, has resumed this line of research in the field of 

psychopharmacology, with the development of questionnaires such as the Altered States 

of Conciousness Rating Scale (OAV) (Studerus, Gamma, & Vollenweider, 2010) and the 

Mystical Experiences Questionnaire (MEQ) (MacLean, Leoutsakos, Johnson, & 

Griffiths, 2013), and in the field of anthropology of religion.  

 

Within this line of research, as we have previously seen (see sub-section 2.3.3.8), the 

pioneering work of Luhrmann has been instrumental in proposing an alternative to 

address these issues, attempting to map cultural variance in spiritual-religious experiences 

and voice-hearing across societies while, at the same time, proposing a common 

mechanism underlying altered states of consciousness. For Luhrmann (2013) absorption, 

a trainable capacity to shift attention from outward to inward, lies at the heart of a range 

of experiences such as meditation, hypnosis and trance. Expanding on her previous work, 

she proposed a division of spiritual-religious experiences into three categories: spiritual 

 
50 Altered states of consciousness have been frequently researched, from an anthropological perspective, as 
trance experiences in the form of spirit possession or shamanistic practices, which are present in almost 
every human society. From a psychological perspective, research has been mainly focused on dissociation, 
in psychopathological research, and hypnosis, in basic research, with the exception of the significant body 
of research focused on what has been termed anomalous experiences (see Cardeña, Lynn & Krippner, 2014, 
and de Rivera & Sarbin, 1988). 



 

 
 

208 

seizures (i.e. dramatic and transformative experiences), sensory overrides (i.e. 

hallucinatory experiences that are typically brief, unpredictable and spontaneous) and 

trance phenomena (i.e. intense absorptive experiences associated with practice). 

Following this division, if applying it to experiences of presence, most of the experiences 

described in this thesis would fall into the category of sensory overrides, although some 

would overlap with spiritual seizures (e.g. mystical experiences suddenly happening to 

the bereaved and drastically changing their worldview, see the case of Henry in Chapter 

5) and trance phenomena (e.g. felt presences that, after a long period, could be evoked at 

will, see the case of Clara in Chapter 5). Future research, however, will have to determine 

whether this theory, focused on the role of both learning and absorption, can also 

encompass bereavement-related phenomena without neglecting the phenomenological, 

cultural and interpersonal complexity of experiences of presence. 

 

 

6.5.  Limitations of the research design 
 
 

A clear limitation of the investigation is the lack of clinical data collected in situ. All the 

clinical data that has been analysed in this thesis comes through the recollection of either 

practising therapists or former patients, sometimes after considerable time has elapsed 

since the end of the process. Although this allowed for analysis of the resources they were 

drawing from, such data does not grant direct access to the patient’s experience nor to the 

therapeutic encounter. This limitation has been partially addressed through the use of 

triangulation, contrasting the outcomes arising from different perspectives (e.g. the 

perspective of the therapist versus the perspective of the experiencer) and different 

methodologies of data collection and analysis (e.g. descriptive statistical analysis of 

survey data versus thematic analysis of interview data).  Some outcomes, moreover, were 
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identified in the stories of practitioner-experiencers who encounter unwelcome 

experiences of presence both in their personal life and in their clinical practice (see, for 

example, the case of Bella in Chapter 4). This limitation, however, must be still taken into 

account when drawing from these analyses in clinical practice and research. 

 

A second limitation, previously discussed in Chapter 4, is that these outcomes should not 

be seen as representative of the practitioner and experiencer population of Spain and the 

United Kingdom, both due to the sample sizes and to the recruitment method. A related 

limitation is that the recruitment method, especially in the case of the narrative inquiry 

presented in Chapter 5, probably led to the participation of those more prone to draw from 

psychological or psychiatric discourses (rather than, for example, religious-spiritual 

perspectives) and, in case of experiencers, to those more socialised into thinking in a 

psychological manner. 

 

A third limitation is connected to the porous phenomenological boundaries between 

experiences of presence and other hallucinatory phenomena, as we have seen in sub-

section 2.1.4. Unwelcome experiences of presence can be easily confused with, for 

example, a flashback following a traumatic bereavement, or a waking nightmare during 

sleep paralysis involving a vision of a deceased person, and some of these latter 

experiences may have been unintentionally included in the open responses to the cross-

cultural survey. This research design also led to the identification of types of experiences 

of presence that have not been reported in the literature before, such as proprioceptive 

experiences following a perinatal or gestational loss (see the interview with Maria in 

Chapter 4), so other types of less common experiences may have been missed due to the 

way that the project was presented to potential interviewees.  
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Finally, a key issue is the critical evaluation of the qualitative analyses included in this 

thesis, something that was partly explored in Chapter 3 from an epistemological and a 

disciplinary angle. This is now returned to in Table 8 following the principles presented 

by Yardley (2000) as a framework for quality control. 

  

Table 8 
A critical evaluation of the qualitative analyses contained in thesis according to the principles 
of Yardley (2000) 

Principle Followed by Limited by 

Sensitivity to 
context 

A detailed revision, and awareness, of 
the previous literature and empirical 
work on experiences of presence, 
inside and outside the discipline, as 
exemplified in sections 2.1 and 2.2. An 
analytical approach aimed toward 
interpreting empirical outcomes in the 
context of the participant’s socio-
cultural environment, as exemplified 
by the analysis of the experiencer 
stories (see Chapter 5): the 
situatedness of Gloria’s experiences 
within the worldview of Catholicism 
in Spain, for example, or how 
Gergana’s experiences only made 
sense in the context of the Bulgarian 
tradition toward funeral ceremonies 
(see analysis in Appendix E). 

No interaction is neutral, even despite 
the non-directive approach of 
biographical narrative interviewing. 
Each interview was embedded in the 
context in which it took place and, given 
my professional identity as a therapist, 
my Spanish ethnicity, and my age 
group, each interviewee will have 
adapted their story to those perspectives 
that they saw as (or expected to be) 
closer (or more acceptable) to me as the 
researcher. This certainly influenced the 
responses I obtained (e.g. spiritual-
religious perspectives may be 
underrepresented) due to the power 
imbalance present when discussing 
psychological difficulties with a mental 
health professional. 

Commitment and 
rigour 

A detailed exploration of both the 
methodological and epistemological 
literature (see Chapter 3). An 
immersion into the collected data until 
the point of theoretical saturation. An 
exploration of complex outcomes 
through multi-layered analysis, but 
also through triangulation, contrasting 
data from different sources (e.g. 
survey responses versus interview 
data) and perspectives (e.g. clinician 
versus experiencer) interpreted 
through different types of analysis, as 
best exemplified in the outcomes 
presented in section 6.1 on sources of 
distress and ambivalence. 

Translation issues may be present due 
the cross-cultural design (i.e. some 
cultural nuances might have been lost in 
translation). This risk was minimised 
through delaying the translation of data 
to the latest stage posible, in order to 
work with raw data for as much time as 
was feasible: until the comparative 
analysis of stories, in Chapter 5, until 
phase three in the thematic analysis, 
regarding the analysis of the survey 
database in Chapter 4, and only when 
presenting the final analysis, regarding 
the analysis of interview data in the 
latter chapter. Re-checking final 
outcomes against raw data was the 
standard procedure once the analysis 
was finished and was being presented. 

Transparency and 
coherence  

An exploration of the linkages 
between the analytical method and the 
epistemological grounding of the 
investigation. Transparency through 
detailing (see Chapter 3) and showing 
(see Appendices C, D and E) how the 

In the same way that my professional 
background and my ethnicity 
influenced my interaction with each 
interviewee, my analysis of those 
responses was also (inevitably and 
unintentionally) influenced by my own 
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analysis was conducted. Clarity as an 
aim when presenting the analysis in 
each empirical chapter: describing 
how data was categorised, evidencing 
analytical interpretation through 
quotations of raw data, and 
highlighting surprising or 
contradictory evidence. This latter 
category is best exemplified by the 
analysis of discordant cases in the 
clinical survey (see Chapter 4). 

personal position. This analysis, 
therefore, is but one among several 
potential analyses. This was addressed 
through a reflexive attitude as a guiding 
thread for the investigation, not only 
when conducting fieldwork and 
analysing the impact of my own role 
when analysing the data, but also when 
presenting the resulting empirical 
outcomes. 

Impact and 
importance 

An explicit aim, in concordance with 
philosophical pragmatism and 
contextualism, to inform and impact 
clinical practice with ambivalent-to-
distressing experiences of presence, as 
exemplified in section 6.7 in this 
chapter. A commitment to bridge 
academic and applied psychology by 
exploring, and theorising from, both 
clinical practice and empirical 
research with experiences of presence. 
The sharing of the outcomes through 
open-access publication (see 
Appendices F and G). 

Some of the linguistic issues affecting 
the dissemination of psychological 
research into actual practice, such as the 
cross-cultural differences regarding 
grieving stages in Chapter 4, affect 
these outcomes in the same way. The 
absence of clinical data collected in situ 
may affect the direct applicability of 
these outcomes in clinical practice. The 
extent to which these outcomes are 
transferable to another cultural context 
or societal group, moreover, is 
uncertain. 
 

  

 

6.6.  Implications for future research 

 

Given the main limitation of this investigation, the absence of data collected in situ in 

clinical practice, future psychological research could increase our understanding of 

psychotherapy for ambivalent-to-distressing experiences of presence through case study 

research. Given the elusiveness of the phenomenon, in addition to the societal stigma 

dissuading people from contacting mental health researchers and practitioners, case study 

research is especially well-placed as a methodology to achieve this aim, whether 

complementing questionnaire data with qualitative analysis of the audio-recording of the 

therapy process, or by the use of an experimental single-case design.  

 

Cross-cultural psychological research, on the other hand, could continue to increase our 

understanding of several properties of experiences of presence across countries. Survey-



 

 
 

212 

based research, for example, could analyse whether stigma and taboo are only present 

where evidence has been found so far (the United Kingdom, Sweden and Spain), and the 

influence of this on both the consequences of the experience and their overall prevalence 

and reporting. This methodology could also provide data on existing hypothesis in the 

field, such as the potential role of absorption based on the work of Luhrmann (2007, 2011, 

2013). 

 

This quantitative cross-cultural comparison at a macro-level of analysis, however, should 

be necessarily complemented with an in-depth understanding of cultural repertoires, and 

meaning-making, at a meso- and micro-level. From an interdisciplinary perspective, in 

this respect, much can be advanced from the collaboration between psychology and 

anthropology. The ethnographic literature summarised in this thesis has been instrumental 

in answering RQ1 and RQ3, and future anthropological fieldwork could include some of 

the methodologies of this thesis, such as narrative interviewing focused on experiences 

of presence, in order to obtain an in-depth understanding of one person’s experience in 

addition to the cultural understanding of the society or community. Clinical ethnography 

(see Calabrese, 2013) is especially well-placed as a methodology to combine the type of 

understanding obtained in the therapy room, idiographic and introspective, and the type 

of contextual and holistic knowledge gathered through ethnographic research. 

 

 

6.7.  Implications for clinical practice 

 

A clinical implication that clearly emerges from this work is the importance of 

normalisation. As we have previously seen, the surprise when an experience of presence 

is noticed for the first time, or other people’s reaction to it, can cause a distress that wanes 
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in time. The phenomenon is welcome for the majority of the bereaved and that, even when 

causing distress, ambivalent experiences may be far more common than those perturbing 

in themselves. A good clinical principle, therefore, would be to ensure that suffering is 

not confounded or even created by the fact of sharing it with a professional, which may 

be difficult for some people due to a fear of being ignored, diagnosed or mocked. 

Normalisation, however, should not be a mere recognition of how common and normal 

these experiences are. Experiences of presence can be extremely emotional and 

meaningful for the perceiver, and be of religious significance for some, and thus a mere 

acknowledgment could feel dismissive or reductive: neglecting their own perspective and 

the importance that the experience had for them. Considering the importance of 

interpersonal processes when experiences of presence go awry, the clinician’s 

normalisation should be ideally guided by acceptance, curiosity and empathy toward the 

person’s experience. 

 

This is especially the case in intercultural psychotherapy when therapist and patient do 

not share a socio-cultural background. A point of agreement between both the 

psychological and anthropological literatures (see sub-section 2.1.4), when clinically 

working with unwelcome experiences of presence, is recommending awareness of the 

patient’s cultural resources. There is a danger, as highlighted by Shimakuburo et al. 

(1999), for the clinician to “pathologize behaviours that, although appearing unusual to 

the culturally incompetent practitioner, are very appropriate from the client’s own cultural 

perspective” (p.225). This is especially pertinent considering the absence of a clear 

psychological framework to draw from when making sense of these experiences (Hayes, 

2011), and that a failure in accommodating a culturally-bound belief may easily derail the 

assessment or the intervention (Putsch 1988).  

 



 

 
 

214 

Another recommendation emerging from these analyses is a cautionary note against the 

pathologisation of experiences of presence as a blockage or an abnormality in the stages 

of grieving, as we have seen in Chapter 4. This is the case not only because of the 

considerable evidence putting into question whether bereaved people actually move 

through those stages (see Corr, 1993, and Stroebe, Schut, & Boerner, 2017), but also 

because of the data, analysed both in this thesis (see the case of Gergana in Chapter 5) 

and in the previous work of Taylor (2005), on how some people found it clearly unhelpful 

when undergoing psychotherapy. 

 

When distress is not temporary, and the alleviation of worriedness and stigma is not 

enough to mitigate it, the existing evidence indicates that exploring the presence of 

unfinished business with the deceased person or pre-existing mental health difficulties 

(such as trauma) can be useful. Asessing the presence of psychological trauma pre-dating 

the loss, or a traumatic bereavement, is therefore warranted, and a trauma-focused 

intervention (e.g. any form of exposure therapy) may be also appropriate depending of 

the patient’s circumstances. Considerable information is available for the clinician 

regarding working with pending issues with the deceased (see Hayes & Steffen, 2018), 

and techniques such as the empty-chair (Chadwick, 2006; Elliot et al., 2003; Perls, 1989) 

may be useful in working through the interpersonal conflict or tension. The available 

evidence, although limited and preliminary (see section 2.2 and Chapter 4), indicates that 

a psychotherapy focused on the continued relationship with the deceased person, an of 

their consequences in the here-and-now, can be effective in reducing distress. 

 

Unwelcome experiences of presence should not be confused with psychosis, and balance 

is key in finding a point-in-between “the rocks of pathologisation and mystification” 

(Leudar & Thomas, 2000, p.5). The available nevertheless evidence indicates, as we have 
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previously seen, that a small subset of experience of presence, when highly distressing, 

can either co-exist with psychosis or progress toward a psychotic breakdown (see Chapter 

4). Given that psychosis is sometimes described as “simply the presence of hallucinations 

and/or delusions” (Semple et al., 2005, p.176), and that some distressing experiences of 

presence could meet criteria for a brief psychotic disorder within DSM-5 (APA, 2013), 

the use of psychiatric diagnosis and medication to manage them is an unsurprising 

possibility. The danger is considerable, potentially involving an unnecessary 

pathologisation or an ethnocentric medicalisation, and such use of medication should be 

a last line of resort in the presence of additional and severe difficulties (e.g. delusional 

experiences, risk of harm). From a psychotherapeutic perspective, some clinical 

modalities adapted to these circumstances can be appropriate, such as those aimed at 

voice-hearing in general (e.g. the Maastrich approach and acceptance- and mindfulness-

based therapies) or focused at contact impairment (e.g. person-centred pre-therapy). 

 

 
6.8.  Conclusion 
 

This thesis aimed to increase psychological knowledge on a phenomenon, experiences of 

presence, which is both common among the general population and considerably 

unknown in the clinical disciplines. In doing so, this work has been focused on those 

experiences which, being ambivalent-to-distressing for the experiencer, are of relevance 

for the psychotherapist. The methodological design, combining survey and interview-

based mixed-method studies centred around both clinical practice and experiencer 

perspectives, shed light on the sources of distress, when experiences are unwelcome, and 

on working theories to intervene in the therapy room. My hope is for this work to 

contribute to the advancement of scientific research on unshared sensory experiences, 

both clinical and non-clinical, whether taking place outside or within bereavement, in a 
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manner than can take into account the multifold cultural, psychological and biological 

processes shaping these phenomena. This is not only essential to provide the best possible 

care to those struggling with them, but also if we aim, as James (1902) did, to 

scientifically study all essential features of human nature.  
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