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Abstract 
Background: Traumatic brain injury (TBI) remains a cause of lifelong disa-
bility, death, and suicide worldwide. TBI-induced near-death experience 
(NDE) could increase suicide risks. Objective: We investigated TBI coupled 
with NDE and posttraumatic stress disorder (PTSD) as a possible indicator of 
suicide. Methods: A 17-year-old male who sustained an acute severe TBI in a 
traffic collision, was comatose 14 days, had an NDE awakening from the co-
ma, and, years after rehabilitation, suffered PTSD, clinical depression, and 
survived a suicide attempt. This personal experience of a TBI-induced NDE 
and lingering PTSD was acquired directly from the patient by interview. We 
discuss his case while considering relevant literature. Results: Longitudinal 
data from 1961 to 2021 generated from the PubMed interface revealed 4056 
TBI patients committed suicide. NDE was only reported in one of those cases 
and, although not a suicide, in the personal experience. Neuropsychological 
assessment at long-term follow-ups revealed few TBI patients exhibited nor-
mal mental/physical functions compared to the general population. Unfa-
vorable GOS scores were risk predictors for neuropsychological/physical im-
pairments later in life, with outcomes of depression, PTSD, poor QOL, and/or 
suicide. Conclusions: For TBI-NDE survivors, including those with PTSD, 
long-term periodic neuropsychological follow-ups and psychosocial support 
may help decrease suicide risks. 
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1. Introduction 

Traumatic brain injury (TBI) remains a major cause of death, suicide, and life-
long disability worldwide [1] [2]. Regarding causes of TBI, traffic collisions are 
the most common, followed in descending order by falls, sports, and violent 
physical attacks (e.g., those sustained in muggings and acts of domestic violence) 
[1]. TBI sufferers can have serious long-term consequences and psychiatric dis-
orders: depression, anxiety, and posttraumatic stress disorder [PTSD]) [2]. At 
low points in their lives, people with those disorders may manifest suicidal idea-
tions and decide to attempt suicide. Ernest Hemingway was such a person. He 
sustained severe concussions, survived TBIs, and then decided to end his life in 
suicide [3]. 

Relatively unknown, due to it being largely underreported, some TBI patients 
experience a unique post-coma consequence that is felt physically and expe-
rienced mentally as a real sensation but like a dream. In it, one becomes aware of 
existing in the darkness, not in your body but in your being, in your “Self,” your 
essential essence. Time seems to stop. You feel no pain. You feel like you are 
floating through a tunnel toward a light at the end of it. Suddenly you are 
emersed in the light. You feel your mind and body bathed in wisdom. You feel 
you know universal truth. You feel like you have lived through everything and 
fear nothing. You have seen the other side and come back out on this side—the 
side of life. Revenants know this experience as a “near-death experience” (NDE) 
[4] [5], and it lasts forever. You never forget it.  

Hemingway might have had an NDE. That of course is unknowable. But while 
he was recuperating from a concussion and a TBI he sustained in World War I, 
he wrote, “Dying is a very simple thing. I’ve looked at death, and really I know. If 
I should have died, it would have been very easy for me. Quite the easiest thing I 
ever did” [4].  

Of the hundreds of thousands of reports of TBIs and NDEs, only scant evi-
dence relates these two, possibly indicating that relatively few TBI patients have 
had NDEs. In China, Hou et al. reported only 3 of 86 severe TBI patients re-
membered having an NDE [5]. Perhaps those who had a post-coma NDE, later 
thought, during troubled times in their lives, of trying to duplicate that expe-
rience of death, believing they knew death was not the end but a transition to 
another realm of existence, they thought they would attempt to commit suicide. 
In view of that light, we present one patient’s thoughts on a TBI-induced NDE, 
his battle through PTSD, depression, substance abuse, his present long-term 
quality of life (QOL), and show that TBI-induced NDE could indicate a warning 
for suicidal ideation and real risk of suicide.  

2. Methods  

The authors acquired a young male TBI patient’s medical history and his Grey-
son NDE score [6] by interview and medical records, and reviewed relevant TBI 
and NDE data from the PubMed interface, while considering the patient’s per-
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sonal perspective, in order to formulate the hypothesis for the present report, 
simply stated, that NDE might contribute to suicide among TBI survivors. For 
that young man, neurological and functional outcomes were assessed with the 
Glasgow Outcome Scale (GOS) and the GOS-Extended (GOSE), long-term QOL 
with the RAND SF-36 questionnaire, and the depth of his NDE with the Greyson 
NDE Scale developed in 1983 [6]. Written informed consent was obtained from 
that patient to use his personal information in this report.  

2.1. A Personal TBI Perspective 

A 17-year-old male, was comatose upon arrival to the ICU due to an automobile 
collision resulting in a right femur fracture, closed head contusion, and acute 
severe TBI. The head trauma was treated in the emergency department and 
carefully maintained and observed in the ICU. The patient remained uncons-
cious (GOS-2, vegetative state) and right-side hemiplegic for 14 days. Although 
hemiplegic, the fractured right leg in traction, and limbs restrained in the bed, 
having told no one at the time, he still vividly remembers a dream he had, one of 
those nights in the ICU, in which he attempted to break a bottle and slit his 
wrists. 

While regaining consciousness, the patient evolved through stages of acute 
disorder of consciousness: unresponsive wakefulness syndrome (24 hours), mi-
nimally conscious state (24 hours), then regained full consciousness but re-
mained in a posttraumatic confusional state (48 hours). The patient successfully 
regained consciousness on the 15th day post-injury and underwent orthopedic 
surgery to emplace an intermedullary nail in the right femur for the fracture fix-
ation. He was taken to recovery then back to the ICU for the next few days.  

To be moved out of the ICU, a patient must exhibit full recovery of con-
sciousness when functional networks reemerge [7]. i.e., the patient must be able 
to perform externally orientated cognitive tasks, including responding correctly 
to verbal commands. Thus, days later, this being possible, the patient was moved 
to a private room. Daily rehabilitation sessions started in bed, then in a wheel-
chair, progressed to parallel bars, then up onto a walker, until he could be dis-
charged to home on the 30th day post-injury.  

Follow-up rehabilitation sessions, on an outpatient basis, included 1 week on a 
walker, without putting his weight on the right foot, followed by Lofstrand 
crutches, still without bearing any weight on the right leg, for 1 year. He then 
underwent surgery to remove the intermedullary nail from the femur. Follow-up 
neurological and orthopedic examinations continued throughout the year. Neu-
rological and functional outcomes were assessed at the end of that year with the 
following results: a Glasgow Outcome Scale (GOS) of 4 (i.e., Moderate disability: 
No need for assistance in everyday life, employment is possible but may require 
special equipment); a GOS-Extended (GOSE) of 6 (i.e., Upper moderate disabil-
ity: Some disability but can potentially return to some form of employment); and 
a poor long-term QOL indicated by a RAND SF-36 of 13%. 
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Four years after the accident, in which he sustained the acute severe TBI, his 
rehabilitation and therapy culminated with the final neurological evaluation 
noting a remarkable improvement: GOSE-7 (i.e., Lower good recovery: Minor 
physical and mental defect, respectively, further evidence of motor dysfunction 
had occurred, vis-a-vis the use of his right hand and being unable to remember 
details of ordinary life activities) and an SF-36 of 90%. 

Regarding the patient’s experience of death revealed to us in an interview for 
the present article, he explained that although his NDE was exceedingly vivid, he 
had neglected to tell anyone about it. Now, 54 years later, he still clearly re-
members his NDE, the depth of which was 28 of 32 (87.5%) on the Greyson 
NDE Scale [6]. He explained that it felt very real to him at the time. Now, when 
he thinks about it, he still remembers it vividly but like a dream. The pleasant 
feeling of being enclosed in pure blackness, totally painless, like floating verti-
cally through a tunnel, toward and into an instant realm of dazzling light, like a 
billion stars bursting into his consciousness and inviting him and enveloping 
him in wonder and beauty and awareness. That is the reason he never told any-
one about it, for fear they would not believe him, or think him odd. An only 
child, no siblings and no family nearby, other than his parents, he thought no 
one could possibly comprehend such an outlandish concept, not his parents, not 
his best friends, his doctors, not even the minister of his church.  

However, years after his accident, and through self-rehabilitation, struggling 
with PTSD, clinical depression, brought on by grief from deaths in his family 
(his father, his daughter, and then his mother), and substance abuse disorders, 
his considerations of how to repeat that NDE developed into actual, possible, 
suicidal ideations. In the long run, legal drugs, caffeine, tobacco, alcohol, and 
analgesics, did not help him self-medicate. He dove into the ocean, swam down, 
and exhaled. That failed attempt, made him start thinking that NDE might con-
tribute to suicide among TBI survivors—the hypothesis of this article. Therefore 
we propose that TBI-induced NDE be added to the list of risk factors for mortal-
ity. 

2.2. Subjects 

Gleaning TBI and NDE data from the PubMed interface, thinking it the most re-
liable for this kind of study, the 60-year longitudinal data, from 1961 to 2021, 
from 11 countries, were reviewed of patients with mild to severe TBI, who had 
up to 15 days in the intensive care unit (ICU), the inclusion criteria for this 
study. As many as 4057 individuals, including a beloved and well-known, 
world-famous author, Ernest Hemingway, who survived TBI but ended their 
lives by committing suicide (unlike the one TBI patient who followed through 
his NDE and suicide ideation but fortunately survived a single suicide attempt), 
comprised the subjects of this article.  

3. Results and Discussion 

Longitudinal data from the PubMed interface, for the 60 years from 1961 to 
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2021, revealed 4056 patients who survived TBI and then ended their lives by 
committing suicide. There was only one case of living through the experience of 
near death which was revealed to us in the young man’s personal interview in 
the present study. Even though there were 924,745 published articles reporting 
NDEs, those experiences were not reported as being consequences of TBIs. In 
the 4056 TBI-to-suicide reports, neuropsychological assessment at long-term 
follow-ups widely evidenced that few TBI patients exhibited normal men-
tal/physical functions compared to the general population, and that unfavorable 
GOS scores were risk predictors for neuropsychological and physical impair-
ments later in life, with outcomes of depression, PTSD, poor QOL, and suicide. 
To our knowledge, this is the first report that links TBI to NDE and suicide. 

In 1998, a National Institutes of Health (NIH) Consensus Statement men-
tioned that TBI may result in lifelong impairment of an individual’s physical, 
cognitive, and psychosocial functioning, for which the prevalence was estimated 
to be from 2.5 to 6.5 million individuals in the United States [8]. TBI therefore 
remains a disorder of major public health significance. Presenting effective reha-
bilitation measures for persons suffering a TBI was the objective of the NIH 
statement.  

Long-term survival prognosis after a TBI sustained in an automobile accident, 
a fall, a sports injury, or a domestic violence attack is related to the patient’s age 
(at both the time of the injury and at the last follow-up), sex, and severity of dis-
ability [9] [10]. For many TBI survivors, in addition to various clinical symp-
toms and sequela, including neuromuscular involvement, and, over time, even-
tual cognitive and executive functioning decline, they experience unique effects 
and embarrassing, often, belittling situations [11] [12]. Situations that interfere 
with social life causing frustration and self-devaluing. In the course of time, 
during rehabilitation or its avoidance and merely observation, TBI survivors 
may also sustain other unrelated injuries. These could develop into a comorbid 
condition or secondary disability, and/or a psychological affectation or disorder, 
causing a general on-going decline in QOL [13] [14]. Moreover, such physical 
and psychological degeneration could subsequently develop in the short term, or 
gradually evolve over the long term, into suicidal ideations. 

Physicians rely on standard modalities in long-term prognoses of TBI survi-
vors. Evidence suggests that the close agreement between model predictions and 
actual mortality rates confirm the external validity of current prognostic models 
[9]. Therefore, careful and continued coordinated use of the available diagnostic 
tools, questionnaires, models, and scales help insure better long-term outcomes 
for TBI survivors, and may be helpful for individuals who have had TBI-induced 
NDEs. The association of NDE with suicidal ideation could thus be investigated 
through enhanced evaluation psychotherapy, rehabilitation, and long-term fol-
low-up of these survivors, while taking into consideration numerous confound-
ing variables of other risk factors for suicidal ideation that would most likely 
overlap with NDE, e.g., pain, grief, cognitive decline, addictions, neuropsycho-
logical impairments, marital and/or family issues, and work-related, socioeco-
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nomic difficulties, among a myriad of others. These modalities, and the antic-
ipated findings from future studies, may prove useful to aid in diagnoses and 
monitoring the recovery progress to help individuals live longer and enjoy a 
higher QOL. For post-coma patients, Brooks et al. showed that the GOS or the 
GOSE (5- or 8-point scales, respectively), the SF-36-COG to assess cognitive dif-
ficulties, the RAND SF-36 or the SF-12 to assess QOL, and the Greyson NDE 
Scale to assess the depth of an individual’s NDE [6], can be used in combination, 
as a battery, to determine possible risks of neuropsychological impairments that 
may be revealed down the road in long-term follow-up examinations [9]. Prop-
erly employed, these could help to avoid suicidal ideations. 

From Israel, Rassovsky et al. [15] evaluated 89 TBI patients 14.2 years on av-
erage post-injury (range, 1 - 53 years) with a neuropsychological battery, mul-
tiple medical examinations, clinical interviews, and various questionnaires. They 
found the cognitive reserve construct helps explain significant variances in TBI 
outcomes exceeding what would be considered natural due to the severity of the 
initial or multiple injuries. Moreover, they declared TBI the most common cause 
of brain damage, resulting in long-term disability [15]. Over the years, long-term 
functional physical and/or mental disability, and continued aging, often lead to a 
variety of sequela including: stress, addictions, anxiety, depression, dysfunctional 
relationships, dementia, and a general decline in QOL [16]. These mount and, at 
some point later in their lives, bring on further comorbidities, self-devaluation, 
and even, in the direst circumstances, as for the 4516 individuals in the present 
study, develop into suicidal ideations of either self-inflicted suicide or physi-
cian-assisted suicide, active euthanasia. 

The life expectancy of persons recovering from a TBI has been shown to be 
lower than that of the general population [10]. Regardless of age, sex, and sever-
ity of disability, mortality rates of persons who have sustained a TBI are higher 
compared to those who have never suffered from the mental strife, social indig-
nations, and the various sequela stemming from a brain injury. The evidence 
shows that the older a person is at the initial injury or being male or female af-
fects an individual’s prospects of a long-term outcome. While survival has been 
shown to be poorer for TBI survivors than for the general population, it has also 
been shown that age, sex, and functional disability are significant risk factors for 
mortality [17].  

Not only in the elderly, but even in young and previously healthy people, TBIs 
cause multiple problems including suicide. In an 11-year study of 315 mild TBI 
cases in USA army soldiers deployed to the Iraq War between 2003 and 2014, 
Vasterling et al. reported longitudinal associations among TBIs, PTSD symp-
toms, and neurocognitive functioning and posited that these decrements may 
contribute to sustained emotional and neurocognitive symptoms over time [18]. 
Numerous studies of Iranian soldiers reveal various accounts of suicides, but to 
our knowledge, none of those directly relate TBI to suicide. 

In a study from Sweden, Stålnacke et al. reported that the Barrow Neurological 
Institute Screen for Higher Cerebral Functions (BNIS) subscale “speech/language” 
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at 1 year was significantly associated with favourable outcomes on the GOSE at 7 
years [19]. i.e., their results evidenced that cognitive function, as evaluated using 
the BNIS produced similar results as those using the GOSE for as long as 7 years 
post-injury. Their study was of 21 individuals, 14 males and 7 females, from 18 
to 65 years old, who had sustained severe TBIs from traffic collisions, falls, 
sports, and unreported types of injuries. They suggested long-term, periodic 
screening and follow-up of cognitive function could be beneficial for the rehabil-
itation of severe TBI survivors [19]. 

Physical and psychological well-being play important roles in the patient’s 
lengthy progress on the road to recovery. However, complicating the issue, the 
NIH found the rehabilitative measures for long-term cognitive and behavioral 
consequences of TBI to be lax and inadequate [8]. Therefore, what could be 
avoidable accidents and suicidal ideation leading to untimely deaths (e.g., re-
ported as “accidental deaths” or suicides) may be remedied by longer rehabilita-
tion and neuropsychological support through the many years of prolonged re-
covery. 

Regarding this idea of long-term rehabilitation, impacting that is the fact that 
severe TBI changes the brain’s ability to change, repair itself, and grow. It has 
been shown that neural plasticity changes after severe TBI, specifically, motor 
function recovery can occur even beyond 6 years after severe TBI, as evidenced 
by neural plasticity and clinical outcomes [20]. This suggests that even after se-
vere TBI, long-term rehabilitation to improve physical function can be benefi-
cial. Furthermore, Gautschi et al., found that in TBI patients, in Switzerland, 
who had favorable GOS scores after receiving rehabilitation, as many as 75% had 
at least one severe neuropsychological deficit [13]. Therefore, they concluded 
that to help improve outcomes, neuropsychological support in rehabilitation 
should be continued even as long as decades after an individual sustains a TBI.  

Post-Coma TBI-Induced NDE 

As noted in the introduction, some patients, coming out of a coma, experience a 
TBI-induced NDE. This manifests as a visual sensation of floating through an 
expansive black void into a gradually intensifying, mystical, brilliant, white light, 
and feeling completely emersed in universal perfection and wisdom. Individuals 
who have had such an experience may feel a calling later in life to repeat that 
experience. Books have been written and movies produced about this kind of 
NDE and spiritual rebirth. In Reborn in the Light, Sutherland expounds her own 
experience of near death, and those of many others, and discusses the topics of 
religious beliefs, spiritual awareness, and even suicide following NDEs [21].  

How an individual’s religion and spirituality or philosophical beliefs play a 
part in this mix warrants further investigation. However, upon a cursory glance, 
there is little tangible evidence of this ephemeral realm that can be definitively or 
scientifically purposed. Some researchers have tried [22] [23], however, their 
studies remain largely inconclusive. To our knowledge, none have discussed the 
consequences of an NDE brought on by a TBI leading to suicidal ideation or sui-
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cidality. For professionals in such cases, it would be helpful if the therapist or 
psychiatrist has knowledge of NDE. Without such knowledge, listening to and 
understanding what the patient is trying to convey, following along in the pa-
tient’s sometimes rambling explanations, may prove difficult for them.  

Harrison-Felix et al. showed, from 1961 to 2002, among a cohort of 1678 pa-
tients, in the USA, that, after 1 year post-injury, persons with TBI were three 
times more likely to commit suicide than were persons in the general population 
of similar age, sex, and race [24]. In 2011, Brenner et al. reported that U.S. vet-
erans with a diagnosis of TBI were at greater risk for suicide than those without 
this diagnosis [25]. And in 2019, Hostetter et al. reported that in their study of 
U.S. veterans with TBI, the hazard of suicide by drug overdose or firearm was 
more than twice as higher than for those without TBI [26].  

In Denmark, Madsen et al. also found that individuals with TBI had a 
two-fold increased suicide risk, compared with those without TBI [27]. In their 
study, from 1977 to 2014, a brief 37-year period, as many as 3362 patients, who 
had sustained a TBI, all fell victim to suicide. Remarkably, all those people, after 
surviving a TBI, developed suicidal ideations and decided to end their lives dur-
ing their recovery. Those suicides occurred even after they had had medical 
treatment and a 10-year or longer follow-up [27]. 

From our observations over the last 60 years, we found that of more than 
653,000 patients, who were reported as having survived TBIs, 4056 later com-
mitted suicide. Because it is so underreported, we will never know how many of 
those also had NDEs. This is a possible interpretation of causal effects suggesting 
what an NDE-TBI survivor might think before he or she decides to end it. Per-
haps they are in hopes of attempting to attain that enlightenment they expe-
rienced, even years following the NDE.  

Humphrey wrote, “… because of an individual’s supremely euphoric and 
blissful NDE, that rather than bringing to an end a person’s bodily and mental 
presence in the world, that an individual would choose to bring to a beginning a 
person’s bodily, mental, and spiritual presence in (for that individual) a new 
realm of the universe. So, not seeking to escape physical or mental pain, would 
an individual choose to kill themselves, but rather choose to do so, to move on, 
devoid of physical or mental pain, to expand one’s self into a new existence, into 
the light and perfect harmony in, and tranquility of knowledge and intellect” 
[28] [29].  

For those individuals, who also may be suffering with dementia, and/or years 
of depression, thoughts on how to end it, in hopes of repeating their enlighten-
ing NDE, are within reason and surprisingly not far from the truth [30]. Bethune 
et al. found that suicidal ideation is common 3 months after mild TBI, and ap-
pears more at the 6-month follow-up [31]. They suggest earlier screening for 
predisposing factors and closer monitoring of those at risk for suicidality [31]. 
However, if at that point an individual seeks professional help, the therapist or 
psychiatrist must gauge the intensity of the patient’s suicidal ideation, the exis-
tence of plans, the availability of means, the depth of depression, the extent of 

https://doi.org/10.4236/ojmp.2022.113009


R. E. Brandt et al. 
 

 

DOI: 10.4236/ojmp.2022.113009 120 Open Journal of Medical Psychology 
 

social isolation, addictions (e.g., substance abuse, alcohol and/or legal or illegal 
drugs), and the degree to which the patient’s communications are trustworthy in 
order to accurately evaluate the situation so that they can provide effective 
treatment [32]. At some point in their psychotherapy during TBI rehabilitation, 
the psychiatrist or psychologist could ask the patient about a possible NDE. And 
if the patient had such an experience, the subject of any suicide ideations could 
subsequently be delicately broached. In that regard, if the patient had both an 
NDE and suicidal ideations, discussions could be incorporated into the psycho-
therapy to help the patient better come to terms with such a unique conundrum 
and then explore ways how to cope with the feelings surrounding that remarka-
ble set of experiences. 

Hippocrates wrote, some 2500 years ago, “It’s more important to know what 
sort of person has a disease than to know what sort of disease a person has.” So 
that if a person sustains a TBI, and lives through the experience of near death, 
and if that person is now having suicidal ideations, you would think that the 
medical professionals and psychiatrists treating that person ought to want to 
know about such experiences. These findings will help guide psychosocial reha-
bilitation support teams, medical professionals, psychiatrists and psychologists 
to meet this challenge of keeping revenants alive—away from suicide, and keep-
ing them on this side of the great river. That way, they may contribute to hu-
manity by sharing their unique experiences and awareness.  

The events leading up to Ernest Hemingway’s death could support our hypo-
thesis of TBI-induced NDE leading to increased suicide risk. Albeit posthu-
mously, it could help to explain the thinking of TBI survivors who then decide to 
commit suicide. In 1999, the U.S. Surgeon General wrote, “A patient’s suicidal 
intent has been a common justification for the involuntary use of electroconvul-
sive therapy (ECT), especially when other treatments are ineffective” [33]. Fur-
thermore, in the movie, One Flew Over the Cuckoo’s Nest, with Jack Nicholson 
(Fantasy Films, United Artists, 1975), the images of the effects the ECT medical 
treatment had on a patient’s mind are painfully clear. Hemingway had sustained 
TBIs, from surviving multiple airplane crashes and an artillery shell explosion, 
and had been just such a patient who had undergone ECT, at the Mayo Clinic, 
MN, USA, in 1961. Soon after returning home from the hospital, he committed 
suicide with his favorite shotgun [34] [35] [36]. His own written words echo in 
silence in our ears, “If I should have died, it would have been very easy for me. 
Quite the easiest thing I ever did” [4]. Not long before he ended his life, he 
wrote, “What is the sense of ruining my head and erasing my memory? It was a 
brilliant cure but we lost the patient” [37]. He was worried that the ECT would 
destroy his mind and memories, and then he could not live the life he was used 
to.  

It may be that to long-term NDE-TBI survivors, as it might have been to He-
mingway, death is not really the end of life. In his novel, Death in the Afternoon, 
he wrote, “All stories, if continued far enough, end in death, and he is no 
true-story teller who would keep that from you” [38]. As a true-story teller, Ern-
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est Hemingway ended his own life’s story in death. A master of the story, he was; 
but of life and death, perhaps not so. It has also been said that all endings are but 
new beginnings. Who is to say that “life and death” does not fit that scheme? 
Those of us who have survived TBIs and had subsequent NDEs lost our natural, 
human, inborn fear of death. Confronted with it, we would say, “Okay, what’s 
next? I’m ready. Let’s go.” And then we would look toward the infinite. 

For the 4056 TBIs survivors who left this world by committing suicide, we will 
never know if they experienced near death following their brain injury. That will 
forever remain unproveable. The lack in known cases suggests that many NDEs 
go unreported. However subjective it may be, we cannot overlook the mounting 
anecdotal evidence that TBIs coupled with NDEs may lead to suicidal ideation 
and the real end of life. 

4. Conclusion 

Thousands of people, from countries all over the world, initially survived a TBI, 
a life-changing brain injury, then, for some reason or other, decided to end their 
lives by suicide. Therefore, further studies of long-term psychosocial rehabilita-
tion following TBIs and on-going support for patients having had NDEs and 
suffering PTSD are warranted and may aid in reducing suicide risks and warding 
off preventable deaths. For TBI survivors, and their therapists, this article will 
hopefully help prevent suicides, especially of those souls who had an NDE and 
may be seeking to be relocated into the universal light, for those TBI survivors 
who have had that unique experience of actually having felt like they had already 
died. 
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