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[bookmark: _Toc190696913]Introduction
It is estimated that 6.8 million adults in the United States, which is approximately 3.1% of the country’s population, are affected by generalized anxiety disorder (GAD)[footnoteRef:1]. Additionally, 21 million adults also report experiencing at least one major depressive episode, 8.3% of the country’s population[footnoteRef:2]. Anxiety and Depression (GAD/D) can be serious mental illnesses that may affect anyone, at any age, and of any race or ethnic group. These conditions may cause people to lose pleasure in daily life, complicate other medical conditions, and can even lead to suicide.  [1:  Anxiety and Depression Association of America. Generalized anxiety disorder (GAD). https://adaa.org/understanding-anxiety/generalized-anxiety-disorder-gad]  [2:  National Institute of Mental Health. Major depression. https://www.nimh.nih.gov/health/statistics/major-depression] 

I have suffered from both mental health conditions for many years, which were managed through a combination of psychotherapy and medication. Therapy and medicine can address the symptoms but rarely provide permanent relief. It has become the expectation, in America especially, that lifelong pharmaceutical interventions are required for every ailment, from high blood pressure to anxiety. This has not always been the case, and this country is seeing a resurgence in the desire for more holistic, natural-based remedies to many of life’s maladies.
The experience of seeking more permanent and natural solutions to my mental health challenges was the impetus for this research. My attention was directed to the use of what is traditionally known Psychedelic Assisted Therapy (PAT), which utilizes psychedelic medicines. These substances are socially villainized and classified as Schedule I drugs by the US Federal Government. However, I wondered if these substances might be a hidden remedy for those afflicted by anxiety, depression, or other mental health challenges. 

[bookmark: _Toc190696914]Objectives and Scope
The objective of this Action Research Project (ARP) is designed as a retrospective autoethnographic exploration of my journey to seek a non-traditional mental health intervention for the treatment of my anxiety and depression. I conducted this project and described the experience from the perspective of a practicing Christian, specifically in the tradition of Roman Catholicism. There are other perspectives pertinent to my journey – retired military, politically libertarian, and family man – to name a few. However, the central perspective that informed my decisions was that of a man trying to follow Christ daily. This project was based on answering the following research questions:
Is PAT an acceptable and efficacious non-traditional mental health intervention for General Anxiety Disorder and Depression for a practicing Roman Catholic Christian?
A tertiary question was also addressed in this project. The first subsidiary question was developed as I discovered that a solely Christian-focused PAT process did not exist. As there exists a vacuum in the availability of such treatment options for Christians, the following question was developed:
Can a morally acceptable, Christian-focused Psychedelic Assisted Therapy process be developed in the current social and legal environment?
This project's scope is bounded by an autoethnographically recorded and assessed personal journey preparing for and undergoing PAT.
[bookmark: _Toc190696915]Social Theory
The social theory utilized as a lens through which this ARP is viewed is Social Constructionism. This social theory serves its purpose by examining psychedelics as a socially and theologically justifiable medicinal/psychological intervention for GAD/D. This project will contend that much of the social perception of, and subsequent laws enacted surrounding, psychedelics are a social construct based on a deliberate over-association with the counterculture of the 1960s and early 1970s. Once psychedelics were villainized, the next natural step was to make them illegal. The federal government classified psychedelics in a way that created a perception that they had no redeeming medicinal value (Cole, 2010). 
It must also be noted that this ARP is written as an autoethnography. This qualitative research method allowed me to use my experience as data to explore a broader cultural and social phenomenon. This method of autoethnography provides a unique lens to understand how individual lives intersect with cultural discourses and power structures (Ellis, 2004). This method and this project emphasized reflexivity, as I critically examined my positionality and subjectivity to reveal insights into shared human experiences (Chang, 2008).
Narrative storytelling is central to autoethnography, which I briefly used in this project's intervention and conclusion sections to share a complex and, to some, taboo lived experience (Poulos, 2021). Autoethnography has faced criticism for its subjectivity. However, proponents argue that its strength lies in providing contextualized insight that challenges traditional research boundaries and offers rich, transformative understandings of the human condition. My goal is to facilitate an understanding, for myself and the OGS research committee, of a complex and challenging issue that will soon require a Christian response.


[bookmark: _Toc190696916]Statement of the Problem
The problem addressed by this project is that traditional treatments for GAD/D have fallen short of adequate for this researcher. I discovered non-traditional remedies and cures while conducting in-depth research into developing a healthy body and mind. I discovered that A non-traditional intervention, known as Psychedelic Assisted Therapy, exists as a remedy for General Anxiety Disorder and Depression. However, this treatment modality could have theological and ethical ramifications for a practicing Roman Catholic Christian.	
This ARP would require a Christian to cross into a socially, legally, and theologically taboo world. Thus, another question would emerge: Is it a sin to take a psychedelic drug, even therapeutically, and experience an associated Psychedelic Mystical Experience (PME)?
	This problem required understanding the history of psychedelics, the science behind the drugs, and the theological/ethical implications of their use. It also required a look into Church teaching and dogma to determine the sinfulness of PAT.
	In my research, I discovered that a Psychedelic Renaissance is occurring in contemporary society (Sessa, 2012). This is concomitant with a resurgence of Americans seeking overall wellness and rejecting the modern food, health, and pharmaceutical industries. After a 40-year hiatus and part of what might be a societal movement to become healthier and more natural, the study of psychedelic drugs as therapy has reappeared. The re-emergence of psychedelics in medicine and psychiatry required that they also reemerge as a focus of study in the soft sciences, especially theology, psychology, sociology, and anthropology. 


[bookmark: _Toc190696917]Background of the Problem
[bookmark: _Toc190696918]Problem Overview
Traditional treatments for GAD/D, primarily pharmacological interventions such as selective serotonin reuptake inhibitors (SSRIs) and psychotherapy, have long been the cornerstone of mental health care. However, these traditional approaches to mental health care have significant failure rates and adverse effects. As mental health issues continue to increase and impact the general well-being of society, it becomes crucial to critically assess the limitations of conventional treatment methodologies and their associated reliance on medication. If alternate, more effective treatments are available, it is an ethical imperative that they be considered viable. 
Recent studies indicate that traditional treatments for GAD/D do not consistently yield favorable or long-term results. For instance, a meta-analysis by Cuijpers et al. (2016) found that while cognitive behavioral therapy (CBT) is effective for many patients, approximately 50% of individuals do not achieve complete remission after the initial treatment. This finding is mirrored in pharmacological treatments, where about one-third of patients with depression respond poorly to SSRIs, with an additional one-third not experiencing significant symptom relief (Zimmerman et al., 2009). 
Modern medicine’s reliance on pharmacological treatments presents numerous concerns as well. Common antidepressants, especially SSRIs, are often associated with side effects that can worsen a patient's overall condition. Side effects may include nausea, weight gain, sexual dysfunction, and increased suicidal ideation, particularly in younger populations (Ferguson, 2001; Olfson et al., 2016). The discontinuation syndrome associated with SSRIs further complicates patient experiences, leading many to struggle with withdrawal symptoms that deter them from consistent medication adherence (Schatzberg et al., 2017).
The psychological ramifications of treatment failure should also be considered as an adverse effect. Patients who do not respond to standard interventions often experience feelings of hopelessness, frustration, and despair, leading to a cycle of worsening symptoms (Hollon et al., 2005). This underscores the concern that ineffective treatment not only fails to address mental health issues but may also contribute to diminished self-efficacy and self-worth, thereby exacerbating the very conditions they are designed to alleviate (Peterson et al., 2017).
Comorbid conditions often complicate treatment efficacy for GAD/D. Research indicates that these disorders frequently co-occur with other mental health issues, such as substance use disorders, which can further complicate therapeutic outcomes (Brady & Sinha, 2005). The presence of comorbid conditions exacerbates the likelihood of treatment failure, as patients may respond differently to prescribed medications and therapies, making standard approaches even less effective (Kessler et al., 2005).
The stigma associated with mental health treatment can also influence treatment efficacy. Patients may be reluctant to pursue pharmacological interventions due to perceived societal judgment surrounding mental illness and the use of psychiatric medications (Corrigan, 2004). This reluctance can lead to insufficient treatment engagement and a lower likelihood of adhering to prescribed regimens, further exacerbating anxiety and depressive symptoms (Scherer et al., 2018). Ironically, the stigma for the alternative treatment, psychedelics, has an even greater stigma associated with it. However, if the results continue to demonstrate success in healing by PAT, the stigma could quickly dissipate.
Given these challenges, there is a growing interest in exploring alternative therapeutic options for GAD/D. Recent research on PAT has shown promising potential in addressing treatment-resistant cases of GAD/D. For example, studies indicate that psilocybin, under controlled conditions, can significantly reduce symptoms of major depressive disorder within as little as one session (Griffiths et al., 2016). Furthermore, the therapeutic use of psychedelics may offer the transformative emotional experiences that traditional therapies often lack.
As the limitations of traditional treatments for GAD/D become increasingly evident, it is crucial for the mental health community to acknowledge and address these challenges. Failure rates associated with standard approaches and the dangers of pharmacological overreliance necessitate exploring alternative, holistic, and natural methods. A concerted effort to innovate treatment strategies could enhance patient outcomes and facilitate a deeper understanding of mental health and overall wellness.
A shift towards comprehensive care that integrates therapeutic modalities with emerging research on psychedelics offers new avenues for effective intervention. Emphasizing holistic approaches not only addresses the complexities of mental health conditions but also empowers patients to participate in their healing journeys actively. Only by expanding our treatment repertoire can we begin to truly meet the needs of those struggling with GAD/D.
[bookmark: _Toc190696919]Historical Context
[bookmark: OLE_LINK3][bookmark: OLE_LINK4]I am currently diagnosed with GAD/D and prescribed medication, which does seem to help. I have taken for the last three years the antidepressant Lexapro, pharmaceutically known as Escitalopram[footnoteRef:3]. I have told my therapist and medication prescriber that the anxiety is better but still present. [3:  This medication has been taken with a prescription from, and under the care of, a medical professional.] 

I recognize and have accepted the fact that any prescription drug has potential side effects. The hope is always that the medication's benefits outweigh its associated risks. However, most would agree that it is best to limit any risks, especially those posed by prescription drugs. In other words, taking nothing, if possible, nullifying the risk of experiencing side effects, is better. 
Natural remedies are abundant but often expensive and not readily recommended, encouraged, or available through contemporary medicine. Doctor’s offices are inundated with representatives from drug companies attempting to persuade doctors to prescribe their remedies. Doctors, like the rest of the population, have limited time and capacity for sifting through data. They lean on quickly and efficiently prescribing medicines to address their patients' ailments. It is easy for patients to fill out prescriptions, which initiates the habit of taking medicines. Many patients and doctors tend to brush over potential side effects.
According to the National Alliance on Mental Illness (NAMI), Lexapro “is an antidepressant medication that works in the brain. It is approved for the treatment of major depressive disorder (MDD) and generalized anxiety disorder (GAD)” (2024).
NAMI warns that potential side effects may include:
· Headache, nausea, diarrhea, dry mouth, increased sweating, nervousness, restlessness, fatigue, or trouble sleeping (insomnia). 
· Sexual side effects, such as problems with orgasm or ejaculatory delay, often do not diminish over time.
· Low sodium blood levels (symptoms of low sodium levels may include headache, weakness, difficulty concentrating and remembering), teeth grinding, angle closure glaucoma (symptoms of angle-closure glaucoma may include eye pain, changes in vision, swelling or redness in or around the eye), serotonin syndrome (symptoms may include shivering, diarrhea, confusion, severe muscle tightness, fever, seizures, and death), and seizures.
· SSRI antidepressants, including escitalopram, may increase the risk of bleeding events. Combined use of aspirin, nonsteroidal anti-inflammatory drugs (e.g., ibuprofen, naproxen), warfarin, and other anti-coagulants may increase this risk. This may include symptoms such as gums that bleed more easily, nosebleeds, or gastrointestinal bleeding. Some cases have been life-threatening.

Without any other intervention, Lexapro, or a comparable substitute, will become a lifelong part of daily life. Many patients, as they age, will start taking prescription medications apropos for their age, like statins for high cholesterol and beta-blockers for high blood pressure. These mental health drugs will also become a lifelong necessity, and their side effects will necessarily follow. Most will ignore or become accustomed to the drug’s side effects. Eventually, many will take another drug to manage side effects such as sexual dysfunction, gastrointestinal issues, or sleeplessness. 
	It in admitting I was still feeling the effects of GAD/D, even with medicinal and therapeutic intervention, that led to the search for alternative, natural remedies. The initial investigation revealed that I was not alone. A relatively high number of people (especially veterans suffering from PTSD) report that medicinal and therapeutic interventions are inadequate. The search for long-term (lifelong) and natural solutions led to the discovery of PAT.



[bookmark: _Toc190696920]Analysis through Sociological Theory

[bookmark: _Toc190696921]Social Constructionism
[bookmark: OLE_LINK5][bookmark: OLE_LINK6][bookmark: OLE_LINK1][bookmark: OLE_LINK2]Social constructionism is a sociological theory that posits human beings and their understanding of reality as products of social processes, interactions, and cultural contexts. This perspective challenges the notion of objective reality, arguing that our experiences and perceptions are shaped by social agreements and shared meanings (Berger & Luckmann, 1966). According to this theory, individuals construct their realities through language, symbols, and social norms, continually modifying their understandings based on cultural influences and historical contexts (Schultz & Mehta, 2019). The implications of this theory are found in several academic fields, including sociology, psychology, and theology, as it focuses on examining what constitutes knowledge and reality (James, 1902 & Cole, 2021).
Central to social constructionism is the idea that knowledge is not merely discovered but socially constructed (Gergen, 1999). This epistemological shift emphasizes the importance of context in shaping individuals' understanding of the world. For instance, the constructs of race, gender, and identity are seen as fluid categories that are defined and redefined through social interactions and power dynamics (Wong, 2017). Recognizing this fluidity emphasizes that categories often perceived as fixed are contingent upon the prevailing social narratives and institutional practices, leading to an ongoing re-negotiation of meaning among individuals and groups (Hacking, 1999). As a result, social constructionism challenges social norms, specifically, in this case, drug laws.
[bookmark: _Toc190696922]Social Construction of The Psychedelic Villain
The 1970s marked a pivotal period in the discourse surrounding psychedelics in the United States, culminating in their criminalization. This phenomenon can be understood through the lens of social constructionism. A key example of this is found in the infamous Manson murders, after which the government and media framed psychedelics as dangerous substances, leading to a societal response that facilitated their prohibition. Social constructionism explains how a confluence of events, cultural fears, political agendas, and organizational power collectively contributed to the vilification of psychedelics during this era.
By the mid-1960s, psychedelic substances such as LSD had gained popularity, particularly among youth and counterculture movements. Researchers like Harvard Professor Dr. Timothy Leary advocated for their therapeutic and consciousness-expanding potential (Leary, 1966). However, the societal acceptance of psychedelics was met with backlash from social factions, including conservative groups who viewed psychedelics as a threat to social order (Nichols, 2016). The counterculture’s disregard for mainstream values fueled growing fears that psychedelics would catalyze societal discord.
The Manson murders in 1969 represented an inflection point in the public perception of psychedelics. Charles Manson’s followers committed gruesome killings, leading to a national outcry (O'Neill, 2018). Although Manson was convicted for orchestrating the violence, the media framed the use of LSD by his followers as central to their motivations (O'Neill, 2018). This narrative positioned psychedelics as facilitators of violence, ingraining them into the collective consciousness as a source of evil.
In the aftermath of the Manson murders, media coverage amplified fears surrounding psychedelics. Articles and news reports focused on the murders and highlighted the drugs involved, perpetuating a narrative that associated psychedelics with insanity and violence (Miller, 2001). This sensationalist approach shaped public opinion and set the stage for political action, reinforcing the belief that legal measures were necessary to combat the perceived threat posed by these substances. The government leveraged these narratives to justify implementing stringent drug policies.
The Nixon administration’s response to the psychedelic movement was multifaceted and deeply intertwined with social unrest and anti-establishment sentiments of the time. As O'Neill (2018) notes, the administration capitalized on public fears regarding drugs to galvanize support for the war on drugs. By framing psychedelics as dangerous and chaotic, the government sought to dismantle the counterculture and regain control over a society it perceived as destabilizing. This political agenda contributed significantly to the narrative that vilified psychedelics, correlating them with societal collapse.
According to Berger and Luckmann (1966), reality is socially constructed through social interactions and shared understandings. The narrative surrounding psychedelics during the 1970s exemplifies this concept, as various stakeholders—including the government, media, and advocacy groups—contributed to a constructed reality that portrayed these substances as malevolent. This collective construction ultimately shaped policies prioritizing criminalization over exploring potential benefits.
The socially constructed perception of psychedelics as harmful has had long-lasting implications, shaping both public perceptions and drug policy. The Controlled Substances Act of 1970 classified psychedelics as Schedule I substances, indicating a high potential for abuse and no accepted medical use (Cole, 2010). This designation prohibited research into the therapeutic applications of psychedelics and relegated them to the shadows of legal and cultural discourse. As societal stigma lingers, the potential for these substances to contribute positively to mental health treatment remains largely untapped.
Examining the criminalization of psychedelic drugs through the lens of social constructionism demonstrates that the Manson murders acted as a catalyst for a broader narrative that vilified these substances. The converging influences of media representations, political agendas, and cultural fears culminated in a constructed reality that deemed psychedelics dangerous. Future discourse must acknowledge these constructed narratives to reevaluate societal attitudes toward psychedelics, offering the possibility of reconsideration considering emerging therapeutic research.


[bookmark: _Toc190696923]Faith-Based Analysis
N.T. Wright shares seven “signposts” that are indicators inherent to humanity. These signposts are justice, spirituality, love, beauty, freedom, truth, and power. The two themes that will be the lens through which this project is viewed are love and truth. This section of the ARP explores how Wright's themes of love and truth serve as foundational elements in the therapeutic process facilitated by PAT, highlighting the transformative potential inherent in both spiritual life and mental health treatment. Transformation is possible because it is believed that psychedelics create neuroplasticity in the human brain, which allows the re-wiring of neurons that can permanently change strongly held and false beliefs (Carhart-Harris, 2012).
Wright emphasizes love as a central tenet of Christianity, positing that it is not merely an emotional state but an active, relational force that compels individuals to engage compassionately with one another (Wright, 2010). In the context of PAT, this understanding of love becomes pivotal. The PME associated with the use of psychedelic medicine may often foster profound feelings of connectedness and compassion, not only towards oneself but also towards others, leading to transformative healing (Griffiths et al., 2016). 
Patients frequently report experiencing deep feelings of love during PAT, which promotes emotional catharsis and facilitates healing. This experience aligns with Wright's theological viewpoint, suggesting that when individuals encounter divine and relational love, their ability to process traumatic experiences and embrace vulnerability is significantly enhanced (Davis & McMahon, 2020). Such experiences can produce shifts in perspective, encouraging recovery from past wounds while fostering a sense of belonging within a broader community. This transformation also aligns with the teachings of most Christian theologians and saints. St John of the Cross said, “To love is to be transformed into what we love. To love God is therefore to be transformed into God.” Many times, anxiety and depression are associated with a lack of self-worth or self-love. Learning to love oneself as God loves can be one of the keys to healing.
Wright’s theme of truth is critical in the therapeutic setting, advocating for a pursuit of truth that encompasses intellectual and relational dimensions (Wright, 2013). In PAT, people often confront deeply held beliefs and narratives about themselves. Psychedelics, through neuroplasticity and the ability to reconnect neuropathways, can serve as catalysts that enable patients to break through barriers of denial or self-deception that may have contributed to their psychological distress (Carhart-Harris et al., 2018). Christian truth is based on the theological foundation of Imago Dei – that humans are created in the image of God. It is difficult to believe the self-defeating lies of anxiety if one sees himself in the image of God. 
Facilitated by the unique state induced by psychedelics, patients can encounter what they perceive as personal truths—insights related to their identity, relationships, the essence of existence, and a deeper union with the divine. Van Huyssteen relates this ability to intellectually recognize truth as uniquely human. “… all mental states… are generated by the neurology of the human nervous system, and are thus part and parcel of what it is to be fully human” (244). It is this ability to truly understand truth that make us human and, ultimately elemental to the understanding of imago dei. This process mirrors Wright’s understanding of Jesus as the embodiment of truth, inviting individuals to confront their realities and align their lives accordingly (Wright, 2007). The therapeutic setting thus transforms into a space where patients can explore their narratives, confront uncomfortable truths, and integrate these insights into healthier self-understandings. This project focuses on establishing a “setting”[footnoteRef:4] for treatment influenced and informed by Christianity and the truth of God’s presence.  [4:  Set and Setting are key elements of the preparation and integration of PAT. This is discussed later in this paper.] 

The interplay between love and truth in Wright’s theology amplifies their individual effects when applied to PAT. The presence of love encourages patients to embrace the vulnerability necessary for confronting their truths, while insights into personal truth can deepen their capacity to love themselves and others. This reciprocity is essential for holistic healing, allowing patients to develop a compassionate understanding of their experiences (Kettner et al., 2021).


[bookmark: _Toc190696924]Designing the Intervention
[bookmark: _Toc190696925]Purpose and Objectives 
This project follows a five-phase, retrospective autoethnographic methodology to examine PAT's theological and ethical considerations for use by a practicing Christian, specifically a Roman Catholic. I want to better understand, from a personal perspective, the efficacy, and ethical considerations of the use of psychedelics as an interventional therapeutic for the relief of mental health conditions. Psilocybin was used as the agonist medication for the PAT. 
The Catholic stance on the acceptability of PAT is unclear at best. Much of the writing on the use of psychedelics, therapeutically or not, recognizes a “spiritual” component. However, a paucity of commentary relates directly to Christianity, especially Roman Catholicism. This intervention weaves traditional Roman Catholic spiritual preparation into the standardized preparation and integration process with the hope and intent of inspiring further conversation from that perspective.
	Specific objectives of this project are:
· Record the journey for post-experience analysis to identify the PAT provider and medicine for the execution of the intervention.
· View PAT through the lens of Social Constructionism and NT Wright’s 7 Signposts.
· Implement traditional Roman Catholic practices into the experience.
· Assess the efficacy of PAT on GAD/D.
· Assess the actual mystical experience associated with PAT.
· Examine the ethical and theological implications of PAT.
· Provide a researcher’s conclusion on the sinfulness associated with PAT.

[bookmark: _Toc190696926]Sociological Theory - Social Constructionism
This project’s intervention strategy required the researcher to view psychedelic medicines through a new lens, to reject the “constructed” reality of the 1960s and 70s that told society all psychedelics are evil and of no practical use to the world. If the dangers of psychedelics and the negative normative label of drugs were assigned through a social construct rather than a more objective reality, then it would be easier to see the potential benefits of psychedelics and their use as medicine.
The term drug usually summons a negative connotation. However, medicine is generally thought of in a positive light. The opioid Percocet is a drug when dealt on a street corner and used to “get high.” However, when the same tablet of Percocet is prescribed by a doctor after surgery and filled at a pharmacy, it is now considered a medicine. The word psychedelic has also assumed a negative connotation in civil society and especially in the more conservative world of religion, especially Christianity. Once negatively labeled by the federal government, the illicitness of the psychedelic was cemented in the zeitgeist. 
Intention is the subjective differentiator between good versus evil or a sinful versus acceptable use of a psychedelic substance. The Catechism of the Catholic Church (CCC) helps to define when the use of drugs is acceptable in paragraph 2291.
The use of drugs inflicts very grave damage on human health and life. Their use, except on strictly therapeutic grounds, is a grave offense. Clandestine production of and trafficking in drugs are scandalous practices. They constitute direct co-operation in evil, since they encourage people to practices gravely contrary to the moral law. (Emphasis added)

The use of drugs, the Catechism does not differentiate between licit or illicit, is permissible for therapeutic reasons. Most people will read the word drugs and assume the Church is speaking solely of illegal drugs. However, the imprecision of the word drugs leaves the door open to assign the recreational use of legal drugs (e.g., Percocet) as a grave sin as well. Sin is dependent on intent.
The paragraph before the one quoted above discusses how Christians should interact with substances. The Church exhorts avoidance of “every kind of excess: the abuse of food, alcohol, tobacco, or medicine…” (2290). The CCC emphasizes the importance of temperance in all things, including drugs, and its intent.
This project contends that the negative perceptions of psychedelic medicine were at least partially constructed by societal influence to make illegitimate the countercultural anti-war movement of the 1960s and 1970s. The social construction of negative perception was institutionalized as psychedelic drugs were deemed illegal for any use, recreational or therapeutic. Through the lens of a Roman Catholic, PAT is allowed as long the use is intended for therapeutic or medicinal purposes. 
[bookmark: _Toc190696927]Faith-Based Considerations - Set and Setting
Prayer and spiritual preparation informed the preparation and integration phases of the PAT intervention. During preparation, I identified the issues at the root of my mental health challenges. As important as problem identification is, it was equally important to identify something with which the problem would be replaced. If the problem is not feeling good enough, then the replacement should be grounded in the truth of Imago Dei. If the root of the mental health issue is not feeling loved, the replacement will be rooted in God’s love. 
Ensuring proper set and setting is crucial to treatment success (Carhart-Harris, 2018). Set refers to the patient’s mindset and the person’s affect as they enter PAT. The setting refers to the physical location and surroundings in which PAT will be delivered. Ensuring the patient has a proper mindset and is in a safe and comfortable location is imperative for successful PAT. The set and setting may include a comfortable physical space surrounded by familiar and trusted people, curated music, and an environment with limited stressors.
This intervention's set and setting were imbued with Christian influence and iconography. The set and setting were based on God’s love and truth, being manifested, and reflected in my life.  
[bookmark: _Toc190696928]Is Psychedelic Assisted Therapy a Sin?
PAT's theological and ethical appropriateness is a key inquiry that needs to be addressed. One of the questions asked in the introduction is: 
Is it a sin to take a psychedelic drug and experience an associated Psychedelic Mystical Experience (PME)?

Intention is one of the main preparation steps for PAT. Intention is also a key determinant of whether a drug is licit or illicit. Intention is also related to the definition of sin in this case. Paragraph 1849 of the CCC defines sin this way:
Sin is an offense against reason, truth, and right conscience; it is failure in genuine love for God and neighbor caused by a perverse attachment to certain goods. It wounds the nature of man and injures human solidarity. It has been defined as "an utterance, a deed, or a desire contrary to the eternal law.

The Catechism further divides sin between venial and mortal. For a sin to be considered mortal or damning to the soul, it must meet three conditions, which are, “Mortal sin is sin whose object is grave matter and which is also committed with full knowledge and deliberate consent” (1857). 
Longing for healing is a natural part of being human. The goal should always be to identify the most natural means of healing an ailment, whether a broken bone or a mental health condition. The remedy should not cause more significant harm than the malady. The fact that classic psychedelics are non-toxic and non-addictive makes them an obvious choice for healing. 
Finally, the issue of the PME should be addressed. Research has shown that experiencing a PME is a necessary part of the healing process (Griffiths et al., 2006). Altered states of consciousness are possible through means other than just the use of a psychedelic. It is possible to reach an altered state through experiences such as intense praise and worship or sensory deprivation. These experiences are evident in ancient through contemporary artifacts (van Huysteen, 2006).
The experience in this project’s intervention is not an attempt to become God; therefore, there should be no theological issue with this treatment protocol. The reason for the PME’s significant influence on the PAT’s efficacy is unknown, but it is an area currently being studied. I am also interested in this area as it directly relates to the religiosity of the experience and the religious association of the individual undergoing a PME.
[bookmark: _Toc190696929]Target Group or Issue
This project was autoethnographic. I participated in the design and implementation of the intervention. The field notes captured reflections, observations, questions, and conclusions from the idea's inception through its conclusion. 
[bookmark: _Toc190696930]Strategies and Activities
The intervention was conducted in five phases. Phase 1 focused on the initial research and selection of the psychedelic medicine to be used in the intervention. Concomitant with medicine selection was choosing a therapist to guide the treatment. Phase 2 was the preparation for the therapy, which focused on establishing intentions and creating a positive set and setting for the medicine day. Phase 3 was the medicine day. This was the phase where I would ingest the chosen psychedelic medicine. Phase 4 was integration, which is arguably the most important part of PAT. This is the phase in which the deep therapeutic work occurs. Phase 5 is the conclusion of this project and a brief reflection of the intervention. 
[bookmark: _Toc190696931]Resources Needed
The most important tangible resource required for the intervention was the psychedelic medicine. Psilocybin, in the form of a raw mushroom, was ordered from a provider in California. This state has decriminalized the growing and selling of psilocybin (magic mushrooms) in several forms – raw, gummies, chocolate bars, and capsules, to name a few. These products can be browsed and ordered through public internet pages and are shipped by the US Postal Service. I carefully considered eight providers and read their online reviews and statements, ensuring quality products. 
PAT requires what is considered a “high dose” of psilocybin—between 3.5 and 5 grams (see Figure 1). I ordered enough to follow the protocol of starting with 3.5 grams and increasing to 4.5 to 5 grams depending on how the PAT progresses.
Figure 1.
Dried Magic Mushroom Dosing Guide
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(Psychedelic Support)
Preparing for the setting of the Medicine Day is essential for treatment efficacy. The physical location would be a bedroom in my home, which is a place that I am comfortable and familiar with. The goal of selecting this setting was to eliminate any unnecessary stressors from the execution, and location familiarity met that criterion. 
During the Medicine Day, I wore an eye mask and headphones. The eye mask is recommended as it eliminates external distractions disturbing the process with the mind. Headphones similarly eliminated outside sounds that could influence the goal of the therapy. I chose a playlist developed by the team at Johns Hopkins University for their 2006 study of Psilocybin mystical experiences. The origin of the playlist is described on the Johns Hopkins website, and a link to its location on Spotify is provided (Johns Hopkins, 2020).
Catholic/Christian icons, including a crucifix, rosary, Bible, and holy water, were prominently displayed and available in the room.
Finally, a sitter had to be identified and trained. My son, Mathew (age 25), was chosen to fill that role on Medicine Day. Mathew was present and available for the entire medicine day. One of his roles was identifying potential adverse physical reactions requiring medical attention. He would also gently guide my experience if panic or periods of high anxiety set in. 
[bookmark: _Toc190696932]Timeline
The anticipated timeline is listed below:
· [bookmark: OLE_LINK7][bookmark: OLE_LINK8]Dec 16, 2024 		Phase 1 	Selection of Medicine and Therapist
· Jan 08, 2025		Phase 2 	Preparation (Set and Setting) – Session 1
· Jan 09, 2025		Phase 2 	Preparation (Set and Setting) – Session 2
· Jan 16, 2025		Phase 2	Preparation (Set and Setting) – Session 3
· Jan 18, 2025		Phase 3 	Intervention (Medicine Day)
· Jan 23, 2025		Phase 4 	Integration Begins 
· TBD			Phase 5 	Conclusion/Reflection	

[bookmark: _Toc190696933]Anticipated Challenges
The main challenge anticipated in this intervention is associated with the experience of taking the medication. It is possible that I would have had a negative experience while on the medicine. The research shows that with the proper preparation, especially set and setting, and integration, bad experiences can be mitigated. Many people report bouts of intense anxiety as the medicine begins to take effect. However, the anxiety subsides on its own and more quickly with the proper guidance from the “sitter” in the room. All available and possible steps were taken to set the stage for a positive experience. 
William James wrote the seminal work on mystical experiences in his 1902 treatise The Varieties of Religious Experience: A Study in Human Nature. In this work, he states that two main themes define a mystical state: noetic quality and ineffability. Although achieving a “mystical state” was not the intent of the treatment, research shows that those who have a mystical experience have better results in the treatment of mental health issues. A challenge that may present itself is the experience of ineffability, which would mean that I could not describe the experience adequately. 
[bookmark: _Toc190696934]Measuring Success
Success was determined by comparing the results of two mental health evaluative instruments, two instruments to assess the level of mysticism experienced during medicine day, and by subjective reflection upon completing the final stage of the project.
Two tools, the GAD-7 and PHQ-9, are psychological questionnaires used by mental health providers to assess anxiety and depression in patients and are administered prior to the process beginning and at predetermined dates after the medicine day.  
The Mystical Experience Questionnaire (MEQ-30) and Ego Dissolution Inventory (EDI) will be administered immediately after the experience. The MEQ-30 is a shorter, validated (Maclean et al., 2012 and Barrett et al., 2015) version of a similar instrument originally developed by Walter Pahnke (1963, 1969). The EDI was developed by Matthew M. Nour, Lisa Evans, David Nutt, and Robin L. Carhart-Harris (2016). 
This project addresses my GAD/D and aims to lay the groundwork for future, potentially more in-depth research. Whether or not the experience was considered efficacious, it laid a foundation for future research, specifically on how the PME relates to healing and is informed by the religiosity of the psychedelic partaker.
[bookmark: _Toc190696935]Spiritual Protection During Intervention
	One of the primary and legitimate concerns for Christians undertaking PAT was the potential for spiritual warfare. The argument is that when one opens one's mind to invite the divine, the mind is equally accessible by the evil one. The researcher knows precautions must be taken to prevent evil or demonic influence during treatment. 
	This intervention was intended to take advantage of the healing properties of psychedelic medicine rather than creating a recreational trip. However, to achieve the full therapeutic effect of the medicine, a dosage that causes a state of hallucination was necessary. This provided the opportunity to experience a PME, which was necessary for complete healing (Griffiths et al., 2006). Spiritual protection will be provided by integrating prayer and sacraments throughout the process.
	The mitigation of spiritual warfare will focus on the spiritual set and setting of the experience. Father Vincent Lampert is the exorcist of the Archdiocese of Indianapolis. His response is surprisingly straightforward when asked how Catholics can protect themselves from evil. Father Lampert says, “People think they must do something extraordinary, but ordinary things build up graces and offer protection. If a Catholic is praying, going to Mass, and receiving the sacraments, then the devil is already on the run” (Egan, 2018). 
Sometimes, the most foundational elements of our Christian faith are the most important or impactful when producing protection or everyday miracles. Father Lampert also says, “Then think of all the accounts that Jesus healed people like the woman with the hemorrhage who touched his cloak, and the man in Scripture who said, ‘Lord I do believe, help my unbelief.’ Those healings were based on their faith in Jesus” (Ibid). Faith in Jesus and walking with him daily was the best way to protect from the influence of evil.
Given this as the foundation, the following actions were taken before, during, and after the PAT:
Prior:
· Attend Mass and participate in the Sacrament of Holy Communion
· Participate in the Sacrament of Confession
· Pray The Prayer of St Michael the Archangel[footnoteRef:5] and The Our Father[footnoteRef:6] [5:  St. Michael the Archangel, defend us in battle. Be our defense against the wickedness and snares of the Devil. May God rebuke him, we humbly pray, and do thou, O Prince of the heavenly hosts, by the power of God, thrust into hell Satan, and all the evil spirits, who prowl about the world seeking the ruin of souls. Amen]  [6:  Our Father, who art in heaven, hallowed be thy name. Thy kingdom come, thy will be done, on earth, as it is in heaven. Give us this day our daily bread and forgive us our trespasses as we forgive those who trespass against us, and lead us not into temptation but deliver us from evil.] 

Post (within two days):
· Attend Mass and participate in the Sacrament of Holy Communion

Focusing on spiritual preparation is essential to the research project's setting. One of the project's goals was to further refine spiritual development after the experience to provide the framework to other Christians/Catholics who desire the same experience. 


[bookmark: _Toc190696936]Ethical Considerations
[bookmark: _Toc190696937]Adherence to Professional Ethics
All research and intervention elements adhered to the professional ethics expected of a postgraduate student attending Omega Graduate School. A Memorandum of Understanding between the school and myself for this project was agreed upon, which defined the parameters within which this research was conducted to ensure legal and ethical standards and to remove legal culpability from the school (see Appendix A). I will always try to do the “right thing” in all aspects of my life. Being autoethnographic, it is essential in this project that I remain intentional in maintaining principles higher than expected in academia but equal to God's expectations so that in the end, I can hear, “Well done, my good and faithful servant.”
[bookmark: _Toc190696938]Confidentiality and Privacy
A balance between medical privacy and academic/research transparency was found. I voluntarily violated my personal and medical privacy rules to share the intervention's experience adequately. I also wanted to ensure that my mental health challenges were adequately documented so the reader understood the desperation I felt when I decided to seek alternative remedies.
[bookmark: _Toc190696939]Avoiding Harm
This intervention includes a particular medicine, psilocybin, which has a significantly low propensity for iatrogenic harm. Psilocybin has no risk of addiction and is essentially impossible to overdose on (MacCallum, Lo, Pistawka, & Deol, 2022). Its safety factors were one of the reasons Psilocybin was chosen for this intervention.
[bookmark: _Toc190696940]Cultural Sensitivity
This project was viewed through the Roman Catholic faith practice's spiritual and theological lens. As a practicing Roman Catholic, I sought to avoid potential scandal in the Church. It was essential to reveal the results as independent and in no way speaking for the Church as a whole. It is also important to note that these ideas and actions are my own and did not reflect the attitudes and opinions toward the use of psychedelics by Omega Graduate School.
[bookmark: _Toc190696941]Addressing and Disclosing Bias
A reflective and systematic approach was required to avoid potential biases in this project. The following strategies addressed potential biases: acknowledging biases and transparent self-reflection. 
Since the researcher is the recipient of the intervention, it is evident that there is an expectation that the treatment will be effective. As mentioned earlier in this paper, intent, specifically positive intent, is necessary for the full effects of the treatment to be realized. Intent creates a very real and noticeable bias. However, I used standard assessment tools (GAD-7, PHQ-9, MEQ-30, and EDI) to make every effort to maintain the objectivity and reliability of the intervention.
I engaged in deep self-reflection to identify personal biases, beliefs, and perspectives that would influence the research. These reflections were recorded in the research notes and journal. The researcher began systematically recording the experience at the beginning of the project’s conceptualization through operationalization of the implementation.
Finally, it should be noted that a danger in autoethnographic research that should be guarded against is overenthusiasm in the process and expectancy of the outcome. I readily admit that I became enthusiastic and optimistic as I researched this topic and the potential life-changing outcome of PAT. Reflecting on my enthusiastic expectations for the process, I tried to understand better what I felt. I discovered that enthusiasm originates from the Greek word enthusiasms, which means "possessed by a god" or "inspired by God." Generally, being enthusiastic about something engendered a spiritual connotation, referring to divine inspiration. 
[bookmark: _Toc190696942]Transparency and Accountability
Transparency and accountability were maintained throughout this project in two forms. First, the researcher will maintain detailed communications with the project chair from OGS. It is essential due to this project’s autoethnographic nature. Since the researcher is the intervention recipient, the project chair/advisor must be included in the decision-making process to avoid excessive bias. 
The second way transparency and accountability were ensured was by capturing and archiving field notes in a project journal. The researcher will record personal experiences, thoughts, ideas, and reflections throughout the project. The notes will be made available to the project chair and advisors for review. They will be reviewed periodically, and an in-depth review will be conducted at the end of the project. 
[bookmark: _Toc190696943]Site Permissions
No site permissions were required for this project. 


[bookmark: _Toc190696944]Intervention and Evaluation Plan
The intervention was accomplished through a multiphase, longitudinal effort. The intervention was evaluated by self-administrating several evaluation tools/instruments and a subjective self-analysis.
[bookmark: _Toc190696945]Intervention Plan
The intervention was conducted in five longitudinally sequential phases. Phase 1 was focused on selecting the psychedelic medication to be used and the mental health therapist. Phase 2 was preparation for Medicine Day with the therapist and establishing the set and setting for the Medicine Day. Phase 3 was the Medicine Day, where the therapeutic psychedelic experience occurred. Phase 4 began the therapeutic integration and self-administration of the MEQ and EDI assessments and the start of integration. Phase 5 was the final reflection and conclusions.
[bookmark: _Toc190696946]Evaluation Plan
Two instruments were used to assess the PAT's efficacy in treating anxiety and depression. Two tools, the PHQ-9 and GAD-7, are psychological questionnaires used by mental health providers to assess depression and anxiety in patients. Descriptions and examples of the instruments are found in Appendix B. I completed the questionnaires one day before the set and setting sessions commenced, the day before Medicine Day, one month after treatment, two months after treatment, and three months after treatment. Scores were recorded and compared to assess the PAT's impact on depression and anxiety. 
Two other instruments were used to measure the “experience” of the psychedelic medicine. The first tool used was the Mystical Experience Questionnaire (MEQ-30), a shorter, validated (Maclean et al., 2012) version of a similar instrument developed initially by Walter Pahnke (1963, 1969). The MEQ is designed to quantify participants' " mystical " or spiritual experience following a triggered event. The MEQ-30 instrument and description are found in Appendix C. Researchers recognize that numerous events can trigger a spiritual experience, from prayer to using medicines or drugs (Yaden & Newberg, 2022). This assessment was taken the morning after the medicine day. 
The second instrument used to measure the psychedelic experience was the Ego Dissolution Inventory (EDI), which is found in Appendix D. The EDI is a psychometric tool designed to measure the subjective experience of ego dissolution, a phenomenon often reported during altered states of consciousness induced by psychedelics. Ego dissolution refers to a temporary loss of self-boundaries and the sense of individuality, which can foster feelings of unity with the environment or others. The EDI was validated by Nour, Evans, Nutt, and Carhart-Harris (2016) to assess this experience systematically in both clinical and research settings. The inventory comprises items that capture the dissolution of the ego's usual sense of coherence and stability. It has been used in studies to explore the correlation between ego dissolution and therapeutic outcomes, as this state is thought to facilitate psychological insight and emotional release (Carhart-Harris et al., 2018). By providing a structured measure, the EDI enables researchers to quantify and analyze this subjective state, contributing to the growing understanding of psychedelic-assisted therapies.
[bookmark: _Toc190696947]Phase 1 – Selection of mental health provider and psychedelic medicine
In this initial phase of the intervention, the specific psychedelic that was taken on medicine day and the mental health professional who would guide the PAT were selected. Several options for medication were available. These medicinal options are described below. A plethora of providers are also available as guides through PAT. I was surprised at the options available with a simple internet search.
[bookmark: _Toc190696948]Classic Psychedelic Medicine Choices[footnoteRef:7] [7:  A comparative description of these medicines is found in Appendix E.] 

Several medications are classified as psychedelics; this project focused on selecting from the list of those classified as classic psychedelics (see Appendix E for a detailed description of these substances). Classic psychedelics include LSD, DMT, Ayahuasca, and Psilocybin due to the combination of profound effects on consciousness and the potential therapeutic benefits they offer. These are also referred to as serotonergic psychedelics as they share the mechanism of action in their effect on serotonin receptors in the brain (Smith & Sisti, 2022). 
LSD, or lysergic acid diethylamide, is a synthetic compound known for its potent hallucinogenic properties. Researchers have begun to explore its capacity to enhance cognitive flexibility and emotional processing, making it a promising candidate for treating mood disorders and PTSD (Carhart-Harris et al., 2016).
DMT (dimethyltryptamine), often consumed through Ayahuasca, is renowned for its intense and often spiritual experiences. Ayahuasca, a traditional Amazonian brew, combines DMT with MAO inhibitors, prolonging its effects. Studies suggest that Ayahuasca can significantly reduce depression and anxiety symptoms, potentially by promoting neurogenesis and altering neural pathways (Palhano-Fontes et al., 2019).
Ayahuasca is culturally and spiritually significant among indigenous communities in Central and South America. Its use in ceremonial settings has been linked to healing practices and community bonding. Research supports its therapeutic potential, indicating its effectiveness in fostering emotional release and providing psychological insights. Users often report a sense of spiritual awakening and personal transformation, which can improve long-term mental health (Domínguez-Clavé et al., 2016).
Psilocybin, found in magic mushrooms, has gained attention for its ability to induce mystical-type experiences and a shift of perspectives that promote lasting psychological change. Clinical trials have demonstrated its efficacy in reducing symptoms of depression and anxiety, particularly in terminally ill patients, by fostering a sense of connection and peace (Griffiths et al., 2016).
These classic, or serotonergic, psychedelics offer a new opportunity to address mental health challenges. It is important to note that these psychedelic substances are non-toxic and non-addictive. 
[bookmark: _Toc190696949]Psilocybin
I chose psilocybin as the psychedelic medicine for this intervention. This was chosen over LSD and Ayahuasca for several reasons. First, psilocybin has been decriminalized in two states, Oregon and Colorado, and multiple cities throughout the country. This project is dedicated to staying within the bounds of legality and legitimacy and, therefore, will seek to operationalize the implementation as such. Psilocybin, in the form of mushrooms, is readily available and easily attainable via mail order. 
Second, psilocybin is the medicine with the most that has had the most efficacious research conducted in dealing with anxiety and depression. Other psychedelics have been used for PTSD and addictions, which are not the issues associated with the subject of this intervention. Psilocybin has a chemical makeup almost identical to serotonin (Yaden & Newberg, 2022). This substance is a direct agonist to the serotonin 2A receptors (Barber & Dike, 2023). Traditionally accepted mental health medications also seek to impact the release of serotonin in the brain. Finally, in keeping with the general goal of natural healing, psilocybin can be taken naturally as raw mushrooms. Psilocybin is the active ingredient of the mushroom from the Psilocybe Cubensis genus. 
Finally, psilocybin is extraordinarily safe as a medicine. It is virtually impossible to overdose on or become addicted to this substance (MacCallum, Lo, Pistawka, & Deol, 2022).
[bookmark: _Toc190696950]Mental Health Provider
Vjolca Jessica Capri, M.S., LMHC, NCC, CS, who leads the Total Wellness Clinic[footnoteRef:8] in Maitland, Florida, guided this treatment. Vjolca has more than 15 years of experience in providing mental health therapy and therapy that integrates the use of psychedelics. Her specific education, qualifications, and certifications include: [8:  https://totalwellness.clinic/] 

· Master of Science in Counselor Education - Florida International University
· Bachelor of Liberal Arts in Psychology - New College of Florida
· Certificate in Integrative Mental Health - University of Central Florida
· Certificate in Leading Change - Harvard University
· Certificate in Forensic Evaluation - National Forensic Evaluators MHA
· Certificate in Counseling Diverse Populations - Yale University
· Certificate in Mindfulness Meditation - Palouse Mindfulness Institute

 	In addition to the qualifications, personal comfort, and personality match were essential in selecting a therapist. I spent over an hour on my initial call with Vjolca. She was able to follow the process we would be following. Further, I assessed her personality as “tell it like it is,” which I strongly identify with. I did not want someone to beat around the bush or try to handle me or my feelings with “kit gloves.” I needed direct but empathetic communication. I needed someone to guide me through this process, who would call me out when necessary and force me to confront my personal (including mental health-related) issues. Vjolca displayed the personality traits essential to an efficacious relationship and effective treatment. 
	It must be noted that my therapist and the clinic with which she is associated do not and did not provide any medication. 
[bookmark: _Toc190696951]Phase 2 – Preparation (Set and Setting)
	The GAD-7 and PHQ-9 were self-administered before beginning the first (of three) set and setting sessions with the mental health provider (See Appendix F for Completed Assessments). I have taken both assessments in the past as part of other mental health treatment programs. These are standard instruments used in the mental health community.
	I met with my mental health provider for an hour on January 8th, 9th, and 16th for an hour each session. The first session was focused on establishing the set for the medicine day and the work we would do together during integration after the medicine day. Establishing a positive mindset with specific intentions is vital to the effectiveness of PAT. Vjolca and I dug into some of the major stressors in my life and discussed tools for dealing with the anxiety that results from these stressors. We also identified how anxiety and depression manifested themselves in my body, what it feels like, and where I carry it. 
The second session focused on identifying how I desired to feel, the antithesis of the anxiety I usually feel. From this analysis, we began creating affirmations that I would carry into the medicine day, which would also be an integral part of the integration phase. I was assigned “homework” to create a list of affirmations that define who I actually am rather than how I perceive myself. The truth of Imago Dei guided this assignment. 
The final set and setting session was conducted two days before the medicine day. This setting was to review the affirmations I was tasked to create in the previous session. We pored over the affirmations and dug into some key things identified during this exercise. My guide made a few recommendations and gave me directions on using the affirmations as part of the medicine day.
I identified a “sitter” who was chosen to be in the room with me while I was under the effects of the psilocybin. My son, Mathew, was chosen as my sitter and spent time with Vjolca and me on the call. He was instructed to focus on my overall safety and the sanctity of my room. His main job was to keep me safe from wandering off and eliminate distractions. 
One therapeutic effort was to set my intention with the substance. Intention is a vital element that influences the efficacy of the treatment and has been vital throughout this research journey. This treatment intended to connect with God and make my own peace. I will not share my affirmations in this project as they were very personal and intimate. 
We spoke in depth about the possibility of encountering things that might be uncomfortable and even scary/frightening. Vjolca instructed me to exercise parasympathetic breathing (through the nose) and to accept the frightening entity as part of the experience. When under the influence of psychedelics, the need is common to confront situations of our own making. In other words, any “demons” that are experienced are often those that represent the pain or source of the pain from which we are trying to heal. I needed to be reminded not to run from the entity/experience or try to fight it. Instead, accept that the frightening is part of the overall experience and necessary for healing. This is part and parcel of the overarching therapeutic process of PAT. Vjolca recommended reading the poem “The Guest House” by Rumi (Grateful Living) to envision how negative thoughts are a normal part of the overall state of humanity.
Finally, we focused on preparing the “logistics” of the medicine day. The instructions from my guide were as follows:
· No alcohol two days prior.
· No caffeine in the morning.
· Eat a light meal in the morning.
· Drink plenty of fluids before and during the experience.
· Use an eye mask to restrict visual distractions.
· Prepare a music playlist.[footnoteRef:9] [9:  I chose a playlist developed for the seminal research on PAT by the team at Johns Hopkins (Griffiths et al., 2006). This playlist was available on Spotify – “Johns Hopkins Psychedelic Therapy Playlist”.] 

· Establish my spiritual setting, including a Bible, Crucifix, Rosary, Affirmations, and the poem “The Guest House” (Grateful Living).

[bookmark: _Toc190696952]Phase 3 – Execution/Medicine Day
	This phase consisted of several key events: 
· Mass and Confession on the morning of January 17th. 
· The medicine (4 grams of raw psilocybin mushrooms) was ingested at 10 am on January 18th.
· MEQ-30 and EDI surveys were self-administered at 5 pm on January 18th.  
· Mass at 9 am on January 19th. 
· Post-medicine day counseling session with Vjolca at 11 am on January 19th.
	
One of the risks associated with this experience, and one that is managed in double-blind research projects, is expectancy. This research-related risk factor is focused on the concern that the experience, especially the mystical elements, will be influenced by previously identified expectations. Although objectively impossible to self-mange, I tried to remain open to the effects of the psilocybin on my psyche. Given the risk of expectancy, the experience with psilocybin was not at all what I expected.
I was under the influence of the medicine for about six hours. I tried to remain focused on my intent and affirmations during this time. I did not experience severe anxiety, but I also did not experience any ecstatic sensations either. I did experience some profound insights into my being a child of God and how I am indeed created in the image of God. There is no benefit to this project’s objectives that I detail the actual experience. However, I journaled extensively and discussed my insights with my counselor. These insights, and those to come, will be the foundation of the 3-month integration phase after Medicine Day.
Much attention is focused on the use of psychedelic medicine, psilocybin, in this case. However, medicine is only a small part of the overall process. Psilocybin is the agonist for serotonergic reactions in the brain that create neuroplasticity, which enables the change to occur during integration. As the catalyst for change, Medicine Day successfully created insights and psychological flexibility for the integration phase.  Therefore, the healing associated with PAT is not generally realized in a single day. It is the holistic treatment protocol – set and setting, intention, medicine day, and integration –where healing is found.
William James (1902) identified several key mystical (spiritual) experience elements. The two main elements that form the foundation of experiences with psychedelics are their noetic quality and ineffability. The noetic quality of the experience embodies a deep sense of knowing or illumination. In my personal experience, I did have a sense of philosophic and spiritual knowing that God exists. He is the great I AM. In relation to God, I identified my human position as an i am. There is much more to be said, but it must be noted in a different forum. 
The experience, at least portions of it, are challenging to describe. In other words, ineffable. It is not only difficult to describe because I lack the vocabulary, but I am not sure the words exist. I also liked this experience of my time as a Marine Corps pilot. There is only so much I can do to help someone understand my specific experiences who was not a pilot, was not in the Marine Corps, did not fly in combat, and did not operate in the areas in which I operated. Although not necessarily spiritual or mystical, the experience was ineffable, as was my Medicine Day with psilocybin.
James also begins a discussion that continues today concerning the impact of mystical experiences on the ego. Griffiths, Carhart-Haris, and Nour specifically critique the idea of ego dissolution during a PME. Ego dissolution is the understanding or noetic sense that puts the human being in its place in God’s great universe. The EDI, which was administered immediately after the experience, was created to measure ego dissolution precisely. The instruments are analyzed in this project's conclusion and reflection sections. However, it is clear to me that I experienced a significant dissolution of ego while under the influence of psilocybin. In a way like no other I have experienced; I was able to understand more deeply who I am in a very real relationship with God.
[bookmark: _Toc190696953]Phase 4 –Integration Begins
This phase was initiated with the counseling session on the morning of 19 January, and the first integration session was completed on 23 January. Integration will continue for at least 12 weeks after the medicine day. The GAD-7 and PHQ-9 instruments were self-administered on February 18th  (see Appendix G). These instruments will be administered again on March 18th  and April 18th for personal reflection, but not captured in this project.  
[bookmark: _Toc190696954]Phase 5 – Reflection and Conclusions
	My initial reflection on this process is one of positivity and optimism. As mentioned earlier in this paper, the goal and focus of this project was not the ingestion of psychedelic medicine. Ingesting psilocybin was a small but vital element of this experience. The main work will be over the next several months. I can report, one month after the medicine day, that I have made more progress in my therapeutic integration sessions than in my previous attempts over the past decade. 
	The psychedelic experience was intense and profound. However, I did not experience anything demonic. Nor did I experience anything specifically holy or divine. I have found that I am more emotionally connected to myself and those around me in the weeks since medicine day. I feel more empathetic towards others and emotionally connected to my external environment.
	This leads to a discussion on the two psychedelic experience instruments, the MEQ-30 and EDI, which were self-administered immediately following the medicine day. I needed to complete these instruments at the end of the medicine day, so my thoughts and feelings about the experience were fresh. First, the MEQ30 was developed to assist individuals in quantifying the feelings of unity, transcendence, and euphoria associated with altered states of conscience. This instrument is a way to explain the ineffable. The instrument I completed is included in Appendix F. A score of 60% or more significant on any of the four areas measured – Mystical, Positive Mood, Transcendence of Time and Space, Ineffability – signifies a complete mystical experience (Barrett et al., 2015). My scores were 94%, 82%, 80%, and 100%, respectively, with a combined score of 80%. 
	The EDI tool was also administered immediately following the medicine day and can be found in Appendix F. This instrument is based on a 0-100 visual analog scale. A subjective interpretation of the results demonstrates a high level of ego dissolution. Answers to each of the eight questions are right from the scale's center point. The highest-scoring questions were related to a better understanding of self and my place in the universe. My notes reflect a sense that “it’s not all about me.” This reflection seems to reflect the very concept of ego dissolution. It should be noted that I mentioned two people in the notes written in the margin of the completed instrument– Gayle and Mathew. Gayle is my wife, and Mathew is my son, who was also my sitter for the medicine day. 
[bookmark: _Toc190696955]Evaluation of Results
The evaluation of this intervention's results will focus on reviewing and considering the overarching and specific objectives defined in the development of this project. 
The Overarching Objectives for this project were associated with the following questions:
· Is PAT an acceptable and efficacious non-traditional mental health intervention for General Anxiety Disorder and Depression for a practicing Roman Catholic Christian?
· Can a morally acceptable, Christian-focused Psychedelic Assisted Therapy process be developed in the current social and legal environment?

Based on my personal experience, although the journey is just beginning, I believe that there is significant potential for PAT to provide much needed and desired healing of my mental health conditions. Research indicates, which is supported by personal experience that PAT is a viable therapeutic method for the treatment of a host of mental health challenges. There is extraordinary potential for mental and spiritual healing, which Christians may seek by including Christ-focused intentions and religious practices/iconography in the PAT process. More research is necessary to determine the level of “spiritual” healing possible using PAT, but the potential certainly exists. 
The specific objectives of this project were:
· Record the journey for post-experience analysis to identify the PAT provider and medicine for the execution of the intervention.
· View PAT through the lens of Social Constructionism and NT Wright’s 7 Signposts.
· Implement traditional Roman Catholic practices into the experience.
· Assess the efficacy of PAT on GAD/D.
· Assess the actual mystical experience associated with PAT.
· Examine the ethical and theological implications of PAT.
· Provide a researcher’s conclusion on the sinfulness associated with PAT.

The PME was already addressed in this project, and the results of the MEQ-30 and EDI were briefly discussed. However, the fact that I had a PME will lead some to question the ethical ramifications of consuming a psychedelic substance. I am convinced that there was no spiritual harm done because of the PME. Proper preparation, especially spiritual preparation, eliminated the sinfulness of the actions. Preparation included integrating traditional Roman Catholic practices into the experience, which was essential to the positive experience and the healing process. There is room for more research into this area, mainly including practices of contemplatives and mystics. 
The most quantifiable results available for evaluation are found in the PHQ-9 and GAD-7 instruments used to assess levels of depression and anxiety. These tools were self-administered before the medicine day and one month after. The results show a noticeable decrease in depression and anxiety (see Attachment G). The PHQ-9 scores decreased from 16 to 7, and the GAD-7 score went from 17 to 11. Levels of depression (PHQ-9) showed the most improvement, which coincides with my overall sense of well-being. It is crucial to address the potential errors associated with a self-administered instrument that is part of an autoethnography. Is there a placebo effect at work here? Am I feeling better and reporting my feelings on the instruments because of the expectancy associated with this project? Of course, this is possible; again, time will provide the ultimate judgment. 
Overall, the intervention was a success. I was able to address the a priori objectives and sub-objectives. The healing process will continue for the foreseeable future, and the ultimate results are unknown. The most encouraging result of this project is that I identified significant areas for further future research in this area. 


[bookmark: _Toc190696956]Reflection
It is interesting to reflect on how this project was and continues to be viewed from the outside, primarily through the lens of a Christian academic. The reaction received from those involved in the OGS approval process was in alignment with my theory of psychedelics as a socially constructed villain. The proposed intervention with the use of psychedelics as part of a therapeutic process was met with what I perceive as fear, trepidation, and judgment. There was a fear for my safety, physical and spiritual, trepidation for how this might impact the reputation of the school, and judgment associated with many Christians of people who partake in what can be looked at as morally questionable behavior, specifically the use of illegal drugs. 
I, too, had to reconcile preconceived thoughts, images, and judgments associated with illegal drug use as I approached this topic. I realized that mushrooms are, although a key element, a small part of PAT, which I hope those reading this project will also realize. The mushrooms are used as a medicine, psilocybin, which is a serotonin agonist. Most depression and anxiety medications are SSRIs or SSNRIs, which also act on the serotonin-producing part of the brain. However, I doubt that there would have been nearly the attention if Celexa, Lexapro, Prozac, Luvox, Paxil, Zoloft, Pristiq, Cymbalta, or Effexor were included as part of my inquiry. Although the legality of mushrooms is a legitimate concern, I believe that the idea of mushrooms being used as an element of an ARP intervention raised more emotional concerns than just institutional liability. 
Within the context of Wright’s seven signposts, I genuinely believe I am experiencing more love in my life, for myself and for others. As noted earlier in this paper, the PME associated with the use of psychedelic medicine may often foster profound feelings of connectedness and compassion, not only toward oneself but also toward others, leading to transformative healing (Griffiths et al., 2016). The negative voices I have experienced in my past that tend to accompany periods of anxiety or depression are muted. The affirmations developed in the set and setting phase of the process that was read before medicine day and integrated into my prayer life are becoming more significant in my personal and professional life. 
Also, within the context of one of Wright’s signposts, I am beginning to experience more of God’s truth in my life. James (1902) calls this the noetic quality associated with profound spiritual experiences, and others have subsequently associated it with psychedelic experiences. This is evident in the ego dissolution associated with the medicine. Father Richard Rohr describes the ego as “… the itemized self, the small self, the false self, which does not really “exist” at all.” The truth of Imago Dei is realized when the ego, the false self, disappears and the light of Christ can truly shine forth. I continue to contemplate the phrase I wrote during the PME, “i am OK because I AM.” I believe the lowercase “i” was the ego dissolving, and the uppercase “I” is a recognition of God’s truth. 
PAT is a long-term therapeutic intervention, so it is indeed too early to determine the efficacy of the treatment on my anxiety and depression. Initial indications are positive, as reflected in the pre-and post-scores of the PHQ-9 and GAD-7 (discussed in the previous section). 
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	This research produced four main conclusions. The first conclusion I came to because of this research is that taking a psychedelic substance is not necessarily a sin. The substance is just a tool that, when used appropriately, can produce therapeutic and spiritual results. The appropriateness of the use is based on the intent behind its use. When used with proper reverence and in conjunction with the appropriate spiritual preparation, and even if the individual experiences a PME, psychedelic medications are not evil.
	The second conclusion is that there is significant evidence, including my personal experience, to show that PAT is an efficacious treatment for anxiety, depression, addictions, and PTSD. This project focused specifically on psilocybin as the psychedelic of choice. Other classic psychedelics, such as ibogaine, ayahuasca, and LSD, also show promise in the treatment of mental health disorders.
	Third, the PME is an essential element of the PAT process. There is significant research to show that the PME associated with psychedelic drug use is similar, if not the same, as the PME associated with deep meditation, prayer, and/or contemplation. A psychedelic substance may be a God-given tool for His human creation to have a profound encounter with the divine. Again, intent is vitally important to the type of PME one experiences. With proper research, experimentation, and training, I am convinced that classical psychedelics can heal many of the wounds of a broken human race.  
	I also concluded, through the research, that the current societal attitudes, norms, and mores toward psychedelic substances are a social construct. The negative perceptions of these substances are a result of the Nixon administration’s over-aggressive response to the anti-war and anti-government uprisings of the 1960s. The Federal Government created a psychedelic villain on which society could focus, with fear and trepidation, rather than confront the legitimate concerns associated with the Vietnam War and other potential governmental overreach. Proponents of psychedelics, especially Dr. Timothy Leary of Harvard, did not do themselves any favors with messages like, “Turn on, tune in, drop out.” However, the assignment of all psychedelic substances as Schedule I drugs ensured that any efficacious use of these substances would be eliminated, and a societal taboo was created. 
	Finally, after a significantly extensive literature review, I discovered that there is a paucity of research into the Christian Church’s role in the use of psychedelics as a spiritual and/or medical intervention. The Church’s stance seems to be stalled behind the substance's legality and a socially constructed taboo. If something is illegal, Christians should follow the law and abstain. However, the Church's stance must also change if societal changes move toward legalization, not just decriminalization. The Church must formulate a stance on the substance and influence the legalization/decriminalization argument. If the Church remains silent and does not enter the debate, secular society will decide with a purely worldview, which does a disservice to Christians writ large.
	One way that researchers can influence the Church’s stance is to demonstrate the efficacy of treatments like PAT and to destigmatize the use and the associated PME. Future research might include a correlation between religiosity and a psychedelic-induced mystical experience. Christian scholars must open their minds to the idea that their perceptions of psychedelics might be based on a foundation of sand, like intentional misperceptions of the scientific community, bad experiences as teenagers that lacked pure intent, and socially constructed laws and taboos, to name a few. 
	The psychedelic renaissance is real and gaining momentum in contemporary society. Research on the use of psychedelics has gained a foothold in major academic institutions such as Johns Hopkins University and Harvard University. Veterans are reporting healing from severe PTSD and other mental health disorders after using psychedelics. The socially constructed perception of psychedelics is in transition. Academics, especially theologians and ethicists, can shape the new perception of these substances. It is time for the Church to tune in and be a part of the conversation rather than merely condemning psychedelics.
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GAD-7 and PHQ-9 Description and Scoring
GAD-7 
Generalized Anxiety Disorder 7 (GAD-7) is a self-reported questionnaire for screening and severity measuring of generalized anxiety disorder (GAD).[footnoteRef:10] GAD-7 has seven items, which measure the severity of various signs of GAD according to reported response categories with assigned points (see below). Assessment is indicated by the total score, which made up by adding together the scores for the scale of all seven items.[footnoteRef:11] [10:  Spitzer, Robert L.; Kroenke, Kurt; Williams, Janet B.W.; Löwe, Bernd (22 May 2006). "A brief measure for assessing generalized anxiety disorder: The GAD-7". Archives of Internal Medicine. 166 (10): 1092–7. doi:10.1001/archinte.166.10.1092. PMID 16717171.]  [11:  Swinson, Richard P. (December 2006). "The GAD-7 scale was accurate for diagnosing generalized anxiety disorder". Evidence-Based Medicine. 11 (6): 184. doi:10.1136/ebm.11.6.184. PMID 17213178.] 

GAD-7 is a sensitive self-administrated test to assess generalized anxiety disorder,[footnoteRef:12] normally used in outpatient and primary care settings for referral to a psychiatrist pending outcome.[footnoteRef:13] However, it cannot be used as a replacement for clinical assessment and additional evaluation should be used to confirm a diagnosis of GAD. [12:  Kroenke, Kurt; Spintzer, Robert L.; Williams, Janet B.W.; Monahan, Patrick O.; Löwe, Bernd (6 March 2007). "Anxiety disorders in primary care: prevalence, impairment, comorbidity, and detection". Annals of Internal Medicine. 146 (5): 317–25. doi:10.7326/0003-4819-146-5-200703060-00004. PMID 17339617.]  [13:  Löwe, Bernd; Decker, Oliver; Müller, Stefanie; Brähler, Elmar; Schellberg, Dieter; Herzog, Wolfgang; Herzberg, Philipp Yorck (2008). "Validation and standardization of the Generalized Anxiety Disorder Screener (GAD-7) in the general population". Medical Care. 46 (3): 266–74. doi:10.1097/mlr.0b013e318160d093. PMID 18388841.] 

The scale uses a normative system of scoring with a question at the end qualitatively describing the severity of the patient's anxiety over the past 2 weeks.[footnoteRef:14] [14:  Ibid] 


GAD-7 scoring
The GAD-7 score is calculated by assigning scores of 0, 1, 2, and 3, to the response categories of 'not at all', 'several days', 'more than half the days', and 'nearly every day', respectively, and adding together the scores for the seven questions.
Scores of 5, 10, and 15 are taken as the cut-off points for mild, moderate, and severe anxiety, respectively. When used as a screening tool, further evaluation is recommended when the score is 10 or greater.

GAD-7 Anxiety Severity
Scores represent: 0-5 mild. 6-10 moderate. 11-15 moderately severe anxiety. 15-21 severe anxiety. 

PHQ-9
The PHQ-9 (DEP-9 in some sources[footnoteRef:15]) is a 9-question instrument given to patients in a primary care setting to screen for the presence and severity of depression. It is the 9-question depression scale from the Patient Health Questionnaire (PHQ). The results of the PHQ-9 may be used to make a depression diagnosis according to DSM-IV criteria and takes less than 3 minutes to complete. The total of all 9 responses from the PHQ-9 aims to predict the presence and severity of depression. Primary care providers frequently use the PHQ-9 to screen for depression in patients. [15:  Grassi, Luigi; Riba, Michelle (2012-05-18). Clinical Psycho-Oncology: An International Perspective. ISBN 9781119941095.
] 


PHQ-9 Scoring
It is not a screening tool for depression, but it is used to monitor the severity of depression and response to treatment. However, it can be used to make a tentative diagnosis of depression in at-risk populations - e.g., those with coronary heart disease or after stroke.

PHQ-9 Depression Severity
Scores represent: 0-5 mild. 6-10 moderate. 11-15 moderately severe anxiety. 15-21 moderately severe. 15-21 severe depression.
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The Revised Mystical Experience Questionnaire (MEQ-30)[footnoteRef:16] [16:  Barrett FS, Johnson MW, Griffiths RR. Validation of the revised Mystical Experience Questionnaire in experimental sessions with psilocybin. J Psychopharmacol. 2015 Nov;29(11):1182-90.] 

Instructions: Looking back on the entirety of your session, please rate the degree to which at any time during that session you experienced the following phenomena. Answer each question according to your feelings, thoughts, and experiences at the time of the session. In making each of your ratings, use the following scale:
0 – none; not at all
1 – so slight cannot decide
2 – slight
3 – moderate
4 – strong (equivalent in degree to any other strong experience)
5 – extreme (more than any other time in my life and stronger than 4)
______ 1. Loss of your usual sense of time.
______ 2. Experience of amazement.
______ 3. Sense that the experience cannot be described adequately in words.
______ 4. Gain of insightful knowledge experienced at an intuitive level.
______ 5. Feeling that you experienced eternity or infinity.
______ 6. Experience of oneness or unity with objects and/or persons perceived in your surroundings.
______ 7. Loss of your usual sense of space.
______ 8. Feelings of tenderness and gentleness.
______ 9. Certainty of encounter with ultimate reality (in the sense of being able to “know” and “see” what is really real at some point during your experience.
______ 10. Feeling that you could not do justice to your experience by describing it in words.
______ 11. Loss of usual awareness of where you were.
______ 12. Feelings of peace and tranquility.
______ 13. Sense of being “outside of” time, beyond past and future.
______ 14. Freedom from the limitations of your personal self and feeling a unity or bond with what was felt to be greater than your personal self.
______ 15. Sense of being at a spiritual height.
______ 16. Experience of pure being and pure awareness (beyond the world of sense impressions).
______ 17. Experience of ecstasy.
______ 18. Experience of the insight that “all is One”.
______ 19. Being in a realm with no space boundaries. 
______ 20. Experience of oneness in relation to an “inner world” within.
______ 21. Sense of reverence.
______ 22. Experience of timelessness.
______ 23. You are convinced now, as you look back on your experience, that in it you encountered ultimate reality (i.e., that you “knew” and “saw” what was really real).
______ 24. Feeling that you experienced something profoundly sacred and holy.
______ 25. Awareness of the life or living presence in all things.
______ 26. Experience of the fusion of your personal self into a larger whole.
______ 27. Sense of awe or awesomeness.
______ 28. Experience of unity with ultimate reality.
______ 29. Feeling that it would be difficult to communicate your own experience to others who have not had similar experiences.
______ 30. Feelings of joy.

Scoring Instructions for the MEQ30
Factor scores are computed by calculating the average response to the following items:
- Mystical: 				4, 5, 6, 9, 14, 15, 16, 18, 20, 21, 23, 24, 25, 26, 28
- Positive mood: 			2, 8, 12, 17, 27, 30
- Transcendence of time and space: 	1, 7, 11, 13, 19, 22
- Ineffability: 				3, 10, 29
The MEQ30-total score is computed by taking the average response to all items.
The MEQ30 is freely provided for non-commercial use.
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Ego-Dissolution Inventory (EDI)[footnoteRef:17] [17:  Nour, M. M., Evans, L., Nutt, D., & Carhart-Harris, R. L. (2016). Ego-dissolution and psychedelics: Validation of the Ego-Dissolution Inventory (EDI). Frontiers in Human Neuroscience, 10, 269. https://doi.org/10.3389/fnhum.2016.00269] 
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Psilocybin
Origin: Found in "magic mushrooms."
Effects: Induces mystical-type experiences that can shift perspectives.
Use: Effective in treating depression and anxiety, particularly in terminally ill patients; offers long-lasting psychological changes.

LSD (Lysergic Acid Diethylamide)
Origin: Synthetic compound.
Effects: Potent hallucinogen that alters perception, mood, and cognition.
Use: Research focuses on mood disorders and PTSD, known for enhancing cognitive flexibility.

Ayahuasca
Origin: Traditional Amazonian brew combining DMT and MAO inhibitors.
Effects: Longer lasting than DMT alone; induces spiritual and introspective experiences.
Use: Used in ceremonial settings for healing; shown to reduce depression and anxiety symptoms.

DMT (Dimethyltryptamine)
Origin: Naturally occurring in many plants and animals.
Effects: Intense and short-lived psychedelic experiences, often spiritual.
Use: Commonly consumed as Ayahuasca; studied for its rapid antidepressant effects.

Comparison
Commonalities: All induce altered states of consciousness and have potential therapeutic benefits for mental health disorders.
Differences: LSD is synthetic, while the others are derived from natural sources. DMT's effects are brief unless consumed as Ayahuasca, which prolongs the experience. Psilocybin offers a mystical experience distinct from the often-intense journey of Ayahuasca.

These psychedelics collectively provide varied therapeutic potentials depending on the desired outcome of the treatment.
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Completed EDI and MEQ-30 Instruments
Completed EDI
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Completed MEQ-30 – Page 1
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Completed MEQ-30 – Page 2
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Completed PHQ-9 and GAD-7 Instruments
[image: ]


[image: ]
image1.png
B Microdose [l Low Dose [l Medium Dose

)O SE | HighDose  VeryHigh Dose
A

100 Lo 250 milligrams
0.5 10 1.0 grams
2.0 10 3.0 grams

3.0 0 5.0 grams

v
Grealer than 5.0 grams

0.0 2.0 4.0 6.0 8.0

W\ < >
=
@ Dried Magic Mushroom GRAMS

Dosing Guide





image2.emf

image3.emf

image4.emf

image5.emf



	



Ego-Dissolution Inventory (EDI) 



Matthew M Nour, Lisa Evans, David Nutt, Robin L Carhart-Harris (2016), ‘Ego-Dissolution and 



Psychedelics: Validation of the Ego-Dissolution Inventory (EDI)’, Frontiers in Human Neuroscience  



 



Instructions: 



Please rate to what extent each of the following statements applies to the experience in question.  
 
Below each statement is a line with the endpoints “No, not more than usually” and “Yes, I 
experienced this completely/entirely.” The line is used to assess alterations from your normal 
state. Your normal state corresponds to a mark at the very left end of the scale, i.e. "No, not more than 
usually."  
 
Only rate at the extreme ends if this truly applies. 
 
 
 
EDI Items  (see next page for questions with VAS) 



1. I experienced a dissolution of my “self” or ego 



2. I felt at one with the universe 



3. I felt a sense of union with others 



4. I experienced a decrease in my sense of self-importance 



5. I experienced a disintegration of my “self” or ego 



6. I felt far less absorbed by my own issues and concerns 



7. I lost all sense of ego 



8. All notion of self and identity dissolved away  



 



Scoring 



Each item scored on a visual analogue scale (VAS) from 0 to 100 with the following statements at the 



lower and upper end, respectively: “No, not more than usually” and “Yes, I experienced this 



completely/entirely.” 



Total EDI score is the mean score of all 8 items (i.e. 0 = minimum to 100 = maximum).  



  











	



1. I experienced a dissolution of my “self” or ego 
 
No, not more Yes, entirely or 
than usually      completely 
 
 
2. I felt at one with the universe 
 
No, not more Yes, entirely or 
than usually      completely 
  
3. I felt a sense of union with others  
 
No, not more Yes, entirely or 
than usually      completely 
 
4. I experienced a decrease in my sense of self-importance 
 
No, not more Yes, entirely or 
than usually      completely 
 
5. I experienced a disintegration of my “self” or ego 
 
No, not more Yes, entirely or 
than usually      completely 
 
6. I felt far less absorbed by my own issues and concerns 
 
No, not more Yes, entirely or 
than usually      completely 
 
7. I lost all sense of ego 
 
No, not more Yes, entirely or 
than usually      completely 
 
8. All notion of self and identity dissolved away  
 
No, not more Yes, entirely or 
than usually      completely 
 
 










	

Ego-Dissolution Inventory (EDI) 

Matthew M Nour, Lisa Evans, David Nutt, Robin L Carhart-Harris (2016), ‘Ego-Dissolution and 

Psychedelics: Validation of the Ego-Dissolution Inventory (EDI)’, Frontiers in Human Neuroscience  

 

Instructions: 

Please rate to what extent each of the following statements applies to the experience in question.  

 

Below each statement is a line with the endpoints “No, not more than usually” and “Yes, I 

experienced this completely/entirely.” The line is used to assess alterations from your normal 

state. Your normal state corresponds to a mark at the very left end of the scale, i.e. "No, not more than 

usually."  

 

Only rate at the extreme ends if this truly applies. 

 

 

 

EDI Items  (see next page for questions with VAS) 

1. I experienced a dissolution of my “self” or ego 

2. I felt at one with the universe 

3. I felt a sense of union with others 

4. I experienced a decrease in my sense of self-importance 

5. I experienced a disintegration of my “self” or ego 

6. I felt far less absorbed by my own issues and concerns 

7. I lost all sense of ego 

8. All notion of self and identity dissolved away  

 

Scoring 

Each item scored on a visual analogue scale (VAS) from 0 to 100 with the following statements at the 

lower and upper end, respectively: “No, not more than usually” and “Yes, I experienced this 

completely/entirely.” 

Total EDI score is the mean score of all 8 items (i.e. 0 = minimum to 100 = maximum).  
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1. I experienced a dissolution of my “self” or ego 
 
No, not more Yes, entirely or 
than usually      completely 
 
 
2. I felt at one with the universe 
 
No, not more Yes, entirely or 
than usually      completely 
  
3. I felt a sense of union with others  
 
No, not more Yes, entirely or 
than usually      completely 
 
4. I experienced a decrease in my sense of self-importance 
 
No, not more Yes, entirely or 
than usually      completely 
 
5. I experienced a disintegration of my “self” or ego 
 
No, not more Yes, entirely or 
than usually      completely 
 
6. I felt far less absorbed by my own issues and concerns 
 
No, not more Yes, entirely or 
than usually      completely 
 
7. I lost all sense of ego 
 
No, not more Yes, entirely or 
than usually      completely 
 
8. All notion of self and identity dissolved away  
 
No, not more Yes, entirely or 
than usually      completely 
 
 










	

1. I experienced a dissolution of my “self” or ego 

 

No, not more  Yes, entirely or 

than usually       completely 

 

 

2. I felt at one with the universe 

 

No, not more  Yes, entirely or 

than usually       completely 

  

3. I felt a sense of union with others  

 

No, not more  Yes, entirely or 

than usually       completely 

 

4. I experienced a decrease in my sense of self-importance 

 

No, not more  Yes, entirely or 

than usually       completely 

 

5. I experienced a disintegration of my “self” or ego 

 

No, not more  Yes, entirely or 

than usually       completely 

 

6. I felt far less absorbed by my own issues and concerns 

 

No, not more  Yes, entirely or 

than usually       completely 

 

7. I lost all sense of ego 

 

No, not more  Yes, entirely or 

than usually       completely 

 

8. All notion of self and identity dissolved away  

 

No, not more  Yes, entirely or 

than usually       completely 
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