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Psychedelics & 
Psychedelic-Assisted 
Psychotherapy Primer

Zach Walsh, PhD., R.Psych.

I RESPECTFULLY ACKNOWLEDGE THAT THE LAND

ON WHICH I LIVE AND AM PRESENTING FROM IS

THE UNCEDED TERRITORY OF THE SYILX

(OKANAGAN) PEOPLES

 Have conducted paid clinical work for MAPS.

 Member of advisory boards for Numinus, Mycomedica Life Sciences, 
EntheoTech and MAPS Canada. All of which are developing psychedelic 
psychotherapy options in Canada.

 Advisor to Quantified Citizen

 Funders of my research:

Disclosure

OVERVIEW - ME

 Clinical psychologists (#2011)
 Trained in addictions treatment

 University of Chicago  
 Brown University – Center for Alcohol and Addiction 

Treatment
 Professor– UBC
 Lead - Therapeutic Recreational & Therapeutic 

Substance Use lab
 Published and presented widely on psychedelic use 

and mental health 
 Clinical team for MDMA for PTSD trials
 PI – Canada’s 1st clinical trial of cannabis to treat 

mental health d/o
 Advisory boards of MAPS Canada 
 CIHR & SSHRC funded studies of cannabis use in 

young adults
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OVERVIEW – TODAY

 Introduction to the psychedelic 
renaissance
 Current regulatory status
 The past 5 years
 The next 5 years

Psychedelic History 
 Indigenous technologies
 Mainstream psychiatry
 Criminalization
 Rensaissance

9-9:45 AM

OVERVIEW - TODAY

Categories and terminology
Classic psychedelics
 Psilocybin
 LSD
 DMT
 Ayahuasca
 Mescaline
 Peyote

9:45-10:30 AM

OVERVIEW - TODAY

 MDMA – Empathogen
 Neurophysiological effects

 Ketamine – Dissociative
 Effects & mechanisms

 Other psychedelics
 Ibogaine
 San Pedro Cactus
 Toads

 Mechanisms
 Neurophysiology
 Mystical
 Behavioral

10:45 – 11:15 AM
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OVERVIEW - TODAY

 Conditions and evidence
 Psilocybin 

 End of life anxiety
 Depression
 Substance use

 MDMA
 PTSD
 Relationships

 Ketamine
 Treatment Resistant Depression
 Suicidality
 Substance use

 Ayahuasca
 Depression

 Q&A

11:15 – 12:30 PM

OVERVIEW - TODAY

 Special topic
 Psychedelics and antisocial behavior
 Mindfulness-based intervention

 Approaches to psychedelic psychotherapy
 Psycholytic/ dynamic
 Non-directive/ humanistic
 Third wave behaviorist/ mindfulness
 Ketamine assisted psychotherapy

 Sample protocol
 Preparation

 Psychoeducation, grounding & intention.
 Creating Optimal Set and Setting

 Role of Ritual & Ceremony
 Integration

1:30 – 2:15 PM

OVERVIEW - TODAY

 Special topic
 Microdosing

 Risks
 Safety
 Misuse
 Acute phase
 Adolescents
 Equity & culturally safe care 
 Trauma and violence informed care 
 Ethical Considerations

 Case studies
 Psilocybin for end of life anxiety 
 MDMA for PTSD

2:15 – 2:45 PM

3:00 – 4:00 PM

4:00 – 4:30 PM - Discussion & FAQ
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OVERVIEW - TODAY

This is not a training in psychedelic psychotherapy –
Its an introduction to the field

INTRO PSYCHEDELIC RENAISSANCE

INTRO PSYCHEDELIC RENAISSANCE
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INTRO PSYCHEDELIC RENAISSANCE

Current regs  
Compassionate
psygen

INTRO PSYCHEDELIC RENAISSANCE

INTRO PSYCHEDELIC RENAISSANCE
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INTRO PSYCHEDELIC RENAISSANCE

INTRO PSYCHEDELIC RENAISSANCE

Current regs  
ketamine

INTRO PSYCHEDELIC RENAISSANCE

Current  decrim Van, 
Cal, Denver, Oregon 
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INTRO PSYCHEDELIC RENAISSANCE

Next 5 - psilocybin

https://globalnews.ca/video/rd/f5f41a86-cb0c-11eb-873b-0242ac110007/?jwsource=cl

INTRO PSYCHEDELIC RENAISSANCE

https://youtu.be/Q9XD8yRPxc8

INTRO PSYCHEDELIC RENAISSANCE
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BACKGROUND & HISTORY

santa

https://youtu.be/MrLb2-wETAQ

1955

PSYCHEDELIC HISTORY –
INDIGENOUS TECHNOLOGY

PSYCHEDELIC HISTORY –
INDIGENOUS TECHNOLOGY

 Mazatec people in what is now Mexico have a long 
tradition of use of psilocybin mushrooms

María Sabina died in 1985, at the age 
of 91 in extreme poverty because she 
only received things that her patients 
brought her in exchange for services.

He (Bernardino García Martínez) 
asked:

“that the name of my great-
grandmother be given the attention 
it deserves, a true museum worthy of 
her; the paving of the road that leads 
to her house which is now totally 
abandoned ” 
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“The first ever documented recreational use of psilocybin mushrooms 
growing outside Mexico occurred in Vancouver. In 1965 RCMP confiscated 
Psilocybe semilanceata or Liberty Cap mushrooms from students at UBC. 
Evidently this mushroom had been recognized as being related to species 
encountered by magic mushroom tourists in Mexico.”

PEYOTE

Quanah Parker

Native American Church

 Legalized as part of sacrament of 
Native American Church.

 “Mescal buttons” are dried slices of 
the cactus.

 The structure was determined and 
first synthesized in 1919.

MESCALINE
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History of LSD

 Ergot Fungus 
 Ergotism
 St. Anthony’s Fire (Middle Ages)

 Albert Hoffman 
 Synthesized lysergic acid compounds
 Tested LSD-25 (1943)

 Studied for Potential Use
 Mental disorders, alcoholism, 
psychotic behavior, personal insight

 Timothy Leary (1960s)
Turn on, Tune in, Drop out

CATEGORIES AND TERMINOLOGY

 Psychedelics
 Hallucinogens
 Empathogenics
 Psychotomimetrics
 Entheogens
 Club drugs

 The word “hallucinate” comes from Latin 
words meaning “to wander in the mind.”
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CATEGORIES AND TERMINOLOGY

 The following is a list of some organisms known to contain 
hallucinogens

 Plant Psychedelics
 Ayahuasca (contains DMT & harmaline)
 Morning Glory (seeds contain LSA)

 Dissociatives
 Iboga (Tabernanthe iboga) (contains ibogaine)
 Salvia divinorum (contains salvinorin A)
 Datura (contains scopolamine)

 Cacti psychedelics
 Peyote (Lophophora williamsii) (contains mescaline)
 San Pedro (Trichocereus pachanoi) (contains mescaline)

CATEGORIES AND TERMINOLOGY

 Fungi Psychedelics
 Psilocybe mushrooms (contain psilocybin and psilocin)
 Ergot fungus

 Dissociatives
 Fly Agaric mushroom (Amanita muscaria) (contains muscimol)

 Animals
 Psychoactive psychedelic toads (Bufo alvarius) (contain 5-MeO-DMT and 

bufotenine)

Categories and terminology

31

32

33



2021-06-16

12

CATEGORIES AND TERMINOLOGY

CATEGORIES AND TERMINOLOGY

Monoamine-Like Drugs (Classic?)
 Indolamine (serotonin) -like drugs

LSD 
Psilocybin (magic mushrooms)
Lysergic acid amide (morning glory seeds)
DMT (tree bark in South and Central America…)
Bufotenine (plants and venom from backs of toads)

 Catecholamine-like drugs
Mescaline is similar to catecholamines dopamine and 

norepinephrine
 Peyote
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INDOLAMINE/SEROTONIN PSYCHEDELICS
 LSD, psilocybin, DMT 
 Actions on serotonin receptors is unclear – 5HT2a
 Likely a “mixed bag” of serotonin actions.
 Visual distortions and psychic effects predominate

 changes in mood
 thought disruption
 altered time perception
 depersonalization 
 hallucinations
 suggestibility

Categories and terminology

 DMT: Short-acting, LSD-like, binds to serotonin-2 
receptors.
 Must be smoked or sniffed (inactive orally). 
 Metabolized by MAO enzyme. 

 Primary active ingredient in Ayahuasca
 Mixed with MAO ‘I”(inhibitor)
 Harmaline?

Categories and terminology

CATEGORIES AND TERMINOLOGY

LSD
 Dosage and Sources

 Hits
 1970s:  100 micrograms
 Gel tab
 Window pane
 Microdots

 Pharmacokinetics
 Usually taken orally

 Effects begin between 30-90 min. after ingestion
 Half-life:  110 minutes in humans
 Metabolized in the liver
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PSILOCYBIN
 1/200 as potent as LSD; lasts 6–10 hours

 Well absorbed orally (eaten raw).

 Found in several mushroom species, which differ greatly 
in the concentration of the active ingredient.

 Most varieties found in southern U.S., Mexico, Central 
America.

 Associated with ancient religious practices.

 Hallucinations and sensory distortions resemble LSD.

CATEGORIES AND TERMINOLOGY

CATEGORIES AND TERMINOLOGY

 Effects on the Body
 LSD: dilation of the pupils
 Psilocybin & Ayahuasca:  nausea

 Neurophysiology
 Effects on the nervous system are still not clear 

 5HT receptors
 Locus coeruleus (LC)

 Diverse projections
 Fear, emotion and novelty
 General suppression and enhanced novelty detection

 Cortex
 Default network

LSD

 Subjective Effects
 Hallucinogenic Effects

 Verbal reports
 Common forms, small animals/ humanoids, religious

 Hypnogogic states
 Similarity across substances & populations

 Properties of CNS – intensification of background noise?
 Great emotional significance

 religion, art & music

 Empathogenic Effects
 Insight into one’s past and one’s own mind
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LSD

Perception
 Keener perceptions
 Sight and sound become more acute
 Slowing down of time

Behavior and Performance
 Motivation issues complicate research
 Impaired reaction time
 Performance on a pursuit rotor task may be 

improved
 Impairment of problem-solving and cognitive 

function
Micro dosing

LSD

 Discriminative Stimulus Properties
 Nonhumans readily learn to discriminate LSD from saline. 
 Blocked by seratonin agonists.

 Tolerance
 Tolerance develops rapidly

 If LSD is take repeatedly, its effects disappear within 2 or 3 days.
 No amount of the drug will be effective
 Tolerance dissipates quickly
 Cross tolerance with other serotonin hallucinogens

OTHER SEROTONIN PSYCHEDELICS

Ololiuqui: In morning glory seeds 
contains lysergic acid amide (not 
LSD).
 1/10th as potent as LSD
 As noted by early Spanish writers: 

“When the Aztec priests wanted to 
commune with their gods, and to  
receive a message from them, they  ate 
this plant to induce delirium, during  
which time a thousand visions and 
satanic hallucinations appeared to  
them." (Lewis, Medical botany)
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MESCALINE
 From Peyote

 Catecholamine-like (vs. Indoleamine –like)
 Chewed, onset in 30–90 minutes, duration about 10 

hours, excreted unchanged
 5 mg/kg dose causes psychic effects and visual 

hallucinations; also, anxiety, tremors, 
sympathomimetic effects, and hyperreflexia.

MDMA

Ecstasy and Synthetic Mescaline-Like Drugs
 Combo of catecholamine hallucinogens & stimulants
 MDMA

3,4-Methyl enedioxy methamphetamine
 White or colored tablets (100 mg)

 Originally synthesized by the Merck drug company
 Patented in 1914

 No use until the 1960s
 Given to patients to enhance intimacy and communication
 Designer drugs

 Minor molecular changes evade laws
 Most dissapeared (DMA, DOM, DOET)

 Reclassified in 1985; banned due to (putative) neurotoxic
effects
 Seratonin depletion – 1 week later

MDMA

tryptamines
phenethylamines
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MDMA

 Pharmacokinetics
 Orally

 Peak level in 2 hrs
 Metabolized to MDA

 Half-life:  about 8 hrs
 40 hours for full elimination

 Used socially
 Wakefulness 
 Endurance
 Energy
 Euphoria 
 Sensory perception 
 Extroversion

MDMA

 Neurophysiology
 Increase transmission at synapses that use serotonin, 

norepinephrine, and dopamine
 Causes the release and blocks reuptake

 Discriminative Stimulus Properties
 Increased serotonin activity
 Enhances stimulus properties of LSD

 Hippy flip

 Tolerance
 Develops rapidly in humans

MDMA

 Behavior and Performance
 A dose of 75 to 100 mg induces a non-hallucinogenic 

empathogenic state 
 Increased muscular tension

 Bruxism – teeth grinding

 Increase in body temperature, stiffness, loss of appetite, headache, 
nausea, blurred vision, and insomnia, 
 Dehydration?

 Days after –
 difficulty in concentration, fatigue, and depression
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MDMA

 Self-Administration
 Nonhumans

 Readily self-administered by primates
 Blocked by blocking 5-HT(2a) receptors

 Unlike stimulants 

 Human Epidemiology
 Increase in the number of users throughout the 1990s
 Increase in number of mentions in emergency room admissions 

between 1994 and 1999
 Use began to drop around 2000

DISSOCIATIVES

Dissociative Anesthetics
 Phencyclidine (PCP)

Synthetic drug developed in 1963
 Dissociative anesthetic
 Withdrawn from the marked due to delirium, disorientation, 

agitation (emergence delirium)
 Sernylan
 Crystal, angel dust, hob, horse tanks

 Ketamine
Developed to replace PCP
Veterinary use
Liquid is colorless and tasteless

 Swallowed or injected
 Converted to powder, snorted

KETAMINE

Pharmacokinetics and Dose
 Weak, lipid soluble bases

Effective orally
PCP peaks in about 10 to 90 minutes

 Effects last 4 to 8 hours
 Typical does is 5 to 10 mg

Ketamine can be snorted, injected, or taken orally.
 Oral administration is slowly absorbed.

 Typically used intranasally
 Effects last from 35 to 40 minutes
 Bump
 Typical oral dose is 175 mg; intranasal dose is 50 mg 
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KETAMINE

Neurophysiology
 Block NMDA receptors for glutamate
 Act as reinforcers
 Endogenous analog unknown

Behavior and Performance
 Impairs reaction time and performance on a pursuit rotor 

task
 Amnesia

 NMDA
 Thought disorder/ psychosis 
 Relaxation, warmth, numbness
 Euphoric feeling, distortions in body image, floating in 

space
 Mood changes

KETAMINE

Stimulus Properties
 Animals trained to discriminate PCP and ketamine 

do not generalize this response to any other class of 
drugs

Tolerance
 When used regularly, tolerance develops

Dependence and withdrawal symptoms
 Physiological and behavioral

MDMA

 Self-Administration
 Nonhumans

 PCP:  monkeys, dogs, baboons, and rats
 Reinforcement not blocked by DA receptors

 Ketamine:  rats and monkeys

 Human Epidemiology
 Patterns of use are similar to LSD.

 But, unlike LSD, some occasional users may become chronic 
users.
 Popular in metropolitan areas
 Not very popular elsewhere
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MYSTICAL EXPERIENCE

 Marsh Chapel Experiment / Good Friday Experiment

 "the most powerful cosmic homecoming I have ever 
experienced“ Huston Smith

 In a 25-year follow-up to the experiment in 1986, all of 
the subjects given psilocybin except for one described 
their experience as having elements of "a genuine 
mystical nature and characterized it as one of the high 
points of their spiritual life

 "[psychedelic] mushroom use may constitute one 
technology for evoking revelatory experiences that are 
similar, if not identical, to those that occur through so-
called spontaneous alterations of brain 
chemistry."[William A. Richards

 Participants were 36 hallucinogen-naïve adults 
reporting regular participation in religious/ spiritual 
activities. 

 At the 14-month follow-up, 
 58% and 67%, respectively, of volunteers rated the 

psilocybin-occasioned experience as being among the five 
most personally meaningful and among the five most 
spiritually significant experiences of their lives; 

 64% indicated that the experience increased well-being 
or life satisfaction; 

 a central role of the mystical experience assessed on the 
session day in the high ratings of personal meaning and 
spiritual significance at follow-up. 
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CONDITIONS & EVIDENCE

https://youtu.be/sST7BvFfEGw

CONDITIONS & EVIDENCE
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CONDITIONS & EVIDENCE

 Psilocybin smoking
 hopkins

https://youtu.be/Q9XD8yRPxc8
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KETAMINE

John C Lilly

KETAMINE

https://vimeo.com/484254546
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CONDITIONS & EVIDENCE

 Ayahuasca Brasil
 Santo Daime
 Shipibo 

PSYCHEDELIC THERAPY & 
ANTISOCIAL BEHAVIOR

 Psychedelics and aggression
 First wave findings

 Recent developments

 Therapeutic approaches to maximize effectiveness of 
psychedelic therapy
 New directions

Third wave behavior therapy
Dialectical Behaviour Therapy (DBT)
Acceptance and Commitment Therapy (ACT)
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“…he (Leary) pointed out that in 
the recidivism rate we had the 
perfect incontrovertible  
behavioral  index of personality 
change”

Metzner (1998)

“The lack of post-release
support was the most important 
weak link in the  therapeutic 
intervention”

Doblin (1998)

EVIDENCE – 2ND WAVE

Supervision 
failure 

Hallucinogen 
use “disorder”

N = 25,622
 Prevalence 1%
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EVIDENCE – 2ND WAVE

 Arrest for intimate partner violence

 302 male inmates – Illinois County Jail

 With substance use disorders

 Any hallucinogen use/ hallucinogen d/o 

 Prevalence 44%/ 7%
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EVIDENCE – 2ND WAVE

 Psychedelic associated with reduced 
partner violence perpetration among men

0
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Psychedelic Use

Yes No

Protective effect mediated by 
better emotion regulation

+ _

_

“I am confused about how I feel” 

“When I’m upset, I acknowledge my emotions”(r)
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Psychedelics & couple negotiation

Negotiation refers to the use of positive communication strategies to 
address relationship conflict.
Cognitive Negotiation refers to the use of explanation and compromise
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Psilocybin MDMA LSD ANY

Alone Together

PSYCHEDELICS & VIOLENCE

Preliminary evidence was mixed with 
methodological problems and 
questionable therapeutic practices
 Calls for more post-release support

Newer evidence suggest great potential
 What type of support is optimal?
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 Psychoanalytic/Psycholytic - talk therapy w/ low to moderate dose
 access to unconscious
 ego-loosening
 regression to earlier developmental stages
 lowered defense mechanisms

 Humanistic/existential
 psychedelic therapy
 higher dose
 non-directive
 preparation / integration

 Current model - psychedelic with
 motivational enhancement
 CBT

 Behaviorist?

“So far as I can tell, I have had many peak experiences 
and they have not decreased as I have become more 
rational or materialistic or mechanistic … I do not feel that I 
am more at home with the cognitive than with the 
emotional, impulsive, and volitional as you imply… You 
ought to get to know a behaviorist better!”

Mid-60s letter from Behaviorist BF Skinner to Humanist Abraham Maslow

WAVES OF BEHAVIOR THERAPY
 I. Behavior Therapy

 II. Cognitive Therapy
 Ellis/ Beck

 III. Acceptance/ mindfulness models
 Acceptance and Commitment Therapy (ACT)
 Dialectical Behavior Therapy (DBT)
 Mindfulness-based Cognitive Therapy (MBCT)

Focus on cognitive process VS. content
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DIALECTICAL BEHAVIOR THERAPY

A blend of three theoretical positions
 Behaviorism - principles of behavior change
 Acceptance - Zen & Western contemplative 

practice
 Balanced within the dialectical framework

Core Components
 Mindfulness
 Distress Tolerance
 Emotion Regulation
 Interpersonal Effectiveness

Stage 1: Attaining Basic Capacities
 Life-Threatening Behaviors

 Therapy-Interfering Behaviors
 Quality-of-Life–Interfering Behaviors

Stage 2: Posttraumatic Stress Reduction
Stage 3: Resolving Problems in Living and 

Increasing Respect for Self 
Stage 4: Attaining the Capacity for 

Freedom and Sustained Contentment

DIALECTICAL BEHAVIOR THERAPY

Decentering
Distancing

Perspective Shifting

ACCEPTANCE & COMMITMENT THERAPY (ACT)

Psychological Flexibility 

Contacting the present moment fully as a conscious 

human being

Changing or persisting in behavior in the service of 

chosen values

Steven Hayes
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ACCEPTANCE & COMMITMENT THERAPY (ACT)

Cognitive defusion: Learning methods to reduce the tendency 
to reify thoughts, images, emotions, and memories.

Acceptance: Allowing unwanted private experiences (thoughts, 
feelings and urges) to come and go without struggling with them.

Contact with the present moment: Awareness of the here and 
now, experienced with openness, interest, and receptiveness. 
(e.g., mindfulness)

The observing self: Accessing a transcendent sense of self, a 
continuity of consciousness which is unchanging.

Committed action: Setting goals according to values and 
carrying them out responsibly, in the service of a meaningful life.

Concentration on 
the present

Awareness of 
polarity

Awareness of 
relativity

Awareness of eternal energy 
Psychedelics & Religious Experience, Alan Watts, 1968
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 Accentuated mindfulness and emotional regulation might 
underlie some of the beneficial effects of psychedelic 
experiences

 The practice and development of mindfulness and emotion 
regulation are key components of Third Wave Behavior 
Therapies. 

 Do adjunctive Third Wave therapies have potential to enhance 
the positive effects of psychedelic therapy?

CROSS CUTTING ISSUES – SET & SETTING

 Set and setting important across approaches
 Music 
 Atmosphere
 Rapport 
 Preparation
 Integration
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SAMPLE PROTOCOL

PSYCHEDELIC MICRODOSING

What is microdosing?
 Successive self-administration
 Within a limited time window
 Doses that do not impair normal functioning and are 

predominantly sub-sensorium
What is being microdosed?

 Predominantly psilocybin and LSD, but others have 
been noted in observational research 

How much?
 Typical: 5 - 20 μg of LSD /0.1 to 0.3g of dried psilocybin
 Several times a week with microdose days 

alternating with non-microdose days.

(Cameron et al., 2020;; Hutten et al., 2019a; Hutten et al., 2019b; Lea et al., 2020a;
Lea et al., 2020b; Polito & Stevenson, 2019; Rosenbaum et al., 2020; Kuypers et al., 2019)
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INDIGENOUS TECHNOLOGY

“They consider the mushrooms as 
doctoring the human body and heart 
and as such, they rely on its presence 
even in very small doses to have a 
direct effect on the well-being of the 
individual. 

Since the Mazatec are skilled in 
entering and navigating high doses 
experiences, they are able to tap into 
the vibration of these previous 
moments to connect with the healing 
power of the micro dosing they 
frequently ingest. ”

(Françoise Bourzat, personal communication, 2021)

STACKING
 Growing interest has focused on combining 

microdoses of primarily psilocybin-containing 
mushrooms with other substances such as:
 Cacao
 Chocolate
 Lions Mane mushrooms (Hericium erinaceus)
 Niacin
 Syrian rue (Peganum harmala), 

CHARACTERIZING MICRODOSERS

 Substantial increase in the practice of 
microdosing over the past decade.
 Microdosers have been identified as generally 

demographically similar to non-microdosers
 > male
 < education
 > past-year substance use < problematic substance use

 Prominent motivations for microdosing include:
 Reduce anxiety and depression and to improve cognitive 

performance

(Anderson et al., 2019; Cameron et al., 2020; Hutten et al., 2019b; 
Lea et al., 2020a;  Lyke & Kuti, 2019; Rosenbaum et al., 2020; ) 
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MICRODOSING AND MENTAL HEALTH

 Microdosers report:
 Reduced stress 
 Improvements in mood
 Attenuation of symptoms of 

 Depression
 Anxiety
 Post-traumatic stress
 Obsessive-compulsive 

disorder

(Anderson et al, 2019; Lea et al., 2020; Johnstad, 2018; Webb et al., 2019; Dressler et al., 2021)

 Relative to non-
microdosers:
 Lower levels of 

dysfunctional attitudes 

 Lower negative 
emotionality

 Higher levels of 
positive mood

Reviewed 14 experimental studies of LSD 
and psilocybin microdosing

Findings show subtle positive effects on 
cognitive processes
 time perception, 
 convergent and divergent thinking
 brain regions involved in affective processes
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 Prospective study of microdosers found that relative to 
baseline days, microdose days were rated as:
 More connected, contemplative, creative, focused, 

productive, happy and well.
These effects were predominantly limited to dosing days

 Participants reported reduced depression, stress, and 
mind wandering at long term follow up (6 weeks) 

 Pre-study expectations of change were unrelated to outcomes.
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 One prospective study suggests that at 4-week follow 
up microdosers report:
 Increases in psychological well-being, emotional stability 

and, aspects of psychological flexibility
 Reductions in anxiety and depressive symptoms

 These effects were no longer significant after 
controlling for positive expectancy scores at baseline
 Suggests salutary effects are driven by the placebo effect

CITIZEN SCIENCE: SZIGETI ET AL., 2021

 Microdose days were rated to have higher levels of positive 
emotions and lower levels of negative emotions relative to 
placebo

 This effect was no longer significant after controlling for 
participant’s correct guessing of microdose v. placebo days

 Analysis revealed no significant differences between 
placebo, half-half or microdose group on any measure at 5 
or 9 week follow up. 
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MOBILE MICRODOSING STUDY

 Over 13,000 participants
 Over 400k assessments 

processed
 4.8 star rating on App Store
 International research 

collaboration
 #1 of 5 publications in Q1 2021

Cognitive Performance & Mental Health

Team

• Dr. Zach Walsh 

• Dr. Pamela Kryskow
• Joseph Rootman, PhD Cand.

• Paul Stamets, 
• Kalin Harvey, 

• Eesmyal Santos-Brault

• Dr. Kim Kuypers
• Dr. Vince Polito

• Françoise Bourzat

Summary
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LSD (n = 447) Psilocybin (n = 3486)
Dose

High** 7.6% (34) 12.5% (435)
Medium** 40.1% (179) 71.6% (2497)

Low** 52.2% (233) 15.9% (352)

Frequency
5 or more times per week** 6.5% (29) 23.0% (800)

1-4 times per week** 83.9% (375) 72.4% (2520)

Combination/ stacking* 26.0% (115) 54.7% (1890)

Motivation 
Enhance mindfulness 84.1% (376) 82.8% (2888)

Improve mood 76.3% (341) 76.1% (2652)

Enhance creativity 76.1% (340) 74.0% (2580)

Enhance learning 57.7% (258) 58.5% (2038)

Decrease anxiety** 46.1% (206) 58.9% (2052)

Improve health habits 44.7% (200) 45.6% (1589)

Decrease procrastination 46.3% (207) 44.4% (1549)

Increase sociability 46.1% (206) 43.1% (1503)

Improve sleep** 21.5% (96) 28.8% (1003)

Decrease substance use 21.9% (98) 26.2% (912)

No concerns 
(n = 2665)

Mental health 
concerns (n = 1261)

Total           
(n = 4050)

Enhance mindfulness 82.0% (2184) 84.9% (1070) 82.9% (3356)

Improve mood** 70.6% (1882) 87.3% (1104) 76.1% (3083)

Enhance creativity 75.3% (2006) 72.2% (911) 74.1% (3000)

Enhance learning** 60.0% (1599) 54.6% (688) 58.1% (2353)

Decrease anxiety** 47.0% (1252) 78.0% (984) 57.4% (2325)

Improve health habits** 41.9% (1116) 53.0% (668) 45.6% (1846)

Decrease procrastination** 40.4% (1077) 53.1% (669) 44.6% (1807)

Increase sociability** 39.9% (1063) 51.3% (647) 43.6% (1767)

Improve sleep** 25.4% (678) 33.1% (418) 28.2% (1141)

Decrease substance use** 18.3% (489) 41.5% (523) 25.8% (1046)
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Under 55

Positive Mood – Longitudinal  

Over  55

Psilocybin vs NonMicrodosers

A platform supporting a large anonymous global 
longitudinal observational cohort for psychedelic research

A research consortium led by:

THE PSYCHEDELIC DATA

PROJECT

In collaboration with:

INTERCOLLEGIATE
PSYCHEDELICS

NETWORK

HARMS & RISKS

 Withdrawal
 No withdrawal symptoms

 Self-Administration
 Nonhumans

 Not self-administered by nonhumans
 Adverse effects
 Work to avoid

 Exception is
 Hawaiian dogs eat shrooms & mongoose eat trippy toads
 DMT with monkeys with a history of administering MDMA

 Humans
 Ancient - No continuous consumption
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HARMS & RISKS

 Harmful Effects
 Acute psychotic reaction or “freak out”
 Flashbacks & trailing phenomena ?
 No recorded death from overdose

 Bad Trips?
 Difficult – In & Through
 Re-traumatization?

 Importance of Set & Setting

MDMA

Withdrawal
 Hangover effects

Harmful Effects of Ecstasy
 Depletion in serotonin (reversible?)

Sleep disorders, depression, persistent anxiety, 
impulsiveness, hostility, and selective impairment of 
memory and attention
 Most effects dissipate after about 6 months once drug is 

stopped
Heat regulation:  increase in body temperature may lead to 

heatstroke, muscle tissue damage, kidney failure, seizures
Electrolyte imbalances

 Quality control
 Impure

HALLUCINOGENS - DISSOCIATIVES

Harmful Effects
 Disorientation, agitation, hyperactivity
 Long term heave use – severe bladder 

problems
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www.cssdp.org/youthtoolkit

YOUNG ADULTS

TEN GUIDING PRINCIPLES

1. Education grounded in evidence-based 

information rather than fear

2. Open dialogue that is non-judgmental and use 

interactive approaches

3. Meaningful inclusion 

4. Delivery by a trained facilitator or peer

5. Starting earlier with age-appropriate content

TEN GUIDING PRINCIPLES

6. Supporting parents to have age appropriate and open 

conversations  

7. The inclusion of harm reduction

8. Education tailored to the specific context 

9. Ongoing education available to youth

10. Attention to overlapping issues of racism, social justice, and 

stigma
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SUPPORT PARENTS TO HAVE OPEN 
AND INFORMED CONVERSATIONS

• Families also need support to initiate 
and encourage ongoing conversations

• Parents are often left out of 
educational efforts for drug education, 
but can be a key component to 
ensuring consistent messaging, 
particularly in a legalized context1

• Supporting parents’ access to 
information is an essential, but often 
overlooked piece

1 Soole D, Mazerolle L, Rombouts S. School Based Drug Prevention Programs: A Review of What Works. Aus NZ J Crim. 2008; 41(2): 258-286

INCLUDE HARM REDUCTION

1 Ripley L. Best practices in prevention for youth: Literature review. Vancouver, BC: Vancouver Coastal Health; 2004. 
2 Kohler PK, Manhart LE, Lafferty WE. Abstinence-Only and Comprehensive Sex Education and the Initiation of Sexual Activity and Teen Pregnancy. J Adolesc Health. 2007; 42(4): 
344-51.
3 Laporte C, et al. Cannabis and Young Users- A Brief Intervention to Reduce Their Consumption. Ann Fam Med. 2003; 15(2):131-139.

• Harm reduction strategies also address the needs
of young people who may already be using

• Most effective with older youth (senior high school
and above)

• Teaching harm reduction strategies doesn’t
encourage youth to use, and is an effective
approach in a range of contexts2

ETHICAL CONSIDERATIONS

 Equity
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ETHICAL CONSIDERATIONS

–
–

 Trust and respect are the keys to building a strong rapport. It is important to understand throughout 
our history with non-native people that our relationships were typically fraught with deceit and 
mistrust. As a result, our natural tendency and response to someone offering to help us is skepticism. 
Therapist and practitioners will need to exercise patience and over time for the relationship will 
flourish.

 Native American individuals are private by nature and do not typically disclose their personal lives. 
Growing up in a small community on the reservation where everyone knows each other and should not 
be taken too lightly. There is often reluctance for a native individual living in a small community to 
share their personal lives openly, especially with a stranger. There may be fear from the native client’s 
perspective that others in the community will know their business. Therefore, it is important that 
precautionary measures are taken to ensure each individual’s privacy outside of the clinical and thera-
peutic settings is maintained.

 Therapeutic models that allow for Native American traditional practitioners to be a part of treatment 
plan processes have proven to be beneficial (e.g., Pouchly, 2012). In addition, allowing native clients to 
use health practices (such as sweat lodge or talking circles) can improve the treatment outcomes. 

 The concepts of mental illness and associated disorders have a different causation and remedies in 
Native American cultures, and this understanding should be included in the treatment plan as much 
as possible (Duran, Duran, Heart, & Horse-Davis, 1998).

 Spirituality is not separated from our physical, emotional, and mental bodies. Hence, the treatment 
plan should be culturally specific(Bassett, 2012).

 Educating ourselves about the Native American culture(s) for which we will be providing care is 
fundamental to establishing rapport with clients and cos, and languages (Bureau of Indian Affairs, 
2019).

ETHICAL CONSIDERATIONS

https://youtu.be/8wxnzVib2p4

 Trauma-informed 
care seeks to:

• Realize the 
widespread 
impact of trauma 
and understand 
paths for recovery;

• Recognize the 
signs and 
symptoms of 
trauma in 
patients, families, 
and staff;

• Integrate 
knowledge about 
trauma into 
policies, 
procedures, and 
practices; and

• Actively avoid re-
traumatization.

 Start Within
 I pledge to ground my work in the field with work on myself, and to treat personal growth as a lifelong 

process.
 Study the Traditions

 I pledge to grow my knowledge of the history of psychedelics and their many traditions of use, in a good-
faith effort to appreciate both the potential of these substances and the conflict and complexity 
surrounding them.

 Build Trust
 I pledge to invest in building trust in my relationships across the psychedelic field, and repair trust where 

possible.
 Consider the Gravity

 I pledge to consider the implications of the choices that I make, understanding the potential consequences 
of unethical behavior to individuals, communities, and the psychedelic field at large.

 Focus on Process
 I pledge to make the process as important as the outcome, letting the future I hope to see guide the 

approach I take in getting there.
 Create Equality & Justice

 I pledge to actively take steps to make the world more equitable and just.
 Pay it Forward

 I pledge to support the flourishing of the psychedelic field and the communities in which I work, and to 
give back should my work lead to personal gain.
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ETHICAL CONSIDERATIONS

 It is important to be clear that a harm reduction approach to psychedelic use 
does not permit therapists to legally attend or facilitate dosing sessions

 Harm reduction sessions before psychedelic use are oriented more toward 
helping clients make informed choices about psychedelic use and focus more 
heavily on safety and education. Clients who seek professional guidance in 
relation to psychedelics often have little experience or knowledge with these 
substances and are unsure whether psychedelic use is a good idea for them. In a 
harm reduction approach, the therapist does not advocate for or against the use 
of psychedelics, but instead focuses on the client’s goals and welfare and 
attempts to help the client determine for themselves what behaviors will lead 
them toward the life they desire.

ETHICAL CONSIDERATIONS

 First, clinicians can provide resources, ask clients to do their own research, and provide 
space for clients to synthesize information they encounter. Clinicians can play a role in 
encouraging clients to critically evaluate.     

 Second, clinicians can directly educate.
 One common topic about which clients seek information is the potential interactions 

between psychedelics and medications they are currently taking. Coach clients to bring 
such questions directly to their medical provider or assist clients in obtaining a 
psychedelic- friendly provider that would be willing to provide relevant information.

 If clients decide to pursue psychedelic use, clinicians can be helpful in promoting safety 
by helping clients plans
 Will they have support from someone

 safe, familiar environment
 Drug checking

 Clinicians can collaborate with clients to develop a set of questions to ask guides.

ETHICAL CONSIDERATIONS

 Risk

 Licensing boards
 Due to the novelty of psychedelic therapy, less familiarity with harm reduction 

principles, and stigma against drug use, it is possible that any given licensing board may 
disapprove of therapists who are not explicitly trying to prevent people from using 
prohibited substances. 

 Because licensing boards may receive complaints from clients, other clinicians, or 
general members of the public, there are multiple ways that they may become aware of 
a clinician’s actions.

 Adverse reaction could lead another clinician to complain – failure to protect

 If a therapist refers a client to an underground guide, this could implicate one in 
racketeering, conspiracy to commit a crime, or aiding and abetting unlawful acts.
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 Safety 
 We ensure that a person is an eligible candidate for treatment 

before enrolling them, both medically and psychologically. An 
eligible candidate has the resources necessary to engage in 
treatment, ideally including supportive people in their life and a 
stable and safe living environment. 

 We conduct thorough and comprehensive preliminary screening 
and preparation. 

 Prior to initiating treatment, we provide participants with clear 
information about our availability, backup support, and 
emergency contacts.  

 We take measures to prevent physical and psychological harm. 
We ask participants not to leave during medicine sessions. We 
inform participants that we will take precautions to ensure 
their safety, such as preventing falls or injuries. 

 Confidentiality & Privacy
 Transparency

 We respect participants’ autonomy and informed choice.
 We include our participants in treatment decisions

 Therapeutic Alliance & Trust
 We aspire to create and maintain therapeutic alliances 

built on trust, safety, and clear agreements, so that 
participants can engage in inner explorations.

 We respect the inner healing intelligence of our 
participants to guide their experience. 

 We understand that the healing process is deeply 
personal; each participant has different needs for support.

 Use of Touch 
 When using touch as part of our practice, we commit to obtaining consent 

and offering touch only for therapeutic purposes. 
 We only offer techniques, such as touch, if they fall within our scope of 

practice and competence. 
 When touch is part of our practice, we discuss consent for touch during 

intake, detailing the purpose of therapeutic touch, how and when touch 
might be used and where on the body, the potential risks and benefits of 
therapeutic touch, and that there will be no sexual touch. 

 We obtain consent for touch prior to the participant ingesting medicine, as 
well as in the therapeutic moment. Aside from protecting a person’s body 
from imminent harm, such as catching them from falling, the use of touch is 
always optional, according to the consent of the participant. 

 We discuss in advance simple and specific words and gestures the 
participant is willing to use to communicate about touch during therapy 
sessions. For example, participants may use the word “stop,” or a hand 
gesture indicating stop, and touch will stop. 

 Sexual Boundaries 
 We do not initiate, respond to, or allow any sexual touch with participants. 
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 Diversity 
 We respect the value of diversity, as it is expressed in the various identities 

and experiences of our participants
 Special Considerations for Non-Ordinary States of Consciousness 

 Participants in non-ordinary states of consciousness may be especially 
open to suggestion, manipulation, and exploitation; therefore, we 
acknowledge the need for increased attention to safety and issues of 
consent. 

 We examine our own actions and do not engage in coercive behavior. 
 In working with non-ordinary states that can evoke unconscious material 

for both the participant and therapy provider, we acknowledge the 
potential for stronger, more subtle, and more complicated transference and 
countertransference, and, with that in mind, we practice self-awareness 
and self-examination, and seek supervision as needed. 

 We respect the spiritual autonomy of our participants. We practice 
vigilance in not letting our own attitudes or beliefs discount or pathologize 
our participants’ unique experiences. We hold and cultivate an expanded 
paradigm, which includes the experiences people have in extraordinary 
states. 

 We protect our participants’ health and safety through careful preparation 
and orientation to the therapy, as well as thorough integration. 

 We support participants who may experience crisis or spiritual emergency 
related to psychedelic experiences with appropriate medical and 
psychological care, engaging the support of outside resources as needed.

 Finance
 Competence 
 Relationship to Colleagues and the Profession
 Relationship to Self

• We subscribe to the value of humility, out of respect for 
the transformative power of the experiences we have the 
privilege to witness and support, and out of respect for 
human dignity

THANKS

ZACHARY.WALSH@UBC.CAhttp://blogs.ubc.ca/walshlab/
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