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To our darling Rebeckah
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and the best of friends,

J. Philip Wood

1956–2022
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And to everyone who has entered a coma
To those who came back
And to those who did not 
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FOREWORD

A Wake-Up Call

E. Wesley Ely, MD

In the last half century, critical care medicine has made tremendous strides in reducing untimely deaths among the sickest patients in the hospital. Thanks to scientific progress in understanding the severely deranged physiology intrinsic to critical illness, we are increasingly adept at supporting patients through the ravages of diseases that have claimed too many lives in years past.

In an effort to reduce suffering, a culture of deep sedation and medically induced coma crept into our intensive care units (ICUs) and was rationalized as a more humane approach to clinical care. Decades of research on ICU survivors, however, has challenged this long-held belief. Many survivors develop long-term, debilitating side effects from their ICU stay, including muscle wasting, mental health problems, and cognitive impairment. These are collectively termed post-intensive care syndrome or PICS.

Patients have recounted harrowing stories of hallucinations and false memories while sedated, delirious, and comatose in the ICU. We increasingly understand that delirium and coma are not benign sequelae of critical illness but can instead lead to persistent cognitive and mental health impairments that prevent patients from returning to “normal.”

To add insult to injury, patients’ voices have been notably, and inappropriately, absent from the many discussions regarding delirium, coma, and altered consciousness during critical illness.

In this pioneering book, Alan and Beverley Pearce give a voice to survivors and their perceptions of altered reality while at the brink of death. These stories also highlight the profound long-term effects that these experiences have on survivors, from the inability to manage finances and the loss of employment to the end of their ability to serve as functional matriarchs and patriarchs of their families.

This is a must-read for anyone who is touched by critical illness, whether they are a patient, a family member, or a clinician.

E. WESLEY ELY, MD, is a subspecialist in pulmonary and critical care medicine as well as a practicing intensivist with a focus on geriatric ICU care. He is a professor of medicine at Vanderbilt University Medical Center whose research has focused on improving the care and outcomes of critically ill patients with ICU-acquired brain disease (manifested acutely as delirium and chronically as long-term cognitive impairment).


CONTRIBUTOR’S PREFACE

Coma and Consciousness: The Yawning Abyss

Jeffrey J. Kripal

In the spring of 2020, I did an interview on BBC Radio 3’s Arts and Ideas show with the philosopher Shahidha Bari. The COVID-19 pandemic was just beginning. It was April of that fearful, terrible year.1 Induced comas and intubation would quickly become ways of life, or ways of death. Everyone would come to know about them. And fear them. One of my best friends was the head filmmaker and videographer at a very large hospital here in Houston. He would see the worst up close. And he would give me reports. It was not good. We were all afraid.

Shahidha was interviewing me about my sort-of-new book, The Flip, which had appeared a few years before in the United States but had just been published again in the United Kingdom.2 It was really bad timing. Or really good timing. The book is about the metaphysical openings that scientists, medical professionals, and engineers often experience that shake them to their spiritual core—sometimes when near death, sometimes while on psychedelics, sometimes in their dream life. Many of these individuals end up letting go of their earlier materialism or belief that everything is ultimately insentient matter, dead stuff doing mathematical things and only looking alive. That view comes to seem wildly implausible after their openings—a bit silly, really. They further realize, with something of a shock, that their science, medicine, and engineering did not need that particular interpretation anyway. It is just an interpretation. It is not the science. It is not the medicine. It is not the engineering. These professionals “flip” in the sense that they no longer live in a world in which matter is primary or the only existent. Now, mind, subjectivity, or consciousness is somehow fundamental. It is not that they think this. They know it. How, it is not really very clear. But they do. And that is just a bit unsettling.

Toward the end of the interview, Shahidha asked me a question that seemed obvious at the time but nevertheless surprised me, caught me off guard. It involved the early pandemic. “Is the coronavirus,” she asked in perfect seriousness, “the kind of extreme experience that will bring about a flip?”

Wow, there’s a question I hadn’t heard before (and I had heard a lot of questions). I replied that I didn’t think that was how we should be thinking of COVID-19 at that point (I suppose that was my hesitation). But I had to admit: “I am absolutely certain that all of this suffering, and all of this fear, and all of this dying is producing all kinds of extraordinary experiences, most of which we will never hear about because our culture does not allow these stories to be told.” I suggested the same was true of the nuclear disaster caused by the Japanese tsunami a few years before the interview or the endless, stupid murders and the horrific sufferings of the war in Vietnam a few decades before that. Like these earlier human disasters, the current pandemic would result in countless altered states of consciousness and near-death experiences, this time on ventilators. Those who were fortunate enough to come back from those mind-spaces—which, alas, was not everyone—would report extraordinary experiences, but medical professionals would be unable to hear them. They would frame them as so much nonsense or ignore them entirely. I suggested that millions would be flipped but that the medical materialism that runs beneath or above our culture would not be, could not be. Modern medicine would save many but would in the end fail us spectacularly, both spiritually and intellectually.

Alas, I was correct. The vacuous phrases “COVID mania” and “COVID delirium,” among others, were used by the medical establishment and then by the obedient media to describe—or, rather, not describe at all—what was being said by those emerging from induced comas and terrible traumas. There was a yawning abyss between what was being described by those who knew and what was being claimed by those who knew nothing at all. If anyone in the medical establishment really listened to what was being said, I certainly did not hear about them. There was one great nothing.

Until this book. I agreed, immediately, to write a contribution to it. That is always a mistake, I have learned, as I never have time. I agreed anyway. I remembered my conversation with Shahidha. I had time for this. I wanted to learn. I wanted to read. I wanted to see someone think through the issues I had tried to think through in The Flip but apply them to an urgent real-world situation: the artificial induction through sedation of coma and its consequences—some of them brain destroying, some of them cosmic in nature—during and after the pandemic. How do we think, together, about brain dysfunction, hallucination, parallel universes, other lives, reincarnation, the relationship between mind and brain, psychopathology, modern medicine, and early death? Where do we draw the line or make the cut? Can we? I wanted someone to answer Shahidha’s question more fully than I could in April 2020.

They have.

Please read this book. It is not what you probably think it is. It is not a book only about coma and sedation and why we should think twice about this dubious and destructive medical practice. It is also a book about the nature of consciousness itself. It is a book about the profound moral ambiguity of shutting down the brain as filter for a time. It is about risk, danger, brain damage, and transcendence. It is also about the near-death experience, schizophrenia, psychedelics, savants, and out-of-body experiences. It is about us. Please read this book. And please do not fall back on easy answers, be they scientific and secular or religious and spiritual. There are no easy answers. That’s the point.

JEFFREY J. KRIPAL is associate dean of the humanities and the J. Newton Rayzor Professor of Philosophy and Religious Thought at Rice University in Houston, Texas. He is also the associate director of the Center for Theory and Research at the Esalen Institute in Big Sur, California. Jeff is the author of ten books, including, most recently, The Superhumanities: Historical Precedents, Moral Objections, New Realities (2022), where he envisions the future centrality and urgency of the humanities in conversation with the history of science, the philosophy of mind, and our shared ethical, political, and ecological challenges. He is presently working on a three-volume study of paranormal currents in the sciences, modern esoteric literature, and the hidden history of science fiction for the University of Chicago Press collectively entitled The Super Story: Science (Fiction) and Some Emergent Mythologies. There, he intuits and writes about a new emerging spectrum of superhumanities (in both senses of that expression). The website jeffreyjkripal.com contains his full body of work.


INTRODUCTION

A Whole Other Life

Nick MacDonald can be hilariously funny or surprisingly spiritual. He is a good-looking, well-built man in his midthirties who had been living life to the full. In the last few years, he has dropped the pace and settled down to small-town life in America’s Midwest. He thinks he chose the place because he liked the peculiar pink color of the locally produced ice cream.

He runs a successful garden business and is widely acknowledged as being good with his hands. “My old man was a big-time motorcycle mechanic and he taught me a little bit,” he says modestly. Nick achieved brief fame and a welcome into the community when he won the town’s hotdog-eating competition. He is regarded as a mean baseball player with lots of good friends. He initially tried his hand at dairy farming but now teaches people how to “grow all kinds of shit.”

His last relationship broke down soon after his partner gave birth to a baby girl. Since then he has been living alone. One day—totally out of the blue—Nick started to feel rather peculiar. The floor began to give way. “I was free falling, and I was free falling into complete nothingness.” Then everything went curiously orange in color.

Nick instinctively knew that he was desperately ill. When he finally prizes his eyes open, he finds himself stretched out in a hospital bed, tubes and lines running out of his face and body. Monitors beep and flash. He is having serious problems with his memory.

He has no recollection of the young woman who comes to visit, claiming to be his fiancée. She tells him how ill he’s been, how close to death. Pneumonia and sepsis. She shows him the diary she faithfully kept for every one of the fourteen days he spent in a coma.

Next up are a range of people all attempting to convince Nick he is not who he thinks he is. He is not the Nick who did a combat tour with the U.S. Army or who ate all the hotdogs, nor did he lose toes to frostbite several years back. He is the Nick who owns and operates his own pizza parlor. He has never been known for his manual dexterity and would sooner buy new than fix anything.

He shuts his eyes and tries to will himself back to the town with the pink ice cream. But it won’t happen. He wonders now which is the dream—the world with the pizzas and the raven-haired fiancée or the one where he works outdoors with his hands and has frostbite scars?

“Let that blow your mind for a minute,” says Nick.

Now he is stuck here and must play along. Struggling with the initial problems that put him into the coma—and with the harrowing aftereffects of the coma itself—Nick faces a lengthy uphill battle. “I had to learn to walk, talk, and eat all over again. It was very humbling,” he says of his forty days in the hospital.

It feels like my consciousness, spirit, or soul packed and went to another world just like this one and picked up a life there. It still blows my mind to recall that place. I was in a world just like this but just slightly different. The atmosphere was slightly orange instead of ours, which is blue. There were still a lot of the same places but they were not the same or in the same location as they are here. It was like the United States but not like the United States on a map. It was just mixed up.

The two weeks I was in a coma felt to me like twenty years. I lived a whole other life while I was under. So much so that when I finally was brought back to this world, realm, dimension, or whatever you want to call it, I was actually sad I was awake and didn’t get to see how my other life there played out. I literally missed it, the people, the experiences, the things I learned. I feel these emotions very strongly to this day.

I also don’t know what I looked like there. I assume I looked the same as I do here but never once in the twenty years under did I ever see my reflection. I don’t like to say this was a dream because these experiences were so real to me. The vividness was so clear. I just can’t explain a dream like that.

Amid the confusion and never-ending flashbacks, Nick found himself torn with loss.

All of a sudden, I was ripped out of my alternate reality and that was it—it was over. No conclusion, no closure. As far as meaningful relationships go, yes, I had several. Sometimes I feel like I had more there than I do here. And they were pretty deep, too. Three years later, I still feel that emotion from love and loss. It’s crazy.

My family didn’t come out and say it, but I could tell they thought I was insane. They didn’t want to engage much on the fact that I was somewhere else. They didn’t understand. I get it. How could they?

Most coma survivors will say that nobody can ever hope to understand unless they have undergone the experience themselves. For a few, comas may be a merciful blank. Others report lying frozen, aware of everything around them, silently screaming, yet unable to even blink. For many, this is a terrifying world of never-ending nightmares, more vivid than life itself, which burn themselves deep into the memory.

Others undergo nothing but joy and an overwhelming sensation of pure love akin to the psychedelic experience, while many accounts resemble the near-death experience (NDE), featuring past-life reviews, meetings with deceased loved ones, and a total oneness with the universe—events that are not limited to clinical settings and can be induced in numerous ways or may even happen spontaneously.

Alternate lives such as Nick’s—lived to the full, seemingly lasting decades while mere days pass in the ICU—appear without parallel in any experience other than coma, with the possible exception of apparent past lives experienced by Buddhist monks and others deep in meditation. Something is clearly going on that defies scientific or medical explanation.

Equally shocking—and equally unknown to the public at large and most medical professionals—the apparently benign procedure of deep sedation to coma levels in the ICU is killing patients needlessly and consigning the majority of survivors to ruined lives of lasting brain damage, deep psychological trauma, and chronic physical complications.

Prolonged deep sedation is proven to damage the brain so severely that tens of points can be wiped off IQs, rendering survivors mentally impaired, while the lack of mobility results in serious nerve, muscle, and skeletal damage, hastening early death. For a small but growing number in the medical world, comas are not just highly dangerous but irresponsible to the point where hospitals and medical staff could, in the future, face lawsuits for malpractice.

Although the World Health Organization maintains no figures for the number of people placed in medically induced comas each year, the numbers are likely to be in the millions, a figure substantially multiplied during the COVID-19 pandemic.

The word coma comes from the Greek koma, meaning “deep sleep,” and refers to a prolonged state of deep and unresponsive unconsciousness brought about by illness or injury or medically induced by anesthetics similar to those used in surgery. In essence, coma is a profound shutdown of brain function.

The first medically induced comas were not attempted until the late 1950s or early 1960s, when the first mechanical ventilators came into use and relaxant drugs were then used to paralyze the patient. These early ventilators resembled clunky domestic washing machines in size and construction. No one can say who the first patient was to undergo the experience.

Austrian doctor Peter Safar (1924–2003) is credited with pioneering the concept of advanced life support when he started keeping patients sedated and ventilated in a special environment in Baltimore City Hospital in 1958. However, others believe that the first ICU was established at Kommunehospitalet in Copenhagen in December 1953 by the pioneering Danish anesthetist Bjørn Aage Ibsen (1915–2007). Yet others argue that the British nurse Florence Nightingale created intensive care when she moved those most desperately ill closest to the nurses’ station during the Crimean War.

Sometime in the 1990s—when more sophisticated, microprocessor-controlled ventilators became available—doctors treating patients for the invariably fatal acute respiratory distress syndrome (ARDS) noticed that patients appeared far more comfortable when heavily sedated, and so they began using sedatives generally reserved for the operating room. In turn, the sedated patients needed help breathing, so were placed on the new ventilators, and it was noticed that they were oxygenating better. It seemed the way to go.

“They saw how much more comfortable they looked,” Kali Dayton, DNP, AGACNP-BC, an intensive care unit (ICU) nurse practitioner and consultant in Washington State, told us.* “They saw how much easier it was that they didn’t have to talk to them, didn’t have to do anything with them. And so that practice of putting them in coma seeped into treating other kinds of patients.”

But the surgical sedatives had previously only been employed for brief periods of time and usually on patients with functioning kidneys, which help remove the sedatives from the system. No one had ever thought to give continuous high doses over weeks and months. And yet this became standard practice for all manner of critical ill patients for a decade or more. And then, gradually, clinicians became aware of something deeply troubling.

Too many patients were dying in the hospital and soon after discharge. Those who survived developed long-term debilitating effects, the result of severe nerve damage and muscle wastage. Mental faculties went haywire, with survivors often unable to recognize even close loved ones. The new term post-intensive care syndrome (PICS) was coined. “Patients with PICS are robbed of their normal cognitive, emotional, and physical capacity and cannot resume their previous life,” noted Dr. E. Wesley Ely of Vanderbilt University School of Medicine in his 2017 report highlighting the dangers of these poorly understood practices.1 Additionally, one-third of those discharged develop post-traumatic stress disorder (PTSD), more commonly seen in combat veterans and victims of physical or sexual assault.

From the few coma survivors who could find anyone to listen, there were accounts from deep within coma of alternate realities and parallel universes, some staggeringly beautiful, others defying all imagination in the depth of their horror. Those who gave voice to these terrifying or life-changing experiences were told to put them out of their minds, as these were nothing more than false memories and hallucinations. The term ICU delirium became a universal diagnosis, a seemingly mild affliction that would soon fade away.

While these experiences appear easy to dismiss, the lasting physical and mental damage began to draw concern as the evidence against coma care mounted. As such, some ICUs decided to ease back dramatically on the sedatives and pay more attention to patient mobility and interaction. It was found that by allowing patients to remain awake, they could chat with nursing staff via text on their phones, connect with their families in the same way, and even run a business from their laptops, all while sitting upright and allowing the mechanical ventilator to breathe for them.

This way, patients became more invested in their own recovery while avoiding instances of delirium or muscle wastage, and they could work with staff to achieve an early exit from the ICU. And, if heavy sedation had to be employed, the patient would be awakened daily in what were termed “sedation vacations.” This was a practice gaining increasing acceptance. But then the COVID-19 pandemic hit in 2020.

Suddenly, every ICU in the world found itself overwhelmed. ICU staff, instead of their usual two-to-one patient-nurse ratios, were ministering to multiple patients, and burnout was becoming a serious issue for staff. It made sense to place patients in a more manageable condition, and so the heavy use of sedatives returned. This put strain on the supply chain and different medications began to be employed, with far greater use of the more powerful benzodiazepines.

“They went right back to those protocols of the 1990s,” says Dayton. “And now they’re using some of the worst drugs for the longest periods of time.” Staff had to be drafted into ICUs from elsewhere in the hospital who had no idea of earlier ICU procedures that focused on keeping the patient alert and mobile.

“And all these new people came rushing into the ICU who’d never been in an ICU before because we had so many COVID patients,” Dr. Ely tells us. “People were drawn in from cardiology clinics and pediatric clinics, and they didn’t even know how to run an ICU, they just thought, Oh, this is how you do it. So a bad new culture was built almost overnight.”

Sedatives and coma, they were now told, were the best way to deal with COVID-19, giving the body a chance to rest and letting nature and medication do what they could. Heavy sedation became the norm again, and coma treatment became almost automatic.

Dr. Ely and his team studied more than two thousand COVID patients from fifteen countries and demonstrably proved that the two or more weeks, on average, spent in coma were devastating to patients. “It’s a left turn. It’s a bad idea. It’s inappropriate. It’s not good medicine,” he stressed to us. “But it’s easy because it knocks the patient out.”

Today, despite a wealth of evidence to the contrary, most doctors believe that the patient, once comatose, is at total rest, allowing the body the chance to recuperate. The brain is offline. The event will be a blank in their lives. And while many a doctor will tell families that the comatose patient is resting and the sedatives aid a deeper sleep, multiple research papers and a growing number of studies have shown that the sedatives employed disrupt brain activity so severely that REM sleep is not possible. “It’s not that brains are turned off during medically induced comas,” insists Dayton. “It’s that they’re injured and broken.”

Many clinicians also believe that a long stay in the ICU can be highly traumatic, and so they try to shield the patient from unnecessary harm with different levels of sedation. In some cases, deep sedation is used to control unruly or agitated patients, those who tug at the lines and feeding tubes running in and out of their body. In many instances, patients are also physically restrained to prevent them harming themselves. But no medical practitioner can be sure just how far they are pushing the patient, as the effects of different sedatives vary from person to person. Many will drift in and out of differing levels of consciousness. Others go so very deep that they enter realms rarely glimpsed before. Others who go too far—and manage to return—report standing on the threshold of this life and the next, glimpsing another level of existence.

Intensive care staff rarely get the opportunity to discuss the ICU stay with patients. Those coming out of deep sedation are generally too confused—or incapable of speech because of damage to vocal cords—that by the time they leave the unit no coherent accounts can be gathered. Few medical personnel ever feel the need to explore further because the nebulous term ICU delirium is seen as explanation enough. Yet, for the patients, such a diagnosis appears to explain nothing and even downplays the true severity to the point where many feel insulted.

There is an obvious contradiction between the patients’ experience and the doctors’ understanding. Delirium and hallucinations are conscious states of mind that cannot be experienced while sedated to the deepest levels of unconsciousness because the brain is effectively offline. Many doctors acknowledge it is impossible to have any recollections from within coma, and so any memories recalled by coma survivors can only have been hastily conjured up after regaining consciousness. This, they say, is the brain’s way of making sense of the missing period in their lives. Yet this theory is deeply at odds with the actual experiences that people report from inside coma, which are invariably rich in detail and all too often described as more real than any waking reality.

Those who leave the hospital are rarely given any indication of the damage they have suffered, nor guidance on how to make sense of an experience that will stay with them for life. Many feel they have been cut adrift without any explanation, rendered amazed and puzzled by what they have just been through and reluctant to tell even close loved ones. Many are left to question every aspect of reality: not sure if they have died and come back or if they traveled to realms and dimensions that the modern world would consign to fantasy. Almost without exception, those who have visited these other realms from within their coma all describe themselves as insane, mad, bonkers, or crazy. They can see no other explanation.

Coma patients are clearly entering the strangest mental arenas, and they appear to be doing so because the heavy sedation switches off a key element within the brain that enables us to process our everyday, waking consciousness, and this allows a greater expansion of the mind, as experienced by those in the deepest states of meditation, by others undergoing psychedelic states, and even by those teetering between this life and the next.

There is also compelling evidence that certain chemicals are released in the human body at times of extreme stress and impending death that produce the mystical effects experienced in coma, either to ease our passing or open a doorway to what lies beyond.

So here we are in the twenty-first century, and we like to believe that science can explain just about anything. But explanations are in short supply when it comes to events that thousands upon thousands of people experience daily within their comas. Despite centuries of scientific and medical progress, consciousness—something every one of us experiences moment by moment—remains a mystery. No doctor or scientist can tell us how this comes about or where the seat of consciousness is. They cannot even point to the location of their own minds, because nobody can truly say where the mind resides.

And while today’s scientists are at a loss to explain our everyday level of consciousness, there remain other equally mysterious levels of consciousness that can be achieved by a variety of means, be they medically induced, recreational, or part of a spiritual quest. But for too many, these are no-go areas with an active refusal to explore, fearing to take science into the realms of New Age mumbo-jumbo or spiritual fantasies. And yet there is an overwhelming body of evidence and countless first-hand accounts* that demonstrate the mind is capable of far more than we currently understand.

We take a journey into those realms—levels of consciousness and other regions of the mind that can no longer be dismissed as hallucinations, false memories, or the result of confusion or delirium—that prove equally as real as our current, waking level of consciousness. Until these experiences can be taken seriously and greater effort is made to understand the doors that comas appear to unlock, people will be consigned every day to the darkest recesses of the mind, waved off with the best of intensions to embark on solo voyages beyond the imagination.

And, of those who survive, the overwhelming majority are doomed to live half-lives, shadows of their former selves, with many regretting that they ever returned.



*Unless otherwise specified, all quotes from Dayton are from interviews we had with her.

*If not specified otherwise, the accounts of coma patients, nurses, doctors, and scientists shared in this book are from interviews we conducted.


PART 1

A World More Vivid than Life Itself


1

You’re Not Just Sleeping Your Time Away

From Confusion and Bliss to the Gates of Hell

Adison Pusateri, BSN, RN, is a highly experienced nurse who has spent the past seven years working nightshifts from 7:00 p.m. to 7:00 a.m. in the intensive care unit (ICU) of a Denver hospital, one typical of those across the United States and much of the developed world. As working environments go, it is hot, smelly, noisy, and a ceaseless hive of activity. As an environment for the sick to get well, it doesn’t get much worse.

“In my experience, for whatever reason, when it’s close to shift change is when things get a little crazy,” says Pusateri. “I can’t tell you how many times a status quo patient has had some sort of event—whether it be small or large and life threatening—close to the end of my shift or immediately when I am coming on shift.”

In this Denver ICU there is never a quiet moment. The pandemic has stretched people and equipment to their limits. Each patient requires constant care. “Depending how sick the patient is will determine how sedated the doctor will want to keep them in order for their body to rest,” she explains.

“Heavily sedated, the patient will have large central lines with multiple IV infusions constantly running. The central lines might be in their neck or groin. They will be fed through a tube if on a ventilator, and this will either go into their throat along with the breathing tube or into their nose.

“These people will almost always have a tube up into their bladder and sometimes a rectal tube to collect stool so they don’t mess the bed. However, it will still leak frequently. These patients often smell horrible after a day or two because a sponge bath can only go so far.”

Pusateri says her patients rarely lie still. Some need physical restraints to stop them tugging on the lines and tubes. “People in medically induced comas are nothing like what is portrayed in the media on television or in fiction. Something to know about someone in a medically induced coma is that the only reason they are in one is because they are near death. Even heavily sedated, they will still tear up and I have seen unconscious people cry,” Pusateri tells us. “So almost never would I refer to someone in this situation as appearing ‘peaceful.’”

When I was sedated the first time, I cried. I sobbed and begged the doctors and nurses not to let me die.

This is the recollection of Darren Buttrick, who, at forty-nine years of age and gym fit, caught COVID-19 in March 2020 and became so ill that doctors told him to say goodbye to his family.

There were lots of machines bleeping, lots of noise, and what felt like someone playing with my ears and neck. It felt like dangly earrings, but that was the central line in my neck that would bleep and deliver the drugs I needed.

Darren—in common with the vast majority of ICU patients—gets confused and quickly agitated. They tell him he needs to rest. Time now for a nice sleep. The nurse takes his hand and strokes gently. She counts slowly to ten. This is when panic sets in for Darren, who fears he may never wake up.

I again begged them to save me, with tears rolling down my face. I was heartbroken and so frightened. She got to three and I don’t remember anything else.

What came next for Janine Sarah Withers from Tredegar in Wales was no blank but an entirely altered reality. She believes she had COVID-19, but in December 2019 few were thinking about the pandemic and no one in Wales was testing for it. Whatever she had quickly turned to pneumonia, causing lung failure.

It was horrific and life changing. Believe me, during this time you’re not just sleeping the time away. You can feel and hear far too much of what’s happening. It’s the most terrifying nightmare you will ever have. I lay there totally paralyzed, screaming inside my head but not able to make a sound.

Janine was not yet in a coma. She was being sedated and closely monitored. She flitted in and out of consciousness. This is when things first start to become strange in the ICU.

“Many people experience animals in their room,” explains Pusateri. “They see people who aren’t there. Bugs and snakes. A lot of my delirious patients will think they’re somewhere else other than the hospital. They think they’re in a different point in time. Or think they’re in a completely different situation. One patient was convinced that they were on a cruise ship, sunbathing on deck.”

Chrissy Statham has a clear memory of just when things started to get unearthly in an ICU in Suffolk, UK, where she was being treated for type A influenza and pneumonia.

I remember my oldest son visiting and writing on a chalkboard, Behave with the nurses. I remember a lift, shelves, and a sink, with a door to my left, then it all went blank.

This is where it gets weird. For some reason, I was in bed and some football players came to visit me. I had a hand puppet on my arm and somehow I was expected to wave the puppet at the footballers, but it was just too heavy. The pressure on my chest was unbearable and I couldn’t join in. I had no energy. I blacked out again.

During the forty-five days of coma that followed, Chrissy experienced a never-ending succession of painfully vivid and utterly distressing nightmarish scenes.

I was hanging on a meat hook over the ocean, surrounded by mountains. Then I was dumped in a coal mining bucket and transported through tunnels where women were having their hands cut off for sharks to eat.

I also remember being in London during the war, near the river, then being evacuated to the country, where I was running to save my life and seeing death all around me.

Worse still, she has a clear recollection of being raped and not being able to do anything about it.

A radio playing somewhere in the background gave color to the odd imaginings of Jo Nelson, who very likely had COVID-19 back in December 2019 and was rushed to Aintree University Hospital, not far from the famous British racecourse. She was being sedated in the ICU when she heard the announcer urging her to call in and win big time. Just answer one easy question.

They were running this every hour, on the hour, and I just kept phoning in and [each time] I kept winning [she laughs]. I remember looking at my online banking and seeing the money change every hour. I couldn’t wait to tell my husband. One thousand pounds each time! I just remember feeling amazing, knowing we were sorted financially.

Eventually, Jo lost nine days of her life when she was placed into a coma. She experienced a never-ending cycle of death.

These “nightmares”were all about people I’m close to, and in the dreams they either died themselves or had little ones and they died. When I properly woke up, I genuinely thought all these people were dead, it was so real. I can remember every single minute of it; some of the “dreams” lasted whole days at a time, with me going to endless funerals. It was just heartbreaking.

A pet greyhound called Ted was a regular bedside visitor for composer Stephen Watkins as he recovered in an Essex ICU in the UK from an aneurysm operation that left him with a blood clot on the heart.

Ted would come through the door with my other dog, Toffee, just behind him. They’d be walking on their hind legs. They both would be wearing nurses’ uniforms and have COVID masks on, and Ted would have a thermometer between his paws. Then he’d shove it in my mouth. And there’d be other nurses around, just ordinary nurses doing their jobs, and Ted would just wink at me and say, Don’t tell ‘em, Dad.

Events such as these are described as the classic symptoms of ICU delirium—“an acute and fluctuating disturbance of consciousness and cognition, a common manifestation of acute brain dysfunction in critically ill patients, occurring in up to 80 percent of the sickest intensive care unit populations.”

Pusateri sees a lot of it. “We royally mess up their sleep schedule. Almost always a patient will be awoken by staff every one to two hours, all day and all night. This, in addition to all the noises in an ICU, the constant beeping and alarms, leads to severe sleep deprivation.” From her experience, few ever manage more than three hours of disturbed sleep a day.

Within ICUs, there are two distinct types of delirium. Hyperactive delirium refers to patients who are not comatose. They are confused, have short attention spans, sudden mood swings, agitation, combativeness, and disorderly thinking. They often misinterpret events around them. Hypoactive delirium is when a patient is totally unresponsive and will not awaken of their own accord. Events believed to have been experienced within this state are classed as false memories or hallucinations.

Both are infinitely more serious than they sound and can be rightly classified as medical emergencies because they involve different levels of brain failure. Those with delirium are twice as likely to die in the hospital and three times as likely to die within six months of discharge. Those that survive are likely to spend far more time in the ICU and regularly require admission to care facilities later. They are at high risk of post-traumatic stress disorder (PTSD) and permanent cognitive impairments, termed post-ICU dementia and PICS.

Generally, the main causes of ICU delirium are sleep deprivation, isolation, and lack of mobility and human contact, together with the varying levels of sedation brought about by the remarkably varied cocktail of sedatives and analgesics employed, from opiates to ketamine. Additionally, low oxygen saturation, known as “sats,” due to struggling lungs or blood clots, can lead to brain damage.

When Deborah Mayo was admitted to the UK’s Leicester Royal Hospital with suspected swine flu in February 2015, she was immediately rushed to the ICU and swiftly given a combination of sedatives and paralyzing drugs in a bid to stabilize her. She was thirty-eight years old at the time. She recalls:

The docs asked if I kept pigeons as I had the lungs of a pigeon keeper. I had the lungs of a very old person and my status was “incompatible with life,” a term that still sends shivers down my spine.

The doctor tells her husband, Adam, that she has also suffered a cardiac arrest and now has sepsis, which can quickly result in multiple organ failure. She will be lucky to survive the night. But she does. Drifting in and out of consciousness, Deborah fears for her husband and how he is going to cope.

We’ve only been married two years. I take care of everything. The finances are all on my PC and all password protected. How was he going to pay the mortgage? What was our mortgage account number? Who was our mortgage with? All these thoughts, silly as it sounds, crossed my mind.

The next four days would be a half-remembered world of worry and stress, of being turned face down or face up in her bed, while nurses fussed about, adjusting machines and administering insulin, antibiotics, and analgesics. Then, in the following fourteen days, Deborah would undergo hypoactive delirium or, as she terms it, “One mind fuck of a coma.”

But first, in common with many others, the hospital around Deborah initially weaves itself into her altered state. This is hyperactive delirium. She remembers being in a portable ward, like a large ambulance, and she was in the only bed, alone.

She recalls the ambulance driving around until finally coming to a stop at Northampton’s Royal & Derngate theater complex, where the doctors and nurses all hop out for a fun night of clubbing, abandoning Deborah in the large ambulance.

The ceiling was Perspex but opaque and there were bodies writhing in blood above me. I was screaming in fear as latex-covered beings surrounded me. I remember a nurse coming to visit me after she’d been clubbing, and I said I’d report her. She then thrust a tube down my throat, which I desperately tried to remove. She screamed at me and said it’s for my own good. I was suffocating.

COVID-19 patient Darren was surprised when he suddenly became conscious again. He recalls:

I remember seeing lot of people in space suits. I felt in a different world, very frightened. There were people laying in front of me and to the side of me. They were on their backs and on ventilators and in comas, and just the ringing sound of machines, the bleeping keeping them alive.

I remember looking at the wall clock and watching every minute pass, and feeling so frightened and agitated and not well. I wanted to go home. My friend had a birthday party in two days, the house insurance needed paying. Where’s my phone?

Panic again sets in. Darren is ripping the central line from his throat. He grabs hold of the feeding tube to his nose before, seconds later, he slips into oblivion once more.

It took seven staff to pin me down. The doctor decided to put me back to sleep and ventilate me again. They said I was calling out, Dad, come and save me. Please help me. I need you to get me out of here.

Pusateri explains what happens when a patient is sick enough to be medically paralyzed:

This is with a drug that inhibits the patient’s muscles from moving at all. This includes the diaphragm that everyone uses to breathe, so they have to be on the ventilator. This is because their lungs are so still or fluid filled.

While sedated and unconscious, they will retain their brainstem reflexes and fight the ventilator, gag on the breathing tube, move around in bed, sometimes vomit around the breathing tube. They will almost always experience some level of edema, when the fluid shifts from the vascular space into the tissues and cause swelling that can be so bad that fluid will weep from their skin. Often times it can be enough to saturate their bed sheets.

One patient, who already had intimate knowledge of the ICU he found himself in, insists he was self-aware.

On the ventilator, in a medically induced coma, I was self-aware. I could hear and process everything that was going on. Conversationswere happening around me that I knew the answers to, but I was trapped inside my body. My body would not allow me to respond.

This is Corey Agricola, a chaplain at the vast UAB Hospital in Birmingham, Alabama. He likes to wave his hands around when he talks in his musical Southern accent. His smile is vast and highly infectious. Corey is also an eight-year veteran of the US Marine Corps who one day was in peak physical condition “doing ‘maxes’ at the gym and bench-pressing three hundred pounds deadlift,” and the next is flat on his back in the very hospital where he works. Suddenly, he’s not expected to live. He has a massive and mysterious infection determined to resist all treatment.

On top of the infection that’s likely to kill him, Corey is fretting for a whole different reason. In a few days, he’s all set to propose to the woman he intends to marry. He plans to spring the surprise from the basket of a hot-air balloon that he’s already paid for up front. “I could see the days on a little calendar on the wall in front of my bed, and I could see the days taken down. And I can see what they’re doing to me. I gotta hurry up and get out of here because we’re gonna miss the deadline.”

Those around him have other pressing concerns. Options are running out.

They tried many different antibiotics, and they were down to their last one. They told my fiancée that this is the last one we can try. We think he’s got about four days to live.

Corey has to listen to all this. He can see it all, too.

I was seeing things that were actually in the room but I wasn’t in a position to see them. I could see the monitor with my blood pressure reading. And I could see it going up and down—it would drop all the way to fifty over twenty and all the way up to one-ninety over one-twenty. I mean, it was just crazy—but I could see it in my mind, you know. In my mind! And it all corresponded, I learned later.

The decision to place patients like Darren and Corey into a coma is usually a team decision. “The intensive care doctor will have the final decision,” explains Pusateri. “But it’s the nurses and respiratory therapists who will communicate the need for it ninety-nine percent of the time.”

When that happens, the patient is kept in the same ICU and under even closer observation. “Occasionally, a patient on a ventilator may not be sedated at all, depending on what’s going on,” Pusateri points out. “Sometimes they are completely awake. But, typically, if they are intubated they will start off on minimal sedation, and the sedation will be increased if they are fighting the ventilator too much or are too agitated.”

The word coma is actually something of a misnomer. “A medically induced coma isn’t really an all-or-nothing scenario,” Pusateri tells us. “It’s more of a spectrum of consciousness.” It is also a bit of a hit-or-miss situation. Some drugs do not work well on some patients. Weight is a serious consideration, and anyone with a history of certain kinds of recreational drug use will be all the harder to knock out. Elderly people suffering dementia will need considerably fewer sedatives. She continues:

We use something called the RASS score to rate how sedated someone is. It stands for Richmond Agitation-Sedation Scale. It goes from +4 (extremely agitated and violent) to −5 (completely unarousable). Most often the goal, which is ordered by the doctor, will be a RASS score of 0 to −2.

If the patient needs to be paralyzed, the goal will always be RASS −5. This is because if they are undersedated but paralyzed, they may be awake and you won’t know.

This, Pusateri is keen to stress, “is extremely cruel—to be awake but unable to move or even blink.”

To see just how deeply unconscious the patient is, electrodes are placed on their face and fired with a small electrical stimulus. Pusateri will then look to see if the eyebrows twitch or not. By rights, there should now be minimal brain activity beyond basic life-support functions. The patient is in what is also known as “apparent death”—all signs of life or vitality are absent and the person appears to be dead because of very feeble or minimal functioning of body systems. Corey, the hospital chaplain, recalls:

I felt like I was coming out of my body, like I was floating away. And then, as they tried to bring me back off the propofol, I came back into my body. And there I was, present in the room, but it was now a totally different experience. I was in scenes from my life in the past. I was in a different hospital, the one where I lived in Houston, Texas, for nine years and pastored a church out there.

As Corey drifts deeper into the realms of actual coma, he should not be experiencing anything at all. According to current medical understanding, he no longer has access to his memories, nor can he process new ones. The pictures playing out in his mind are not registering on his brain. Any brain scan would be flatlining. Yet, somehow, Corey Agricola is finally airborne.

I felt like I was flying, and it was so real. I remember flying and being able to reach my hand down to pick up the snow from the mountain peaks. And it was, you know, cold to my hands.

Corey also finds himself flying back in time, visiting parts of his old life he had once captured on camera. He is reliving the actual Kodak moment, stepping into the framed photographs that decorate his home.

Yeah, I was back to those moments. I went back probably twenty years or so to a time where I had my Jeep Wrangler and used to love going on rides or just around the countryside here in Alabama. I wanted to unwind or get away, you know. I would just drive around and see a different part of the state, and I was back on one of those rides.

The old photographs flick past in Corey’s mind. Here’s one from even further back.

It was just so real, being with my dad in Montana. It felt like I was there. I could smell it all. I had all my senses. Oh, yeah, I was talking to people. You know, talking to my dad. It’s like I was back there one hundred percent.

Stephen Taylor, a retired medical statistician, was already unconscious when he arrived at the ICU in the Royal Liverpool University Hospital. His colon had suddenly burst while he was at home, and he was quickly developing sepsis. The doctors take one look at him and conclude that his chance of survival is about one in one hundred. Swiftly, he is heavily sedated and placed on a ventilator. It would be ten days before Stephen would open his eyes again. His experiences were so strange that he felt compelled to write them down, one of the few survivors able to do so. He recalls:

The entirety of my stay in critical care was a period of strange, vivid dreams and nightmares. In the beginning, I was aware of a yellow world where all is bathed and suffused with its radiant, glowing light, propagating feelings of healing and comfort, enveloping everything in its warmth.

And then the scene changes. Stephen is traveling with his family by car through the lush Belgian countryside in brilliant, white sunshine, speeding along a fast highway, when suddenly there’s a crash and the yellow world evaporates.

The next thing he knows, he’s being shown an exterior shot of a beautiful, modern building as he stands on a large, green lawn amid a vista of rolling countryside, fields and farmland, garden flowers, mature trees, and woodland. Distant, hazy hills shimmer on a blue horizon. In front of him stands an imposing structure, four stories high and sweeping away in a beautiful, graceful, curving arc that follows the contours of the hills. The walls are thick, pink granite with a shining metal and glass frontage. He marvels at the thick, opaque glass roof.

Now he enters the building, leaving behind the bright afternoon sun and walks into a lofty atrium with a polished gray granite staircase climbing to a balcony. In front of him is a tall, splashing fountain. He sees a reception desk, recognizes he is in a hospital, and sees himself as a patient within. Stephen is about to check in to a rather creepy Belgian hospital run by black-habited nuns and overseen with haughty authority by a ­wheelchair-bound Mother Superior. He will be here for the next week and more.

Zara Slattery is a graphic artist living on England’s South Coast who contracted a flesh-eating bacteria in 2013 while visiting her mother in the hospital. Zara spent two weeks in a coma while doctors fought to save her life. Her coma experience would be one of inexplicable guilt and utter fear from the very beginning. She would eventually turn her hospital stay into the nightmarish graphic novel Coma.1 She recalls:

There was a moment that I woke up in the dark—this is really early on before the coma—and a medieval skeleton was spiraling across my line of sight. So I can only imagine that they were opening my eyes and shining bright lights to see if I was conscious. But I couldn’t see beyond my peripheral vision.

I had this level of consciousness. The one I have now. And I knew it wasn’t a dream but I knew I wasn’t fully awake. And I was just trying to figure out what I’d woken up into. Then I saw the nurses at the end of my bed. And I knew there were medics, but they were half skulls and half faces. And my whole inside, my entire body, just flipped into absolute, abject fear. This was real. They were at my bedside. Anybody would be frightened! But I was in extreme pain. At this stage, I wasn’t deeply sedated. And it was like that cast the die. From then on, it was cast in fear.

I was very disturbed by being looked at all the time. I was very, very ill. I had two nurses with me all the time. And I was seeing eyes everywhere, like seventy pairs! Even the Keep Out sign on the curtain looked like a big, red eye. I couldn’t bear being looked at but, of course, they were monitoring me constantly.

I was conscious of my children coming to see me. So I do think I wasn’t so deeply down. I was aware of them coming in. And I knew that I had to save them from the seismic emotional trauma that I couldn’t quite locate. All I knew was that this was an extraordinarily dangerous place, that I was being held and tortured. And I needed to get my children out of there; they had to be got away.

For Janine, whose story about lying paralyzed but awake was shared earlier, the doctors had to keep increasing the sedatives as she repeatedly fought her way out of the coma. She recalls:

Eventually sedated, I slipped into somewhere between sleep and reality. Sometimes you can hear what’s being said in the room and it gets twisted into part of the nightmare. Then the ICU starts to fade and an entirely different reality begins to take hold.

I was being held by an invisible force in an open-top wooden box on the back of a horse and cart. I tried to shout but I couldn’t speak. I struggled to move but I felt tied to the bottom of the box, hands above my head and my legs apart. We went down a long, cobbled road, which got darker the further we went down it. At the top of the hill, the light faded into the distance. I was naked and felt totally vulnerable. I constantly fought to get free, but I was getting so tired. I was still determined to get back to my family.

After a torturous journey of interminable length and duration, Janine arrives at her destination.

I was taken into what appeared to be an old theater. Standing on the stage was a bent, twisted-up woman like an old hag . . . a hooded, skeletal woman wearing a black cape, holding a hooked cane that she held by the end, hitting the floor over and over. The noise was so loud it echoed around the whole room. There was a small Gollum-like man beneath her cape who crept around the floor on all fours. She beat and slashed him over and over with the end of her hooked cane, shouting to look away from me, that I was hers and so was he.

I began to feel invisible hands touching me all over in an intimate way. It makes me still feel sick now. I couldn’t believe this was happening. I hadn’t even said goodbye to my family, so I fought with everything I had left in me, over and over, but I remember thinking that all this pain would go away if I just gave in; maybe just
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