v o e T

CLINICAL
PARAPSYCHOLOGY

.“A o W3 a/;f

M’yﬁ:;: g
’Q"_’ .A,‘ ‘:‘,ﬂ",i

e 35
e,

Differential Diagnosis & Co-Diagnosis
Cause & Prevention Factors
Dimensional & Categorical Classification

Recovery & Prevention
Research Methods, Findings & Measures

THERESA M. KELLY, MsD. | 1st Edition







CLINICAL PARAPSYCHOLOGY

EXTRASENSORY EXCEPTIONAL EXPERIENCES






CLINICAL
PARAPSYCHOLOGY

EXTRASENSORY EXCEPTIONAL EXPERIENCES

THERESA M. KELLY, MsD.



Paperback Edition
Copyright © 2015 by Theresa M. Kelly

All rights reserved. No part of this book may be reproduced, scanned, or distributed in
any printed or electronic form without permission. Please do not participate in or
encourage piracy of copyrighted materials in violation of the author's rights.

Purchase only authorized editions.

For more publications by this author, please visit: http://qpsychics.com

ISBN: 978-1-329-15640-1
(Paperback Edition)



ACKNOWLEDGEMENTS

This textbook has emerged out of my experiences and the
contributions of others throughout my years researching, teaching,
and counseling. Over the past three and a half years, | have received
support, encouragement, and inspiration from a number of individuals
to make this textbook a reality.

| would like to thank the University of Alternative Studies Scientific
Advisory Board for their invaluable constructive comments, content
and source suggestions, and their continued support in creating
textbooks and academic programs and courses in the area of Scientific
Parapsychology and Paraphysics. This includes Loyd Auerbach, James
Beichler, William Everist, Greg Jenkins, and Nancy Zingrone. The
content of this textbook includes, and has been inspired by, countless
researchers in various established and emerging fields. | would like to
especially thank the following for their past contributions for which
this textbook may not have been possible without: Stephen Braude,
Etzel Cardefia, James Carpenter, Bruce Greyson, Mike Jackson, Jon
Klimo, Stanley Krippner, David Lukoff, Vernon Neppe, and Alejandro
Parra to name a few.

| would like to thank friends and known scholars for insightful
input, constructive feedback, and various other contributions. | would
also like to thank former clients, research subjects, informal help-
seeking individuals, and other interested parties both locally and
abroad for their suggestions and cooperation. In the end, it was the
research findings that assisted in comprehending experient
statements and the experient statements that assisted in
comprehending the research findings. Therefore, with endless
gratitude, | thank you all.







CONTENTS

ACKNOWLEDGEMENTS.....ccciiiimiiimiiiiiiniciiiiiieensesnsesienssesnesnnenns I
INTRODUCTION ....ccuiiiieiiiieiiiniiieiiiiiineiiteeiieeersessnsesrsssensasensasssenes 1
DIAGNOSIS = PART L.t e e et e e e e e e eea 6
CLASSIFICATION = PART [l cevvitieeee ettt e e e e e e eaaaeaes 7
TREATMENT OPTIONS — PART Hl.evvueeieiieeeeeeiccee e 8
RESEARCH METHODS & MEASURES — PART IV .ccovvviiiiiiiiiieieeeeieeeeeeee, 9
DIFFERENTIAL DIAGNOSIS......ccuuciiiieiiiieeiiiieeiirreessreeasseeaaee e 12
DEFINITION OF A MIENTAL DISORDER .....cctttieeietiieeeeeiieeeeniieeeeeeiineeenannneaens 12
EXTRASENSORY EXPERIENCES AND PSYCHOPATHOLOGY ...ccvueveeviinnrerennnnennns 12
PATHOLOGIZING CONTENT FACTORS....uiiieeitiiiiiieeeeeeeeeretinneeeeeeseeennsnnnnnns 15
INVOLUNTARY VOLITION AND CONTROL «.euvervirervennenseeneenteeeeenseseesseseessesneenees 15
NEGATIVE VALENCE ...eeteeuteeetesteeteeteseeeseeesseessesnseseesaeesaeesseensesnsesseesseensesnes 16
ABNORMAL CONTENT .eetetientienteentesuteseeesseesesneesaeesseesseensesssesseensesnsesnsesnnens 17
IMALIGNANT ENTITY Leeiiiiiiiiiiieeeireee et 18
DELUSIONS ...ttt ittt s nae e s s e s 21
FUNCTIONAL IMPAIRMENT ..vivviiiiniieciirit et snne e snaees 22
PECULIARITY DISMISSAL w.uvervirerueeseeuteneenrensentensessessesmeeseeseesensessessessessesseenees 24
MEDICATION TOLERANCE «..vvtuverteetteueeneentensentessessessesseessensensesseseesseseessesseenees 25
NORMAL CONTENT FACTORS...cctuieteriieeeeiteeeeetiieeeeesieeeresneeerennneeessneneeses 26
VOLUNTARY VOLITION AND CONTROL .vveeeurerereireeesnrteessnneeessneeesenneessneeesns 26
POSITIVE VALENCE .evtuteeeteeeienteeieeiesieesetesteesseenseseesaeesaeesaeensesneesasesseenseenns 27
NORMAL CONTENT .eeiiiriieiirieeeirtte st sree e e snae e s e ssnne e snreee s 28
BENIGN ENTITY.ceiiitiiiiiiiie ittt 29




NORMAL BELIEFS . eieeeeee ettt et e e e e e s e e e e e e e 29

FUNCTIONAL c.cvttiiieietettcee ettt e e 30
DISCERNED PECULIARITY ..euteeuteruiesueesseeseeeesneesseesseensesnsesssesseensesnsessesseessens 31
MEDICATION INTOLERANCE ...veviiuvrieiineeesiireeesieeessinaeessneeesssnreeesmnneessineeesan 31
FACTOR COMPARISON CHART ....vuviiiiiiiiesiirieeserne e e e s ssnne e snae e 32
CONTENT COMPARISON CHART ..uvviiiiiiiiciiiiee et nne e srae e 34
DIAGNOSTIC CRITERIA FOR EXTRASENSORY EXPERIENCES ....vuvueeeeeeeeeervnnnnnnnn. 34
DIAGNOSTIC CRITERIA FOR CO-DIAGNOSIS ...cevvvvviieeeeeeeeeieiiiieeeeeeeeennnnnnannns 35
CO-DIAGNOSIS ....ccuiiiieiiiiteiinerit e esea s s enasnes 45
DETAILED CO-DIAGNOSIS CASE EXAMPLES ...cvvvviiiieeeeeeeeeeeiiiiieeeeeeeeeennnnnannns 46
CASE EXAMPLE: #1 ..ttt s 46
CASE EXAMPLE: H2 ..ottt ee s e e e 48
CASE EXAMPLE: H3 ..ttt e s s e e 51
CASE EXAMPLE: H4 ..ottt 54
CASE EXAMPLE: H5 .eeiiiiiiiiiieeiiiie e 57
CAUSE & PREVENTION FACTORS......cccceeiiiniiinnmnnnnssisnnninensnnsssssssssneens 61
PREDISPOSING AND PRECIPITATING FACTORS....ccevueieiiiieeeeeiieeeeetceeeeeaiees 62
GENERAL FACTORS ..ceiiuriiiiiiiieiiiiie ittt ssrn e 63
SPECIFIC FACTORS t..teuvtteteetieutententestete st st sbesseeat et estesteseesbesbesbesneeneenneeeneen 64
PERPETUATING FACTORS . .ettuiiiitieteeiiieeseriiieseeetieseseniseessnnseesennsessnnnnns 74
COGNITIVE BIASES .eeeeeetienieeieeete st ettt et et saee st eteetessae s saeesaeeneesneesas 75
FATALISTIC VIEWPOINT ..uteeuteeutesiiesieesteesteeseseeesseesseensesnsesssesseensesnsesnsesseessens 77
POSITIVE APPRAISAL OF NEGATIVE EXPERIENCES ...cuvevveveveeeeeneeneeneeneeneeseeseesaenne 77
EXTERNAL CAUSATION ...eeiiiriieiiireeeirieeseireeesirne e ssinne e s esssre e snanessnnneeeeas 78
NEGLECTING THE ISSUE ..ceeiiriiiiiiiiiiiiieniiric it 79
SHIFTING THE ISSUE .vetiiiiiiiiiiirie ettt 79
PROTECTIVE FACTORS ..vuuiiitiiietieties e eetiie s e eetes e e et e e eenin s e saeae e s saaanseeannanas 80
GENERAL FACTORS ..c.teveetteueeuteteteie st sttt sttt et see st et sae b sbe b eseeneensenens 81




SPECIFIC FACTORS ...ttt et e ettt e et e e e e s e e e s s s e e e e e e 83

DIMENSIONAL CLASSIFICATION ...cceuuiiiimnniiiienniiiienniireennieneennnienens 88
PHENOMENOLOGICAL DIMENSIONS ..cvuueevtneeeeeiieeeeeeneeeeesneeeeesneeeesnnenesnns 89
VALENCE DIMENSION ...vvviieiiiiiiiiriiee et e sttt e s snene e e e e 89
DANGEROUSNESS DIMENSION ...cciiuvrieiiiriieiiireeeiireeessineessinee s snre e s 90
AROUSAL DIMENSION ...ceiiiriieiiirieennrteseiteeesrreessirees e e senne e sraeessnree e e 90
IMPACT DIMENSION couuiiiiiiiiieiiiiie i 91
VIVIDNESS DIMENSION...ccoiitiiiiiiriiiiiiieeiirieenirneesinnte e ssine e snaeessnneeesans 92
ASSOCIATION DIMENSION. c..cvtuteutenretentertestesteesesteeseeseeeesenseseesreseesneeseeneens 93
TEMPORAL DIMENSION ...vteverttetteieententestetestestesbessesseeseensessenaenseseesresnesnesneene 93
ONSET/COURSE DIMENSIONS....uuueeeeiieeeetteeeretiieeeeesteeeresneeeresnneessnnneeses 94
AWARENESS DIMENSION ....vvitieteentereesatesieesseenseseesaeesaeesaeensesnsesseesseensessens 94
VOLITION DIMENSION ...cetiiriieiiirteesitteseireeesirne et e s senne e sraeessnree e 95
CONTROL DIMENSION ..ccuutiiiiiireeiiriee ettt 96
FUNCTIONAL DIMENSION .eiiiuiriiiiiiieiiiniiciiines it snne e 98
EPISODIC DIMENSION ...uuviiiiiiiiiiiiiieiiiitc et e s 99
SUPPLEMENTAL DATA 1.eutetieteeiteieeitetete sttt sttt it sbe st et ae s e b e 100
CATEGORICAL CLASSIFICATION ....ccuuuiiieeniiiieneiiineeensnnenesennenasans 110
DEFINITIONS OF EXTRASENSORY PERCEPTION ...cvvuueeeirneerrnneererneeeennnnns 110
LIMITATIONS OF THE CATEGORICAL APPROACH......ceevvuneerrnneererieeeennnnens 110
USE OF CLINICALJUDGIMENT ..cevtuieeeeitieeeeetieeeeerineeerestneessnsneeesesnneeessnnnees 111
TYPES OF INFORMATION IN THE CSM-EE ......cevvrneiiiiieeeeeieeeeereeeeene 112
ASSOCIATED EXPERIENCE PREVALENCE STATISTICS vuuvevvvvneeevieeerernneeeeennnns 114
AGE DISTRIBUTION ...uevieiiiiriie sttt sine e st s st siane s e e s sra e srne e s snae e 115
GENDER DISTRIBUTION ..uiviiiiirieiiiiieeeiree ettt s e s s 115
PURPOSE OF CONTACT ..evviiiiiiie it nns e s 115
HALLUCINATIONS ...oviiiiiiiieiiitie it 116




TELEPATHY ..cuiiiiiiiimmnniiiiiniieiinnniiiiinnieennnnnsiiiinieeesssssssisnseeessssssssens 117

PHENOMENOLOGICAL FEATURES ...ccooiiiiiieieeeeeeiiieneee e e eiiereee e e s e 117
SEVERITY SPECIFIERS ...evvteeeeeiiiiirtteeeessenniieneeeeeeesamnrreeeesesenmnreneeeessennnns 118
ASSOCIATED RESEARCH AND LABORATORY FINDINGS .....cocvvvvreeeeererinennnee 119
SPECIFIC CULTURE, AGE, AND GENDER FEATURES.......ccuvvvrereeeerninrineeeennns 121
FAMILIAL PATTERNS eeteeeriiriieeeeeeeensiurnreeeeesssssnnnneeesesssnssnsessesessssssnnns 123
ASSOCIATED TERMINOLOGY .eeeeeeeruirrireereessssunneeeeeesssssssnereeeessssssnsneeneees 124
CRITERIA FOR TELEPATHIC EXPERIENCES .....uutviieeeeeeerniiiireeeeeessnnineneeeeesnns 124
TELEPATHY SUBTYPES ..eiiiiitteeeeeeesiieeteeeeeesansneeeeeessssnnreeeesesssannnsees 126
TELEPATHIC COGNITION (TC) c.uurriieeiiiieeecieeeeecreeeeeciree e eeiree e e aree e e 127
CRITERIA FOR TELEPATHIC COGNITIVE EXPERIENCES ...ccovvuvireiiireeiireeenneee e 133
TELEPATHIC INTERACTION (T1)uvreeeeeiiieeeeireee ettt e et et e 134
CRITERIA FOR TELEPATHIC INTERACTIVE EXPERIENCES ...uvvvriiniieeiiriecineicnnee, 141
TELEPATHIC SIMULATION (TS) utttieeiiuieieeeireeeeeiieeeeeiree e e eiree e e aree e e 142
CRITERIA FOR TELEPATHIC SIMULATION c..c.vtuteutentetenreneesteniesee et nee e e 151
CLAIRVOYANCE ......coteuuiiiientiinieeeiinreeeisnrneesisresesssnesasssssennsssssennes 156
PHENOMENOLOGICAL FEATURES ...oiiiiiiieeeee ettt e et e e e s e 156
SEVERITY SPECIFIERS ...vvvteeeeseriutrreeeeesssssuereneeeeesssssssseeeesssssssseeseeesssnnnns 158
ASSOCIATED RESEARCH AND LABORATORY FINDINGS .....cccvvvvreeeeeeeninnennnee 159
SPECIFIC CULTURE, AGE, AND GENDER FEATURES......cccuvvteeereeerriirireeeeenns 162
FAMILIAL PATTERNS eeteiiriiriieeeeeeeensiirrreeeeessssssnnnneesesssnssssessessssssssnnns 164
ASSOCIATED TERMINOLOGY .eeeeeeerruirrireereeesnsunneeeeeesssssssnsreeeessssssssneeneees 165
CRITERIA FOR CLAIRVOYANT EXPERIENCES .....cvvtteeeeeeniiirreeeeeeessnneeeeeeennns 166
CLAIRVOYANCE SUBTYPES ..ccieiiuuetttteeeeeeniirrreeeeesssssunneeteeessssnsnrnneeeesssanas 168
CLAIRVOYANT COGNITION (CC) .uurreeeeeiiieeeeieeeeecireeeeeeireeeeetreeeeeveeee e 169
CRITERIA FOR CLAIRVOYANT COGNITIVE EXPERIENCES .....evvveiirreeiireeeseieee e 177
CLAIRVOYANT INTERACTION (Cl) evveeeieiiieeeciiee ettt eevaee e e 179

vi



CRITERIA FOR CLAIRVOYANT INTERACTIVE EXPERIENCES ...cceeeeriirinireeeeernneeeeenn 187

CLAIRVOYANT SIMULATION (CS) .eeeuviereiiriririeenieesieenieesieeseeseessesseeneens 188
CRITERIA FOR CLAIRVOYANT SIMULATIVE EXPERIENCES.....ccuvviiuiiiiieniiciiieinene 198
LYo I 5 | IRt 204
PHENOMENOLOGICAL FEATURES ....eeiuteeeiieeieeesreeesieeesireesreesneeesaree e 204
SEVERITY SPECIFIERS uuveeeuteresureesteeereeesueeesreeesseeessseesareesanenesseesaseesas 205
FAMILIAL PATTERNS ..ceteutteeiteesreessieeesieeesuseesreeesseeesmneesmreesneeesaneesnneas 209
ASSOCIATED TERMINOLOGY ..eeuveerurerenieeenireesreesareresreesseessesessenesaneess 210
CRITERIA FOR EMPATHIC EXPERIENCES ....ccuvveeireerreeeieeesireesreessneeesanee s 210
EMPATHY SUBTYPES. ...eiiiteeiiteesteesreeesieeesnneesreeesneeesmeeesmreesnenesmneesnneas 213
EMPATHIC COGNITION (EC) coeetieeieieee ettt 214
CRITERIA FOR EMPATHIC COGNITIVE EXPERIENCES.....covuviiiuieiiiiiiieiiic e 222
EMPATHIC INTERACTION (E1)cevreeeieiieee et 223
CRITERIA FOR EMPATHIC INTERACTIVE EXPERIENCES ....ecuvvevenereninennerenereenenenens 230
EMPATHIC SIMULATION (ES) evvveeeiiiiieiiieeieeeeeeerrreeee e e eeenivreeeeeeeeeennnes 231
CRITERIA FOR EMPATHIC SIMULATION . ....cvetrereriennereaesrereseseeresesennesesesnenenens 238
RECOVERY & PREVENTION .......ccccetttiiiieiinninnennnenieeieeeeeeeeeeeeeeeeeeeeen 244
PSYCHOTHERAPY AND PSI ..couiiiiiiiieniieniteeiee et e ettt 244
NORMALIZING THE EXPERIENCE ....ceeruveeeiieeireenieeeieeesireesreesneeesareesanes 246
SHARING AND SUPPORT ... uteiitieereeenureesreeesreeesseeesreesseessseessmenesaneesnne 248
PROCESS-ORIENTATED EDUCATION ....veeeuiiieieeesieeesieeesiteesreeeneeesanee e 249
“ABILITY” VS. EXPERIENCES ...eeeuveiiierieeere et e e 252
CO-OCCURRING DISTRESS ....eeiutiieieresreesierenieeesnteesreesseeesseeesmeeesneeenne 253
CONFLICT & WITHDRAWAL (TC-TS) «eeeeieeiinnneeennnsincsssssnnsensesssesssnnns 261
PRESENTATION IN TC: 1eeiiiiiiieeiiee ettt 262
PRESENTATION IN TS: 1oiiiiieiiiieitte ettt 262

vii



OBSTACLES TO THERAPY AND PROTECTIVE STRATEGIES.....eveereerrirnrireeeennn. 263

ANALOGY H1: TC ERRORS ..evveueeneenrententeniestesteeseeueeteeessessessessessessesneeneennens 265
ANALOGY #2: TC CORRECTION ..eevruureeeeurererarreessireeessreresanneessneeessnneeessnes 265
ANALOGY #3: TS ERRORS ..eeiueriieiiiieieiirie st e siree et s e e e s sreee s 266
ANALOGY #4: TS CORRECTION ...ettiurieiiiriieiirieessireeessresessnre e snaeessnaeessnne 266
CONFLICT & WITHDRAWAL (TI-ES-El) ...ccoeiiiiiiiiiiiiiiiiiiisiisesssesssnssnnns 269
PRESENTATION IN Tl:iieiiiieiee e e et e et e e e e e e e e e e e eaaas 270
PRESENTATION IN Bl eeneeeei et 271
PRESENTATION IN ES: oeviriieiie ettt e e e e e e e ea e 272
OBSTACLES TO THERAPY AND PROTECTIVE STRATEGIES......cceeevvvvvniieeeeeenenns 272
EXPLANATION #1: TI ERRORS (El ERRORS: EMOTION EXCLUSIVE) ...vvveeevvreenneee.. 275
EXPLANATION #1: TI CORRECTION ..uveuvenieueenteneetensensenseseessesseesesneeneenseneenees 275
EXPLANATION H#1: ES ERRORS ......veeieiiiieiireeseiree e e e st sineeesnnee e 276
EXPLANATION #1: ES CORRECTION ....uevereriireeeeirieesnneeesineeessineeesennneessnneeeens 277
CONFLICT & WITHDRAWAL (CI-EC)....coeiiiiiiiiiiiiiisnnisssssssssssssssssssssnns 280
PRESENTATION IN Cliueereieeeeeee ettt e et e e e e e e e e e e eaaas 281
PRESENTATION IN EC:.eeeiieieeeeeeeee ettt et 282
OBSTACLES TO THERAPY AND PROTECTIVE STRATEGIES.....eueeeeerneeeeennneene. 283
VERBAL EXPLANATION #1: CI ERROR...cccouviiiiiiiiiiiiieeeciicccrree e 285
VERBAL EXPLANATION #2: CIl ERROR....cooviiiiiiiiiiiiiiciiiiic s 286
VERBAL EXPLANATION #1: Cl CORRECTION.....ceuteueererirernesieneesneeneeeeneeseneens 287
VERBAL EXPLANATION #2: Cl CORRECTION.....cueeuvereeinrennesiensesneeneeeeeenseneens 288
REAL-LIFE CASE REPORT #1: ECERROR ...cvvveeeeiiiieiieee et 289
REAL-LIFE CASE REPORT #1: EC CORRECTION ..uuvveerurreeesineeesenreeeeneeeesneeean 292
CONFLICT & WITHDRAWAL (CC-CS)...cceeiriiiiiiiinninnnisssssssssssssssssssssnes 299
PRESENTATION IN CCiurnniiiiiee ettt e e et e e et e e e enne e e e e e e e eeaas 300
PRESENTATION IN CS:..eniiiiee ettt e et e e e e e e e e e e eanas 301

viii



OBSTACLES TO THERAPY AND PROTECTIVE STRATEGIES .....uevveeereeerernneneees 302

CASE REPORT H1: CC ..ttt st e 304

CASE REPORT H2: Sttt ettt e s 306
PEER-REVIEWED EXPERIMENTAL EVIDENCE ...ccveierieiieiiiiiieeeee s 308

THE ATYPICAL CLAIRVOYANT SIMULATOR .evuunieiiiieeeeeiieeeeeneeeeetneeeennnaaas 313
DIFFIDENCE & DISSONANCE. .........ccceuiiiirineiiiinensiiineisnrnessssnenenaes 320
RELIGIOUS AND SPIRITUAL DISSONANCE ....cuuuiiiiiieeeeeetieeeerneeeeerneeeennneas 321
ADDITIONAL EXPERIENCE-SPECIFIC ISSUES ..cvvunieiiiieeeeeiiieeeeeeeeeeeeneeeeeenans 324
FALLACIES & CONTENT ANXIETY....ccoottrrrrmnnnsiinnnnnnennnnnssssnssssssnnnnes 340
EXTRASENSORY FALLACIES. ... ieitueeeetueeeeetteeeeeetieeeeeanneeerenneseenannesannnnnnns 340
EXTRASENSORY CONTENT ANXIETY 1uuuueieeeeeeiinineeeeeeeeerernnnnseeeeeseessnnnnnns 350
VIVIDITY ISSUES ...ttt reeas s s eeas 358
INCREASED EXPERIENCES ..evuuiiiiiieeeeiieeeeeeeeeeeeteeeeeateeesenaeeeesanaeaennnnnnns 358
DUE TO ALTERED STATES OF CONSCIOUSNESS ....veuveeveeuteneeeensensensessessesseeneennens 358

DUE TO CHILDHOOD ONSET .uveuvtteruteneeuteeentensessessesmessesseeneenseneensensensensenes 359

DUE TO ADOLESCENT ONSET OR BRANCHING «...eeveririeeeiriresineeessnreeeesreee s 360

DUE TO AFFECTIONAL BONDING ..cciiiiiiieieiiiiencceceeeecee e 362

DUE TO TELEPATHIC VICTIMIZATION ..ceiiiuriiiiiireeiiieeesireeesnnreessreeessnnee e 365

DUE TO ENVIRONMENTAL ASSOCIATION ...veeiiirieerneeeseireeesireeesnreesesireeesanne 368
DIMINISHED OR CESSATION OF EXPERIENCES....uuueeeeeeeerrernnieeeeereeernnnnnnnnns 369
DUE TO RECOVERY FROM CONFLICT OR WITHDRAWAL ......vvveiinnieiiriieninneeennne 370

DUE TO LIFE CHANGES AND CHALLENGES.....c.veverveeueesteneeneensensesseseesresseenesnnens 371

DUE TO MEDICATION OR SUPPLEMENT ...cuveuvinrerrentensenseesesseeneensensensensessensenee 372

DUE TO CESSATION OF DRUG USE ....eeveeieiieieeie e sieenie e eeee e ie e saens 374

DUE TO REDUCTION OF COGNITIVE DISTORTIONS ...ceuveeuveeueeneeenieeneeeneesnaeneeeneens 375

DUE TO SUBCONSCIOUS DESIRES.......ceeiiiuiiiiiiiieeiiiiee e sieree e 376




GRANDIOSITY & DEPENDENCE..........cccccuteeriniicinnnnnieeininiscssnannnneeens 381

EXTRASENSORY GRANDIOSITY ..ceiviiiiiieeeeeeerererinieeeeeeereennnnaeeeseesssssnnnnnns 381
DUE TO PREVALENCE IMISCONCEPTIONS ....cevvuvenrenrentenrenseseenseeneeseeneeneenseneennes 381
DUE TO CONFOUNDING EXPERIENCE WITH EXPERTISE ....vvvvreeiiiiiniireeeniiiineeeee, 382
DUE TO IRRATIONAL SOCIAL ENABLING AND SUPPORT.....cccrivieriiirireninneesineenns 383
DUE TO MAGICAL THINKING AND RELIGIOSITY .cuveuveeieerueseeeeeeneeaeneeneeseeseeneas 385
EXAMPLES OR FORMS ...oiiiiiiiiiiiiiiiiiic it 386

EXTRASENSORY DEPENDENCE ....ctttueeeeeteeerenieeeereueeeennnneeesennseenennaeesnsnns 387
PRESENTATION EXAMPLES ...ovvviiiiiiiiiiiciiiieccniiie e 388

RESEARCH METHODS ........oceeuiiiiieiiiieeiirreeeiireeeecs e neeaase s 392

QUALITATIVE RESEARCH IMIETHODS .....cevtvitiieeeeeeeereiiiieeeeeeeeeensnnnnneseeaenes 392
RESEARCH METHODS OVERVIEW ....euviveeeeneeureneentensensenseseessessessesseeneensensenees 393
RESEARCH APPROACHES....cceiiiiiuirtteietiiiirrtete e e seene e e e s snene e e e s sranaeee s 395
ETHICALISSUES eeiiiiiiiiiiet ettt 397
LOCATING SUBJECTS AND VENUES ...ccuuviiiriiieeiiirieeiireeesireesssneeesinne s ssineee s 399
TIME CONSTRAINTS ...evveeiiiriieiiirieenireessiree st sar s s sibe e e s ssra e ssane e sraeesas 402

QUANTITATIVE RESEARCH IMIETHODS ...cevvvtiiieeeeeeeeeiiniiieeeeeeeeeeesnnneeseeaenns 402
RESEARCH METHODS OVERVIEW ...cciiuriiiriiieniirieeiireeenineesssneeesinneesnnneeesns 403
OTHER RESEARCH DESIGNS....uteuvetetertinrenieeseeiteeententeneesseseesresbesneeneeseeneenns 416

RESEARCH FINDINGS ....ccuuiiiiiiiiieiiireeii e eeeassneeaasenees 422

PARANORMAL BELIEF .. .uiiiitiieeeeiieeeeerieeeetnieeeetneeeserneeessnnneesesneeesssnnnes 422

ANOMALOUS EXPERIENCE ..cvvuniiieriieeererieeeeunneeresneeesesnneesssnenessssneeesssnns 423

MENTAL BOUNDARIES ...eevttiieeiieeeeetiieeeeenteeeetneeeserneeessnnneesenneesssnnnns 424

DISSOCIATION AND DEPERSONALIZATION ...cvvuuneerirnneeeernnneerenneerernneeerennnns 425

HYPNOTIZABILITY e eiettieeeeiteeeeeiteeeeerieeeeesneesssnneeesesnneeesssnneesesseeessennnes 425

(002 1 1Y Ut 426

FANTASY PRONENESS. .. .eeittieieetieeeeeitieeeetnneeestnneeesesneeeesnnaeesenneeesennnns 427




MENTAL IMAGERY, HALLUCINATION, PERCEPTUAL ABERRATION ................ 428

INTUITIVE THINKING IMIEASURES...cvtuueeeeeeeeeeiniiieseeeeeeeresnnnneeeesseesssssnnnnnns 429
FEELING AND PERCEPTIVE FACTORS ..cvuuiiiiiieeeeiiiieeeetiin e eeneieeeeetieeeenanaees 430
MENTAL HEALTH IN GENERAL....uuueeeeitieeeeetieeeeertieeeresteerennneeeresnneeesannnees 431
SENSATION SEEKING «.evvuuneererneeeeunneerrsneeeeesnneeesssneesessneeesssnneesssneeesenns 431
OPENNESS TO EXPERIENCE ...ccvvuniiiriieeeeirieeeereneeeeesneeesernneeesannneesssneeeenes 432
REALITY TESTING .uueeettieeeeeiieeeeeiteeeeetieeeeesneerestneeesesnneesssnnneesesnneeessnanes 432
SCHIZOTYPAL PERSONALITY ..evvuneietieeeeerieeeereneeeeesneeesesneeeersnnneesssnnnesees 433
RESEARCH MEASURES ......ccceuiieeiiniiinniieiineiieciniieiieiesisssaes 436
ADDITIONAL MEASURES .......cccoitiieiiniiniieniieiiaiieiiiinessen 449
DIFFERENTIAL INTERVIEWS FORESP ..cveniieeeeeee e 449
TELEPATHIC EXPERIENCES DIFFERENTIAL INTERVIEW = (TEDI) ..veveeirieeeiieeeee. 450
CLAIRVOYANT EXPERIENCES DIFFERENTIAL INTERVIEW - (CEDI) ....vevevnnrireeinee. 452
EMPATHIC EXPERIENCES DIFFERENTIAL INTERVIEW - (EEDI)..ccevveieiiieeeeiieeens 457
PSYCHICAL PROFILING ASSESSMENT BASIC — (PPA-B) .....coovvirrrreieeeeeeennns 461
o =311 0. ) N 472
GLOSSARY ..euiiiieiinniiinniiieniimmsimnsimsiimmemssissrmsisssstsnsssssssrnes 476
REFERENCES .....cciituiiiieiiiiniiiniiieiireiiiaessiessinnesnsssresssssssssssssssnnss 516
INDEX ...iiueiirieiirnniirieninieniinaiineiiimeiirmessmsssressersessrssssrssssssnsssrsssssnnss 536

Xi



INTRODUCTION

Extrasensory Experiences with a Clinical Focus

Clinical Parapsychology: Extrasensory Exceptional Experiences is a
textbook designed primarily for psychologists, psychiatrists, social
workers, and family doctors. This textbook was designed to facilitate
more reliable diagnosis, classification, treatment, and research meth-
odology in hopes of one day becoming a standard reference through
future expert review, public commentary, and independent peer re-
view; for clinicians, educators, and researchers challenged with treat-
ing, teaching, studying, or investigating into the nature of exceptional
experiences. This textbook is intended to serve as a practical, func-
tional, and flexible academic guide for the a wide array of experiences,
often viewed as religious or spiritual in nature, that otherwise vary
greatly in subjective experience due to varying knowledge and belief
systems in experients. Therefore, this textbook is a valuable resource
for clinicians and students, and a valuable reference for researchers,
dealing with extrasensory experiences in a wide diversity of context.

This textbook is a well-structured method for understanding, di-
agnosing, classifying, and treating distressing extrasensory exceptional
experiences for both students and experienced professionals encoun-
tering these experiences for the first time. However, readers may
need to consult the Diagnostic and Statistical Manual to assist in clari-
fying the extent to which an extrasensory experience does or does not
indicate psychopathology. This textbook is most beneficial for those
who have (a) formal training in the areas of counseling, psychology
psychotherapy, or psychiatry, (b) formal training and knowledge in the
areas parapsychology, psychical research, consciousness studies, reli-
gious/spiritual and transpersonal studies, and ideally, (c) who have
also personally experienced extrasensory perception in the past. The
term “clinical parapsychology” was first used by John Klimo, Ph.D. in
1998, when he also stated that “I see the ideal clinical parapsycholo-
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gist of the future having training, competency, and experience across
all three of these areas [listed above] (Klimo, 1998).

“The time has come for psychologists and other social and
behavioral scientists to seriously consider the varieties of
anomalous experience and integrate them into theory, re-
search, and clinical practice.” (Cardefia, Lynn, & Krippner,
2004)

While this textbook is more focused on differentiating psycho-
pathological symptomology from extrasensory phenomenology, re-
ducing the distressing nature of extrasensory experiences, and ceasing
such experiences; this textbook is also useful for clinicians encounter-
ing experients with positive extrasensory experiences who are seeking
answers, support, validation, and increasing the usefulness of their
experiences. This textbook will discuss the extrasensory experience
spectrum including telepathy, clairvoyance, mediumship, synchronicity
or meaningful coincidences, precognition, postcognition, remote view-
ing, and psychical empathy in general, ranging from spontaneous to
intentional experiences, hallucinations and dreams to subtle intuitive
impressions, and vivid to abstract extrasensory experiences. This text-
book does not focus on psychokinesis, near death experiences, out-of-
body experiences, abduction, or possession, but does provide some
information on these topics to assist in proper classification/diagnosis
and treatment.

In the past, and to a lesser effect today, extrasensory experiences
have been seen as indicative of psychiatric illness. Because of parapsy-
chological research being more focused on quantitative, proof-
oriented research rather than qualitative, process-orientated research,
the clinical dimensions of extrasensory experiences have been ne-
glected. However in recent years, the more religious/spiritual conno-
tations of extrasensory experiences have made their way into the DSM
as non-psychopathologizing “Religious and Spiritual Problems.” How-
ever, parapsychological research in the clinical sphere is still not the
majority. Often, researchers are more inclined to take the quantitative
experimental route rather than identify the meaningful relations be-
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tween extrasensory phenomenology and the psychological functioning
of the experient.

“Just as the diagnosis of a major depressive episode would not
be given when depressive symptoms result from normal, un-
complicated bereavement, so too paranormal experiences and
their effects should not be viewed as evidence of a mental
disorder, but rather as normal reactions to stress.” (Pasricha,
2001)

However, the clinical aspects of paranormal and other anomalous
experiences attributed to parapsychological processes have been
more recently catching widespread interest. According to lannuzzo
(2012), “[clinical parapsychology] is without any doubt the new emerg-
ing trend that will determine the future of parapsychology. “ A num-
ber of parapsychologists recommend approaching the topic of extra-
sensory experiences with a positive or neutral position on the exist-
ence of extrasensory perception. Pasricha (2001) states that clinicians
lacking an open-mind will very likely be unable to distinguish veridical
extrasensory experiences from symptoms of psychopathology. Car-
penter (2015) mentions his positive experiences with approaching the
topic of parapsychological experiences in a serious and attentive man-
ner, as though the experiences may genuinely have meaning and va-
lidity, and that the experient‘s mind is “probably just fine.” He contin-
ues by remarking that experients typically respond very well to this
treatment approach and go on to “ feel better and stronger and stop
hurting themselves and others so much and stop being patients.”

Klimo (1998) states that “With regard to claims of the paranormal,
if | start off with my intuition telling me to proceed openly, | tend to
believe that something could be the case as claimed unless and until
my belief is abused by evidence or experience that makes me end up
not believing what | once believed.” However, overall, the concepts of
therapy and counseling for individuals reporting distressing extrasen-
sory experiences are typically based upon phenomenological ratings,
(2) single case studies, (3) and clinical expertise (IGPP, 2007).
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“So far studies which ask for detailed documentation and di-
agnostics as a basis for the therapeutic process of decision
making and planning are missing. Moreover the concepts of
therapeutic practice are vague and pragmatic.” (Institute for
Frontier Areas of Psychology and Mental Health, 2007)

Even in cases of institutions like the IGPP, an explicit concept of
counseling does not yet exist and typically constitutes preliminary
counseling concepts void of theoretical foundation and evaluation
(Hastings, 1983; Kramer, 1993). Lukoff (2000) suggests that clinicians
should ask experients to describe their extrasensory experiences or
events while the clinician focuses on carefully listening to the experi-
ent rather than focusing on judgment. The IGPP also practice prelimi-
nary counseling by recognizing that these experiences are veridical to
the experient and are therefore taken seriously by counselors along-
side the experient’s subjective models of explanation and perception
for these experiences.

Numerous parapsychologists emphasize the importance of not as-
signing a pathological label during preliminary counseling and the im-
portance of quickly building a positive relationship with experients to
begin the process of reducing the distressing nature of the experience
through an open-minded and non-judgmental approach. Once a sound
therapeutic alliance is established, a less anxious and more trusting
experient can begin to heal and share more details of their experience
without fear of labeling. By approaching experients with warmth, em-
pathy, caring, genuine regard, and competence rather than disbelief
and judgment, the distressing nature of their experiences can be
greatly reduced in as little as a single session. However, disbelief may
lead to alienation not only with the current clinician, but may also re-
duce the likeliness of the individual seeking help from a mental health
professional in the future. However, in the end, “The consensual valid-
ity of the experience is immaterial; the principal aim is to reduce dis-
tress” (Cardefia, Lynn & Krippner, 2004).

While experiences without any form of corroborating evidence
should limit the clinician to non-directive counseling where the clini-
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cian continues to reflect the experience back to the individual in a
number of ways; all the while not stating their belief or disbelief in the
nature of their experience, in cases involving experiences that appear
to be veridical, such a detached approach cannot be sustained for
long. Cardefia, Lynn & Krippner (2004), states that “the normal non-
directive, non-judgmental, client -centered and —led approaches risk
alienating the experient and sabotaging the therapeutic relationship.”
This is to say that while non-judgment may be beneficial in respects to
avoiding preliminary mental health labels, it is not beneficial when
experients are seeking support in general and parapsychological labels
(e.g. precognitive dreams) and phenomenological hypotheses regard-
ing that label. Even if the clinician has a neutral stance on the exist-
ence of extrasensory perception, and even when the clinician’s stance
is neutral in regard to the authenticity of the experience being a direct
result of extrasensory processes, clinicians should at the very least
mention that such experiences do occur, but little is understood in
regard to their causes.

Various types of therapeutic interventions have been utilized and
studied in regard to individuals with exceptional experiences. For in-
stance: broadly psychodynamic (Ullman, 1977; Ehrenwald, 1954),
“normalization™ (Hastings, 1983), family therapy (Snoyman, 1985),
system theory, Rogerian client-centered therapies (Kramer 1993), hu-
manistic group therapy (Montanelli & Parra, 2004), case specific for-
mulations (Belz, 2008), and cognitive behavior therapy (Tierney, Coe-
Ilho, & Lamont, 2007). While the nature of the parapsychological topics
in this textbook are not yet integrated into the mental clinical scienc-
es, the treatment options include established approaches to therapy,
which could allow for a full integration into the field of psychiatry and
medicine in time. This textbook also acts as a guide to highly personal-
ized approaches to treatment based on the individual’s specific extra-
sensory experiences rather than approaching such experiences in a
highly generalized manner, which is most common across individual
clinicians and whole institutions today.

This textbook focuses on enhancing the quality of the experients
well-being and reducing distress through simple therapeutic tech-
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niques and explanatory models that range from basic and simplified
(i.e. for the less inquisitive experient), and more detailed frameworks
(i.e. for the clinician and more inquisitive experients). This textbook
also directs a therapeutic approach towards treating extrasensory ex-
periences as though they are something useful the individual is doing
subconsciously — albeit it may not appear so at first glance (i.e. inter-
nalizing), rather than something being done to them (i.e. externaliz-

ing).

Diagnosis — Part |

Part | of this textbook discusses differential diagnosis and co-diagnosis
and is designed to guided clinicians in (1) differentiating “normal”
iants from pathological variants to avoid confusing genuine extrasen-
sory experiences with features of mental disorders, and (2) providing a
model for the co-diagnosis of genuine extrasensory experiences when
a mental disorder, or the beginning of a mental disease, is present.
This includes diagnostic criteria for extrasensory experiences and di-
agnostic criteria for co-diagnosis. The co-presence of purported extra-
sensory experiences with psychiatric symptoms raises not only issues
for the clinician in regard to diagnosis, but also in regard to the cause
of a mental disorder and its connection with the experience of extra-
sensory perception.

var-

These additional issues have been broken down into three primary
topics: (1) how stress and/or trauma can lead to distressing extrasen-
sory experiences, (2) how distressing extrasensory experiences can
lead to a mental disorder, and (3) how a mental disorder can lead to
distressing extrasensory experiences. Part | also seeks to assist the
clinician in identifying cause and prevention factors in order to reduce
the negative and distressing nature of particular extrasensory experi-
ences. ldentifying cause and prevention factors can provide the clini-
cian with a beneficial framework to assist in understanding the cause
of extrasensory experiences (i.e. triggers) and how to prevent negative
or distressing extrasensory experiences from occurring both currently
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and long-term. These factors include predisposing, precipitating, per-
petuating, and protective.

According to Ullman (1997), identifying and addressing these fac-
tors takes the individual out of the position of feeling “victimized” by
their extrasensory experiences through a better understanding of the
reasons for their experiences. This puts control back into the hands of
the individual through the elaboration and utilization of biological,
psychological, and social coping strategies they can successfully learn
with the assistance of the clinician.

Classification — Part Il

One of the primary objectives in treatment is to determine a jointly
acceptable classification of the extrasensory experience. Classifying
experiences will assist in normalizing the experience and if pathology
is ruled out, classification provides a non-pathological explanation for
the individual and the individual’s family and friends. Classification is
best facilitated by directing the individual to not only talk about their
extrasensory experiences, but to also write down, or type up, a full
account of their experiences, pre-, during, and post- experience. The
account should include constructing a timeline marked with ages (if
applicable) and key events/possible triggers. This full account can as-
sist as a therapeutic ordering function and provide additional details,
upon reappraisals of the account over time, that were initially over-
looked.

In the proposed dimensional approach to classification in Part I,
extrasensory experiences can be described utilizing phenomenological
dimensions and onset/course dimensions. The former dimensions
concern the structural and behavioral nature of the extrasensory ex-
perience. The latter dimensions concern the conditions of which bring
about an extrasensory experience and influence its course. In the pro-
posed categorical approach to classification in Part |l, extrasensory
experiences are divided into types based on criteria sets with defining
features. The criteria are concise and fairly explicit and are intended to
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assist in an objective evaluation of associated phenomenology and
experiential presentations in a wide variety of settings by trained pro-
fessionals.

The criteria and specifiers in this textbook were designed to guide
clinicians, researchers, and educators in the detailed classification of
extrasensory experiences. However, extrasensory experiences can be
abstract more often than complex. Because of this, detailed classifica-
tion will not be an option for all experiences and it is recommended
that clinicians only use and record specifiers in which are supported by
evidence. However, in the end, individuals and their subjective experi-
ences are not books to be read, as this would imply that they never
change, there is an absolute end, and that all information, thoughts,
desires, actions, can be fully analyzed, categorized, and explained.

Treatment Options — Part Il

Clinical parapsychological counseling should focus on assisting the in-
dividual in balance, integration, and judgment in relation to the ap-
parent or genuine parapsychological experience (Hastings, 1983). The
dramatic and often mystical nature of extrasensory experiences often
acts as an obstacle to the process of integrating the experience into
the individual’s self-concept, and for clinicians not trained in spiritual
or religious-based counseling (IGPP, 2007). Because of this, it has been
recommended that the mystical nature of the experience be reduced
through providing information based on scientific research.

Experients of extrasensory perception are typically looking for
more than a clear account, chronology, and phenomenological analy-
sis and classification of their experiences. Therefore, clinicians should
be prepared to assist the individual in expanding and deepening the
reasons and meanings of such experiences in respect to their own
lives. The clinician can do this by assisting the individual in modeling
their own story to include a sense of purpose, meaning, hope, and
faith when applicable. In co-diagnosis cases (i.e. where an individual is
diagnosed with a mental disorder, but also has genuine extrasensory
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experiences), this is especially true as the mixture of psychopathologi-
cal symptoms and parapsychological experiences perpetually exacer-
bate each other until the severity of these experiences thrusts the ex-
perient into crisis. In these cases, the individual becomes hypersensi-
tive to other people and their surroundings, and as a result, the indi-
vidual becomes hyper-reactive in their responses towards these sensi-
tivities.

Part Il discuses approaches to therapy and various sources of dis-
tress including (1) extrasensory diffidence, which refers to when an
individual has an extrasensory experience followed by overwhelming
self-doubt in their capability to determine reality from imagination, (2)
extrasensory dissonance, which refers to when an individual has an
extrasensory experience and shares the occurrence of this experience
with others and this results in a negative response, (3) various reasons
for which extrasensory experiences are perceived to have increased in
vividity, (4) have entirely ceased or have been diminished in vividity or
frequency, and (5) grandiose perspectives on extrasensory experienc-
es typically developing due to one or several of the following: (a) mis-
conceptions regarding the prevalence of such experiences in the gen-
eral population, (b) confounding experiences with “ability,” or experi-
ences with expertise, (c) irrational social enabling and support, and (d)
magical thinking and religiosity with or without onset due to a single
psychotic experience.

Research Methods & Measures — Part IV

Research methods and approaches for extrasensory research typically
involve the search for one of two types of evidence, or a combination
of the two types of evidence. The first type involves the search for
qualitative evidence for extrasensory experience and phenomena. The
second type involves the search for quantitative evidence for extra-
sensory experience and phenomena. In the parapsychological research
area, past research studies have utilized various psychological
measures to address the connection between (1) mental health and
paranormal belief, and (2) mental health and paranormal experiences.
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Part IV provides overviews of some of these parapsychological and
psychological findings.

However, the listings of these findings are not meant to be ex-
haustive, as there is extensive literature focusing on the psychological
assessment of individuals who believe in, or have had, paranormal or
anomalous experiences. These overviews simply scratch the surface of
more than a centuries worth of research, primarily focusing on
measures still utilized today. Part IV also includes the descriptions and
associated citations for the psychological measures mentioned and
includes differential interviews for telepathic, clairvoyant, and psychic
empathic experiences developed by the author, utilized in private
practice, an can be utilized as clinician-rated/assisted self-reports, in-
formant-reports, or clinician-reports that can assesses veridical extra-
sensory phenomenology against well-known symptoms of schizophre-
nia and other psychotic disorders (i.e. phenomenology versus symp-
tomology).
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