




For Mom and Dad



Introduction

WHY a BOOK for Women?
You are the medicine.

—María Sabina Magdalena García

Fun fact: women report more frequent use of some psychedelics
than men.

A not-so-fun fact: in the Global Drug Survey 2020,1 women cite
depression, anxiety, relationship issues, trauma, and post-traumatic
stress disorder (PTSD) as their main reasons for using
psychedelics. Additional reasons include other mental health
disorders, grief, distress over medical conditions, and chronic-pain.
The truth is that more women report self-treating with some
psychedelics than men.

None of this surprises me.

People assigned female at birth are two to three times more likely to
develop PTSD than those assigned male at birth.2 And most
chronic-pain conditions are more prevalent in people assigned
female at birth.3 Yet healthcare providers, and people in general,
are more likely to take women’s pain less seriously than the pain of
men.4 For decades, medical science has either underrepresented
women or left us out entirely in studies.5 Women were even
excluded from early-stage clinical trials—for the most part—until the
1990s.6 Yes, the 1990s, people! Research on conditions that either
disproportionally affect those assigned female at birth or that solely
affect them is also woefully underfunded.7 Plus, research on
women’s health often takes what’s been referred to as a “bikini



approach.”8 When research does focus on us, it tends to home in
on reproductive health, ignoring other aspects.9

I’ve had firsthand experience with a chronic-pain condition that
desperately needs more research. This condition impacts 10
percent of people of reproductive age who were assigned female at
birth,10 does not have a cure—or adequate treatments—and takes
10 years on average to receive a diagnosis.11

In the early aughts, I was diagnosed with endometriosis. I also have
chronic migraine. Nothing—aside from a hysterectomy in 2016—
has brought me more enduring relief for both conditions than
edibles. Specifically, I ingest small quantities of delta-9-
tetrahydrocannabinol (THC), the most well-known psychoactive
cannabinoid in cannabis, often called marijuana (when the plant has
high enough concentrations of THC). It took me nearly 20 years to
not only figure out that THC helped me but to also glean regular
access to it.

Lest you think I don’t know my plant-based substances, not
everyone considers cannabis to be a classic psychedelic—but
many do, and it can have some psychedelic effects,12 especially at
high doses. Regardless of what drug camp you put marijuana in,
the cannabis landscape offers us a look at how drugs that were
once considered to be mainly recreational (not to mention illegal)
can eventually be considered therapeutic and legal—at least in
some places. If you’ve been paying attention to the landscape of
psychedelics, you’re likely aware that they’re undergoing a research
renaissance right now, especially as potential therapy (with some
caveats) for mental health issues, substance use disorders, trauma,
and even chronic-pain.13

In writing this book, I’m not suggesting that everyone who has a
physical or mental health condition run out and start using
psilocybin, better known as “magic mushrooms.” That would be
irresponsible of me.

And I’m not that kind of girl.



I am the type of girl who does her research—like a lot of it. I’m a
medical journalist and fact-checker, and I’ve researched psilocybin
at length, specifically how psilocybin affects and may help women
or people assigned female at birth, whether therapeutically,
spiritually, or recreationally. You’ll find a synthesis of that research
—along with personal stories, including my own—in these pages.

A shroom of one’s own
That subheading is courtesy of a friend who has been entertaining
me with alternative titles for this book. When I’ve told people I’m
writing a book about psilocybin, some have asked, “Why is it for
women?”

Preliminary research suggests that magic mushrooms may affect
people assigned female at birth differently than those assigned
male at birth.14 Plus, a host of health conditions impact people
assigned female at birth disproportionately, differently, or solely.
And we deserve a book that addresses what role, if any, psilocybin
therapy may be able to play.

I’m not the type of girl to exclude anyone. While this book has
content specific to those assigned female at birth, it’s also a
resource for everyone. Often the language reporting data in medical
studies is binary, using terms like men, women, male, and female. I
can’t change the way medical studies report on data. However, I
recognize that gender isn’t a binary construct. I’m opting to use
inclusive language as much as possible. For example, you’ll see
breastfeeding and chestfeeding used together. You’ll also see
places where I’m leaning into my personal feminine identity as I
write this book. These language strategies are an imperfect
solution. Just as we need more research for conditions that affect
people assigned female at birth, we also need more data specific to
people who are nonbinary.

My intent is to guide you through the growing body of research
regarding psilocybin’s potential and provide you the safety details
and considerations should you choose to use magic mushrooms.



I’m doing all of this in a decidedly bro-free format. No mushroom
mansplaining here. That may sound snarky. And it is. The
mushroom is the true teacher here, anyway. However, the
psychedelics space does have a history of excluding women,
discounting their scientific and other contributions, and silencing
their voices.15 So I’ve opted to elevate the voices and work of
female and nonbinary clinicians, scientists, healers, and
psychonauts in this book. Plus, mansplaining is a thing. And it’s an
annoying thing at that. Case in point: When I first told a much-
beloved guy friend over text I was writing about psilocybin, he was
thrilled. But he also took a moment to inform me that the mushroom
emoji I had sent in celebration was not, in fact, psilocybin. (Bruh, I
love you, but it was the only mushroom emoji on my phone!)

In this book, I’ve also included content about sexual health and
psilocybin. (You’ll find that in Chapter Six.) This topic is of particular
importance, since women are disproportionately affected by sexual
dysfunction.16 Anecdotal evidence shows that psychedelics may
have sex-life enhancing effects.17 Any convo about sex and drugs,
however, also requires robust content about consent, especially
when we consider that the psychedelics industry has an abuse-of-
power problem.18

Us gals are busy AF.

In between deadlines and tasks, I’ve at times asked myself, Do I
have time to pee? That’s why I’ve written this book in such a way as
to provide you the information you want for your situation right now,
whether you’re a psychedelic newbie or seasoned psilonaut. In
Chapter Two, for example, you’ll find frequently asked questions
coupled with quick-hit answers, plus recommendations for further
reading within the book. At any time, you can also peruse the
“choose your own adventure”–style table of contents to access the
info you need. Chapter Eight is all about parenting and psilocybin,
for example. Once at your chapter destination, you’ll be able to
choose your next info adventure by following the prompts—whether
you need a microdose of content or a full-on topical deep dive.

As women, we’re busy because we perform some of the most
crucial roles in society. When compared to men, women do



disproportionately more of the unpaid work of general life.19 Yep,
that’s not true in every situation. Many men out there do their fair
share of unpaid domestic and emotional labor, as well. But, hey, I’m
trying to draw a cool parallel between women and fungi. So just go
with it (and don’t increase my emotional labor by sending me hate
DMs, please). Women tend to be some of society’s biggest doers,
nurturers, and connectors. And fungi perform these same roles for
nature, specifically for plant and soil ecosystems.

An estimated 5.1 million species of fungi exist, and many are crucial
for the survival of up to 80 percent of plant species.20 Fungi grow
filaments of hyphae that form mycelium, ultimately connecting
plants to each other in the soil. A whole forest, for example, is
connected by a mycorrhizal network, or what’s been dubbed the
“wood wide web.” Writing her doctoral thesis at the time, Suzanne
Simard, PhD, now a professor of forest psychology, discovered the
network in 1997.21 Go, Dr. Simard! Why the wood wide web? Fungi
exchange nutrients with soil and plants and even transfer nutrients
from plant to plant, sending resources where they’re needed most.
If one area of the forest has struggling trees, for example, those
trees can get a nutrient infusion from another section, all via this
natural nexus—thanks to fungi, which also benefit from the
community and collaboration.22 When I think about magic
mushrooms and the way they can sometimes make us feel more
connected to each other and nature at large, my mind is officially
blown.

Just to recap though: Women are super busy doing unpaid labor in
addition to all their paid labor. Meanwhile, they’re disproportionately
affected by chronic-pain conditions and certain types of trauma. Yet
society and the medical establishment have a history of ignoring
women’s health. Wow. Maybe fungi—nature’s nurturers—can help
us gals out.

Notes on legal status, stigma,
and hopes for the future



In the mid-’90s, as a teen, I was driving my hot, hot Chevy Celebrity
when one of my passengers yelled, “We gotta go back!” His dose of
lysergic acid diethylamide (LSD)—or it might have been the whole
blotter paper (the details are hazy)—had gone out the window. (In
case you are wondering, we did not find his acid. But he had more.)
This experience was my first encounter with psychedelics. But I did
not partake. I didn’t partake when some of my friends drank
mushroom tea, and I didn’t partake when they smoked weed either.

I was kind of the mother hen of the group, keeping a watchful eye
over everyone else. (I was a trip sitter before I knew the term.) Plus,
I lived in rural North Dakota and always had to drive a good
distance to get home. Remaining sober just seemed like the best
plan for me and certainly anyone else on the road. I also wasn’t
comfortable being in such an altered state of mind. What if I had a
bad experience? Back then, I didn’t have the information to help me
navigate any potential hurdles I might encounter while getting high
or tripping. A book like this wasn’t available to me at my local
library. And internet research in 1995 wasn’t quite what it is today.

Back in the ’90s, cannabis and psychedelics were highly illegal all
over the United States. In the previous decade, the Reagan
administration had expanded the Nixon administration’s war on
drugs,23 fueling a hysteria about rampant substance abuse, which
didn’t really exist. The situation was akin to the satanic panic,24 the
conspiracy theory in the 1980s that devil worshipping was also
pervasive. (Dang, people were paranoid in the latter part of the
twentieth century, eh?) The pandemonium about out-of-control drug
use further fueled stigma about illicit substances, including cannabis
and psychedelics. I bring this up because the government’s vilifying
and mainstream society’s stigmatization of these substances (and
others) have done a disservice to people. I’d be remiss not to
mention the devastating consequences incarceration for drug
offenses—for substances that now have scientific evidence of being
therapeutic—have had (and are still having) on people of color.25 I’d
also be remiss not to mention that 80 percent of the legalized
cannabis market, which is projected to top $100 billion globally by
the next decade,26 is controlled by white business owners.27 We’re
seeing a similar whitewashing occur with psychedelics: it’s a



concern regarding medical studies,28 and it’s a concern in the
marketplace.29

The war on drugs also caused research on both cannabis and
psychedelics to stall out for years, delaying some of the exciting
things scientists are in the process of studying and have recently
uncovered. For example, now that psychedelics are being studied
for substance use disorder,30 I can’t help but wonder if widely
available psilocybin therapy for addiction could have staunched
some of the opioid epidemic that so many of us, including myself,
have lost loved ones to. I have more what-ifs. But we can’t go back
and undo the harm that’s been done. We can only go forward and
replace disinformation with facts. We can work to eradicate stigma
and advocate for decriminalization. (More on this in Chapters Eight
and Ten.)

I don’t regret my decision to abstain from cannabis and
psychedelics back then, because ultimately, I did have a bad
experience in the mid-aughts. I was suffering from chronic-pain from
endometriosis. (Dear reader, if you deal with this, I’m sorry.) I had a
prescription for opioids from a pain clinic at the time. But the pills
made me too queasy and fuzzy to concentrate at work, so I
generally took the medication only in the most desperate of
situations. Looking back now, I’m thankful for my weak stomach. I
easily could have become another victim of the opioid epidemic,
which was really ramping up at the time.31 (Prescription opioids do
have an important role in pain management, but the way my pain
doctor doled them out was questionable.)

I needed a more viable and regular solution. A friend suggested I try
marijuana. I have severe asthma, however, and had never smoked
anything in my life. (I know—what a square!) When I took a hit from
a bowl (a small pipe), it burned my lungs and caused a
bronchospasm, also known as an asthma attack. I grabbed my
albuterol inhaler, took a puff, and held it in. What happened next
was terrifying. For anyone not overly familiar with cannabis, please
keep in mind that THC (the legit stuff, not the synthetic kind) is one
of the least toxic of recreational drugs.32 I just wanted to provide
that note so as not to spread irrational fears. The albuterol dilated
my airways and likely gave me a bigger hit than I bargained for. I



experienced brief myoclonic (involuntary) jerking and longer-lasting
intense anxiety. The experience, although ultimately benign, was
something I never wanted to repeat.

Why am I sharing the story of what amounted to a pot freak-out in
what’s supposed to be a book about magical fungi? Again, the
trajectory of the cannabis landscape gives us a glimpse at what the
future might hold for psychedelics. I didn’t try THC again for another
decade, with much better success in edible form. What I’ve found is
that I like to microdose. Microdosing is exactly what it sounds like,
taking a small dose, usually regularly or semi-regularly. Microdosing
THC helps me sleep better (I’ve always had insomnia), seems to
help prevent my migraine attacks and lessen their severity, and
provides me with relief from endometriosis pain. (These are simply
my personal experiences; they may be different for you.)

Perfectly portioned THC gummies are obviously now available at
dispensaries in US states (and elsewhere globally) that have
legalized marijuana for medicinal purposes, recreational purposes,
or both. I can even seek out and access, for most products, the
certificate of analysis from an independent lab and see what’s in it,
including the percentage of each major cannabinoid, such as THC. I
can take the exact amount of THC I want and dose up from there if
I’m looking for an additional effect. Plus, I don’t have to smoke or
make my own weed brownies, trying to figure out portions. And I
don’t have to have a dealer—except my husband who goes to the
dispensary for me when I’m too busy. Did I mention women are
busy?

I know what you’re thinking: Enough with the weed talk, lady! I
came here to read about shrooms.

I’m hoping we get to a similar level with psychedelics—where they,
too, can feel like less of an unknown to people. It took me decades
of suffering with endometriosis and chronic migraine, tens of
thousands of dollars in medical bills, countless missed days of work,
and countless missed times out with friends or family to finally arrive
at a solution that brings me relief. I’m not saying all my issues would
have been alleviated if I’d had better access to THC earlier. But I do
think my chronic-pain trajectory would have been different. The
legal status, the stigma, and more were all barriers to THC for me. I



was also concerned my doctors wouldn’t prescribe needed
medications if they detected marijuana in my system on urinalysis,
whether at the clinic or the emergency room (where I landed often).
This fear was not unwarranted, considering the Centers for Disease
Control and Prevention (CDC) only changed guideline
recommendations on testing patients for marijuana in 2016.33 But
this all relates to stigma.

Many people out there are likely grappling with similar concerns
about magic mushrooms. I don’t mean regarding testing. (See
Chapter Two for info about that.) But the point remains. Magic
mushrooms aren’t decriminalized or legalized everywhere, and
stigma is still a barrier. Legal concerns and stigma likely prevent
people who could potentially benefit from psilocybin from accessing
or using it.

Psilocybin is in the middle of a research renaissance right now.
Scientific evidence on therapeutic use is expanding all the time, but
it still has a long way to go. I don’t want to erroneously position
psilocybin as a miracle cure for every ailment under the sun. That it
is not. Neither is cannabis. I also don’t want to over-Westernize or
overmedicalize what’s considered a sacred substance.

Indigenous people have used psilocybin in ceremonies, rituals, and
celebrations for thousands of years. As scientific research moves
forward, we don’t want to leave out Indigenous wisdom, which also
provides valuable insight. (See Chapter Eleven.) Plus, Indigenous
wisdom introduced us to psilocybin in the first place. (You can read
about that introduction in Chapter Twelve, though it’s not a pretty
story, because it’s about colonialism.) We also don’t want to
discount the mystical aspect of magic mushrooms. They are pretty
magical!

I’m here to provide you with the latest research. And I’m
incorporating knowledge from the experts studying and
administering psilocybin in clinical trials, mental health professionals
with expertise in psilocybin-assisted therapy, researchers who focus
on harm reduction, healers employing Indigenous wisdom, women
who are currently using or have used shrooms for all sorts of
reasons, and more.



I hope the information in these pages empowers you to make the
best decisions for yourself and your own situation.





“I’m going to a cabin in the woods to do drugs with two people I’ve
never met. And I’ve sent them a bunch of money.”

Yep, when I say it out loud to friends or family, I hear how it sounds
—like I’ve thrown caution into a tornado or that I’m attempting to live
out a horror movie plot.

I pack my bag.

Bye forever
When I’m close to my destination, I pull over to text my husband,
Jereme. I tell him I’ve made it and that I am about to drive up the
mountain to the house.

He writes back, “Bye forever.”

I shake my head and laugh. Then I put the SUV in drive and wind
up a narrow, rutted road.

Jereme’s only kidding; he knows I’ve done my research. But his
message is symbolic. Perhaps he really is saying bye to what will
eventually be the former me, someone who won’t come back down
this mountain.

I meet Gabriel Castillo and Bridgette Rivera at the remote cabin
perched above the treetops. After giving me a few moments to
shake off the drive, take in the view, and gulp the fresh air, Rivera
“smudges me” by burning dried sage, a symbolic gesture to cleanse
me of negative thoughts. She runs the smoke along my whole body,
doing the soles of my feet one at a time, requiring an unexpected
test of my balance, which feels off at such great heights. I pitch
forward and grab the deck railing. When I laugh at myself, Rivera
doesn’t leave me hanging. She chuckles with me.

I instantly like her.



Let the ceremony begin
Castillo’s guided meditation gives thanks to the east, south, west,
and north, as well as the earth below that holds us and whatever
may be above. I marvel at his words, considering that I’m about to
embark on some serious navigation in my mind.

He invites me to take the medicine. I start with 1 gram of psilocybin
that Castillo has ground into a powder and placed in a capsule. The
strain is Cambodian, named for where it was found. It’s known for
its therapeutic journey, he tells me.

I lie beneath a weighted blanket on a cushioned floor mat and pull
on an eye mask that obliterates all light. Castillo speaks a
meditation into a microphone, his voice soothing but disembodied.
On either side of me, both Castillo and Rivera play quartz singing
bowls, bathing me in sound. Time passes, but I’m unaware of how
much. I simply ease into a meditation. Eventually, Castillo invites
me to ingest more medicine, so I sit up, grab the pill bottle he’s
placed beside my mat, and swallow another gram.

The whole experience is, at first, much like an amazing, meditative
savasana, or corpse pose in yoga, traditionally included as a wind-
down at the end of a session. But soon I enter something much
deeper.

I am connected by threads of light to all the people I hold dear,
located in different places. I visualize my friends and family as
points on a map. My love for them flows along the threads to the
points, and their love for me courses back. I think of fungi’s wood
wide web—that underground network that sends nourishment to
plants in need in an ecosystem—and I’m in awe. Just imagine being
able to feel the love, and everyone who loves you, as if all that love
were surging on an electric circuit.

What a gift.

Their collective tenderness swaddles and cradles me. I’m safe
inside it and allow my mind to take me places I have previously
been afraid to go.



The mushroom acts as the Kool-Aid Man, crashing through walls
I’ve carefully constructed to protect me. A loved one has wounded
me repeatedly in recent years. And, if I’m being honest, the harm
goes back much further. Time and distance have allowed a scarring
over. But scarring leaves tougher skin to prevent future hurt. I’ve got
a well of unconditional love for this person, one I keep covered. You
do not leave such wells open—lest you fall in.

Now, in my mushroom meditation, I readily access my love,
compassion, and empathy for them. I explore cherished, but
bittersweet, memories of us. We’re fishing. We’re floating down the
river. We’re making up a secret wave for farmers we pass on the
road.

Hurt cannot steal who I am or my love for this person or these
memories. These things are mine. No one, no matter how much
they gaslight me, can take them from me.

My eyes leak behind the mask. But here’s the thing: I am not sad.

Castillo invites me to take more medicine. I like where I’m at and
abstain. I still have another day to go deeper if I choose. And I will.

The mushroom crashes through another wall in my mind.

I access a memory of Fiver, our schipperke dog who passed away a
year ago at age 11. We’re running on a grassy back trail that’s
glittery with sunlight sneaking through the tree canopy. The memory
becomes tangible, with the tug of his leash pulling me down his
choice of snaking path. The moment is from the last time we were
able to run together—just before he was diagnosed with congestive
heart failure from a congenital valve defect. Jereme and I spent the
next two years pouring all our energy into caring for Fiver, knowing
the day would come when we’d have to let him go. But how do you
let go of your living, breathing, panting, licking-your-face security
blanket?

The mushroom takes me to the vet clinic. I do not fight it. I am
holding Fiver for the last time. I kiss his forehead and inhale his
scent to the bottom of my lungs, where it will imprint on my alveoli,
where it will then flow into my heart to be pumped to my every cell.



With him in my lap, I curl my body over his fluffy frame. He takes his
last breath.

More tears wet the eye mask. But I am not sad. Fiver and I are
together, and that will never change.

I’ve lost two friends recently and unexpectedly, one to an opioid
overdose and one to natural causes when he collapsed on a street
in New Orleans. I’d met both men in my twenties, and they became
stalwart forces in my life. The losses of these beautiful humans
have left me feeling as if a part of the past has also perished or
been chopped off from my existence. In grieving them, I’ve also
grieved the loss of the magical time when they first entered and
became such a big part of my universe. When you lose pivotal
people, you grieve them, of course. But you either knowingly or
subconsciously also grieve a part of yourself because you are
losing someone who witnessed different snapshots—iterations—of
you. That time is still there, the mushroom shows me. It’s still a part
of me, and the me who lived that time is also still me. Ultimately,
these men are with me and always will be. I am no longer severed
from the past but threaded tightly to it.

Eventually, Castillo’s gentle voice pulls me back into the room.
Through guided meditation, he reacquaints me with my body and
the space around me. I wiggle my fingers and toes, then my limbs.
I’ve been so deep in my mind that it takes me a moment to adjust. I
ask him how much time has passed. “Three hours,” he says. My
mouth drops open.

I grab my journal and scribble furiously. Castillo prepares dinner in
the kitchen, giving me time to engage with my thoughts but making
his presence known so that I feel safe if any heaviness crops up.

At dinner, I nibble at my food, even though the pesto pasta
Castillo’s prepared is delicious. My body is filled with warmth and
love; I need no sustenance. But I’ll be real: doing mushrooms can
also temporarily kill your appetite. As we eat, Castillo and Rivera
invite me to share about my experience. They are strangers, but
somehow that fact makes it easier for me to tell them everything. I
talk mostly about the one who has hurt me.



Before leaving for this trip—oh the pun!—I texted a friend who has
experience with mushrooms. “I’m worried my trip will be all about”

He wrote back immediately. “If it is, it will likely be healing.” So far,
he’s correct.

That night, my brain is busy, but it doesn’t spin like it often does
before bed. It’s busy exploring the opened spaces inside it. No
longer is it a labyrinth with potential dead ends, scary dark corners,
or covered wells. Instead, I can see where I am—as if on a
windswept prairie in my home state, no skyscrapers blocking the
view. I’m safe where I go.

I think about the one who has hurt me repeatedly and how that’s
impacted my life over the decades. I am being cryptic about who
this person is; that is for their privacy. But this relationship
represents such a core wound for me—one that has harmed me far
more than I’ve ever realized or been willing to let myself understand
before this moment.

I’ve kept others—but not all—at arm’s length. I make new friends
easily, and I love them without reserve. Even though I trust my
friends, I don’t always truly trust the friendship; I’m secretly waiting
for the stick of dynamite to blow up the foundation.

I’m not proud of the way I’ve let someone have so much power over
me. But in this afterglow of the mushroom, I do not judge myself as I
normally would. I recognize that the dynamics were put in place
when I was a kid. I have empathy for the young girl I was. I am still
her. I am proud of myself for showing her compassion and helping
her grow instead of remaining stuck. I see a path forward toward
healing and potential change. I can continue to love—from afar—
this person who has hurt me, while protecting myself from further
harm. Why do I love this person unconditionally? I’ve asked myself
that question before. And a wise person once told me: “Because
that’s the definition of love—to love unconditionally.” But also I know
that the actions of the person who has hurt me are not born out of
malice.

I lie awake for what seems like hours, exploring the reaches of my
mind’s expanse. Out my room’s window, a lightning storm flickers,



and I watch in awe until finally my brain is ready to rest.

The gauntlet
The next morning, Castillo prepares a breakfast spread. We eat,
drink tea, and marvel at the view, our mountain peak appearing as if
an island amid a sea of rolling fog. After breakfast, while we digest
our food, Castillo leads us in another meditation, and we set our
intentions for a new day with the mushroom and mind exploration.
I’m ready when he invites me to ingest another gram of the
Cambodian strain.

Rivera leads me in a restorative yoga session on the cabin’s upper
deck. We match each other with our inhales and exhales, relishing
the scent of woodsmoke wafting up from the fire Castillo is building
in a cauldron on the earth below us. My muscles loosen around my
joints, and I feel a sense of readiness for what the day might bring.

We eventually find Castillo inside, brewing mushroom tea. He
shows me his bag of B+ strain on the counter. Ensconced in plastic,
the mushrooms are pristine. He hands both Rivera and me a mug,
and we take our tea outside to the fire bowl.

While Castillo is my guide, Rivera is my trip sitter on this journey, a
person who keeps an eye on you while you’re tripping and helps
ensure your safety and well-being. When I first contacted Castillo
after finding his business Finally Detached online, we had an initial
phone consultation followed by a video chat. I also filled out three
forms he sent me. They inquired about my medical history and
current medications, my mental state, my intentions for a psilocybin
journey, and my history of trauma. Through these forms and various
conversations, Castillo gleaned that I would be doing this trip alone,
meaning without friends or my husband, and that—under the
circumstances and my past experiences—I would feel safest with a
female trip sitter present.

As my time with Rivera grows, so does the connection I feel with
her, something that was instant upon us meeting. So I’m thrilled
when she agrees to partake in the mushroom tea along with me.



She’s experienced with psilocybin, having done an 8-gram trip
before, among others. (You can read her personal story with
psilocybin in Chapter Four.) Having her by my side in this
experience makes me feel like I have a sister taking me under her
wing. And I’m completely at ease with Castillo by this point, as if he
is somehow an old friend.

As a side note, I want to share why I chose these two lovely people
—formerly strangers—to guide me through this new experience. I
was researching options for a psilocybin retreat and came across
Finally Detached. Castillo’s program checked all my boxes. I could
get to the location easily. He would provide the mushrooms. (FYI,
this isn’t always the case.) Castillo wasn’t charging me extra for
having a female present. Castillo’s intake forms were extensive and
put me at ease that he knew what he was doing and cared about
my well-being. He provided me with several points of
communication (phone calls and video chats) before the retreat. He
also provided me with educational information to help me prepare.
Plus, I had the option to be the only participant. The last point was
important to me because other people’s trip experiences—including
the traumas they’re processing—can impact your own. I knew I
didn’t want to participate in a large group setting, at least not for my
first experience.

Castillo tosses bits of dried sage into the flames, then hands each
of us pieces to toss in, as well. We again think of our intentions.
When I let go of my piece, I visualize a sense of surrender to the
experience, casting off any remaining doubt or fear. I’m ready for
what the mushroom has to offer me today, whatever that may be. I
inhale the burning sage, which again calls to mind the open range
of my home state.

Rivera and I chat, cradled in our Adirondack chairs. We talk about
our families of origin, a casual give-and-take of a conversation.
When she next says something, I ask her if she can read my mind; I
was just thinking the same thing. We laugh. Our talk tapers off, and
we’re both enjoying the view and the vibe. Castillo, who has been
chilling in a hammock nearby, collects our empty mugs. “Do you
want more?” he asks. We both say yes.

The sky releases an intermittent sprinkle. I tilt my head and relish



the sensation of water hitting my face and becoming a part of me.

Have I ever felt anything so glorious?

I marvel at the texture of the moss on the tree in front of me and
then on a rock near the firepit. It’s such a green-green. And I am
here in this moment to see it. I am euphoric. The mushroom has
clearly taken effect.

“I give B+ an A+,” I say.

Rivera laughs.

I move to the lower deck of the cabin and sit cross-legged, looking
out at the mountains. They have a texture I’ve never noticed.

How cliché, I think. Girl takes mushrooms and sees trees dance.

But it’s not a judgment. Then I’m crying. I am overwhelmed with
gratitude for the people in my orbit—my parents, my friends,
Jereme, everyone, even the person who has hurt me. I have
gratitude for my life, my experiences. For Fiver.

Again, I am tightly connected to the past. I’m not necessarily visiting
specific memories; it’s more that I can feel the past. I can feel all
that my 16-year relationship with Jereme is, from the moment of
meeting him to now—not as a timeline, but rather as one complete
essence that is still becoming all that it will be.

After leaving me alone with my euphoric tears for a bit, Rivera and
Castillo invite me upstairs for lunch. I sit with Rivera facing out at
the mountains. We get to know each other even more, and we
marvel at the idea that the world is going on as usual while we’re
having this spectacular moment. Just as Castillo is about to join us,
the wind picks up and the sky darkens and spits. We grab the
dishes and food and dash inside, laughing. Castillo puts on a trippy
video with a soundtrack to match.

Then things get weird.



The stool by the kitchen counter moves. The rocks on the fireplace
pulsate. I look to my left. The couch exhales.

Can couches breathe?

I’m instantly anxious, but not because of the inanimate objects that
have come to life. I’m entering a dark corner of my mind, one I’ve
clearly been avoiding. The mushroom is taking me there, ready or
not.

I am not surprised. It’s a corner I hoped—albeit warily—to get into
when I set my intentions for this trip. But now I want to hit
“unsubscribe.”

You cannot stop the ride on mushrooms though. Fight-or-flight
mode kicks in, but I have nowhere to run. I’m tempted to flee to my
cabin room and hide or find my phone and text Sara, a dear friend.
Instead, I stay put on the breathing sectional. I channel Sara
somehow, and she is in my mind with me, reaching out a figurative
hand to guide me through this dark place.

“You are stronger than you think,” I remember her telling me when
my mom was diagnosed with cancer and I didn’t know if I could face
it all, even though I had to. I believed her then—because Sara had
lost her dad and had been forced to realize her own strength. And I
believe those words now. I surrender to the mushroom and let it pull
me where it wants me to go.

In conversations with friends recently, I’ve brought up what I call
“the gauntlet.” This is the term I use for long stretches in life that are
highly difficult and don’t seem to have an end. We all must walk
through them from time to time. For example, my dear friend
McFeeny and his wife—parents of three young kids—are battling a
long slog with her breast cancer diagnosis and ongoing treatment.
Meanwhile, as a pulmonologist, he’s just spent the entire pandemic
treating the direst of patients. He lost his mom during the pandemic,
as well. And my friend who recently collapsed in New Orleans was
one of McFeeny’s closest comrades. McFeeny is going through a
major gauntlet for sure.



I face a gauntlet in the ensuing years. I don’t know when it will
come, but I know it’s somewhere down the road. Like everyone
eventually does, I will lose both of my parents. My mom, my
absolute best friend, is now 80, and my dad is just a few years
younger. The idea of losing them is hard to bear; it fills me with
anxiety and makes my heart pound. It’s a gauntlet that looms before
me as this dark place with no light on the other side. I just picture
deep, unending grief from one loss to the next and beyond. I also
fear the behavior of the one who has hurt me. Will they inflict more
pain on me at a time when I absolutely won’t be able to take any
more?

Now, the mushroom implores me to consider this feared gauntlet, to
think about it, and to not look away. I obey.

The tears come.

Rivera and Castillo are nearby, quietly finishing their lunch. They do
not rescue me from this dark place I’ve gone into. But I know they
are there. I steal glances back at them to be sure.

My thoughts come fast then, showing me the difficult times or
obstacles I’ve previously made it through—countless
hospitalizations as a child and an adult, multiple endometriosis
surgeries and eventually a hysterectomy, an ear surgery (to help
with a hearing impairment) that left me bedridden with vertigo for
weeks, a blood clot in my arm, my mom’s back-to-back cancer
diagnoses and treatments spanning two years, the untimely death
of dear friends, the loss of Fiver, and a trauma I cannot bring myself
to write about. These situations tick through my mind like a
slideshow, but always I see the me who made it through every
single one.

I sense the strength that Sara tells me I have. But I also sense her
with me. A part of what helps me get through things is that I am not
alone. I have people in my corner to lean on—people who have
kindly been a balm for the pain of my core wound, people who have
set me straight when a certain someone has gaslit me into caverns
of self-doubt.



“The rain has stopped,” Castillo tells me. “You can go back outside
now.”

I still need a few minutes and remain sitting there. Then finally,
almost as if I’ve slipped into a hot bath, peace and relief flood my
limbs. I untangle them from the sofa, which, thankfully, has stopped
breathing. Just like that, I’m on a brighter side of my trip gauntlet.
The literal and figurative storms have passed.

Castillo and Rivera head outside to revive our cauldron fire, leaving
me to collect myself and join them when I’m ready. I find my phone
in my room. Though the screen looks otherworldly to my tripping
eyes and I can barely compose a text, I quickly message Sara—
ever my beacon of light: “I love you, babe! Just had to say it.”

Outside, Castillo asks me how I’m feeling. He’s opening the door for
an immediate integration session, a chance for me to talk through
and process what I just experienced and to help me solidify my
insights.

My thoughts come falling out of my mouth so fast that I am not sure
I’m even making sense. I apologize for spewing words, but this is
why I’m here. It’s why they’re here: to listen. I slow down. I tell them
about my feared gauntlet and the trip gauntlet I just went through. I
describe the anxiety. “It’s the same feeling I’ve had in the last six
miles of running a marathon,” I say. This is when I doubt my
capability to make it and I want to quit or ask someone else to step
in. But no one else can do the work for me. (Not even superwoman
Sara!) I’ve just got to put my head down and get through it, one
stride at a time.

I see clearly now that I can get through life’s gauntlets, too, even the
one I fear the most. I will be okay. I have the tools. I’ve always had
them. But I also have people in my life to support me. When my
mom was going through chemo, my husband’s friend, Josh, a guy
who has become the brother I never had, took me aside. He’d lost
both of his parents when he was in his twenties. He told me he
could see the difficulty of the situation for me, and even though he’d
been through something similar and that he’s there for me, he said,
“No one is living it exactly like you are right now.” His words were a
comfort because he saw me in that moment, and sometimes that’s



all you need for a strength boost. Even though I must walk—or run
—through my own gauntlets, friends will be there to guide me the
whole way while I do the hard work I’ve always done of getting
myself through whatever it is. Lastly, I have no control over the one
who has hurt me, but I do have control over how much power I give
them. I can choose to give them none. I can choose to lean on the
people who love me instead.

After I’m done speaking, Rivera tells me she fears losing her
parents, too; it’s a natural anxiety that’s hard for her to see beyond.
And Castillo tells us something so profound about death that I will
never forget it. “When someone dies, you are no longer separate.
That is when they become you.”

I think of little Fiver and feel him in every cell.

After our talk, Castillo suggests a walk. So we hike to the bottom of
the mountain and back up again, stopping to marvel at fungi along
the way. We huff and sweat on our ascent until we reach our cabin
on the peak and finally access a delightful breeze. The hike serves
as a metaphor for having to climb out of the dark valley in the
middle of my trip—my gauntlet. It also helps bring me back into my
body after being so deep in my mind.

I once again take refuge on the lower deck and sit cross-legged to
stare out at the mountains. My friends whom I’ve lost are with me.
Fiver is with me. I am euphoric.

I was wrong. I will not come down the mountain and return to
Jereme a new person. I will return knowing all that I am—feeling the
essence of every chapter of my life—and open to all that I will
become.





Babe, I got you. This chapter is a quick-hit Q&A section to answer
some basic questions about psilocybin. The answers are shorties
followed by suggestions on where to go next within the book for
more info.

What is psilocybin (and
psilocin) in a nutshell?

Psilocybin is a compound found in psychedelic fungi, meaning the
mushrooms are mind altering or reality bending. Psilocybe is the
genus name of more than 180 magic shroom species, some of
which have multiple strains.34 Psilocin is another compound found
in magic mushrooms, but in smaller amounts than psilocybin.
Additionally, after ingesting magic mushrooms, if that’s your dosing
method, your body converts psilocybin into psilocin.35 That’s your
nutshell. But Chapter Three has more info.

What does psilocybin do?
Psychedelics change our awareness and perception of our
immediate environment and ourselves, and they impact our
thoughts and feelings. Psilocin and other magic mushroom
compounds bind to serotonin receptors, especially in the prefrontal
cortex36—the area of the brain that regulates mood and emotions.
For this reason, magic mushrooms can alter thoughts, feelings, and
more. In Chapter Three, you can read a monstrous section on what
researchers say goes on in the brain and body during a trip.

What’s it like to use magic
mushrooms?



Magic mushrooms may elicit feelings of connectedness with others
and nature, reduce awareness of the self or ego,37 and enhance
well-being—just to name a few effects. You may also experience
more vivid memories. Magic mushrooms can distort your senses
and impact your perception of space and time. The journey can be
mystical, but in some cases, it may be intense or even disturbing.
Some physical side effects may occur, as well. Many factors are at
play when it comes to what you might feel. For more info on the
potential effects of psilocybin, see Chapter Three. Stories of
women’s personal experiences with psilocybin are sprinkled
throughout this book. Just visit the table of contents to find them.

Is psilocybin safe?
Psilocybin is one of the least toxic of recreational drugs.38 It’s on par
with cannabis. However, many other mushrooms out there are
extremely toxic and can kill you. Although psilocybin is considered
generally safe, that phrase gets some major caveats. Chapter Five
has robust safety info. But keep reading…

Can I overdose on psilocybin?
The term “overdose” can get coupled with death because many
people have died from overdosing on substances like opioids.
Psilocybin can sometimes have unpleasant effects in the form of
nausea or a challenging trip. But magic mushrooms aren’t generally
life-threatening. Again, you’ll find safety considerations, some of
them major, in Chapter Five.

Can I become addicted to
psilocybin?



Psilocybin is not considered a physically addictive drug. Instead, it
is being studied to potentially treat addiction.39 You can read about
that in Chapter Eleven.

Does psilocybin interact with
any medications?

The short answer is: potentially. You can find the longer answer in
the safety section in Chapter Five.

Who should not use
psilocybin?

I’m no gatekeeper. Everyone must decide for themselves. But
research is scant regarding the safety of psilocybin on a fetus when
someone is pregnant or on a child when someone is
breastfeeding/chestfeeding.40 So while psilocybin use is generally
not recommended under those circumstances, this topic deserves
way more nuance than I can provide here. Chapter Eight is entirely
dedicated to psilocybin and parenting. Additionally, for various
reasons, you may wish to avoid using psilocybin while on certain
medications or if you have certain underlying medical conditions. I
provide more nuanced info on these topics in Chapter Five.

Is psilocybin legal and how do
I get it?

I’m not your dealer! Just kidding. Psilocybin is legal in some places.
The rest of the answer is more complicated than what can fit in an
FAQ section. And the legal landscape of psychedelics is changing
rapidly. I elaborate in Chapter Ten.



Does psilocybin show up on a
drug test?

Psilocybin and psilocin end up in your pee. But not for long. Within
24 hours, they’re undetectable.41 Most magic mushroom
compounds are actually excreted within a few hours of
consumption.42 Even if you were drug tested within a detectable
window, most typical drug tests don’t screen for psilocybin. The
ones that do are special and expensive.

Alrighty! You’ve had your microdose. Now you’re ready for a full info
trip. You’ll find that in Chapter Three. Or you can simply keep
turning the pages…





You want answers? I’ve got ’em. What follows are the potential
effects of psilocybin on your body and brain. I can’t help but think of
that late ’80s commercial. You know the one with the egg cracked
into the frying pan and the subsequent sizzle? It had the tagline:
“This is your brain on drugs. Any questions?” Well, after doing this
research and trying psilocybin for myself, if I were to make a
commercial about the brain on magic mushrooms, it would
showcase a flower blooming. But you came here for a better
explanation than that. So I present to you some of the neurobiology
(mechanisms in the brain) and phenomenology (experiences during
altered states of consciousness), plus the bodily side effects that
may also occur during a trip.

I’m using the word trip here because in this chapter I’m not referring
to microdosing, in which—although some mechanisms would occur
—you wouldn’t likely have noticeable psychedelic effects. (I cover
dosing and microdosing in Chapter Ten.)

I go in depth on the effects because sometimes health journalism—
especially that directed at women—tends to summarize and gloss
over the specifics. I’m the kind of gal who asks “but why?” and “but
how?” So I’m providing as much detail as possible.

What’s the difference between
psilocybin and psilocin?

Content about psychedelics often references psilocybin as the key
compound in magic mushrooms. But psilocybin eventually becomes
psilocin in your body. Psilocin is what becomes bioavailable and
crosses from the bloodstream into the brain. Psilocin, then, is the
active compound that produces the psychedelic effects. Therefore,
psilocybin is a prodrug of psilocin.43 For simplicity, I will mainly
continue to reference psilocybin throughout this book. But first, I
want to make clear the difference between psilocybin and psilocin.



Psilocybin—or 4-phosphoryloxy-N,N-dimethyltryptamine as it’s
known chemically—is found in the Psilocybe genus, or what we
simply call magic mushrooms. Psilocin is 4-hydroxy-N,N-
dimethyltryptamine. I mention the chemical names to illustrate what
happens to psilocybin after you ingest magic mushrooms. Your
stomach acids dephosphorylate, or metabolize, psilocybin into
psilocin. Other parts of the digestive tract play a role, as well as the
kidneys and the bloodstream.44 When you look at the chemical
names again, you can see that psilocybin becomes psilocin when
the phosphate group is gone.

How long will the effects of
psilocybin last?

Psilocybin’s effects will kick in anywhere from 10 to 40 minutes,
depending on how you consume magic mushrooms and whether
you do so on an empty stomach. (On a full stomach, effects may
take longer to appear.) Effects will last anywhere from three to six
hours.45

What are psilocybin’s effects
on the brain?

First, let me be clear that researchers are still trying to figure out all
of psilocybin’s effects and exact mechanisms of action. Also,
everyone’s experience on magic mushrooms is different. That’s in
part because our brains differ in many aspects, including the sum of
our experiences, traumas, memories, beliefs, and more. Plus, set
and setting (covered in Chapter Ten) also impact a psilocybin
experience.

As I dive into the science, I also want to acknowledge the magical
aspect. How did the mushroom know exactly what I needed to learn
during my trip? Somehow the mushroom allowed my mind to teach



myself about the tools I have within me. Although some of what
occurred can be explained by existing research, it still seems pretty
magical to me, especially when we consider how meaningful
psychedelic journeys can be.

Participants in psilocybin studies have repeatedly rated their
experience on magic mushrooms as among the most meaningful in
their lives.46 That sense of meaning often correlates with having a
mystical experience during a trip.47 I discuss mysticism at the end of
this brain section, because, weirdly, to understand more about
mystical experiences, it helps to understand the mechanisms and
phenomenology.

Of course, bad or challenging trips do happen. (See Chapter Ten.)
But one thing of note is that in a 2016 study of nearly 2,000
psilocybin users surveyed about their most psychologically
challenging trip, 84 percent said they benefited from the
experience.48

Tryptamine alkaloids and serotonin
Both psilocybin and psilocin are tryptamine alkaloids. They are
structural analogs to—meaning they are like or mimic—the
neurotransmitter serotonin.49 As a neurotransmitter, serotonin
serves as a chemical messenger between nerve cells, not only in
the brain but all over. It plays a role in digestion, body temperature,
libido, cognition, and more. But one of serotonin’s most well-known
roles is regulating mood, specifically boosting it. Yay!

Psilocybin is a serotonin (5-hydroxytryptamine) 2A/1A receptor
agonist. That means psilocybin binds to these serotonin receptors.
(Psilocin has a higher binding ability than psilocybin—hence why it
is the active metabolite.) The binding causes a signal transduction;
it essentially changes your normal serotonin pathways.50

Additionally, research suggests that receptor activation encourages
the release of glutamate, an excitatory neurotransmitter that then
increases neuronal activity in the brain’s prefrontal cortex.

What do these changes do to the brain? I cover each of these
aspects in detail, but in summary, psilocybin may help you process



trauma in new ways, disrupt negative thought patterns, experience
memories in a new light, access remote memories, transcend the
boundary of time, feel more creative, feel more connected to others
or the world at large, and gain a larger sense of empathy.

REBUS model
Researchers and neuroscientists have developed models for
explaining or understanding what happens to our brains on
psychedelics. One is the RElaxed Beliefs Under pSychedelics
model, or REBUS and the anarchic brain.51 It encompasses the
free-energy principle.52 And it involves the entropic brain
hypothesis.53 Robin Carhart-Harris, PhD, who heads the Centre for
Psychedelic Research at Imperial College London, and theoretical
neuroscientist Karl J. Friston, FMedSci, of the University College
London, created REBUS.

As our lives unfold, the data our brains receive teach us about how
the world works. We use that data to form our belief systems. By
the time we’re adults, our belief systems make our brains more
constrained or inhibited than, say, when we were hopscotching on
the recess playground back in the day. Our belief systems form a
hierarchy, and during normal states of consciousness, the rigid “top-
down” beliefs can prevent the flow of “bottom-up” information.
Essentially, with that hierarchy in place, our adult belief systems can
act like a domineering boss, preventing different perceptions from
challenging them. However, psychedelics can relax that hierarchy to
allow for bottom-up info to gain traction.54

How do our brains form this hierarchy in the first place? Our belief
systems take shape over time through predictive coding. We predict
a certain outcome, and then that outcome occurs again and again.
When a surprise happens, it’s a prediction error, according to the
REBUS model. But, because of the uncertainty surprises create,
our brains generally dislike prediction errors. This may be especially
true if uncertainty has previously caused us harm, as in the case of
trauma. Hence, our top-down beliefs may suppress any of those
bottom-up perceptions.55 Our belief systems can become so rigid
that they try to prevent prediction errors from carrying any weight.
We might even try to explain them away so that we can keep



believing what we believe. That’s why we can get stuck in certain
thought patterns or behaviors that don’t serve us, even when
bottom-up info is trying to give us a helpful belief-system revision.

Consider an example. Fictional Kim was mauled by a fictional dog
when she was a child. Understandably, Kim is terrified of dogs as
an adult. Repeatedly dogs have barked at her when she’s been out
walking, jumped on her when she’s been at friends’ homes, and just
all around continued to scare her. The belief that dogs are bad
carries heavy weight for Kim. Then Kim’s neighbor adopts a well-
behaved golden retriever. This dog never barks. Goldie even sits at
attention like a good boy when Kim passes his house. Aye, the
surprise—the prediction error. This seemingly well-behaved dog is
one exception to Kim’s otherwise solid track record of encountering
what she perceives as “bad” dogs. So the prediction error carries
little weight, and it creates uncertainty. Kim’s brain explains away
Goldie’s good behavior. Perhaps he’s just waiting for the right
opportunity to attack, she thinks. Kim still assumes this dog is
inherently bad, and she wants nothing to do with Goldie. Her
original rigid belief suppresses the prediction error.

Researchers theorize that our neurodynamics can be rigid and
ordered in normal states of consciousness; they are less entropic.
When we must think outside the box or be creative, our brains lean
toward slightly more flexible and disorganized states; they are more
entropic. Under psychedelics, however, the neurodynamics are
quite entropic.56 The REBUS model suggests that psychedelics
allow us to excessively relax our predictive coding, and those rigid
beliefs can then be reexamined and even revised.57

In fictional Kim’s case, the rigid belief is that all dogs are bad—no
exceptions. Remember, for her, that’s the belief that normally
carries all the weight and suppresses any prediction errors. But with
a more entropic brain on psilocybin,58 that prediction error she
encountered (Goldie is actually well-behaved! What?) gains more
weight and may even usurp the heavy belief (all dogs are bad) by
gaining traction in her belief hierarchy. Perhaps Kim will even work
her way up to giving good-boy Goldie an ear scratch.



I’m not suggesting psilocybin will help people get over their fear of
dogs. I’m simply using this as an easy-to-understand example of
how our belief systems can get locked in and how revision can be
helpful.

You’ll find more on the REBUS model in the ego death section, just
ahead.

Neuroplasticity and BDNF
Further showcasing the potential for mind expansion and personal
growth is the preclinical evidence that psilocybin promotes
neuroplasticity, the brain’s ability to change and adapt.59

“We all have neuroplasticity to some degree,” explains Abigail
Calder, MSc, “although it’s highest in children and young adults.”
Learning, forming memories, and adapting to our environment all
require neuroplasticity. “It’s also needed to heal the brain,” Calder
adds. “A classic example of neuroplasticity is that when a stroke
destroys some brain cells, other cells learn to take over some of
their function.”

Calder is a doctoral researcher at the University Center for
Psychiatric Research at the University of Fribourg in Switzerland.
She recently coauthored a paper published in the journal
Neuropsychopharmacology on psychedelic-induced
neuroplasticity,60 so I pepper her with questions via email, and she
kindly writes back to explain more.

In her paper, Calder notes the theory that psychedelics are
“psychoplastogens.” David Olson, PhD, of UC Davis, coined the
term.61 “He uses it to refer to small molecules that rapidly and
lastingly enhance neuroplasticity after a single dose,” Calder
explains. “Most psychedelics do this, including ketamine and
MDMA.” (MDMA is also commonly referred to as “ecstasy” or
“molly.”)

During a period of enhanced neuroplasticity, such as what would
occur during and after a psilocybin journey, your brain is more
pliable. “If you think of your brain as a sword on a blacksmith’s



anvil,” she adds, “more neuroplasticity means your brain is hotter
and thus more able to be re-shaped. So anything that happens
during this time is more likely to have a lasting effect on you, limited
by the specific brain regions affected.”

Calder’s lab is currently collecting data on how long psychedelics
enhance neuroplasticity in humans. In mice, she notes, it’s three to
five days. “Things that happen during this period may have greater
power to shape your brain than they otherwise would,” Calder
continues, “including the trip itself.”

Some benefits of neuroplasticity last beyond the period of
enhancement. “After the window of plasticity closes,” Calder
explains, “studies also show that the new dendrites formed during
that time mostly persist. So even after neuroplasticity returns to
normal, you get to keep your new connections.” But not necessarily
forever. “The new connections are still only made of brain tissue,
not titanium,” Calder adds. “She who does not use them will lose
them. The lasting effect ultimately depends on your choice to
uphold—or overwrite—any changes that occurred.”

Psilocybin and other psychedelics appear to boost neuroplasticity
via their 5-HT2A receptor action. “They activate this receptor in a
unique way,” Calder says, “and appear to trigger a positive
feedback loop, which promotes neuroplasticity even after the drug
has left the body.” The 5-HT2A receptor activation enhances the
expression of brain-derived neurotropic factor (BDNF).
“ ‘Neurotrophic’ means that it essentially helps the brain grow,”
Calder says. “In neurons, BDNF promotes the growth of new
dendrites (neuronal branches which connect to other cells) and new
synapses (connections between cells).” BDNF also encourages the
growth of new neurons (neurogenesis). But this only occurs in
select brain regions. “Most psychedelics don’t seem to affect
neurogenesis so far,” Calder adds. In the positive feedback loop,
“BDNF acts on its endogenous receptor (TrkB, pronounced ‘track
bee’),” she explains, “which promotes both the growth of dendrites
and the strengthening of synapses. TrkB promotes synaptic
strength by enhancing the expression of AMPA receptors, which in
turn enhance BDNF expression, now without the psychedelic drug
being necessary—that’s the feedback loop. Meanwhile, TrkB



activity also promotes the growth of dendrites, partially via a protein
called mTOR.” I don’t want to digress too much, but in case you are
wondering, AMPA receptors (AMPA being short for a-amino-3-
hydroxy-5-methyl-4-isoxazolepropionic acid) control most fast
excitatory synaptic transmission in the central nervous system.

Magic mushrooms increase BDNF in mice.62 “We don’t know a lot
about psilocybin’s effects on BDNF in humans,” Calder says. That’s
because studies so far have produced mixed results. Complicating
the research is the fact that, in humans, BDNF can only be
measured in peripheral blood. “It’s not clear at all that BDNF in the
blood reflects BDNF in the brain,” Calder explains. “What’s [clearer]
is that psilocybin promotes the growth of dendrites and synapses.
Perhaps this also involves promoting BDNF, but more research is
needed.”

Psilocybin’s mechanisms of action on the brain are what boost
neuroplasticity; it’s not the trip itself. “Cells in a culture dish also
show enhanced neuroplasticity after psychedelics,” Calder notes,
“and they are probably not having any experience at all! But that
doesn’t mean that the trip is not important. The trip experience is
taking place within a highly plastic brain. This means that the
experiences that people have during and shortly after the trip may
have more lasting effects than experiences had at other times.”

Now that we have a handle on some of the potential mechanisms,
let’s get into the specifics of what you might experience during a
psilocybin trip.

Ego death: psilocybin’s impact on the
default mode network

Depending on the dose, psilocybin can cause what’s called “ego
death” or “ego dissolution.”63 That’s because it impacts the default
mode network. The DMN is a network of brain regions that work
together. The network is suppressed when you’re focused on the
external world, like replying to emails, giving a presentation,
scrolling through social media, filing your taxes, etc. Instead, the
DMN is all about your internal world and is active when your mind is
free to wander. It’s often active when you’re doing a routine task,



like taking a shower or folding laundry. Maybe you’re wondering
about your future or mulling over memories—doing what’s called
“mental time travel.”64 Maybe you’re trying to understand yourself
better. Ultimately, the DMN is concerned with your narrative self
and how you see you in the world.

In childhood and adolescence, your DMN is sparsely connected, but
it undergoes rapid architectural changes as you develop your sense
of self.65 The DMN becomes even more integrated as you continue
to solidify whom you are in adulthood.66 Of course, not all the ways
in which we view ourselves are helpful to us. (Lookin’ at you, inner
critic!) Our DMN can become so rigid that we have a hard time
interrupting those communication pathways our brain has built.
Remember the REBUS model, which suggests we can have heavy
belief systems that suppress new input.67

Magic mushrooms and some other psychedelics, researchers
theorize, “decouple” or unplug the DMN from the medial temporal
lobe. The MTL, important for memory and the self, includes the
hippocampus, the parahippocampal regions, and the amygdala,
among other parts of the brain. Psilocybin potentially causes a
decrease in connectivity between brain hemispheres, also affecting
the MTL.68 These changes in connectivity cause a temporary loss
of identity and ego in general.69 There’s even an acronym for this
whole concept: DIED (drug-induced ego dissolution).70

Hold the phone! That sounds terrifying—and it can be. But,
depending on dose, you may not experience a full-on ego murder
during your trip, just some beneficial elements of reduced ego that I
explain in this chapter.

You might be wondering how losing your identity—either full or
partially—can be useful. The researchers who came up with the
REBUS model provide a concept to help us understand.71 Imagine
dropping a heavy ball (think of this as a different perception) on a
frozen pond (your brain’s belief system). The ball doesn’t do much,
if anything, to the rigid surface. Now imagine dropping that same
ball on a thawed pond. The ball enters the water with a splash and
causes a ripple effect. While conditions like depression can cause a



more frozen belief system that doesn’t allow for different input,
psychedelics may thaw that rigid system and allow for alternate
perceptions and subsequent change.

Maybe your sense of self is cluttered with outdated beliefs or
thought patterns that are holding you back from being open in your
friendships, from leaving an unhealthy relationship, from seeking a
new job—from whatever it is. Ego death may serve as a sense-of-
self reboot by changing the belief hierarchy and disarming
defenses72—that frozen belief system.

Here’s a simple example: I get together with a group of female
friends frequently. We’ve all talked about how we often wake up the
next day after hanging out and wonder if we’ve offended the others,
talked too much, or otherwise said something stupid. We
collectively agree these worries are silly; none of us judge each
other or ever wake up mad at someone else in the group. On the
contrary, we’re always grateful for the time we spent together, and
aside from our own self-doubts, we feel renewed from our
gathering. Yet my friends and I can individually get stuck in this
negative thought pattern of thinking we somehow effed up.

Why? It’s likely due to some aspect of overactivity or changes in
connectivity in the DMN. Differences in connectivity are present in
some mental health conditions, including anxiety, obsessive-
compulsive disorder, and more.73 That’s not to say that if you have
this same thought pattern I just described—or a different one—that
you have these diagnoses. Anyone can simply battle negative ideas
about themselves from time to time. That’s part of being human.
Psilocybin may be able to help you break negative patterns that are
interfering with your life. For example, on magic mushrooms, I could
see that these friends care about me and enjoy my presence, and
I’ve held on to that belief since my trip.

Fear extinction: psilocybin’s effects on the
limbic system

During a trip, you may be able to revisit a trauma and process it
without the memory’s associated panic and fear.74 That’s because
psilocybin impacts the limbic system, which includes the amygdala,



your fear center. The amygdala—or amygdalae since we have two
—plays a key role in how we process and react to both positive and
negative emotions in relation to stimuli. The amygdala also helps
encode emotional memories. If you’ve experienced a traumatic
event, your amygdala has cataloged and tagged it. And that’s why
negative stimuli—scents, sounds, images, sensations—that remind
your brain of that traumatic event can elicit a fresh panic or fear
response. Psilocybin has been shown to boost mood, but it also
reduces our processing of negative stimuli and reduces amygdala
reactivity to perceived threats.75 Evidence in animal studies shows
that psilocybin causes “fear extinction.”76 Some of these impacts
may last beyond your trip. Of course, fear and anxiety can also be
present during a trip.77 (See Chapter Ten.)

Autobiographical memory: gaining new
insight

Despite ego dissolution, you can still access autobiographical
memories—potentially even ones you avoid or have forgotten—and
you may even experience them more vividly.78 The exact effects of
psilocybin on memory are still being studied. Brain images of people
on magic mushrooms show changes in brainwave synchronization
between the parahippocampal cortex and the retrosplenial cortex—
which is a memory gateway to the DMN—and parts of the prefrontal
cortex. Some researchers theorize that these alterations allow for
an enhanced reprocessing of autobiographical memories, offering
us new insight.79 With the sense of self zoomed out and less
activation of the amygdala telling us about all the emotional tags we
associated with a memory, perhaps we’re able to view
autobiographical memories with fresh perspective and process
them differently.

Helioscope effect: revisiting trauma without
getting “burned”

Calder’s coauthor, Gregor Hasler, MD, also of the University of
Fribourg, created a metaphor for the phenomenon of viewing painful
events from a safe distance: the “helioscope effect.”80 Calder



explains Hasler’s concept: “A helioscope is a special telescope that
you can use to view the sun, which is normally too painful to gaze
at.” Psychedelics can act like a helioscope for viewing the difficult
things life has thrown or spit at us. “They allow people to process
things that are normally too painful to think about,” Calder says.
MDMA is particularly known for this effect. “In trauma therapy, for
example,” Calder explains, “MDMA can make traumatic
experiences psychologically safer to process so that people can
work through them without being ‘burned’ by their heat or
overwhelmed.” Such processing may lower the risk of re-
traumatization when compared to other methods, like talk therapy
alone. But more than that, Calder adds, psychedelics’ helioscope
effect occurs inside a brain in which neuroplasticity has just been
boosted. “This means that the trauma processing people undergo
on psychedelics,” she notes, “is more likely to [have] a lasting effect
than trauma processing done without enhanced neuroplasticity.”

However, Calder shares a caution. “A key component of this is also
that the psychedelic drug must be allowed to ‘choose’ the content of
the trip without much interference,” she says. “Left to their own
devices, psychedelics in a therapeutic setting naturally bring up
problems, memories, and emotions that may be painful, but are not
usually overwhelming.” In other words, the helioscope effect unfolds
naturally and doesn’t require pressure. “If there is a therapist
pushing someone to re-experience a particular trauma on
psychedelics and the patient is not ready,” Calder says, “that
therapist could actually be undermining the helioscope effect.” (You
can read about some important safety considerations regarding
psychedelic-assisted therapy in Chapters Five and Six.) “The
helioscope effect thus has to be supported by the right setting,”
Calder adds, “and the right amount of zipping it while the drug is
working.”

Oceanic boundlessness: a sense of unity
The zoomed-out sense of self brought on by ego death may help in
other ways too. Our sense of self can be isolating, simply because
we think of ourselves as individuals going through our own
individual challenges. Taking ego out of the equation helps to
dissolve the boundary of self and other. You may experience a



sense of “oceanic boundlessness.”81 Oceanic boundlessness is a
term derived from a conversation between Sigmund Freud and
Romain Rolland, a French mystic.82 The term ultimately means
having no bounds. And the sensation can feel like a profound
connectedness with the rest of the world, the people you love, those
in your immediate presence, the flora and fauna, or even inanimate
objects.

Theory of mind: an empathy boost
The DMN is also important for “theory of mind.”83 Theory of mind
involves our ability to understand others, including empathizing and
interpreting someone else’s emotions and predicting their behavior.
Psilocybin may increase empathic functioning.84 Researchers aren’t
sure as to the exact mechanisms yet, but one hypothesis is that a
decreased focus on the self and an increase in sense of unity help
us find an equilibrium that may up empathy. Likewise, psilocybin
increases openness, which may also provide an empathy boost.85

Maybe as a unifier, psilocybin simply encourages us to stop seeing
each other as other.

“It’s maybe serving as a bridge for some people,” says Bea Chan.
Chan is the cofounder of Sisters in Psychedelics (SIP),86 a resource
you can read about in Chapter Six. She’s referring to all
psychedelics. “I think most of them are heart openers,” she adds.
“You can put yourself in the shoes of the other person and feel what
they’re carrying and see things from their perspective.” SIP hosts
integration circles for people to help process their psychedelic
experiences. Chan notes that in these circles, people often discuss
an empathy boost and how it helped. “I’ve definitely heard a lot
about patching up their relationship to their families,” she says.

Time isn’t real: psilocybin’s impact on time
perception

After my first trip, I texted my husband and said, “Time isn’t real.”
You, too, might have some wonky experiences regarding time while
on psilocybin. One is that your concept of time may be impaired.
And another is that you might feel you have transcended the



construct of time entirely. These experiences might be somewhat
related to each other.

Research shows that many people, while on magic mushrooms,
experience time as moving a bit slower.87 That’s likely because of
psilocybin’s impact on our serotonin receptors, which help us
discern longer time intervals.88 But more research is needed.
Transcendence of time could mean many things, such as a feeling
of existence beyond this earthly realm or the ability to time travel
mentally.89 The former might be related to oceanic boundlessness.
If you feel connected to the universe at large, time may no longer be
a boundary for you. And with the potential ability to access remote
memories or to envision your future, you may feel like you’ve
broken through a time boundary.

Enhanced creativity: a more flexible mind
While under the influence of psilocybin, you may experience
heightened creativity, and the benefits may last beyond your trip.90

Some studies show that psilocybin decreases the brain’s rigidity
that we’re used to in normal states of consciousness and
encourages a more flexible state.91 These changes could benefit us
creatively, but more research is needed to understand the exact
mechanisms and potential.

Normally our brains have highly organized activity within the brain’s
three resting-state networks (including the DMN). But under
psilocybin, research shows we experience a relaxation of all that
law and order.92 At the same time, we experience an increased
coupling between resting-state networks that normally don’t couple.
Some connectivity changes are present up to one month post-
dose.93

Mystical experiences: the awe-factor
Mystical experiences seem to play a central role in meaningful and
life-changing psychedelic journeys.94 But they occur outside of
psychedelic journeys as well, often in a spiritual, religious, or
meditative context. Under the influence of psilocybin, a mystical



experience often features aspects of ego dissolution and oceanic
boundlessness.95

In a small 2008 double-blind study, researchers examined mystical-
type experiences in participants who tried psilocybin for the first
time. The volunteers engaged in two or three therapy sessions; in
these sessions, they were unaware of whether they were receiving
a moderate or high dose of psilocybin, a low dose, or an inactive
placebo. The researchers followed up with the study participants 14
months later. Of the 36 participants, 58 percent rated their
psilocybin experience as one of the five most meaningful in their
lives, while 67 percent said it was their most spiritually significant.
More than half (58 percent) met criteria for a full-blown mystical
experience.96

The researchers used the Pahnke-Richards Mystical Experience
Questionnaire to assess the participants’ trips. The criteria of a
mystical trip included experiencing the following: a sense of unity
with all or a pure awareness, transcendence of space and time,
difficulty describing the experience, a sense of awe, knowledge of
“ultimate reality,” and an intensely positive mood. Also at follow-up,
64 percent of participants reported that psilocybin had increased
their life satisfaction or overall well-being, and 61 percent said it was
a catalyst for positive behavioral change.

What are psilocybin’s effects
on the body?

You may experience some physical side effects while on psilocybin.
Most are a result of psilocybin’s impact on serotonin receptors and
changes to the autonomic nervous system, which regulates our
involuntary bodily processes, like heart rate.

Your pupils will likely become dilated.97 You may experience
enhanced perceptions, visual distortions, or even hallucinations.
Your senses may feel connected in what’s known as synesthesia.98

You might notice a loss of coordination,99 or you may feel dizzy.100



Your blood pressure might become elevated,101 and your heart rate
may speed up.102 You may also notice a rise in body temperature.
You might feel nauseated or have a change in appetite. After a trip,
you may also notice temporary changes in sleep,103 such as a
disruption in your ability to nod off. More research is needed on
these potential side effects, but here’s a brief explanation of each.

Eye and vision changes
Serotonin agonists, such as psilocybin, can impact the iris dilator,
causing the pupils to become dilated.104 During a trip, you may also
see color more vividly or in different ways. Researchers theorize
that changes in color perception are a result of uninhibited signaling
and increased neural plasticity. People who experience color
blindness have even reported improved color perception following
psychedelic use.105

Visual distortions are a characteristic of many psilocybin trips.
Distortions may include seeing a host of geometric patterns (such
as a honeycomb, cobweb, tunnel, or spiral), experiencing changes
in the way we perceive object borders, and noticing items that
appear to be breathing. Researchers attribute these hallucinations
to abnormal activation of cortical neurons.106 People also
experience hallucinations of entities or beings or bodily distortions
of themselves while on psilocybin. Although more research is
needed, scientists attribute these to the reduced organization and
connectivity of brain networks.107

Synesthesia
Also, likely because of changes in brain region connectivity and
changes in neurotransmitters, is synesthesia.108 Synesthesia is
when you experience one or more senses through another. During
a psilocybin journey, you might see yellow when you hear a bird’s
song, for example. Or you might taste a sound or a word, even
though you haven’t eaten a thing.

Loss of coordination or feeling dizzy



While on psilocybin, you might not be as graceful as you normally
are. This may occur for a few reasons. One, our serotonergic
pathways play a role in how we move.109 As a serotonin receptor
agonist, psilocybin temporarily alters these pathways. And two, your
visual perception may also be distorted as previously described. So
that coffee table may seem to jump out at you. Oops.

Cardiovascular and body temperature
changes

Psilocybin may increase blood pressure and heart rate, and in a
related side effect, may increase body temperature. These changes
are related to the compound’s effects on the autonomic nervous
system. The autonomic nervous system has three divisions. One is
the sympathetic nervous system, which controls our fight-or-flight
response. Psilocybin can cause sympathetic nervous system
arousal.110 For this reason, you should consider whether you have
an underlying cardiovascular condition before using psilocybin or
other psychedelics. (See Chapter Five.)

Gastrointestinal symptoms
One of the most annoying potential side effects of magic
mushrooms is nausea. Research is still out on what exactly causes
the nausea, but evidence points to a possibility. First, mushroom
cell walls, unless cooked,111 consist of chitin, a hard-to-digest
compound.112 Enzymatic breakdown of chitin in your stomach may
give rise to queasiness via an inflammatory response.113

However, some people still experience nausea, even if they opt for
another method of ingesting, such as a tea. We also have serotonin
receptors in the gut; approximately 95 percent of our serotonin is
found there.114 And our guts and brains are connected via a gut-
brain axis. Psychedelics can cause smooth muscle contraction in
the gastrointestinal tract. All these factors may play a role in
nausea. Plus, you may have a lot going on in the brain during a
psychedelic trip. Therefore, the impact on the gut-brain connection,
which involves the autonomic nervous system (both the fight-or-
flight and the rest-and-digest responses), may also induce an upset



stomach.115 In normal states of consciousness, you may have felt
sick to your stomach when receiving bad news, for example. That’s
the autonomic nervous system doing its thing. Since the gut-brain
axis is affected, you may also notice a change in appetite during or
after your psilocybin experience.

Changes in sleep
Likely you won’t sleep during a magic mushroom trip, but you may
also have delayed sleep after one. More research is needed on how
psilocybin affects sleep. But research in rodents shows delayed
rapid-eye movement (REM) sleep and reduced non-REM sleep up
to three hours after a dose.116 Long-term disruption to the sleep-
wake cycle does not appear to be a concern, however.

As you can see, a lot happens in the brain and body overall during a
psilocybin trip. If you’re wondering how these effects all translate to
potential benefits (or not) for specific conditions, Chapter Eleven
has all the details on the research so far.





If you read Chapter One, you’ll recall the name Bridgette Rivera.
Rivera was my trip sitter. In talking with her during my magic
mushroom retreat, I learned her personal story with psilocybin and
how it helped her recover from disordered eating and heal from
childhood trauma. After the retreat, I asked if I could interview her
for this book to provide insight to others.

“I want to continue to live in this highest vibration, which is love,”
Rivera tells me when we’re on the phone about a month after first
meeting. “Psilocybin has gotten me so connected with the source—I
feel I am that. I’m healing myself every day without even taking the
medicine. It’s in my DNA now. It’s just a part of me forever. And it’s
the most beautiful thing.”

An eating disorder is born
Rivera wasn’t always so at peace with life. In her teen years, she
was part of a dance company. “Dance was my life,” she says. But a
dance instructor who placed a scale in the dance room threatened
everything. Before every session, Rivera’s instructor weighed her
students and logged the numbers. “I was the heaviest in the class,”
Rivera recalls. “I was put on a probation. And that probational
period—that’s when it started for me. I had to do something.”

After three hours of dance classes, Rivera would go home, layer
trash bags over a jumpsuit, and ride her stationary bike for hours.
She also changed her eating habits, opting for a small salad, while
everyone else in the family ate a full meal. “They had no awareness
of the level of desperation I was living,” she says of her parents.

Two weeks into her new routine, everything changed for Rivera at
the dance company. “I went into class,” Rivera says, “and the
teacher turned around and she stopped the music. She pulled me
up to the front of the class. She said, ‘Everybody, look at
Bridgette… I don’t know what you’re doing, Bridgette, but you keep
doing it.’ ” From then on, the instructor placed Rivera at the front of



the line and gave her the parts she wanted. And Rivera kept doing
what she had been told to do: overexercise and starve herself.

At 18, Rivera became pregnant with her son, Gabriel Castillo. Her
pregnancy temporarily halted the disordered eating. “The nine
months I was pregnant,” she recalls, “I ate. I ate because I knew it
was not just about me.” But the reprieve was temporary.

Going from living with her parents to living with and being married to
the father of her child, while also being a mother, left Rivera no
chance to cultivate her independence and find her true self. “I
walked out of a home that was kind of structured,” she says. “It was
very controlling. My dad’s way or the highway.” She describes her
mom, however, as being submissive. “I walked into a relationship
that was very much similar to that.” She clarifies that her marriage
was not abusive, but instead, in retrospect, was supportive. The
issue, she says, was rooted in her own submissiveness, a dynamic
she learned from her parents. “I had the opportunity to step up and
speak,” she says, “but I just never took it on.”

Nevertheless, she says she felt a lack of power over her own life.
Rivera is clear that a big part of that feeling of a loss of control was
rooted in childhood trauma and was not solely about her romantic
relationship or her upbringing—taken together, though, all aspects
contributed. Her weight, however, was something she could control.
She continued to starve herself, and she took up running. Plus, she
became addicted to saunas. Rivera says she particularly engaged
in these tactics when a feeling, like anger, triggered her. “It kind of
just numbed it for a little bit,” she explains.

The mushroom flips the
switch

Eventually Rivera’s marriage ended in divorce. Meanwhile, Castillo
became an adult and went off to college, where he embarked on a
journey of self-discovery. He sent his mom books and affirmations
to help her. Later, with Castillo’s guidance, Rivera elected to try
psilocybin.



She describes her first journey on magic mushrooms as “heart
opening.” She tells me of a source or an energy or vibration that
guided her, giving her a sense that she was not alone. “It was as if I
was peeking through different aspects of my life,” she explains. “It
was showing me these visions and past experiences. I was able to
see all the traumas pop up.” But in many instances, she was
viewing her memories from the perspective of someone else who
had also been present. Rivera says that seeing things from the
perspective of others encouraged empathy for those who had hurt
her and that she was able to lean into forgiveness.

That journey prompted her to continue working with magic
mushrooms. “I dug deep,” Rivera says. “I spent the last five years
just doing the work.” She describes subsequent psilocybin journeys
as peeling back layers of consciousness like peeling those of an
onion. Now, in everyday life, when she thinks about her life’s
traumas, they are just thoughts. “There’s no ache in my heart,” she
explains. “There’s no pit in my stomach.”

In one particularly deep journey, Rivera ingested about 8 grams of
B+ strain in tea. She describes lasers of sunlight in a webbing
emanating from everything, including the trees, rocks, grass, and
from herself and Castillo, who was guiding her journey. “I was in
amazement that I was seeing the vibration of the energy of
everything,” she recalls.

As for the eating disorder, she says it disappeared like the flip of a
switch. “[The mushroom] showed me who I was and who I am,” she
explains. But also, psilocybin taught her that she is more than
herself. “I am you, I am my son, I am everyone,” she tells me. That
realization increased her compassion for herself and her capacity
for self-love. “I had to forgive myself,” she adds. “And with that
forgiveness was the switch.”

Now, the eating disorder is not a part of her life. “If it is there,” she
says, “it is there simply because I have the awareness that I want to
help others with it.” She describes herself as having a healthy
relationship with food now. “If I’m hungry,” she says, “I’ll listen. And I
really listen to what I want.” She enjoys cooking and no longer
thinks about irrelevant numbers on a scale.





I’m 100 percent a safety gal. So I’m here for you on this.
Psychedelic researchers generally report psilocybin to be safe and
as having the “most favourable [sic] safety profile” of all psychedelic
drugs.117 As with everything considered safe (lookin’ at you,
scissors, laundry pods, bicycles), there are some caveats. And
some of them are big caveats. When we talk about a psychedelic as
generally safe, offer only a mini disclaimer about the parts that
might not be safe, and then shine the spotlight on all the potential
good points, that does a disservice to everyone.

In the case of psilocybin, some safety considerations apply to
underlying medical conditions and related medications, which I
cover in this chapter. But we still have a lot of stuff to learn.
Additionally, in some cases, people have put themselves or others
at risk of physical harm during a challenging trip.118 Plus, major
safety concerns exist surrounding all psychedelics and abuses of
power. Some therapists, guides, and shamans have abused their
clients while those clients have been in their care on and off
psychedelics.119 (See Chapter Six.)

Is psilocybin considered safe?
And are there psilocybin-

associated deaths?
A 2021 systematic research review looked at 52 psilocybin clinical
trials. None reported serious adverse events.120 However, 25 did
not directly report on safety. Additionally—according to the Global
Drug Survey 2021—of people who reported using magic
mushrooms in the last 12 months, only 0.02 percent sought
emergency medical treatment for any negative experiences.121 That
does not mean that negative experiences aren’t happening. Bad
trips and unpleasant side effects do occur.

Although overdose deaths from psilocybin aren’t really a thing, I do
want to make note of two deaths associated with psilocybin that we



know about. In one instance, a 24-year-old woman went into
cardiac arrest after ingesting magic mushrooms a few hours
prior.122 She had received a heart transplant a decade before. In
another case, a 74-year-old man’s heart stopped within an hour
after he ingested psilocybin. In episode 8 of New York magazine’s
podcast Cover Story: Power Trip, Lily Kay Ross, PhD, discusses
this incident.123 While the autopsy originally noted psilocybin as the
probable cause, the coroner later attributed the death to the man’s
heart condition.124 But there’s more to the story, and that’s why I
encourage you to listen to the show. Other associated deaths may
have occurred that aren’t reported in literature. But again, psilocybin
is reported to have a low toxicity.125

What do I need to know about
my drug supply?

Psilocybin may have a low toxicity, but deaths from unintentionally
ingesting poisonous mushrooms do occur. The National Poison
Data System keeps track of such cases in the United States; it
recorded 52 fatalities and 704 incidents of major harm from toxicity
from 1999 to 2016.126 I don’t recommend mushroom hunting for
psilocybin.

Additionally, not everything you purchase is what it seems. It’s
worth checking to ensure that what you’re planning to ingest is
indeed psilocybin and nothing unexpected—like additional
chemicals or drugs you don’t want to ingest.

The Fireside Project, a nonprofit organization that focuses on
psychedelic peer support, safety, and awareness, recommends
testing your supply.127 You can buy testing supplies online.

What do I need to know about
psilocybin and underlying



conditions?
I’m a lady with a litany of underlying health conditions, so I
researched this topic thoroughly before trying psilocybin, and I’m
providing you with that info here. I’m also adding the disclaimer that
you should talk to your healthcare provider. However, not all
physicians will be on board with recreational or therapeutic use of
psilocybin, even if you’re as healthy as the healthiest of horses and
take zero medications. I’m not encouraging anyone to ignore their
doctor’s advice. I am encouraging you to do your research, employ
common sense, and weigh the risks and benefits that apply to your
unique situation. Ultimately, you must make your own decisions,
and in no way should this chapter be construed as medical advice.
I’m not a doctor.

Certain underlying conditions generally preclude someone from
participating in a psilocybin clinical trial.128 I’m sharing that info with
you here so that you can make informed decisions about your
health when it comes to magic mushrooms. If you have one of the
underlying conditions listed in this chapter, you may wish to
exercise certain cautions, use under medical supervision only, or
avoid psilocybin altogether.

The clinical trial exclusion info does raise an issue regarding
psychedelic studies, however. Psilocybin and other psychedelics
have shown evidence of efficacy as therapeutics to ease symptoms
of various conditions. But if trials are excluding entire groups of
people, say those with schizophrenia, how will we know how
psilocybin affects those with schizophrenia?129 Clinical trials do, in
some cases, enroll populations that are normally excluded,
especially if the clinical trial is investigating the effects of psilocybin
in that population, such as how magic mushrooms affect those with
borderline personality disorder.130 Other studies survey specific
populations to learn more before considering additional research.

Again, you must make the best decision for you after weighing all
benefits and risks. For example, randomized clinical trials now show
that psilocybin may help with treatment-resistant depression.131

Theoretically, someone may benefit from psilocybin’s therapeutic



potential despite having an underlying condition that traditionally
excludes them from participating in a clinical trial. Does that mean
they cannot try psilocybin to treat their depression? I can’t provide
an answer for that person’s unique situation. The questions remain:
If psilocybin might improve their quality of life, which could then
improve their overall health, do the benefits outweigh any potential
risks? And can that person try psilocybin in a way that reduces
those risks, such as under medical supervision? As the research
stands now, we don’t have all the answers to those questions. All I
can do in this book is provide you with the list of clinical trial
exclusion data and why those underlying conditions are typically
excluded.

Generally, cardiovascular conditions, liver conditions, seizure
conditions, diabetes, some mental health conditions, and pregnancy
or breastfeeding/chestfeeding prevent people from inclusion in
psilocybin-specific studies. You can read about each of these topics
in their individual sections. (However, you can find robust info on
pregnancy or breastfeeding/chestfeeding—plus other topics
surrounding psilocybin and parenting—in Chapter Eight.)

Cardiovascular conditions
I noted in the section on psilocybin’s effects on the body and brain
that magic mushrooms can elevate blood pressure and heart
rate.132 For these reasons, people with underlying heart conditions
are not eligible for clinical trials. Heart conditions include, but are
not limited to, uncontrolled high blood pressure, congestive heart
failure, coronary artery disease, congenital heart defects, artificial
heart valves, a history of stroke or heart attack, cardiac hypertrophy,
heart arrhythmias, tachycardia, electrocardiographic abnormalities,
etc.

Diabetes
People with insulin-dependent or uncontrolled diabetes are also
generally excluded from psilocybin clinical trials. I cannot find
specific research on what, if any, impact psilocybin itself has on
blood sugar. But all the body and brain impacts present during a trip
could cause glucose changes. Anecdotal reports online point to



potential problems with low blood sugar during a trip. Many people
start their magic mushroom journey on an empty stomach, which
could be a factor or compound the issue. And reactive
hypoglycemia (a blood-sugar crash after eating—usually within four
hours) could also be at play, depending on multiple factors. Keep in
mind that during a trip, you’re in an altered state of mind, which
could have implications for your usual chronic disease care. The
bottom line is that tripping could have impacts on blood sugar and
diabetes management, as it could for the management of any
condition.

Liver conditions
Having liver impairment or liver disease also prevents someone
from participating in a psilocybin clinical trial. The liver is involved in
psilocybin metabolism.133

Seizure conditions
Epilepsy or non-epileptic seizures are other conditions that prohibit
people from participating in most psilocybin clinical trials. That’s
likely because, although rare, seizures have been reported following
psilocybin use.134

Mental health conditions
Psilocybin and other psychedelic trips can be emotionally
challenging and temporarily destabilizing, even if you have the best
of trips. One concern is that psilocybin could exacerbate existing
psychotic symptoms, and rare reports do exist of people having
suicidal thoughts or engaging in self-harm while under the influence
of psilocybin.135

For these reasons, most psilocybin clinical trials exclude people
who have a mental health disorder or history of one (or even people
with an immediate family history of mental health conditions).
Conditions include, but are not limited to, major depressive disorder,
schizophrenia, psychotic disorders, bipolar disorder, borderline
personality disorder, other personality disorders, suicidal ideation or
attempts, and drug and alcohol addictions.



Of course, various studies and clinical trials are aimed at assessing
psilocybin’s effects in people with some of these conditions. After
all, psilocybin, although not a miracle cure, shows potential for
helping with some mental health issues (as you’ll read in Chapter
Eleven). But more research is needed.

What do I need to know about
psilocybin with medications or

other drugs?
As with many things related to psychedelics, we need more
research on potential interactions between psilocybin and
prescription or over-the-counter medications or other substances.
Psilocybin on its own is a mind-altering substance that causes an
intense journey, so I don’t recommend taking it with other such
substances like alcohol, cannabis, or other psychedelics. However,
people do sometimes add cannabis somewhere in their journey.
Again, I’m not personally making any combo recommendations.

Since psilocybin impacts serotonin transmission, some concern
exists over the potential for interaction with prescription medications
that also cause changes to serotonin pathways, including many
antidepressants, antipsychotics, mood stabilizers, and more.136

A systematic review published in 2022 looked at existing literature
from clinical trials and epidemiological studies (of which there were
few) on psilocybin and drug interactions. However, the research did
provide a few insights.137 Medications that block the 5-HT2A
receptor may reduce the effects of psilocybin. These include, but
are not limited to, buspirone (a medication to treat anxiety),
chlorpromazine and risperidone (both antipsychotics), and
ketanserin (used to treat high blood pressure). Medications that are
dopamine (D2) receptor antagonists, such as haloperidol (an
antipsychotic), seem to exacerbate anxiety or unease when taken
with psilocybin. Additionally, research shows that escitalopram, a
selective serotonin reuptake inhibitor (SSRI)—used to treat



depression and anxiety—that blocks the action of the serotonin
transporter, does not lessen psilocybin’s effects. However, it does
appear to reduce feelings of distress. The researchers theorize that
other medications that block the action of the serotonin transporter
would have a similar effect.138

Most psilocybin clinical trials require participants to taper off
antidepressants prior to the study. One concern is serotonin
syndrome, a condition that can be life-threatening. However,
psilocybin, when combined with a single antidepressant, hasn’t
been shown to up this risk.139 Taking multiple medications along
with psilocybin may be another story. Ultimately, we need more
research to understand all possible medication interactions.

If you’re on any medications to treat underlying conditions, don’t
suddenly stop taking them; always consult your doctor. And if you’re
on medications for a mental health condition, such as depression,
anxiety, a mood disorder, etc., and you want to try psilocybin, I
again recommend having a conversation with your doctor or
reaching out to another healthcare professional who has robust
knowledge about psychedelics. They may suggest a safe tapering
schedule or offer another solution.

Will I have a never-ending
trip?

One concern with psychedelics, albeit a rare one, is hallucinogenic-
persisting perception disorder. HPPD is characterized as visual
distortions, hallucinations, and other experiences reminiscent of a
psychedelic trip that persist, or intermittently occur, after a trip is
over. The Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) lists the prevalence rate of this condition to be
4.5 percent of all hallucinogenic users.140 An extensive research
review of case studies found 97 people presenting with HPPD. The
researchers categorized the patients by the drug they ingested. In
the hallucinogen group—which included psilocybin—LSD was the
drug of choice for more than 78 percent.141 The symptoms of HPPD



have also been linked to alcohol use as well as benzodiazepines,
so they’re not specific to psychedelics. In addition, the symptoms
are associated with the use of cannabis, and they’ve been noted in
the general population.142

Can psilocybin cause me to
permanently lose my mind?

That’s a doozy of a question, but an important one. Myths about
psychedelics have abounded for decades. One such myth is the
idea that psychedelics can cause psychosis in people who
otherwise don’t exhibit psychotic behavior. Researchers went to
work investigating whether there was a link. In one study, they
surveyed more than 130,000 people about their drug use. Of the
participants, about 20,000 (14 percent) reported having used either
psilocybin, LSD, or mescaline—which are all psychedelics—at least
once. The researchers did not find a link between psychedelic use
and an increased likelihood of recent psychological distress.
Ultimately, they failed to find evidence that psychedelic use is a risk
factor on its own for mental health issues.143

Should I do a guided
experience or DIY?

You have several options to consider when planning for a psilocybin
journey, including whether to curate your own experience or seek a
guided one. What you choose will depend on your unique situation.

Access to guided experiences is complicated—often because of
travel logistics, laws, cost, or a combination of these reasons. Here,
I outline the different guided options for trying psilocybin. (If you’re
planning a DIY trip, Chapter Ten is all about logistics and best
practices.)



For guided options, you have several choices, including enrolling in
a clinical trial, opting for psilocybin-assisted psychotherapy, going to
a psilocybin-specific retreat, or finding an experienced guide to help
you with a personalized session. Each of these options has its own
considerations pertaining to safety and trip experience.

One consideration that pertains to all situations: Be aware of exactly
who will be with you during a trip and, if you’re with a guide,
shaman, or therapist, find out about their methods or practices first.
As noted in the section on psilocybin’s effects on the brain,
psychedelics have a way of dissolving boundaries between self and
other. Plus, psychedelics are mind-altering substances, and they
may impart suggestibility.144 Both factors have major implications
for consent and, therefore, sexual assault. (I cover this in Chapter
Six.)

Clinical trials
Volunteering for a clinical trial is one way to partake in a guided and
supervised psilocybin session, especially if you like the idea of
contributing to the growing body of research on psilocybin and
psychedelics in general. You can search for a clinical trial on
ClinicalTrials.gov. Depending on the clinical trial and its current
phase, it may exclude people with certain underlying conditions or
who take certain medications. However, some phases of clinical
trials will be studying how psilocybin affects or impacts people with
a specific underlying condition or who take a specific medication, so
you may be able to find a clinical trial that fits your exact situation.

Clinical trials are conducted by a mix of researchers, medical
professionals, and staff; that can be a plus if you have concerns
related to your physical or mental health. Of course, clinical trials do
have some drawbacks. Although psychedelic studies generally take
care to incorporate elements of set and setting (discussed in
Chapter Ten), they’re still—by their nature—clinical, so you likely
won’t be out in nature enjoying the trees, for example. Plus, you
may also have to travel to get to a study location, though you may
be compensated for your expenses as well as your time.
Additionally, not everyone can get into a clinical trial or get into one
exactly when they want to.

http://ClinicalTrials.gov


If you do seek participation in a clinical trial, find out who will be
present with you during your session, what your session will entail,
and what to expect immediately after and later with follow-up. Will
you receive integration therapy, for example? With whom and for
how many sessions? Will you incur any expenses?

Psilocybin-assisted psychotherapy
Psilocybin-assisted psychotherapy, or PAP (I know, not a great
acronym!), is exactly what it sounds like. You take psilocybin under
the supervision and guidance of a therapist or other facilitator. As of
the writing of this book, there isn’t a consistent framework for what
PAP is from country to country or from state to state in the United
States, so I’m just going to go ahead and call it a bit of a Wild West
situation when it comes to processes, ethics, and more. Please
read Chapter Six if you’re considering psychedelic-assisted
psychotherapy.

Psychedelic retreats
You can find a host of psilocybin-specific retreats that essentially
curate the entire psychedelic experience for you. A benefit of a
retreat may include the incorporation of ceremony, which can help
get you into the right mindset for your psilocybin journey. Another
benefit might be the social aspect. Depending on the structure of
the retreat, other people may be embarking on a psychedelic
experience with you, which can create a sense of unity and
camaraderie. Of course, that can also be a drawback of a retreat.
Other than any companions you invite on your adventure, you won’t
have control over who is around you, and that can raise issues of
safety. Additionally, being in a large group may either positively or
negatively influence your experience. Remember, psilocybin affects
everyone differently each time they go on a journey. If someone
you’re with is working through a heavy trauma, that may change
your trip. That’s not to say you shouldn’t go on a retreat; it’s simply
a consideration.

I recommend doing your homework about any retreat you’re
considering. Find out the facility’s safety protocols. How does the
retreat handle medical emergencies? Let’s say you’re highly allergic



to bee stings, for example, and you get stung while seriously
tripping. Will the facility administer your rescue medications and get
you the appropriate professional medical attention? Also find out the
retreat’s ceremonial processes, how many people will participate,
what happens after a psilocybin journey (such as whether therapy is
included), etc. Read all the online reviews you can get your eyes
on.

Other guided options
If you read the first chapter, you learned about my personalized
guided retreat with Gabriel Castillo and Bridgette Rivera at Finally
Detached. Castillo is a self-described initiated curandero (native
healer) and psychedelic guide. I researched extensively to find a
way to have a personalized guided retreat, and Finally Detached
became my plan A. I’m glad I went with plan A because I couldn’t
have asked for a better experience. Finally Detached checked all
the boxes by incorporating safety, preparation, guidance, ceremony,
appropriate emotional support during and after, and follow-up. Yet
my guides never interfered with my trip. Instead, they let me
experience my psilocybin journey as it unfolded in a safe
environment and stood by in case I needed anything. (If you need
resource recommendations that might be able to help you find safe
guides or other practitioners, see Chapter Six.)

If you enlist the services of a guide or trip sitter whom you don’t
know, I recommend extensive homework. Depending on your
personal circumstances, you may want a female trip sitter or to
have both a male and female present, though these aren’t fail-safe
precautions. You may also wish to have a safety person, such as a
sober friend who will join you. Whomever you enlist as a guide, you
should have a consultation with this person or people—either a
phone or video chat—to get a feel for them. Find out if they have
reviews or referrals they can share. Ask them about their process
for a guided journey. Make sure you feel a good vibe with them.
They should also screen you. They should be asking you about
underlying conditions or medications, any history of trauma, any
history of suicidal ideation, whether you’re dealing with something
particularly heavy, your intentions for using psilocybin, etc. Also be
mindful of exchanging money. Obviously, you will have to pay for a



person’s services at some point in the process. Just take care
against scams.

Whether you’re embarking on a guided journey or more of a DIY
route, the logistics info (see Chapter Ten) can help set you up for an
optimal trip. Plus, that’s where you’ll find info about microdosing.





If you felt like the entire safety chapter was simply a referral to this
chapter, there’s a huge reason for that. Yes, the research
surrounding psilocybin and other psychedelics is exciting. But, at
the same time, some nefarious guides, shamans, and therapists
have harmed people seeking psychedelic experiences.145

This chapter is broken into two main sections: The first part is on
consent and boundaries in the context of psilocybin sessions with
facilitators, and the second is about the topic of sex life and
psilocybin. I’ve put these two topics together because without
consent you’ve got assault or rape.

I also want to be clear about something: by including content on
consent in a psilocybin book for women, I’m not suggesting that
only women endure sexual assault. One in six men has been
sexually abused or assaulted.146 And that stat is likely low,
considering that men are less likely than women to report or
disclose assault. Additionally, research indicates high rates of
sexual assault perpetrated against nonbinary people.147

What do I need to know about
consent, boundaries, and

abuses of power?
In the safety chapter, I mentioned New York magazine’s podcast
Cover Story: Power Trip, cocreated, produced, and reported by Lily
Kay Ross, PhD, and David Nickles, both team members of the
nonprofit Psymposia. They’ve done an excellent job of reporting on
the abuses of power occurring in the psychedelics industry,
particularly those perpetrated by therapists, guides, and shamans
against unsuspecting clients.148 If you haven’t given it a listen, I
strongly encourage doing so. Any summarization on my part would
be inadequate at best.



Natalie Villeneuve, MSW, RSW, not involved with the podcast,
describes the issue with some therapists and guides: “Facilitators
have breached boundaries or have had sexual relations with their
participants,” she says. “And the participant in that moment and
afterwards feels like it was okay because they were convinced that
it was okay under the influence or it felt really good in a lot of ways
during the time.” It’s sometimes not until later, if at all, that the client
names it for what it was: abuse. “There’s no circumstance,”
Villeneuve says, “where someone who is in a position of power over
you while you’re under the influence of a psychedelic medication—
that they should be having any kind of sexual relationship with you.”

I came across Villeneuve’s work at Psychedemia, a conference on
psychedelics, where she presented a poster on “Sexual Abuse and
Ethical Misconduct in Psychedelic Therapies: Ways Forward in the
Wake of Controversies.” She’s written about the topic, and her work
in this area is ongoing. “The hope is to establish something that
provides this safety network for people that makes it easier for
them,” she explains in our phone interview. “Right now, that’s not in
place. There’s no system of oversight for people who are practicing
psychedelic therapy. There’s no way to navigate whether people
have caused harm or not.” The system she describes will take time
to build, but she provides insight on how people seeking
psychedelic-assisted therapy—or guided experiences in general—
can vet practitioners in the meantime.

Vulnerability and suggestibility
“Since I’ve started getting into this work,” Villeneuve says, “I’ve also
been really torn because I still have a positive view of psychedelics
and think that they have enormous potential and personally
appreciate the benefits of them.” But at the same time, she
expresses worry. “I always get a knot in my stomach when
someone’s like, ‘Oh, I’m doing this thing. I’m doing an ayahuasca
experience…’ I get really nervous about that because of what’s
been going on.” She’s referring to abuses of power by guides,
shamans, and therapists. “People who are [seeking] these
therapies,” she says, “may have their own histories of trauma. And
when you have a history of trauma, you don’t have the best gauge
on relationships and what’s safe or what’s not.”



Some practitioners seem to be taking advantage of that vulnerable
state of their clients. Then consider that psilocybin and other
psychedelics, by their actions on the brain, can make us even more
vulnerable. Remember, you can feel incredibly open or connected
to others.149 A psychedelic experience can also increase one’s
suggestibility.150 For example, even if you’re opposed to any form of
touch during your psychedelic journey, someone may be able to
convince you it’s what you need or want in the moment.

I think about what doctoral researcher Abigail Calder, MSc, points
out in her email answers to my questions on neuroplasticity (a topic
discussed in Chapter Three). She shares the details of what her
colleague Gregor Hasler, MD, calls the “helioscope effect.”151 A
quick refresh: It’s the idea that psychedelics can bring up painful or
traumatic memories and let you view and even process them
without them becoming overwhelming. However, Calder cautions
that a therapist who pushes their patient and doesn’t let this
phenomenon unfold naturally can undermine the effect.

After thinking about this, it’s my opinion that an irresponsible or ill-
intending guide or therapist could push when their client is most
vulnerable, making them even more vulnerable.

Touch
Villeneuve and I have a long conversation about consent and its
intersection with psychedelics. I ask her if touch should ever even
be a part of psychedelic-assisted therapy, since I’m unsure whether
touch is ever appropriate in therapy in general. Touch might be a
part of regular therapy (meaning where psychedelics aren’t used) in
some circumstances, she tells me. “Touch is a normal part of the
human experience,” Villeneuve explains. “And part of what you’re
doing in therapy is trying to establish, or reestablish, what safe
relationships look like or get people to become grounded in healthy
relationships or connection.”

But she expresses this with caution—especially when considering
the stories coming out in Cover Story: Power Trip and elsewhere—
about abuses of power in psychedelic-assisted therapy. “That’s
what therapists are doing now who are causing harm,” she says.



“They’re using that argument of ‘Oh, it was for the client’s benefit,
and this is why.’ ” But, as she points out, “A hug—it’s not going to be
life changing.” If a hug doesn’t occur, it’s not going to be the thing
preventing someone from healing. A coerced and nonconsensual
hug is another story. “If it does happen, it can lead to a lot of harm,”
Villeneuve adds.

In the context of psychedelic-assisted therapy, touch can be even
murkier. “If you’ve had your boundaries violated,” Villeneuve says,
“you may not understand what’s an appropriate boundary. And
when you are really putting your trust into your facilitator to be
caring and supportive, you would be counting on them to keep you
safe.”

You have the right to say no to any type of touch, whether on a
retreat, in a therapist’s treatment room, with a psychedelic guide, or
wherever—end of story. Or you may be thinking therapeutic touch,
like a hug, might be something you’d value as part of your journey.
Either way, here are some considerations for navigating the concept
of touch in a psychedelic setting.

“It needs to be a conversation that’s had before being under the
influence of anything,” Villeneuve says. A thorough conversation
sets clear boundaries while you’re sober. That way, while you’re
under the influence, she adds, “you can’t say yes to anything you
didn’t previously consent to, but you can say no.” For example, if
you agreed well before ingesting psilocybin that holding your hand
during the session would be okay but you no longer want that touch
in the session, you can revoke that consent at any time. But if while
sober, you did not agree to a hug, you can’t then say under the
influence of psilocybin that a hug is okay. “That’s not true consent,”
Villeneuve explains. The responsibility is on your guide or therapist
to honor the consent conversation and boundaries you set while
you were sober. And they shouldn’t pressure you into any form of
touch—ever.

FRIES
To further examine this topic, Villeneuve walks me through the
acronym she uses to explain consent to the teens she works with.



To be clear, she does not work with teens in a psychedelic context,
but for the sake of our conversation, she ties her examples to
psychedelic settings. The acronym is FRIES. “Consent is freely
given. It’s reversible. It’s informed. It’s enthusiastic. And it’s
specific,” she explains.

Freely given means you’re not under the influence and you’re not
being coerced or manipulated into giving it. In the context of a
psilocybin session, you might have a pre-session conversation like
the one just described about touch. Your practitioner might offer an
example of how touch, like holding your hand, may be helpful during
a session. But if you say no and they push it, that’s persuasion.
“That’s not consensual,” Villeneuve says.

Reversible means you always have the right to change your mind
about anything you’ve consented to so far, no matter where you are
in the session. But the reversal only works one way: A yes can
always become a no. But if you’ve said no to something pre-
session, you can’t change your no to a yes during the session.

“Informed means you know exactly what you’re getting into when
you say yes to it,” Villeneuve explains. A guide or therapist should
be clear with you beforehand about exactly what to expect during a
session.

Enthusiastic in the context of a sexual experience (not related to
psychedelics) means, as Villeneuve puts it, “you’re super into it,
you’re agreeing to it, you’re not just like, ‘Oh yeah, maybe.’ ” She
adds, “I always say consent is not about waiting for someone to
stop.” When it comes to a psychedelic-assisted therapy session,
sex should never be part of the equation. The point is that a
therapist or guide has a role in understanding your body language
as well as what you’re telling them. “In a psilocybin experience,”
Villeneuve says, “if someone’s just like, ‘I’m not sure if that would be
right for me,’ that’s not enthusiastic.”

Specific, Villeneuve says, means that consent is required for
everything before it occurs. “In the context of psilocybin therapy,”
she explains, “each piece of what you’re doing is spoken about
beforehand. The informed and specific pieces really tie together
here. You know exactly what you’re getting into and there’s consent



for each individual thing along the way.” An example might be that
you’re aware ahead of time and have consented to the idea that the
therapist might hold your hand. But in the session, if they are then
thinking of holding your hand as a form of comfort, they should still
ask and ensure you’ve given consent before doing so.

Red flags
We both want to be clear about something before launching into this
topic. “It’s never on the person to prevent sexual abuse,” Villeneuve
says. “But there are, I think, red flags you can look out for.”

Search their name. See if anything comes up regarding allegations
of abuse or other questionable practices.

Ask questions. Find out about the guide’s or therapist’s background,
training, and values and whether they receive guidance for the work
they do. “Do they receive clinical supervision?” Villeneuve asks
regarding therapists. One thing that’s a common practice in
psychedelic-assisted therapy is having two therapists, usually one
male and one female, in the room. “We don’t have enough
knowledge or information right now to establish whether or not
that’s the standard protocol,” Villeneuve says. As we’ve learned
from the accounts shared in Cover Story: Power Trip, that practice
hasn’t prevented all harm. Villeneuve shares a personal concern—
one I agree with. “I find it really concerning when husbands and
wives do this together or people who are partnered,” she says.
“Why I say husbands and wives specifically is because there are
husbands and wives who have been doing this work and who have
abused people.” She’s careful to point out that of course therapists
in partnered relationships have done great work together, so she’s
not implying that such work as a whole is problematic. But she
makes a good point. “What kind of power dynamic does that
create,” she says, “when you’re with the person you’re married to
and you’re providing therapy to someone that’s extremely intimate
and where they’re very vulnerable?” The issue is that the couple
already has an intimate relationship involving love and sexuality.
Then they’re working to help someone else who is looking to them
for guidance. “It just creates a dynamic,” Villeneuve adds, “that, to
me, amplified by a psychedelic medicine, is just so concerning.”



Have a meeting (or several) where psychedelics aren’t part of the
equation. This won’t be an option for all scenarios. But in the case
of psychedelic-assisted therapy, you may be able to have a session
that’s psilocybin free first to get a feel for someone. “I always tell
people in the context of regular therapy,” Villeneuve says, “it takes
time to find the right therapist for you.” You may be able to consult
with a guide beforehand, whether in person or virtually, as well. For
me, that option was a sign that my guide had my best interests in
mind.

Trust your gut. Maybe you’re traveling to Mexico for a psychedelic
retreat, Villeneuve offers as an example. But then, on the first day,
something feels off because the retreat is not what you expected or
a facilitator makes a comment to you that doesn’t feel right. Know
that you can leave. “We often ignore these gut feelings or these red
flags,” she says.

Talk to others. They can “help you establish whether or not your gut
feeling is just some nerves or if it’s actually something like one of
these red flags,” Villeneuve explains.

Have a plan B. If you do go on a retreat or otherwise travel for a
psychedelic experience, have a plan for getting out of the situation if
you need to. That might mean having the option to change your
flight or having backup lodging, Villeneuve suggests.

Resources
Communities of like-minded psilocybin and other psychedelic users
—or those interested in trying psychedelics—are growing. They can
serve as a resource to you when seeking safe guides or therapists,
asking questions, or bouncing ideas.

One such community is Sisters in Psychedelics.152 SIP is a
community of female-identifying people who are passionate about
safe and intentional psychedelic use. SIP, founded by Bea Chan
and Dana Harvey, in Vancouver, British Columbia, was originally
born out of a potluck hangout in November 2021. It has since grown
into an international community. SIP features a free online platform,
as well as online and in-person events, including the annual SIP



Summit. “It is always about elevating the voices of women, the
divine feminine, and other underrepresented voices,” Chan explains
in our phone conversation.

I ask Chan about the potential for abuses of power in the
psychedelic space. “I’m really sad to say that this is real,” Chan
says. “It’s happened. It’s been in the news. I personally know
somebody who has been assaulted in a medicine ceremony before.
And it’s just really sad to have to acknowledge this is real.” She
echoes Villeneuve’s advice on researching anyone you’ll be working
with. “Really do your homework,” Chan says, “on who is trip sitting
you, who is your therapist, who is going to be your guide.”

SIP’s online platform is a place where you can talk to other SIP
members and engage in community and connection. “We are all for
referring our own trusted therapist or underground sitter or things
like that,” Chan says.

Another resource is Psychedelic Survivors.153 This website and
online community supports survivors of abuse, assault, and
personal harm that occurred in a psychedelic setting or context. The
organizers are Leia Friedwoman, MS, and Katherine MacLean,
PhD. They are working on a project called “Psychedelic Safety
Flags,” which they say is “a color system to assess underground
practitioner ethics and safety.” As of the writing of this book, the
project isn’t live online yet, but once I have a link to it, I will post it on
my socials. Psychedelic Safety Flags uses a color system to note
different degrees of power dynamics, consent, and more. As you
might guess, a red flag would denote facilitators who disregard
boundaries and consent. A green one would indicate facilitators
who discuss boundaries and honor them.

Can magic mushrooms add
magic to my sex life?

Again, I’m including the topic of sex in the same chapter regarding
consent because you can’t have one without the other—or it’s
called rape or assault. I’m mostly approaching the sex-life topic from



the lens of sex while not tripping on magic mushrooms, though I
cover some aspects of that as well in this section. Shrooms might
be a sex-life-enhancing tool because of their potential for boosting
mood, spurring personal growth, forging connection, and more (all
things discussed in Chapter Three).

First, let’s explore the topic of women’s sexual health and pleasure
and the disparities in care for female sexual dysfunction. Roughly
40 percent of women of reproductive age endure some type of
sexual dysfunction, whether that’s with libido, the enjoyment of sex,
or reaching orgasm.154 And for those who’ve surpassed the
menopause milestone, 85 percent experience sexual
dysfunction.155 The World Health Organization says, “Sexual health
is fundamental to the overall health and well-being of individuals,
couples and families, and to the social and economic development
of communities and countries.”156 A hallmark of female sexual
dysfunction is personal distress, which contributes to reduced
quality of life.157

At the same time, barriers exist for people assigned female at birth
to receive treatment for sexual dysfunction, and many barriers
involve gaps in our healthcare system. These include a lack of
healthcare-provider education and training on the topic and the
individual biases they bring to the exam table. Sexual medicine
objectives aren’t widely included in residency programs.158 Plus,
medicine didn’t even have a complete understanding of clitoral
anatomy until 2005, when Helen O’Connell, MD, a urologist, and
her colleagues used functional magnetic resonance imaging (fMRI)
to map out, for the first time, the full clitoris, including its internal
structures.159 The penis, however, has received much more
research attention. The FDA approved the first medication for
erectile dysfunction, one of the most common male sexual
concerns, in 1998.160 The most common form of sexual dysfunction
for women is hypoactive sexual desire disorder (HSDD), basically a
severe lack of sex drive. The FDA approved the first medication for
female HSDD nearly 17 years later in 2015.161 So to recap, a drug
for male sexual dysfunction existed seven years before the medical
establishment even had a complete concept of the clitoris. Then it
took an entire decade before a drug for female sexual dysfunction



hit the market. Clearly, women’s sexual health and pleasure have
not been a priority in the medical field. These disparities in care lead
to stigma.

Research on psilocybin is still ongoing in many areas. So far, I
haven’t found research directly linking magic mushroom use to
enhanced sex life for people assigned female at birth. But I think
there’s potential in this area. Many factors—including physical,
psychological, and social—can contribute to female sexual
dysfunction. And in no way would I want to present shrooms as
some sort of sexual-health panacea. I hope research ensues in a
safe and productive way.

In the meantime, I think there are some things to consider. Low
libido is linked to depression.162 And we know that psilocybin has
mood-elevating potential, so it’s not a stretch to hypothesize that a
mood boost might potentiate a bedroom boost. Factors that can
contribute to sexual dysfunction include sexual abuse or rape.163 A
history of sexual and emotional abuse is associated with
vaginismus, which is the involuntary tensing or contraction of
vaginal muscles upon penetration. And a history of sexual abuse is
associated with dyspareunia—painful intercourse.164 A meta-
analysis of more than 2,000 survivors of sexual assault found that
nearly 75 percent met the criteria for a PTSD diagnosis within the
first month after the assault.165 More research is needed regarding
psilocybin’s potential to help with trauma.166 But early clinical trials
on psilocybin and PTSD are in the works.167 (See Chapter Eleven.)
Research shows that factors that help protect against sexual
dysfunction include intimate communication and having a positive
body image.168 And experts suggest psilocybin may be able to help
in those areas.

For expertise, I reach out to Michele Ross, PhD. She’s a
neuroscientist who wrote an article about sex and shrooms.169

Psilocybin can aid with self-discovery, which can then lead to new
discoveries when you’re partnered up. “I always think that solo work
and solo trips are really important,” Ross explains, “because when
you are in touch with yourself and you’re more confident, when you
go into the bedroom, you bring that confidence. You’re more able to



voice what you need with your partner, you’re more able to connect
—bring your authentic self.”

Ross shares her story of a 2-gram private psilocybin self-love
journey. “I went dancing in the moonlight and got a little horny out
there and masturbated,” she says. “You’ve got to love yourself, love
your curves, love how your body’s changing—love all your parts.”
She embarked on her adventure during the last full moon, reflecting
on having turned 40.

Whether you’re tripping with another person or solo, you may feel
an enhanced sense of connection in the moment or post-trip to the
people you love, and that, too, may have benefits in the bedroom.
“When you’re more connected to your partner,” Ross says,
“obviously sex can be better—when you’re more attentive to each
other’s needs. It really depends on what you think better sex is.”
That could mean more orgasms, longer orgasms, more variety in
positions—the list goes on. Better sex may involve keeping things
interesting. “I think seeing couples that are especially older,” Ross
adds, “discovering magic mushrooms and incorporating that into
their relationship, I think that’s really interesting.”

Ross addresses some of the issues that may occur when
considering sex life and psilocybin, especially when the two are
mixed. “Psilocybin can sort of make you connect but make you not
want to have sex,” she says. It’s also important to realize that a
mushroom trip isn’t always light and fun. “Wounds and trauma can
be brought up,” Ross explains. In other words, psilocybin isn’t a
classic aphrodisiac.

Of course, the topic of consent comes into play, as well. If you are
merging psilocybin and sex, Ross says to set boundaries before
ingesting substances. “It really is important that if somebody wants
to stop at any point,” she explains, “somebody should be allowed to
stop and leave the experience.”

Drugs, including alcohol, can obviously impair or incapacitate
someone from consenting.170 So I ask Villeneuve about sex while
on psychedelics between two enthusiastic, consenting adults.
“Outside of psilocybin,” she says, “this is where people get kind of
tripped up sometimes in terms of consent.” She’s referring to the



concept that you must be completely sober to consent. “Well, think
of how many drunk people have sex all of the time, right?” she says.
“It’s not about like, ‘Oh, now that’s rape because you are drunk and
you had sex.’ No. It’s about what does that level of influence do to
your ability to kind of understand the situation or consent to certain
things.” Using the FRIES acronym, two consenting adults,
especially ones who know each other well intimately, can continue
to navigate consent while somewhat under the influence.

The next chapter provides a peek at how one woman and her
husband have used psilocybin to foster connection and improve
their relationship.





Emma reaches out to me on social media after I announce I am
writing this book. She expresses excitement regarding the content
and tells me she and her husband have had some transformative
experiences on psychedelics, including psilocybin. I ask if I can
interview her. For various reasons, she asks me not to share her
real name, so Emma is a pseudonym.

A diagnosis of anxiety
Emma, now in her early forties, grew up in the “just say no” era,
which was rife with falsehoods like, as she puts it, “They’re drugs. If
you try that one time, your face will melt.” But when she met her
now husband, he’d had an array of experience with not only
cannabis but also psychedelics—and he was doing just fine.

By that time, Emma had been struggling with anxiety for nearly a
decade. The anxiety cropped up after college when she faced
uncertainty about what the rest of her life would look like. Emma
would ruminate to the point of getting an upset stomach, she
recalls. Her doctor sent her to a psychologist, who then gave her a
prescription for an SSRI. The medication worked well for several
years, but then Emma went to grad school and things changed. “I
kind of just felt my anxiety spiraling out of control,” she says. Her
doctor upped her dosage. “But there were some side effects to
that,” Emma adds. Over time, she found that tools like cognitive
behavioral therapy and a small amount of cannabis often helped her
anxiety—both without those same side effects as her SSRI. With
the help of her doctor, she tapered off the prescription.

Additionally, knowing how psilocybin had benefited her partner, she
was curious how magic mushrooms might help her—especially
since, with him, she had a safe person and environment for
experimenting. On a sunny Saturday afternoon, in her partner’s
apartment, the two ingested a small dose of the Golden Teacher
strain. “He said, ‘We’re just going to hang out and watch
SpongeBob and see how you feel,’ ” she recalls. “I did feel



something. Colors were kind of brighter, and I just had a really
lightweight, fun feeling.”

From there, Emma started to take deeper, longer trips, some of
which have been darker. “The way I look at it,” she says, “is that you
don’t get the trip you want; you get the trip you need, and it might
not be what you were exactly prepared to deal with at the time. But
you’re going to get through it.” Her advice: “Don’t try to fight it.”

Those challenging trips—or just parts of trips—have netted growth.
On a particularly difficult journey, one in which she says she turned
to her husband and asked, “Did we die?” she later had an insight
about herself. At one point, she started getting flashes of every
friendship she’d ever had. “It was like they were just backed up and
laid out,” she recalls, “in a way that kind of let me look at them all at
the same time and be like, ‘Oh, why do I always do that?’ And it was
something about holding myself back so I would be accepted.”

Intense and uncomfortable trip experiences have encouraged her to
confront her anxiety. “I was able to separate,” she says, “and be
like, ‘Ha, look! Look at that thing. You don’t have to do that to
yourself. It doesn’t have to be this way. Here’s an alternate way.’ ”
Viewing her anxiety responses and facing them head-on during a
trip, she adds, allowed her to identify them later when not tripping
and change the trajectory. Now she says she’s better equipped to
ease or stop anxiety in everyday experiences. “Psilocybin in
particular,” she explains, “it’s a facilitator of both you getting in touch
with your own emotions but also you being able to process that after
the fact and try to incorporate that more into your life.”

Opening communication lines
Meaningful trips have spurred growth in her marriage, as well. “It’s
absolutely deepened our relationship,” Emma says. “It’s made us
able to talk about things that are hard and acknowledge things
about ourselves that are hard but also can be changed.” She
describes a trip in which she and her husband both experienced
what she calls a “paradigm shift,” where everything—meaning the
whole universe—was going to be okay. It’s a sensation she’s been



able to return to in subsequent trips, but it also helped Emma and
her husband make strides together. Emma says they used to have
the usual minor squabbles that occur when two people are starting
to merge their lives and trying to get on the same page. After their
paradigm-shift trip, however, they both continued to feel the
undercurrent that everything would somehow be okay. “I think we
were just a little gentler with each other after that point,” she says.
“You know, let’s do better by each other.” She describes psilocybin
as a catalyst for improved communication, which helps each of
them to understand where the other one is coming from.

Although she hasn’t reached for psilocybin in about two years, she
and her husband used to turn to magic mushrooms for what she
refers to as a “mental reset” a few times a year. “There’s a little bit
of a glow the next day,” she says. “[I] just feel lighter and happier,
and it tends to last.”





At first consideration, it may seem like there isn’t a whole lot to say
about pregnancy and breastfeeding/chestfeeding and psilocybin—
other than the snippet I included in the Q&A section. But there is so
much more to say. Plus, we’ve also got the topic of parenting and
psilocybin to consider. So parenting as a whole—whether you’re a
birthing parent, someone who is breastfeeding/chestfeeding, or
someone who has kids of any age—gets its own chapter.

When I start investigating these topics, I am not surprised to see
there’s a dearth of information and research out there. Yet we’ve
got plenty of questions. What are the safety considerations for
psilocybin while pregnant or nursing? What about if a birthing parent
needs care for their mental health? And what are the
considerations, stigmas, concerns, barriers, and potential benefits
for parents when it comes to using psilocybin? Even after
researching, I don’t have definitive answers for you, but I at least
have nuanced information from some key experts and parents.

What’s the info on psilocybin
use while pregnant or

breastfeeding/chestfeeding?
Basically, zero research exists on using psilocybin while pregnant. I
shouldn’t say zero, since some studies of pregnant rats do exist.
But you’re not a rat! Pregnant people are automatically excluded
from psychedelic clinical trials. Rather than an abundance of data,
we’re dealing with an absence of information on how psilocybin
affects a fetus.

“The challenge with doing any peer-reviewed, evidence-based
research in pregnancy is that it’s not ethical,” Rebecca Kronman,
LCSW, tells me in our phone interview. “We’re not asking a
pregnant person to ingest a particular substance and then see what
it does to the developing fetus.” We also don’t have clinical trials on
the effects of psilocybin in human milk. But the topic of psychedelics



and pregnancy or breastfeeding/chestfeeding is more nuanced than
that.

In her private practice, Kronman helps patients prepare for
psychedelic experiences and to integrate after. She’s also the
founder of Plant Parenthood,171 which is a virtual and in-person
community of “parents but also nonparents who are looking at the
intersection of psychedelics in the family system,” she explains.
“The mission of the organization is to destigmatize this topic and
bring difficult conversations forward.”

Kronman wrote an in-depth article about the topic of psychedelics
and pregnancy for Psychedelics Today.172 With the absence of
data, blanket statements regarding substance use while pregnant or
breastfeeding/chestfeeding exist. Kronman outlines some of them in
her comprehensive article.173 For example, the American College of
Obstetricians and Gynecologists recommends avoiding marijuana
use.174 ACOG lumps psilocybin and other psychedelics into a
category noted as “substances that are commonly misused or
abused.”175 That categorization is rooted in myth and clearly hasn’t
kept up with research on psilocybin’s therapeutic potential. A
blanket statement surrounding psychedelic use while pregnant or
breastfeeding/chestfeeding leaves out a lot of context.

“When we’re trying to get answers to our concerns about what is
safe to ingest,” Kronman says, “we really have to think about using
other spaces of knowledge.” Kronman explains that—outside the
Western medicine research model—we can consider how pregnant
or nursing people or parents in other cultures approach psilocybin.”
That’s just one example.

I also interview Hilary Agro, an anthropologist and PhD candidate at
the University of British Columbia. “There are groups of Indigenous
people who intentionally use mushrooms while they’re
breastfeeding,” she says. “I have done all this research on
pregnancy and breastfeeding and drugs. And there is no evidence
that psychedelics or especially psilocybin has a negative effect. It
doesn’t mean you should do it all the time.”



Kronman adds, “We want to be careful not to be too reductionist
about this and say, ‘Well those kids are doing fine.’ ”

To summarize the info on safety, we don’t have evidence of harm
on a fetus or a nursing child, nor do we have evidence of absolute
safety. We need more nuance and open discussions about the
topic, and these discussions warrant robust consideration in the
broader scope of health and well-being for the pregnant or nursing
person. “Gestating parents deserve bodily autonomy too,” Agro
says. “You don’t just become a carrier who has to sacrifice
everything for your baby.”

Agro is vocal in her public-facing educational work about her
experience with attention deficit hyperactivity disorder (ADHD).
She’s been pregnant twice. “I tried to go off of my ADHD meds, and
it did not work,” she says. “And it was bad for me. And it was going
to be worse for the pregnancy to be unmedicated because I can’t
eat properly. It was going to be worse for my babies to be off of my
medication, but importantly it was going to be worse for me.”

The number of pregnant people taking ADHD medication is
increasing. And while some research indicates an association with
taking ADHD meds during pregnancy with an increased risk of birth
defects, that associated risk is quite low.176 The research to date on
the topic is limited and based on small numbers of children, so more
research is needed. I share the ADHD research here only to
illustrate that, yeah, research is limited on all sorts of drugs, not just
psilocybin, regarding pregnancy and breastfeeding/chestfeeding.
Ultimately, birthing and lactating parents must make the best
choices for themselves and their families—as Agro has done—with
the help of any trusted experts in their corner.

“We have to question the use of substances for purely recreational
purposes during this period,” Kronman says, “but if we’re talking
about things that are really keeping the birthing parent alive—and
we know that there are psychedelics that truly are imparting that
function—then we would really need to consider and weigh out
against the unknown risk.”

The health of the birthing parent is paramount. Plus, the birthing or
nursing parent’s health also impacts the health of a developing fetus



or their already-born child. “We know that things like depression,
PTSD, and anxiety can negatively impact someone’s ability to
attach to their baby,” Kronman explains. These mental health
concerns, both during pregnancy and after birth, can also affect
child development.177 Adequate and compassionate treatment is
crucial.

“These are not definitive answers,” Kronman says, “but when we
use a harm-reduction approach, we can say, ‘Well, what does that
risk feel like to me, knowing all the risks or potential risks or
unknowns? How do I feel about that practice given the information
that I do have on hand?’ ”

I speak to Mikaela de la Myco, who focuses on womb-healing
facilitation in the Ma’at tradition. You can find a course called
“Psychedelics & Maternity” that she teaches (in conjunction with
other facilitators) via DoubleBlind magazine.178 I share more from
de la Myco in Chapter Eleven, but her pregnancy story belongs
here.

“The microdosing experiences that I had as a pregnant person were
basically to address the ongoing alcoholism that I was involved in in
my life,” she says. “The way that I treated microdosing during my
pregnancy was as an alternative to drinking.” Since age 13, de la
Myco had struggled with alcohol. Having been raised by parents
with alcohol use disorder, de la Myco wanted something different for
her family. “That was a piece of generational trauma that I wanted
to address,” she says. “The mushrooms, in place of alcohol, gave
me the healing key—which I then needed to carry with me—and
eventually changed my life.” Psilocybin was a catalyst for a
behavioral change that, as she puts it, cleared her relationship with
alcohol. (You can find info regarding psilocybin’s potential to help
with alcohol use disorder in Chapter Eleven.)

“If it’s between a pregnant person choosing to use psilocybin three
times while they’re pregnant,” Agro says hypothetically, “and the
alternative is they’re going to use alcohol 50 times while they’re
pregnant, there’s just a clear better choice there if you take a harm-
reduction approach.”



I ask Kronman about the topic of psilocybin use while
breastfeeding/chestfeeding. She suggests I contact her lactation
consultant. Andrea Syms-Brown, IBCLC, immediately agrees to an
interview. “We have to understand where this person is coming
from,” she says, speaking generally—not about a specific parent.
“Having compassion for this individual is key to understanding why
this use is necessary.” Syms-Brown points out that if a lactating
parent is turning to psilocybin or another psychedelic, they’re likely
not doing so for recreational purposes but rather for an aspect
related to their health. “Knowing when to use it,” she adds, “is
usually under the care of a shaman or even a physician who says,
‘Okay, this is how we’re going to treat this particular illness that
you’re experiencing.’ ”

The strategy of psilocybin ingestion and timing of feedings will vary
per each family’s unique situation. “There’s no one rule,” Syms-
Brown says. “We ask mothers to abstain from breastfeeding at
certain times if they’re on certain medications because we know
when it’s highest in the blood. So if we treat these products in the
same manner, we can have the same or similar results.” With
microdosing a single dried dose, you can control the timing easier
than you can with, say, sipping a larger dose in several cups of tea,
Syms-Brown notes. Not just the dosage, but the age of the child is
also a variable, since a newborn will need to feed more often.

Half-life is the time needed for a drug to reduce to half its original
dose in the body. The half-life of psilocybin (and psilocin) is roughly
three hours.179 So your dose will have been reduced by 50 percent
at this time. You can see why Syms-Brown brings up dosage. A
microdose of 0.10 grams of psilocybin would be reduced to about
0.05 grams at around three hours, whereas a 3-gram dose would
only be reduced to 1.5 grams at three hours. After 3.3 half-lives of a
drug, 90 percent is eliminated.180 And after 5 half-lives, 98 percent
of it should be out of your system, according to the Infant Risk
Center.181 With psilocybin, you’ll reach the 3.3 half-life point at
about 10 hours and 5 half-lives at 15 hours. Plus, we know that
reports show that psilocybin and psilocin are almost completely
excreted from urine after 24 hours.182 This info can help you decide
the best strategies for you and your family.



A lactation consultant can also help offer guidance surrounding
breastfeeding/chestfeeding and any medication or other substance
use. Syms-Brown makes it clear that the role of the lactation
consultant does not involve criticism or passing judgment. “Our job
is to support breastfeeding and support the families who choose to
breastfeed their children,” she says. “That’s it. So whatever it takes
to support that process is what we do. I’m going to give you all the
facts and help you to navigate whatever habits you might have so
that you can be confident that your baby’s getting the best of you.”



How do I navigate the
intersection of parenting and

psilocybin?
We don’t have definitive answers or definitive research on some of
these topics surrounding parenting and psilocybin—especially those
regarding pregnancy or breastfeeding. But having conversations
about them helps open lines of communication, reduces stigma,
and helps people navigate the psychedelic landscape with care and
consideration. “We feel like this is the number one key to safer
substance use,” says Kronman of Plant Parenthood, “that people
are talking about what they’re doing—that they’re not hiding in the
shadows.”

Kronman acknowledges that having open conversations
surrounding drug use can be complicated. “All of us are steeped in
the war on drugs,” she says. “It’s still well and alive. People are still
experiencing consequences from it—in particular, Black and Brown
people.” In addition, stigma surrounding drug use exists for parents,
especially for pregnant people. “The world has eyes on you as a
birthing parent and also as a parent with a young child,” Kronman
notes.

Agro openly identifies as a drug user online and elsewhere. It’s her
provocative approach to her advocacy work for harm reduction,
stigma reduction, and decriminalization, and for people to have
bodily autonomy. “We have this common conception of who is a
drug user,” she says. “There are drug users, which are people who
use drugs, and there are regular people. And that is completely
inaccurate.”

Agro identifies as a drug user for the stimulant medications she
takes for ADHD. “I would argue most people on the planet are drug
users,” she says. Before you say you’re not, ask yourself if you
drink coffee or other products with caffeine, consume alcohol, or
take prescription or over-the-counter medications. That’s Agro’s



point. If you answered yes, you’re a drug user. Hey, I’m a drug user.
“It’s this sort of coming-out-of-the-closet thing,” Agro says, “where if
we realize, ‘Oh, I’m a drug user, you’re a drug user, we all are, then
why do only some of us go to prison for it?’ ” The answer is not that
some drugs are illegal because they’re dangerous. “You can
debunk that easily,” Agro explains, “because alcohol is legal and it’s
not the safest drug.” Categorizing people as drug users and pitting
them against medication takers only perpetuates stigma and harm.

Agro has firsthand experience with that stigma and harm. Shortly
after she gave birth in 2021, when she was still recovering from her
cesarean section, someone reported her to child protective
services, saying that she’s a drug abuser and that they fear for her
children. Agro wrote a Twitter thread about her experience.183 A
social worker—a kind one, Agro notes—came to her house and
inspected her child’s body, grilled Agro about her medical history,
and more. “The whole thing was very traumatizing,” she recalls.
“Parents, but especially women, are extra vulnerable to the war on
drugs because we get our kids weaponized against us.” The
situation stressed Agro so much that it impacted her ability to heal
from her C-section. Research shows that stress can dramatically
slow wound healing at varying rates.184 Agro says the delayed
healing then impacted her ability to parent. And therein lies the
irony: someone reported her, calling into question her parenting
abilities, and by doing so, they harmed her parenting abilities.

Agro’s experience is a key example of why many women, especially
those who have kids, are keeping in the dark the medication they
need—whether that be cannabis, psilocybin, or birth control pills.
Stigma exists. I share her story not to frighten anyone, but to
highlight the importance of reducing that stigma. Agro is quick to
point out that structural privileges—such as being an academic and
having friends who are social workers and lawyers whom she could
lean on for guidance—helped her resolve the child protective
services case against her. “I encourage people who can,” Agro
says, “if they are safe to do so—and they are not at risk of state
violence the way that many people who use drugs are—I encourage
people to identify as a drug user.”



Safe circles, such as Plant Parenthood, can help you get the
conversation going and empower you to take that further when and
if you’re ready. “When we can begin to share these things in groups
that we feel will understand,” Kronman says, “and when that
information is held in a safe container, when this conversation is
being facilitated in a way where participants can feel safe, then we
can start actually having a conversation about what’s going on.”

What Kronman is gleaning through some of her conversations with
other parents who use psychedelics is that they can be a tool in
one’s parenting arsenal. “We talk to parents all the time,” she says,
“who say, ‘I use these substances not in spite of the fact that I had
children or not to get to escape from the fact that I had children, but
in order to heal a familial trauma, in order to be more present for my
child, in order to show myself the compassion that I needed so that I
could pass that along to my child.’ ”

Through previous research unrelated to this book, I’ve read a lot
about adverse childhood experiences, also called ACEs. ACEs are
when a child is exposed to trauma, such as domestic violence, child
abuse, the incarceration of a parent, or having a parent with mental
illness, just to list a few.185 Of course, children with ACEs grow up
to be adults—and sometimes parents themselves. One in six adults
has experienced four or more ACEs. Research looking at more than
2,000 families found that the children of parents with four or more
ACEs had a more than threefold risk of experiencing four or more
ACEs as well, when compared to kids of parents without ACEs.186

The researchers note that addressing parental stress may interrupt
the cycle of trauma, something that’s crucial for kids’ health. ACEs
can cause both physical and mental health issues for children later
in life. Plus, half of the 10 leading causes of death are linked to
ACEs.187 Preventing ACEs has the potential to reduce, by as much
as 44 percent, the number of adults who experience depression.
Working through one’s own traumas can have a huge impact on the
health and well-being of one’s child. And we know through
preliminary research that magic mushrooms, when used
therapeutically, may have the potential to help.188 (See Agro’s story
of healing trauma via psilocybin in Chapter Nine.)



“Women—we make most of the household decisions,” says Bea
Chan, of Sisters in Psychedelics.189 “I do think that we are the glue
of the family.” She points out the importance of women’s mental
health for this reason. “What we’re teaching to our next generation,”
Chan says, “and even further from that—there’s just so much more
impact we can make if we’re whole.”

In some instances, parents may be using psychedelics themselves
to better connect with their kids. “Especially young children, their
brains are very entropic,” Kronman explains, “which is exactly the
effect we’re going for when we take psychedelics. So we take
psychedelics and then we hang out with our kids. And all of a
sudden we can inhabit their world better.” Kronman shares the
example of engaging in imaginative play. But psilocybin can also
boost empathy.190 “We can resonate with their experience,” she
notes.

I’m not a parent myself, so I’m wondering if parents in the
psychedelic community have unwritten rules surrounding psilocybin
use and parenting. My quick and obvious disclaimer: If someone is
serving as a sole caregiver for a young child—meaning another
caregiver isn’t present—they shouldn’t be impaired to the point that
they’re incapacitated from protecting and caring for that child or in a
way that otherwise puts that child at risk. So that’s the big rule.

Other considerations come into play, however. Kronman notes that
in some cases a parent may want to carve out time to have a
psychedelic experience as their form of self-care; they may prefer to
be temporarily free from other responsibilities. “In that case,” she
explains, “they maybe wouldn’t want their child to be around. And
then we hear from other parents who feel like, ‘These are practices
that benefit me. I want to share this information with my child. I’m
going to let them know what I’m doing.’ ”

A decision to share such information would likely depend on the
child’s age and if they may benefit from open, intentional, fact-
based conversations surrounding the use of mind-altering
substances. Such open dialogue in families can be valuable. “I’m
going to come at this from a cultural BIPOC lens,” says Chan, who
is Chinese. “In the Asian community, it’s a huge no-no… this is not



something that I can even really openly talk to my parents about.”
Stigma, though, can lead to harm if, say, an adolescent has
questions about psychedelics or other drugs but they can’t talk
about it with someone they trust who can give them adequate safety
info. “Let’s have open conversations about this,” Chan says,
“without fear or shame or guilt.”

Kronman notes another consideration when it comes to the
intersection of parenting and psychedelic use. “If you are, for
example, in a custody battle,” she says, “you may not be able to
disclose this stuff to your kids without repercussion.” Ultimately,
there isn’t one set of rules or answers that fits every family when it
comes to the intersection of psychedelic use and parenting.
However, you’ve got resources and community to lean on. In
addition to Plant Parenthood, you can find support via Moms on
Mushrooms (M.O.M), founded by Tracey Tee.191

Also, lean on yourself as a guide when it comes to psychedelics in
general and their intersection with your role as a parent. “These
medicines are unique in that they are decidedly non-Western
despite the fast flow of pharma coming at them,” Kronman says.
“But they’re not Western medicine, and they shouldn’t be used as
such. Part of that means checking in with one’s own intuition about
what you need, how much you need, whether you need it.”





If you just read the parenting chapter, you’ll recognize the name
Hilary Agro, an anthropologist and PhD candidate at the University
of British Columbia. I want to share more about her personal
psilocybin story, particularly concerning attention deficit
hyperactivity disorder (ADHD). She brings up an interesting
concept.

First, she notes that, through her research, she’s talked to people
who are microdosing psilocybin for ADHD. This makes sense since
it has a slight stimulant effect. But that’s not how she’s used it.
Instead, she’s taken higher doses.

“Psilocybin’s maybe been less helpful for ADHD,” she says, “and
really helpful for trauma. It allows me to reflect on my behavior and
on my life and gives me insights into things that can be helpful for
building the coping mechanisms I need around ADHD.”

Having ADHD in an ableist
world

Magic mushrooms are also helping Agro process wounds from
childhood. “People with ADHD,” she says, “most of us that I’ve met,
have trauma as well because of having ADHD and being a disabled
person in an ableist world that is not built for us.”

She’s careful and clear not to place blame on her parents when she
speaks. “But being a kid with ADHD,” she says, “you encounter
adults around you who are just constantly frustrated and
disappointed in you for being who you are—and you can’t help it.”

As a parent of a child who Agro says she’s certain has ADHD
(although not diagnosed yet), Agro recognizes the challenges. “It’s
like I’m time traveling back into my own parents’ bodies,” she says.
She offers the example of auditory processing disorder, which is
common with ADHD. “I have to say her name 10 times before she
will look up at me,” Agro says. “And it’s not that she has an ear



problem; it’s that she’s neurodivergent and she’s focused on
whatever she’s doing.”

Not every parent is as well versed in ADHD as Agro is, and not
understanding a behavior can lead to frustration. Over time,
outward displays of frustration toward a child—whether from a
parent, a teacher, or another adult in their life—can breed shame
within the child. That shame can turn into trauma. “Using psilocybin,
for me,” Agro says, “has been really, really healing because of a few
things. One is that psilocybin, it gives you self-empathy. And it has
helped me develop self-love.”

To look in the mirror or not to:
that is the question

If you’ve read up on psilocybin and some other psychedelics, you
may have heard that you should avoid looking in a mirror. Well,
several people I talked to for this book who have tried psilocybin,
Agro included, have a story about looking in the mirror, and those
instances turned out fine. (I did so myself. It was fine.) Agro says to
just be prepared if you choose to look in the mirror and to not take
the decision lightly. She says she was scared to do so because she
was high AF. But doing so gave her a realization. “I remember
being like, ‘I’m so beautiful. I am a person,’ ” she recalls. “ ‘I am just
a human being with a face. And these eyes let me see. And this
mouth lets me communicate and eat and keep myself alive. And
how could I ever think badly about this face?’ ” She sums up her
realization: “I am a person who’s worthy of love. I am a person
who’s okay just the way I am.”

Agro points out that psilocybin isn’t the only thing that’s helped her.
She’s also done work in therapy and tapped into other forms of
support. “But it’s been a really important tool in the tool kit for
healing my relationship with myself.”





The topic of best practices could take up a whole book. And you’re
in luck. A great one exists. Michelle Janikian wrote Your Psilocybin
Mushroom Companion. Her book covers logistics in detail, more so
than I have space to cover here. I’m interviewing her for this
chapter, and I encourage you to grab a copy of her work. I’m also
interviewing experienced psychedelic user and psychedelic coach
Lana Pribic, host of the Modern Psychedelics podcast, which is
another treasure trove of info.192 And I’m reaching out to a study
author who has researched predictors for positive trip experiences.
My hope is that expertise from these women provide you with the
framework for setting yourself up for the best trip possible—if a trip
is your goal. In this chapter, you’ll learn about set (your mindset)
and setting (environment), trip sitting, navigating challenging
experiences, and the importance of integrating your experience
(and how to do so) after a magic mushroom journey. Plus, I’m
including details on how to microdose. And finally, you may also be
curious about the legal landscape of psychedelics.

What are set and setting?
We’d all like to have a good trip, whether we’re going camping or
taking magic mushrooms. Just as we can’t control everything about
camping (the weather, the bugs, a tent malfunction), we can’t
control everything about a psilocybin trip. But just as we can do
everything in our power to ensure a smoother outdoor adventure
(pack layers, use bug protection, and test that tent), we can take
care to lay the groundwork for a better psilocybin trip.

Research shows that feeling prepared for the experience and
comfortable in the environment and with the people you’re around
can help prevent a difficult psilocybin journey.193 This care comes
with the work of what’s called set and setting.194 The late Timothy
Leary, PhD, a psychologist and psychedelic advocate and his
colleagues (Ralph Metzner, PhD, and Richard Alpert, PhD, later
known as Ram Das) wrote about it in their book (first published in
1964) The Psychedelic Experience: A Manual Based on the Tibetan
Book of the Dead. “He was just a really smart psychologist,”



Janikian says of Leary, “putting words to a concept that we already
do with a lot of things in our lives outside of psychedelics. Our mood
and where we are [will] affect the experience that we have, no
matter what it is.” Janikian shares the example of going on a first
date. If you’re in a bad mood and you go to a sketched-out place,
you’ll likely have a subpar date. So we do what we can to set
ourselves up for an optimal date by adjusting our mindset and going
to a place where we’ll hopefully feel chill. The same is true for a
date with psychedelics. “Indigenous folks have been controlling their
set and setting for centuries in their ceremonies,” Janikian adds.
She has some simple advice for applying set and setting to your
own psilocybin experience. You’re in a vulnerable, almost childlike
state when you’re on psilocybin. “You’ve got to think of yourself as a
little kid,” she explains. “How would you feel safe and comfortable?”

Think of set as mindset, which involves your intentions,
expectations, personality, and level of preparation going into a trip.
Then think of setting as the environment in which you’ll be doing
your trip, including where, who is around you, and even cultural
influences or applications.

Set
You may be familiar with the concept of setting intentions if you’ve
ever taken a yoga class. For example, at the start of a class or
home practice session, I will often set the intention to let go of a
specific stressor or to find acceptance for something I cannot
change or control in my life. With psychedelics, the concept is
similar but also different.

“Intention is one of those things that is a little misunderstood,” Pribic
says. “The way that I understand it is, the purpose of the intention is
to connect with your purpose and reason for having this experience.
It’s to safeguard against going into this blindly or prematurely or
without a care in the world.” But she adds that people often confuse
intention with expectation. Pribic advises setting an intention and
then letting it go so that you’re not holding too tightly to your
preconceived notion of what you expect to get out of a psilocybin
session.



“I think it’s a little misguided sometimes to really set a lot of
intentions,” Janikian adds. “Instead, ask yourself why you’re taking
a psychedelic. Are you doing it to learn about yourself?” That’s
Janikian’s general intention when using psilocybin. “Whenever I set
really specific intentions, it can just be a bit heavy,” she explains. “I
can get too deep in thought loops about them and it kind of narrows
my trip.” She prefers to approach a trip with an open mind and let
the mushroom teach or lead her.

These statements from Pribic and Janikian regarding set echo the
results of a study in which researchers were trying to figure out if
state of mind and personality help predict magic mushroom
experience and outcomes. For the study, published in
Psychopharmacology in 2019, researchers used crowdsourcing to
survey 183 participants.195 They asked them about their personality
traits, state of mind, and life situation before ingesting psilocybin.
They also asked them about their experience with magic
mushrooms. The researchers found that willingness to surrender at
the time of dosing was a strong predictor of having an optimal
experience, and preoccupation was linked to adverse experiences.
Their research replicated findings from their previous study,
published in Psychology of Consciousness in 2019.196

The researchers describe surrender as a willingness to adapt to
whatever unfolds during a psilocybin session, meaning releasing
your preconceived notions, goals, habits, even the self. They
describe preoccupation as being absorbed in your current life
concerns or those of the past or future.197 I reach out to Suzanne
Russ, PhD, the lead author of both studies. She tells me that,
although she didn’t include this in the paper, the idea of surrender
stems from the way Indigenous cultures have historically applied
the use of psilocybin. “The rituals that would precede the ingestion,”
she explains, “would include things like fasting, or chanting, or other
things designed to de-identify and to yield to the experience.”

During a magic mushroom session, ego death (see Chapter Three)
through psilocybin’s effects on the brain’s DMN serves as the
catalyst for much of the psychedelic experience. “It’s almost like one
would precede that by stepping away already from identity,” Russ
says. Your set and setting preparation may involve practices that



help you shed your sense of self, preconceived notions, and rigidity.
When Russ was deep into the research on her studies, the movie
Frozen was at its height of popularity. She says one of the people
she spoke to during her research described the surrender like the
character Elsa’s experience. “When she finally let go and just let go
of all her constraints,” she explains. “It’s that full release of
everything you were.” Or think of surrender as being willing to
transition into something new. Some helpful tactics in the days
leading up to your psilocybin journey or on the day of your trip may
include eating lighter or fasting, abstaining from digital media, and
even engaging in silence. “I think we have to deactivate our
cognitive pathways and come into touch with more of our sensory
experience,” Russ says.

According to Russ’s research, surrender is linked with positive
experiences, while preoccupation is linked with adverse
experiences on psilocybin.198 Essentially, before a psilocybin
experience, you want to clear your mind of your to-do list. Otherwise
your mind is focused on what is forthcoming in this life, Russ says,
and that is an inhibitor to an experience and even linked to
unfavorable ones. Preoccupation may magnify, in a trip, whatever it
is you’re hyperfocused on, whether that’s work, mundane tasks, or
an upcoming event or deadline.

Russ offers a great way to think about the concept of releasing
yourself from preoccupation. “If you’re going to go to Mardi Gras or
something like that,” she says, “you have to release everything and
put on your costume to go. You can’t be holding on to all of the
things that are going to be waiting for you afterwards.” So, for a
psilocybin trip, you must “remove your costume of this life,” she
adds. Instead, put on your I’m-going-to-try-psilocybin costume and
adopt the open mindset of a child. You can’t wear both costumes—
your current-life one and your psilocybin one—at the same time. So
how do you avoid preoccupation? Clear your schedule for your trip
day. Allot plenty of time for the experience and for relaxing and
considering your experience afterward.

We often think of set as a concept related to trip prep, but really, it’s
important throughout your psilocybin journey. And that’s why I’m
including another thing Russ notes: the idea of noble silence, a



Buddhist philosophy or technique. It involves observing silence or
only speaking necessary words. Such a technique may be helpful
when you’re on magic mushrooms or about to embark on your
journey. “I wanted to look at whether talking during the experience
would limit the experience,” Russ explains, “because we’re dealing
with ineffable constructs, constructs that can’t be put into words.”
She found that talking did predict negative experiences. “Not talking
might be a beneficial thing,” she says, “for accessing an experience
that’s transformational and beneficial to a person.” But why? “Our
thinking brain, our cognitive perspective,” Russ explains, “is linked
to our language. And language imposes a schema, a framework on
our way of thinking that prevents us from seeing other ways.” To
further explain the concept, she describes the DMN as all that we’ve
learned in our lifetime and all the pathways that lock us into default
patterns of thinking. “Language has a really foundational impact on
that,” Russ adds. The temporary impacts to the DMN during a
psilocybin trip allow for new ways of thinking, but language can
hinder that process.

Setting
Setting involves where you’ll physically be during a magic
mushroom trip, but it’s also about fine-tuning your environment for
comfort, safety, ease, aesthetics, mood and vibe, and more. Plus,
as Janikian notes, it’s often closely related to set. For example, if
her intention is to feel more in touch with nature, she might collect
some seashells to use in her setting.

Both Janikian and Pribic mention that preparing an altar can be
helpful. “I always go outside,” Pribic says, “and forage for whatever I
can find and put it on the altar. There will be a candle and some
really grounding elements that can always be my anchor during the
journey if I need to come back or ground myself.” If Pribic is in a city
setting, she’ll close the blinds and curtains and cocoon herself from
the outside world. She also puts her phone away to avoid
distractions—after alerting a trusted friend to what she’s doing. But
setting is up to you. You might prepare a cozy space with pillows or
create a relaxing playlist you can turn to if you decide you want
music.



Ceremony can play a role in both your set and setting by easing you
into the right mindset and adding to the aesthetics of your
surroundings. “Having some kind of little ritual or prepping in some
way,” Janikian says, “really just helps prepare you and your mind for
this big experience that’s coming. It’s like packing before you go on
vacation. It’s exciting and you are getting all the things ready you
think you’re going to need. I think you can do a similar thing for a
mushroom trip or any kind of psychedelic experience to make it a
little special.”

You will find your own ways that speak to you of infusing ceremony
into your experience. Pribic says it’s about “just having ultimate
reverence and gratitude for the mushrooms and for their
consciousness.”

For more info on set and setting, again, I highly recommend
Janikian’s book mentioned at the start of this chapter.199 And Pribic
has a checklist you can download, along with other free resources.
You can find those on the Modern Psychedelics podcast website.200

What’s a bad trip? And how
do I get through one?

Challenges aren’t necessarily bad. For this reason, some
researchers and psilocybin users prefer to nix the term “bad trip” in
favor of “challenging experience.”201 We can all think of challenging
life situations in our past that have benefited us in some way—a
bad breakup that opened a door for something better, a tough work
project that dramatically boosted your knowledge base, a stressful
time that imparted a valuable lesson, a brutal athletic endeavor, like
a triathlon, that showed you your mettle.

Abigail Calder, MSc, the doctoral researcher I interviewed about
neuroplasticity (see Chapter Three), has a great example about her
mountaineering hobby. “If I’m honest,” she says, “I’m usually not
having fun while I’m doing it. It’s scary, exhausting, and cold. But as



soon as I’m safely down, it feels amazing to have climbed that
mountain. I think challenging trips can sometimes be like that.”

Of nearly 2,000 psilocybin users surveyed about their most
psychologically challenging trip, 84 percent said they benefited from
the experience.202 Those survey results were published in the
Journal of Psychopharmacology in 2016. Not only did many of the
respondents benefit, 76 percent also reported an increase in well-
being or life satisfaction from the event. And about 60 percent rated
the experience as among their top 10 most psychologically
meaningful. More than 30 percent rated it in their top five.

“People often describe the challenging trip as a learning
experience,” says Calder, who was not involved in the research.
“They feel that they learned something important or meaningful
about themselves, although it may have been painful. Perhaps they
could work through some difficult emotions and now feel lighter, or
perhaps they discovered an unsuspected personal strength.”
Sometimes we are unaware of our own grit and personal tools.
“Discovering that you are stronger than you thought can be very
powerful,” Calder adds. “Sometimes challenging trips can therefore
activate people’s mental resources.”

That’s not to say that a rough trip is no big deal. It can be. Sticking
with her mountaineering example, Calder says, “I also don’t forget:
Not everyone comes back from the mountains unharmed and
empowered. The same is true for challenging experiences on
psychedelics.”

The research on challenging trips found that 62 percent of
respondents rated their psilocybin experience as among the top 10
most difficult experiences of their lives, 39 percent rated it among
their top five, while 11 percent said it was indeed the single most
difficult.203

“Most people in the psychedelic community know at least one
person who has had a bad trip that negatively affected them for a
long time,” Calder says. “I hope we better learn how to support
those people in the future.”

What is a challenging trip experience? Researchers conducting an



exploratory analysis, published in 2020 in the journal PLoS One,
used software to analyze self-reported intense psilocybin
experiences (detailed on an online platform) that led to a negative
outcome.204 A bad trip, according to their research, typically
involves paranoia, fear, anxiety, racing thoughts, and a sense of
losing one’s mind. Ego death and hallucinations are also common
characteristics noted in other research.205 (Of course, ego death is
associated with positive experiences too.) The analysis was
exploratory, so it cannot be taken as cause and effect. But the
researchers also found a possible association with negative
experiences when other substances were combined with psilocybin,
when high doses of psilocybin were consumed, and when multiple
doses of psilocybin were consumed in the same setting.206

During a psilocybin journey, you may encounter your “shadow,”
which could lead to a challenging part of a trip, or it may be just fine.
Either way, you can get through it.207 In her book, Janikian
describes the shadow, so I ask her about it. “The shadow,” she
says, “is originally a Jungian concept in psychology, which is like all
the things in your personality that you kind of don’t want to admit
to.” The late Ann Shulgin, known as the “matriarch of psychedelic-
assisted therapy,”208 discussed shadow work at the 2019 Women’s
Visionary Congress.209 Although sometimes difficult, shadow work
can be helpful. “I think it’s a really healthy thing,” Janikian says, “to
have that level of self-reflection and realize when you’re not living
up to the version of yourself you want to be.” The trick is to not
judge yourself or beat yourself up regarding what you see with your
shadow. “We can also be really hard on ourselves,” she adds,
“especially as women in Western culture having to be these ideal
versions.” Her advice is to have self-compassion. And mushrooms
can help you do that. Then later, when you’re not on mushrooms,
you can infuse that compassion into the rest of your life.

The work of set and setting can help prepare you for navigating a
challenging trip. “If you’re not open to and ready to deal with
challenging moments,” Pribic says, “I would say that that’s an
indication that the mindset’s not there yet.” Or the time may not be
right to trip.



Janikian, who lost a friend in the months prior to our interview, tells
me she held off on a mushroom trip recently because she didn’t
think she was in the right headspace for it. “Now it’s been weeks,”
she adds, “and I feel like maybe I’m getting closer to being ready
and I have more distance and perspective.”

Tough trips—or difficult sections of otherwise great trips—can be
uncomfortable, like finding yourself on a carnival ride you dislike.
The annoying part: Once you’re on the spinning ride at the fair, you
can’t get off. The same is true for a psilocybin trip. But just as a
carnival ride is temporary, so is a bad trip. As long as you aren’t
having some unrelated medical emergency during a psilocybin
journey, you will be okay. Once the psychedelic effects wear off, the
negative symptoms you are experiencing should also dissipate.
“There’ve been times where it was just really hard,” Pribic says. “I
had to just ride it out, and my mind went into some places that I
wasn’t ready for… I made it through and I learned from it.”

You’re not simply at the mercy of the mushroom, however. You can
tap into coping mechanisms to get you through a tough experience.
The researchers who surveyed the people who had the bad
experiences also asked them how they coped.210 The strategies
that were most successful included trying to calm the mind,
changing location, making a bodily change, adjusting an aspect of
the environment like music, changing who is around you, and
asking for help from a friend. You shouldn’t drive while under the
influence of psilocybin, so if you need to change location, that might
mean switching the room you’re in or changing from inside to
outside. In terms of making a bodily change, that might include
getting up and moving around, for example. Another analysis
explored interviews with 50 people from Norway, most of whom had
a challenging psychedelic trip.211 The researchers gleaned from
participants what they thought could be useful for navigating a
rough patch. Tactics included meditating, focusing on breath, and
not judging the situation.

You can also reach out to the Fireside Project’s peer-support hotline
(call or text 62-FIRESIDE) during or after a trip if you need someone
to talk to about your experience.212 If you want to speak to



someone who is also BIPOC, transgender, or a military veteran, you
can request to be paired with an “affinity peer volunteer.”

What is integration?
Integration is the process of extracting and making sense of the
lessons from your psilocybin experience and then implementing
behavioral changes as you see fit. While the psilocybin experience
expands your mind via the mechanisms and phenomena described
in Chapter Three, integration after a trip is just as crucial. It’s what
you do with that mind expansion.

“I definitely walk away with some material to work with immediately
after,” Pribic explains, “but then it also continues to unfold
throughout the weeks, throughout the months.” She describes the
work of integration as peeling through the layers to get at deeper
meanings as time progresses.

You might integrate with just yourself and your journal, with a
therapist who specializes in psychedelic integration, with a
psychedelic coach (like Pribic), with like-minded friends who have
experience with psychedelics, or with integration circles. Pribic says
she’s an advocate for creating community locally with an integration
group. The benefit is that you’ll be able to unpack your experience
with people who also have similar experiences and who understand
the complexities of psychedelic journeys, the language or jargon
surrounding them, and the fact that they’re often hard to put into
words.

Bea Chan, of Sisters in Psychedelics, expresses the importance of
finding integration circles where people share some of your lived
experiences in this world.213 “At SIP, we run monthly BIPOC
sharing circles,” she says. “Having somebody else from that cultural
understanding come talk to you as you are integrating your journey
and your medicine and your learnings is so important.”

Janikian typically turns to journaling or talking through her
experience with friends. She sums up integration as “just making
space for it and thinking about it and engaging it in some way—



otherwise you’re going to forget, and it’s just going to become this
crazy memory.”

When planning for your psilocybin journey, arrange for some
integration immediately after. Janikian says she also tries to
schedule at least one day after a trip to pick apart the lessons
learned. “There’s this sense of an afterglow,” she says, “which can
be kind of nice. It’s a mix of exhaustion and inspiration.” She’ll have
a nice meal and spend time outside. “To just fully bask in the weird
magical experience I just had,” she adds.

Integration continues long after your experience—for as long as you
keep thinking about your psilocybin journey and gleaning insights
from it. And of course you may learn even more through a
subsequent trip or microdosing.

What’s the deal with dosing?
The lingo on dosing is a little different, depending on whom you ask
and what species you’re ingesting. But general ranges exist. The
following rough ranges are based on Psilocybe cubensis, one of the
more popular species, but experience can vary depending on the
strain.

A microdose is 0.05 to 0.5 grams.214 I discuss microdosing
protocols in the next section. But in brief, with a microdose, you
generally won’t have noticeable effects like ego dissolution or visual
distortions.

A mini or low dose is about 1 to 1.5 grams. With this dose, you will
likely experience euphoria and heightened senses, like seeing
colors more vividly.

A medium dose is around 1.75 to 2.5 grams. With this dose, you
might notice some visual distortions along with more intense
euphoria and some changes in perceptions, like fear extinction.

A high dose is 3 to 4 grams. With this dose, you are likely to
experience ego death and oceanic boundlessness, and you may



have a full-on mystical experience.

A “heroic dose” is 5 grams or more. The term was coined by
Terence McKenna, an ethnobotanist.215 With a heroic dose, you will
likely experience a disconnect from reality via hallucinations, ego
dissolution, and more. Mystical experiences often occur during a
heroic dose.

What dose should you try? That’s up to you. Janikian recommends
starting low and going slow. “That’s how I experiment with any new
substance,” she says.

Consider how well you’re able to calm yourself and self-regulate. “If
you’re really scared and you have anxiety and you can’t already
self-regulate,” Janikian says, “start low and see how it feels,
because it gets really intense and scary and weird sometimes.”

A 1-gram dose is a great way to get acquainted with psilocybin. You
likely won’t have a mystical experience, but you may feel some
euphoria and gain confidence for ingesting a higher dose next time
around.

Janikian’s book starts out with her description of doing a high dose
as a teenager, before she had all this knowledge about
psychedelics.216 “I did have a really deep experience that I don’t
regret,” she tells me. “But I was unprepared for it in a lot of ways—
totally emotionally but also logistically.”

If you know that you’re in a safe situation with safe people around
you, a higher dose might feel appropriate to you. For example, if
you’re having a paid experience with a trusted trip sitter or a skilled
psychedelic guide (like I did), you might feel more comfortable going
deeper. In that case, a 3- to 3.5-gram dose might make sense.

Never feel pressured to go higher if you don’t feel comfortable. And
never feel pressured to take a heroic dose if you aren’t ready. You
can absolutely take baby steps when it comes to using psilocybin. I
100 percent encourage that.



What is microdosing and how
do I do it?

Microdosing psilocybin involves regularly taking a small dose, one
in which you do not have noticeable psychedelic effects—or they
are quite minimal. People’s goals surrounding microdosing run the
gamut, from boosting mood to managing social anxiety to
preventing migraine attacks. (See Chapter Eleven for the research
thus far regarding psilocybin and these conditions.)

Several protocols exist for microdosing. One of the most popular is
the Fadiman protocol, created by James Fadiman, PhD.217 To
follow this protocol, you microdose with 0.1 to 0.4 grams (dried) on
days one and four, while abstaining on days two and three. You
repeat for 10 cycles. Then you abstain for two to four weeks while
evaluating how you feel before beginning again if it suits you.
Microdosing every single day isn’t recommended, because you will
build up a tolerance.

Another popular protocol is the Stamets Stack, created by
mycologist Paul Stamets.218 If you follow the Stamets Stack, you’ll
microdose with not only psilocybin but also lion’s mane (a non-
psychedelic shroom) and niacin (vitamin B3)—hence the stack. I’m
including the dosages DoubleBlind magazine provides for a 154-
pound person.219 For the psilocybin, the Stamets Stack includes a
larger dose range of 0.1 to 1 gram (dried). At 1 gram though, and
even anything around or above 0.5 grams, you’ll likely notice some
psychedelic effects. For the other ingredients, the Stamets Stack
involves 5 to 20 grams of fresh lion’s mane and about 100 to 200
milligrams of niacin.220

Niacin gets a disclaimer though. You should consult your healthcare
provider before taking it. This is crucial if you have any medical
conditions or take medications or other supplements; they could
have niacin in them, and high doses of niacin may cause liver
damage.221 One other note about niacin is that it can cause skin
flushing. The Stamets Stack also involves stacking the days you
microdose. You’ll dose for four days in a row and then abstain for



the next three.222 As with the Fadiman protocol, after several
cycles, you might want to take a few weeks off to see how you feel.

What are best practices for
trip sitting?

If you’re planning on being a trip sitter for someone else, I highly
recommend reading Janikian’s book.223 It features an entire chapter
on trip sitting, along with the do’s and don’ts.

One thing to consider is whether you feel safe with this person
you’ve been asked to trip sit. Remember that they’ll be in an altered
state. Another is whether you have personal experience with
psychedelics and can understand the mind-bending situation the
person will be in.

If you’ve used psilocybin before, you’ll be aware of how weird a trip
can be and how sometimes things that are basic can feel profound,
Janikian says. “You don’t make your friend feel like an idiot for
saying, ‘Oh my god, the sky is blue,’ ” she explains.

Janikian says preschool teachers would make good trip sitters
because of how psychedelics can put people in a vulnerable
childlike state. With that in mind, she says, “Make them feel safe.
Don’t bring up the negative stuff. Don’t dismiss what they’re saying
as worthless, stupid, or just the drugs talking.” Instead, be warm
and accepting, but also don’t be condescending.

As a trip sitter, you’re there to hold space for someone during their
experience. “Be honest with yourself if you really can be there for
them, “Janikian says. “Can you handle your own emotions while
they’re going through really vulnerable ones?”

Pribic, who is trained as a coach and to hold space for people, has
this advice: “I don’t recommend people to do this if they don’t know
how to hold space for someone,” she says. “Holding space is
something that is completely selfless, and it’s something that you
have to take yourself completely out of, because it’s a matter of just



being present for someone else’s experience without injecting
yourself into it.” Let their experience unfold as it will and be a
shoulder as needed. “The medicine is the guiding energy in a
psychedelic experience,” Pribic adds, “and we don’t want to
interfere with that, because there’s a process that unfolds during a
psychedelic experience and a process that someone is going
through. And if we inject ourselves into that, we might interrupt the
process.”

What about legality and
access?

As I write this book, psilocybin isn’t legal everywhere, and the legal
landscape on psychedelics is rapidly changing. Two main terms
come into play: legalization and decriminalization. In some
countries, cities, and states, magic mushrooms have been
decriminalized, generally meaning they are a low priority for law
enforcement. But that doesn’t mean they’re legalized. In other
places, psilocybin is legalized, or legalized only under specific
circumstances, such as for medical or therapeutic use. The caveat
here is that even if a substance is legalized somewhere, laws may
still restrict aspects of sale or personal use, such as growing. But
not always. Is your head spinning yet?

What I’m trying to make clear is that you need to research the laws
wherever you intend to use, buy, or grow psilocybin. I can’t
incorporate the laws of every jurisdiction into this book or offer
suggestions on access, because it would take up the entire book
and such a book would be outdated in a matter of months.

Instead, I want to use this section to point out the need for
decriminalization in the name of harm reduction. I reach out to the
Multidisciplinary Association for Psychedelic Studies (MAPS) and
secure an interview with Betty Aldworth, director of communications
and marketing. MAPS, through the association’s work regarding
MDMA for the treatment of PTSD, has worked hard over the past
three decades to educate the US Food and Drug Administration
(FDA) and the US Drug Enforcement Administration (DEA) about



psychedelics and their therapeutic uses. “We were absolutely the
first to conduct psychedelic-assisted therapy research with the
FDA,” Aldworth says.

As of the writing of this book, under the Controlled Substances Act,
psilocybin, MDMA, and LSD are classified as Schedule I drugs in
the United States, meaning the DEA deems them to be “drugs with
no currently accepted medical use and a high potential for
abuse.”224 Well, flip to the next chapter, and you can see this
classification is woefully outdated.

“An honest look at the science and an honest look at the criteria for
the Controlled Substances Act,” Aldworth says, “should mean that
at some point—hopefully in our lifetimes—psilocybin is descheduled
and is not controlled by the DEA any longer.” This process might
happen through a bill moving through Congress or through FDA
approval of psilocybin as a treatment, which would then be a
catalyst for other changes.

In 2018, the FDA granted “Breakthrough Therapy Designation” to
COMPASS Pathways for psilocybin therapy for treatment-resistant
depression.225 The next year, the agency granted the same
designation to the Usona Institute for psilocybin for the treatment of
major depressive disorder.226 The FDA grants this designation
when a drug demonstrates in preliminary clinical trials that it may
offer substantial benefit over existing therapies. As of the writing of
this book, phase 3 clinical trials are now underway regarding magic
mushrooms.

Ultimately the Controlled Substances Act is behind the times and is
problematic. “The drug war and criminalization of people who use
drugs,” Aldworth explains, “has caused an immeasurable amount of
trauma in the world. And the illegal status of drugs causes
incredible direct harm.”

Hilary Agro, an anthropologist and PhD candidate at the University
of British Columbia, whom I interviewed for Chapters Eight, Nine,
and Ten, has researched this topic. She tells me about the “Iron
Law of Drug Prohibition,” a term coined in the mid-80s by Richard
Cowan, a cannabis activist.227 She directs me to Filter, which has a



great infographic, if you’d like to learn more.228 Ultimately,
prohibiting a drug doesn’t make people use it less. That’s been
debunked over and over, Agro says, noting by way of example that
people use drugs in prison. “When you prohibit a drug,” Agro says,
“all you do is incentivize people to be more careful about
transporting it.” She cites alcohol prohibition of the 1920s. All that
did was encourage the creation of dangerous types of moonshine
back in the day. And prohibition is why so many people are dying
from fentanyl (and other synthetic opioid) overdoses nowadays.229

“Fentanyl isn’t a bad, evil, dangerous drug,” Agro notes. “I was
given fentanyl for my C-section in the hospital. It’s an important
drug. The reason it’s in the supply is because it’s way easier to
transport.” It’s more potent than heroin.

Instead of the criminalization of drugs, Aldworth says we need
harm-reduction strategies. Speaking in the context of psychedelics,
she says pairing decriminalization with education for safe use helps.
“We should be creating social, legal, and medical context where
people can use psilocybin and reduce the risks,” she says. Part of
that framework involves educating people who might encounter
people who use psychedelics; specifically, she mentions the need
for first responders to have cultural training. “So they’re able to help
not harm when they’re in the case of a psychedelic emergency,”
she explains, “which should be treated differently than most first-
responder emergencies.” MAPS has helped train first responders in
Denver, Colorado.230 An example of a psychedelic emergency
might involve someone needing assistance to get through a difficult
trip.

Decriminalization reduces stigma, which helps promote education
and therefore risk reduction. When stigma is taken out of the
equation, people feel safe to ask questions, learn more about
psychedelics, access a safe supply, and seek out resources that
foster best practices when it comes to use. That’s what protects
people—not criminalization.





You can jump to any section using the subheadings to find the
information you seek regarding psilocybin and conditions like
premenstrual dysphoric disorder (PMDD), migraine and menstrual
migraine, and more. Plus, you’ll find a section on menopause
symptoms. But first, here’s a quick personal tale followed by some
notes on how this monster chapter operates and a note on the
importance of incorporating Indigenous wisdom as well as the
findings from Western medicine.

A brief personal story
The day before I first found blood in my underwear at age 11, I was
doubled over in the bathroom.

If this is what labor is like, I thought, I’m never having kids.

In my early teens, my ob-gyn eventually put me on oral
contraceptives for period pain. And that was that. I spent a decade
assuming all people with a uterus endured such pain and that I
needed to suck it up.

Then at age 21, I was working as a television reporter on
assignment covering the governor’s race in North Dakota. The night
before the election, I hid from my colleagues in a diner bathroom,
bracing myself against the stall door, breathing through each plunge
and twist of the invisible knife in my abdomen. Somehow, I made it
through my reporting assignment.

That week, at the urging of my mom, I booked an appointment with
my ob-gyn. He told me I likely had endometriosis and scheduled me
for a laparoscopy to confirm the diagnosis and to remove the
suspected endometrial growths. After the diagnosis and surgery, I
still endured excruciating pelvic pain, so I went back to the doctor.

His advice: get pregnant. That would stop me from menstruating.

He left out the word “temporarily.”



What was I supposed to do? Churn out babies for the rest of my
reproductive years?

Sadly, his callousness and dismissiveness are all too common.
Plenty of people just like me have been told the same thing—or
worse. A different doctor later told me the pain was all in my head,
despite the multiple surgical reports proving otherwise.

In the years that followed my first laparoscopy, I had four more to
remove endometrial growths. None of those procedures brought me
pain relief. Endometrial tissue kept growing in places it shouldn’t,
threatening to create more pelvic adhesions and complications. I
tried every potential treatment and alternative remedy I could. I
won’t list them all, but they included taking a medication that would
put me into medical menopause, having pelvic nerves cut to
interrupt pain signals, getting pelvic floor Botox, and—the most
extreme—having a spinal cord stimulator temporarily implanted.

Fast-forward two decades from my diagnosis, and we still don’t
have a cure or effective treatments for endometriosis, which, as I
noted in the introduction of this book, affects 1 in 10 people of
reproductive age who were assigned female at birth.231 (Although
extremely rare, people assigned male at birth can get endometriosis
too.)232 We probably won’t have a cure anytime soon, considering
the lack of research funding directed at the condition. The National
Institutes of Health designated less than 0.1 percent of its health
research funding for endometriosis in 2022.233

I share the trajectory of my chronic disease and the way the medical
world sometimes treated me because it mirrors how many other
women have been mistreated regarding chronic conditions. I didn’t
have a term for it two decades ago, but I do now: medical
gaslighting.234 Healthcare providers are more likely to brush off the
symptoms of women (compared to those of men), tell them it’s
psychological, and misdiagnose them. Medical gaslighting also
disproportionately harms people of color.235

Medical gaslighting is dangerous. It can lead people to question
what they know about their own bodies. It can lead them to avoid or
delay medical treatment, even in emergencies. I speak from



experience. One summer morning in my late thirties, I woke up with
a swollen arm. I brushed it off for an entire day, thinking I’d simply
overdone it the past few days. I also felt silly for potentially having
yet another thing wrong with my body. Maybe it is all in my head, I
thought. But I knew it wasn’t. When I finally landed in the
emergency room, I learned I had deep vein thrombosis, a blood
clot. Clots are a risk—albeit a low one—of using some types of
hormonal contraceptives.236 (Hormonal contraceptives, by the way,
are often prescribed as treatment for endometriosis.) The situation
could have resulted in a pulmonary embolism, which can be fatal.

I wrote an article, published in Healthline, about the signs those on
birth control should watch for.237 Since then, I’ve received a few
messages (usually in the form of social media DMs) each year from
women with varied symptoms, worried they also have a clot. I
always urge them to go to the ER and get checked out.

In my case, treatment required an overnight stay, various
intravenous meds, and then a three-month course of an
anticoagulant. The amount of blood in my underwear was alarming
to me as a child, so I was definitely not prepared for menstruation
on blood thinners—especially with already heavy periods from
endometriosis.

I wasn’t alone in my alarm.

The other DMs I get are from people who bleed who’ve come
across my article in a panicked search for an answer to their
question: Am I hemorrhaging? You’d think that when prescribing
blood thinners to someone who menstruates, a healthcare provider
would warn them about the monthly crime scene they’ll potentially
see in the bathroom. Heavy bleeding affects 70 percent of those
who get a period while on anticoagulants, yet it often goes
undiagnosed.238 It can result in anemia or other issues and may
require treatment. I almost needed intravenous iron therapy, for
example.

I share the clot story to further illustrate how the medical system
sometimes bungles the care of people with a uterus—or those who
once had one. Therefore, we often turn to each other—even total



strangers online—for advice and support on how to manage the
chronic conditions we grapple with that have inadequate treatments
and a lack of research. We do this especially when we’ve been
gaslit. I’m not saying that’s the way it should be—only that it is.
Finally, I don’t want my statements to give the impression that I’m
anti-medical establishment. I’m not. I’m a medical journalist, after
all, with a staunch respect for research and science. I simply want
to advocate for better care and consideration for all who enter the
doctor’s office.

How to use this chapter
I wish I could provide a plethora of evidence-based research on all
sorts of conditions specific to those assigned female at birth and
how psilocybin may be able to help ease symptoms. But research
on female-specific conditions lags in the first place, so it also lags in
psychedelic research. In this chapter I distill some of what we do
know from research. I also attempt to connect some dots on what
we know from preliminary or experimental research that holds
potential for helping with some conditions. The caveat is that, before
those dots can actually be traced in with marker, we need more
research—and more specific research at that. For many conditions,
scientists are still working to understand the targeted strategies for
how psilocybin can help—if it can at all. I also include some
anecdotal information from women who are using psilocybin to self-
treat. None of this information should be taken as a substitute for
medical advice.

The importance of Indigenous
wisdom

Finally, before diving in, I want to note a concept that Natalie
Villeneuve, MSW, RSW, brings to my attention: “Two-Eyed Seeing.”
Mi’kmaw Elder Albert Marshall of the Eskasoni First Nation brought
the concept to the Western practices of mainstream science.239



“Essentially,” Villeneuve says, “it’s about being able to take the
positive aspects of both the Western world and Indigenous world
and blend them. You’re recognizing that Indigenous knowledge has
a lot of value and that Western knowledge has a lot of value.”

Before Westerners even knew about magic mushrooms, Indigenous
people had been using psilocybin for thousands of years.240

“Worldwide, there are Indigenous populations who have different
ceremonial uses of different psychedelic substances,” Villeneuve
says. “I’m generalizing when I say this, but so many of them have
knowledge about how we can use these safely that we should be
considering.”

Right now, Western medicine is engaging in Western practices of
studying psychedelics, but that’s not the only knowledge base. “I
think there’s so much Indigenous knowledge that we are just not
paying attention to because we’re not recognizing it as valuable,”
Villeneuve explains. “It’s not considered to be scientific, even
though it actually really is.”

The historical use of psilocybin and other psychedelics does
present evidence. “Science is really about doing something over
and over,” Villeneuve says, “and seeing what results you get from it
and then learning how to apply that.” In many ways, Indigenous
cultures have done just that. “Just because it’s not in an academic
paper or tested in the ways that are considered to be science,”
Villeneuve adds, “it’s just often discounted, which is really
unfortunate because we’re missing a huge part of the picture
because of that.” However, she cautions that she does not want to
see the Western world exploit Indigenous practices. Instead, the
Two-Eyed Seeing concept can be helpful.

To incorporate the Two-Eyed Seeing concept into this chapter, I
also consult Mikaela de la Myco, who focuses on womb care and
healing facilitation in the Ma’at tradition. She grew up in a
multicultural, first-generation Italian, Afro-Caribbean, and
Indigenous Mexican family who lived in Los Angeles (occupied
Tongva territory).



Does psilocybin affect women
differently?

The answer is maybe. When researching the topic of challenging
trips, I come across something interesting. An exploratory analysis
found that challenging trip reports were more common in females.
Although more research is needed, the analysis suggests that
people assigned female at birth may experience psilocybin (even at
similar doses) differently because of hormonal, enzymatic, and
social differences.241

We do know that estrogen levels impact binding at 5-HT2A receptor
sites.242 In an article for Psychedelic Science Review, former editor
and one of the founders of the publication, Barbara E. Bauer, MS,
synthesized some of the research surrounding this receptor. As a
reminder, psilocybin and psilocin are 5-HT2A/5-HT1A receptor
agonists. That means psilocybin binds to these serotonin receptors.
Bauer notes that estrogen boosts the density of the brain’s 5-HT2A
binding sites, notably in areas that control mood and emotion. She
further notes that other findings related to how hormones impact
serotonin receptors may have implications for an entourage effect.

Do women have a unique entourage
effect?

Psilocybin and psilocin are not the only compounds, or alkaloids, in
magic mushrooms. And remember, nearly 200 different species of
Psilocybe exist, some with multiple strains. Think of each of these
as a different recipe with varying ingredients—or alkaloids. Other
magic mushroom alkaloids include norbaeocystin, baeocystin,
norpsilocin, and aeruginascin.243 The theory of the entourage effect
is that different compounds may work in concert to produce a
certain result. Research is still ongoing regarding the potential
entourage effect with magic mushrooms and how we may be able
to use it to our advantage. For example, is it possible that
combining two strains produces a better trip? Again, more research
is needed. What Bauer is pointing out is that sex hormones may
play a role as well in how psilocybin affects us.244 Do sex hormones



and their unique trajectory in the context of the female reproductive
system produce an entourage effect?

Does psilocybin impact the
menstrual cycle?

Again, the answer is maybe. We don’t have robust scientific
research on this yet.

While researching topics related to women’s health, I reach out to
Natalie Gukasyan, MD, at the Center for Psychedelic and
Consciousness Research at Johns Hopkins University School of
Medicine. My intent is to ask her about her work on psilocybin and
eating disorders (a separate section in this chapter). That’s when
she tells me she’s about to publish a case series on menstrual
changes and psychedelics. She sends me the details via email, and
I’m giddy over the fact that researchers are looking into this.

In her case series, coauthored with Sasha K. Narayan, MD,
Gukasyan interviewed three women ages 27 to 34 about their
cycles after psychedelic use. Two of the women used psilocybin, so
I will focus on their reports.245

The first is a 27-year-old with premenstrual dysphoric disorder
(PMDD) who ingested around 1.5 grams of dried psilocybin
mushrooms when she was 26. Her period came eight days early.
And she noted worse-than-usual cramps and mood swings. Later,
the woman microdosed psilocybin and noted a benefit to functioning
in the face of her PMDD symptoms, though she did not experience
symptom improvement.246

Another woman featured in the case series, now 31, was 28 when
she ingested chocolate that contained psilocybin and a component
of ayahuasca, another psychedelic. This woman had experienced
amenorrhea (an absence of a period) for five years. The morning
after consuming the psychedelics, her period arrived, and she
experienced normal cycles for the next three months before noticing
some irregularity again. A year later, she was diagnosed with



polycystic ovarian syndrome (PCOS).247 Menstrual irregularity is a
common symptom of the condition.248 She used classic
psychedelics again at least a dozen times at moderate to high
doses and reported that a third of those instances likely influenced
the early arrival of her period. After her PCOS diagnosis, she also
reported microdosing magic mushrooms and that while doing so
she experienced menstrual regularity.249

Gukasyan notes that all three women in the case study said their
cycles came early after consuming psychedelics. Two also reported
the reversal of amenorrhea. And one reported a return to menstrual
regularity.250

What might be the mechanisms? The basics of the menstrual cycle
can help us understand how psilocybin may impact it—or how the
cycle may impact a trip. A cycle’s hormonal fluctuations occur along
the hypothalamic pituitary-gonadal (HPG) axis (sometimes referred
to as HPO for ovaries) in a feedback loop where changes in levels
signal what happens next.251 The hormones involved include
estrogens, progesterone, gonadotropin-releasing hormone (GnRH),
luteinizing hormone (LH), follicle-stimulating hormone (FSH), and
more.

Menstruation kicks off what’s called the follicular phase. Estrogen
starts out low during this phase, and slowly climbs, peaking just
before or around ovulation. During the follicular phase,
progesterone remains level and low. After ovulation, the luteal
phase begins. Here, estrogen dips, forming a valley, before climbing
to a gentle peak and then declining toward menses. Meanwhile,
progesterone peaks for the first time of the cycle in the middle of the
luteal phase and then falls toward menstruation. If you look at a
chart of these hormonal fluctuations, they appear like a roller-
coaster ride, and the changes around ovulation and in the luteal
phase are often what cause premenstrual or other symptoms.

Now add psilocybin to the mix. Consider that psilocybin binds to
serotonin receptors. Serotonin activates and regulates the
hypothalamic-pituitary-adrenal (HPA) axis, a feedback system that
regulates your stress response, among other things.252 And the
HPG axis (the one controlling the menstrual cycle) impacts the HPA



axis.253 In animal models, estradiol (estrogen) raises cortisol (stress
hormone) levels, for example.254 Likewise, evidence suggests that
stress response can also impact sex hormone levels, illustrating
that these closely intertwined axes affect each other,255 though all
the mechanisms of interplay still need much more study.
Theoretically, a psilocybin journey or microdosing could impact the
HPG axis and therefore affect your menstrual cycle. But we don’t
have definitive answers, just anecdotal reports and case studies
that suggest a connection.

In their case series, Gukasyan and Narayan also note that classic
psychedelics, including psilocybin, may directly or indirectly impact
the menstrual cycle somewhere along the HPG axis. The authors
suggest that research on the hormone prolactin and stress hormone
levels, like cortisol, after psychedelic use may help us understand
whether psychedelics are associated with menstrual changes and, if
so, how. Some older research on prolactin levels and psychedelics
exists, but it’s mixed. We simply need newer research and more of
it. Gukasyan and Narayan also note that studying levels of
prostaglandins, estrogen, and progesterone after psychedelic use
will also be helpful.256

I ask de la Myco about whether it matters during a cycle when we
use psilocybin. “I find that when people journey while they’re on
their moon,” she says, “say they’re in one of the heavier bleeding
stages and they’re eating mushrooms, I find that the mushrooms
can be very exhausting on the body.” Often people fast or eat lighter
on the day of a psilocybin journey. But in the days leading up to a
bleed, de la Myco recommends focusing on nutrient intake. She
abstains from doing deeper mushroom journeys right before or
during menses and notes a time during the cycle that may be more
optimal. “I find that the energy afforded to us during the ovulatory
period,” she says, “is very conducive and helpful to the mushroom
experience.”

Womb care tips
The term de la Myco uses in her practice is “mushWOMB
consciousness.” You can engage in mushWOMB consciousness as
part of your self-care, whether you’re experiencing a condition like



endometriosis or PMDD (both discussed in the conditions section of
this chapter) or you just want to be more in touch with, well, your
womb.

“I absolutely love how tertiary and parallel and interwoven the
mushroom system for healing is to the womb system for healing,”
de la Myco says. “And a lot of the practices and principles that are
utilized in one can be utilized in another and vice versa.” She goes
on to say that anyone can approach their womb-care experiences
through an entheogenic lens. “There’s more than just symptoms
there,” de la Myco says, “there is a symbolic and spiritual core or
root. As we kind of get at that root a little bit, then the symptoms can
kind of change a little bit.”

If you’re considering microdosing psilocybin to help with symptoms,
de la Myco recommends doing so as a preventive. Even if you start
microdosing early in your cycle, you may not see the benefit until
three cycles out, she says. “Although I do see a lot of benefit
already in that cycle that comes directly after beginning a protocol,”
she explains, “I just like to be realistic with people and say, ‘The
seed that you’re planting now will be ready to harvest in three
months.’ ”

A key goal of mushWOMB consciousness involves reestablishing “a
healthy bond in relationship to one’s womb,” de la Myco adds. For
that reason, she encourages infusing other elements of self-care. In
her practice, she offers services that include saying mantras,
singing, engaging in movement, and more. On your own though,
you can keep it simple until you establish your rituals. “It can also be
just taking a bath and rubbing your womb,” de la Myco says,
“addressing your body as a being with a consciousness.” Give it
time and be patient. “Just like the mushroom experience is a
journey,” she says, “the womb-care journey is the same. It requires
and asks us to be very curious and expect nothing and be a humble
student.”

Can psilocybin help with…?



This section is an alphabetical list of conditions that
disproportionately affect or solely affect people assigned female at
birth—or they may affect them differently. Psilocybin is either being
studied or is under consideration for study regarding these
conditions. However, in some cases, psilocybin is being studied for
a condition that can also be a symptom of another condition. For
example, researchers are extensively studying psilocybin for
depression, and depression can be a symptom of menopause. This
is by no means an exhaustive list, and since we’re amid a
psychedelic research boom, new research will continue to emerge.
For that reason, I’ll provide updates where possible on my website
and socials.

Alcohol use disorder
Alcohol use disorder (AUD) is a brain disorder. Over time, it can
cause lasting changes in the brain that can make treatment efforts
or recovery difficult.257 More people assigned male at birth have
AUD than those assigned female at birth.258 However, in the
previous decade, the rates of AUD in women increased by 84
percent, a much higher rate than the 35 percent increase in men.259

People assigned female at birth also have a higher risk of alcohol-
related cancers, health complications, and conditions, and AUD can
disrupt the menstrual cycle.260

Women often develop AUD at an earlier age than men.261 And
research shows a stronger association between anxiety and
depression and early onset of drinking in girls ages 15 to 18 than in
boys of the same age.262 Research also demonstrates that sexual
abuse, emotional abuse, and emotional neglect before adulthood
are associated with higher rates of AUD in women than men.263

Animal models show that ovarian hormones may also play a role in
alcohol-seeking behavior.264 Plus, women with consistently higher
estrogen levels tend to have higher alcohol intake.265 Finally,
animal models indicate that drinking behavior changes throughout
the menstrual cycle as hormone levels fluctuate.266

Can psilocybin help? A double-blind randomized clinical trial, with
results published in JAMA Psychiatry in 2022, included 93



participants (almost half of them women), ages 25 to 65, in its final
analysis.267 All participants had an alcohol dependence diagnosis
and were not currently receiving treatment for AUD. The
researchers randomly assigned participants to either receive
psilocybin or diphenhydramine (an antihistamine) in two separate
eight-hour sessions spaced four weeks apart. All participants were
offered 12 sessions of psychotherapy, as well.

The researchers found that the percentage of heavy-drinking days
over 32 weeks was reduced in the group administered the
psilocybin when compared to those administered the antihistamine
as placebo. Those taking the psilocybin had 9.7 percent heavy-
drinking days, while those taking the antihistamine had 23.6 percent
heavy-drinking days. The results correlated to an 83 percent
reduction in heavy drinking for the psilocybin group, compared to a
51 percent reduction for the antihistamine group. After eight months
from their first dose, 48 percent of those in the psilocybin group had
completely ceased drinking. That’s compared to 24 percent in the
antihistamine group. At 38 weeks, participants who received the
antihistamine were offered psilocybin and additional therapy
sessions.268

The study authors report that adverse events related to psilocybin
“were mostly mild and self-limiting.”269 A limitation of the study is
that participants would likely know the difference between a
mushroom trip and the usual side effects from an antihistamine, and
this could have created bias among participants. Another drawback
is that the study participants had lower drinking intensity than those
in other AUD clinical trials.

Albeit promising, this is just one small clinical trial, so more research
is needed to figure out potential dosing strategies and other factors,
including any differences across genders.

Anxiety
Anxiety is characterized by frequent, intense, and persistent worry
or fear about everyday events or situations. The global prevalence
of anxiety is more than 7 percent.270 In the United States, people
assigned female at birth are much more likely to develop an anxiety



disorder throughout their life than those assigned male at birth.271

The lifetime prevalence for women is more than 30 percent and
more than 19 percent for men.272 Several different types of anxiety
disorders exist, and most have a higher prevalence in women.273

Psilocybin shows promise for easing anxiety. A study published in
Frontiers in Psychiatry in mid-2022 assessed anxiety in psilocybin
retreat participants.274 In the study, attendees completed
questionnaires assessing trait anxiety and state anxiety before the
psilocybin ceremony, the morning after, and at one-week follow-up.
Trait anxiety is anxiety that is part of your personality, whereas state
anxiety is anxiousness in a stressful situation. Not all participants
completed all questionnaires. Overall, the researchers found an
association with the psilocybin experience and a rapid and
persisting (at least for a week) anti-anxiety effect. They correlate
these changes with ego dissolution and lasting changes to the trait
of neuroticism. Neuroticism—the tendency toward negative
emotions and problems coping with stress—is a common trait in
anxiety disorders. The researchers suggest that psilocybin helps to
alter personality structures that promote anxiety.275 This type of
study has lots of limitations, of course, and more research is
needed.

In a double-blind, randomized, crossover trial, psilocybin was shown
to decrease depression and anxiety in patients with life-threatening
cancer diagnoses. That research was published in the Journal of
Psychopharmacology in 2016.276 In the study, the researchers
administered psilocybin to 51 cancer patients with anxiety,
depression, or both. The participants either received a low dose
(considered a placebo) or a higher dose. Then, five weeks apart,
they crossed over in the study to receive whichever dose they
hadn’t had yet. Measures of depression, negative mood, anxiety,
and death anxiety decreased. And measures of quality of life,
meaning of life, and optimism increased. At six-month follow-up,
about 80 percent of participants continued to show benefits. The
measures were both self-rated and rated by clinicians. Researchers
attribute some of the positive changes to the mystical-type
experiences participants had in high-dose sessions.277



More research is needed on psilocybin’s potential to help with
anxiety and to look at different types of anxiety disorders and figure
out specific strategies. But the evidence is certainly growing.

Dementia
Dementia affects an estimated 50 million people worldwide, with
Alzheimer’s disease accounting for at least half, if not more, of
cases. In the United States and across Europe, approximately two-
thirds of people diagnosed with dementia or Alzheimer’s are
women.278 Researchers say one reason for this is that women often
outlive men. But sex hormones and the changes that occur
surrounding menopause—especially estrogen decline—may also
play a role, since estrogen appears to have neuroprotective effects.
Research shows a link between early menopause and early-onset
dementia, for example.279

Scientists at Johns Hopkins University are working on a pilot study
to see whether psilocybin has potential for improving symptoms of
depression in people with mild cognitive impairment or early
Alzheimer’s disease. The estimated completion date for that trial is
the end of 2023.280

In a 2020 mini review published in Frontiers of Synaptic
Neuroscience, researchers noted that the 5-HT2A receptor is highly
concentrated in brain regions vulnerable to dementia.281 They also
provided details on some reported cognitive benefits from
microdosing psilocybin.

Much more research is needed to figure out if psilocybin should be
part of a strategy for easing the burden of dementia, but at least
research is underway.

Depression
Depression is a serious mood disorder that can greatly affect quality
of life. In their lifetime, people assigned female at birth are about
twice as likely to develop depression than people assigned male at
birth.282 Hormonal fluctuations may be a trigger, since people
assigned female at birth often experience depression-related



conditions like PMDD, menopause-related depression, and
postpartum depression.283

In a phase 2b double-blind clinical trial, researchers randomly
assigned 233 participants with treatment-resistant depression to
three different groups, each receiving a different dosage of
COMP360 psilocybin (a synthesized form) along with psychological
support.284 One group received 25 milligrams, another group
received 10 milligrams, and a control group received 1 milligram.
Over three weeks, one dose of 25 milligrams, but not 10 milligrams,
of the COMP360 psilocybin reduced depression scores significantly
more than 1 milligram. At three weeks, 29 percent of participants in
the higher dose group were in remission from their depression,
compared to 8 percent in the lowest dose group. However, the
benefits tapered after 12 weeks, at which point just 20 percent of
the participants in the 25-milligram group still showed a benefit.

Adverse events occurred in nearly three-quarters of participants.
Symptoms included headache, nausea, and dizziness. And the
study authors noted in the results, published in the New England
Journal of Medicine in late 2022, “Suicidal ideation or behavior or
self-injury occurred in all dose groups.”285 Of the 12 participants
experiencing these serious adverse events, five were in the 25-
milligram group, six were in the 10-milligram group, and one was in
the control group.

More research is needed to see how to produce sustained benefits,
prevent adverse events, and how to best use psilocybin (or
synthesized forms) as a potential strategy in easing symptoms of
depression.

Previous research from the Johns Hopkins Center for Psychedelic
and Consciousness Research investigated psilocybin’s effects on
major depressive disorder. The results of the randomized clinical
trial were published in JAMA Psychiatry in late 2020.286 The proof-
of-concept study included 24 participants (16 of them women) with
major depressive disorder who were not currently taking
antidepressants. In the study, 13 participants were randomly
selected to receive psilocybin treatment right away, while 11 were
randomly selected to receive psilocybin after an eight-week delay.



The participants received two psilocybin doses scheduled two
weeks apart along with psychotherapy lasting about five hours.287

The researchers assessed participants’ depression scores via the
GRID-Hamilton Depression Rating Scale at trial enrollment, one
week after completing psilocybin treatment, and again at four
weeks. On the scale, a score of 24 or higher indicates severe
depression, whereas a 7 or less indicates no depression. At trial
enrollment, participants had an average score of 23. At one week
and at the four-week follow-up, the average score was 8. The group
that waited for their magic mushroom doses did not show a
decrease in their depression symptoms prior to receiving psilocybin
treatment. Of all 24 participants, 67 percent showed a more than 50
percent decrease in their depression symptoms. At four weeks, 71
percent showed that same decrease. And at four weeks, 54 percent
were in remission.288

In February of 2022, the Johns Hopkins researchers provided
results from a follow-up study with those same participants. Those
results, published in the Journal of Psychopharmacology, showed
that 75 percent of participants had a treatment response to
psilocybin and psychotherapy and that 58 percent were in remission
from their depression at 12 months.289 The study reported on safety
outcomes, noting that no serious adverse events or self-injurious
behavior occurred and suicidal ideation was low.

Eating disorders
Anorexia nervosa, bulimia nervosa, and binge eating disorder are
the eating disorders most discussed. But others exist, including
orthorexia (an obsession with healthy eating) and what’s called
other specified feeding or eating disorder, or OSFED (a disorder
that doesn’t meet strict criteria for anorexia or bulimia). This is not
an exhaustive list. The National Eating Disorders Association
(NEDA) provides descriptions of 11 eating disorders.290

Eating disorders can occur in anyone, but the prevalence is higher
in people assigned female at birth. The overall lifetime prevalence
of eating disorders in Western countries is nearly 2 percent,



whereas the prevalence in females is just over 2.5 percent.
However, those stats do not include all types of eating disorders.291

As of the writing of this book, researchers are studying psilocybin to
see if it has potential to help with eating disorders. A journal article
written by primary author Meg J. Spriggs, PhD, published in
Frontiers in Psychiatry in 2021, details a pilot study protocol
regarding psilocybin and anorexia nervosa that is underway at the
Centre for Psychedelic Research, Imperial College London.292 The
clinical trial is scheduled for completion in 2024.293 In the journal
article, the study authors note that anorexia nervosa is the most
fatal of all psychiatric conditions, with a quarter of deaths resulting
from suicide. Some research suggests that abnormal serotonergic
activity and reduced concentrations of BDNF may contribute to
anorexia.294 Psilocybin binds to serotonin receptors and enhances
BDNF expression. Cognitive rigidity and emotional avoidance are
also characteristics of anorexia. A psychedelic experience often
positively impacts these traits.295

The Center for Psychedelic and Consciousness Research at Johns
Hopkins School of Medicine is also conducting a clinical trial on
psilocybin and anorexia nervosa.296 “We are currently doing a
preliminary analysis of the data, through about one month follow-
up,” Natalie Gukasyan, MD, tells me via email. “I can share that, on
average, there seem to be modest but significant improvements in
eating disorder symptom severity, quality of life, and depression
scores between baseline and one month follow-up.” She offers
some caveats. One is that their intervention had a lot of flexibility
with the number of sessions and time between follow-up sessions.
The other is that the trial offered substantial psychotherapeutic
support involving prep and integration. “With respect to adverse
events,” she adds, “this population generally has more medical and
psychiatric complexity, and the types and amount of adverse events
reflected that.”

I ask her what the trial on anorexia nervosa tells us regarding other
eating disorders and psilocybin. “We still have a ways to go with our
understanding of two important unknowns related to this question:
how exactly psychedelics work, and what the pathophysiology is of
any of these disorders,” she says. “Studies in people with bulimia



and binge eating disorder have shown that other serotonergic drugs
(namely common antidepressants) are superior to placebo, so it’s
possible that psilocybin could be effective via some serotonergic
effect. Ultimately, we will need more research to determine if this
treatment could be safe or effective for other indications.”

Gukasyan and her colleagues recently published a review regarding
psychedelic-assisted therapy and eating disorders and some
hypotheses on the potential mechanisms.297 Their review discusses
the DMN (also covered in Chapter Three of this book). People with
anorexia nervosa have increased resting-state functional
connectivity between the DMN and the angular gyrus, which is part
of the DMN. This increased connectivity is associated with issues
regarding interoceptive awareness. Interoceptive awareness is our
awareness of internal states of the body.298 Psilocybin decreases
resting-state functional connectivity of the DMN, which may provide
a benefit.299 Plus, psilocybin decreases amygdala reactivity, and
Gukasyan and colleagues note this may be helpful for addressing
“emotional reactivity to food and body-related cues,” associated with
anorexia.300 Plus, psilocybin can help create what’s called
psychological flexibility, perhaps helping to encourage behavioral
change. Psilocybin can also enhance openness, a common
outcome when someone has a mystical experience. The openness
and potential mystical experience may also facilitate behavioral
change and enhance mood.301

If you haven’t already, I encourage you to read Bridgette’s story
(Chapter Four) on healing from disordered eating, something she
attributes to working with magic mushrooms.

Endometriosis and adenomyosis
Endometriosis is a chronic, systemic inflammatory pain condition. It
causes endometrial-like tissue to implant and grow outside the
uterus—leading to internal bleeding—often in the pelvic area.302

(But it can also be found in unusual places, like the lungs.)303 The
lesions can then cause scar tissue adhesions that bind pelvic
organs.304 Adenomyosis is a related condition in which tissue
similar to the uterine lining grows, often causing the uterus to



enlarge.305 Both conditions can be intensely painful, affect fertility,
and greatly impact quality of life.

We don’t yet have clinical trials that look at psilocybin as a potential
to help ease symptoms of endometriosis or adenomyosis. But my
eyebrows perk up anyway.

For one, we have anecdotal reports (as indicated in the section on
menstruation) that psilocybin may play a role in regulating the
menstrual cycle.306 Irregularity is a common complaint of people
who have endometriosis. Of course, we need more research on
whether psilocybin can truly help with this.

Researchers are also looking at psilocybin for its potential to help
ease chronic-pain. The research is just getting started.307 A
consideration is that psilocybin may have an anti-inflammatory
effect. One study found that hot-water extracts from four psilocybin
mushrooms downregulated pro-inflammatory mediators, known as
cytokines, on human cell lines.308 To be clear, this study was not
conducted in actual humans, just on cells in a lab.

Cytokines are proteins that cells release, and they can either
contribute to inflammation or reduce it. Pro-inflammatory cytokines
—specifically interleukin-6 (IL-6), interleukin-1β (IL-1β), and tumor
necrosis factor-α (TNF-α)—are involved in nociceptor sensory
neurons that detect potential threats and lead to pain sensations,
the study authors note.309 Cyclooxygenase-2 (COX-2) is an enzyme
also implicated in pain. In fact, non-steroidal anti-inflammatory
(NSAID) medications inhibit COX-2.310 Well, the magic mushroom
extracts in the study, one of which included the popular Golden
Teacher strain, significantly inhibited production of TNF-α and IL-1β,
while also lowering concentrations of IL-6 and COX-2.311 This
experimental study did not research endometriosis or adenomyosis,
however.

Consider this though. In addition to secreting hormones,
endometriosis growths or lesions secrete pro-inflammatory
cytokines.312 They specifically secrete IL-6 and TNF-α, among
others. Lesions are also known to increase COX-2 expression. And



COX-2 overexpression is a risk factor for endometriosis recurrence
after surgical removal.313

Again, we need more research before we can determine if
psilocybin can help with chronic-pain from endometriosis or
adenomyosis or how it might be used in combination with existing
therapies. I just hope that research gets underway.

Fibromyalgia
Fibromyalgia is a chronic-pain condition that can affect the whole
body. Symptoms might include tenderness, stiffness, brain fog, and
sensitivity to light and noise. While the condition appears to affect
more people assigned female at birth than those assigned male at
birth, it may be underdiagnosed in men. It often goes undiagnosed
or is misdiagnosed in general.314 That may be because some
medical professionals don’t believe the condition exists.315

(Gaslighting, anyone?) The World Health Organization recognizes
fibromyalgia, as does the International Classification of Diseases
(ICD-10), and certainly the 2 percent to 4 percent of the population
affected by fibromyalgia will staunchly tell you it exists.316

As of the writing of this book, researchers at the University of
Alabama at Birmingham are planning an early clinical trial to look at
whether psilocybin can help with chronic-pain, fatigue, and other
symptoms associated with fibromyalgia.317

Additionally, researchers from the University of Michigan in Ann
Arbor conducted a cross-sectional online survey asking people with
fibromyalgia about their experiences with psychedelics.318 Among
the 354 participants, almost 30 percent had used psychedelics, with
LSD and psilocybin the most popular choices. Fewer than 3 percent
of those who used psychedelics for whatever purpose reported
negative impacts on their health. Of 12 participants who used
psychedelics with the intention of easing chronic-pain, 11 reported a
benefit. The results of that survey were published in 2021 in the
Journal of Psychoactive Drugs.319

Again, more research is needed on the topic, but I’m thrilled to learn
that an early-stage clinical trial is in the works.



Menopause
Globally, about 47 million people assigned female at birth reach
menopause per year.320 Menopause occurs when your period has
stopped for 12 months. For many, this milestone is naturally
reached in one’s early fifties.321 But you may find yourself in natural
menopause earlier. Induced menopause occurs for people who take
certain medications (such as for cancer treatment) or who’ve had a
bilateral oophorectomy (removal of both ovaries). In the years
leading up to menopause, you’ll be in perimenopause, also called
the menopausal transition. This transition usually begins in one’s
late forties, but it could occur earlier. Perimenopause is apparent via
changes in sex hormone levels that indicate declining ovarian
reserve.322 Your anti-mullerian hormone level is a good predictor of
where you are on this trajectory, since it can be hard to gauge on
your own.323 You can ask your doctor for a test or order one online.
You’re in post-menopause once you’ve crossed the menopause
threshold.

Perimenopause may be unnoticeable, especially in the early years
of the transition. But it could eventually bring about burdensome
symptoms that impact quality of life. These include hot flashes,
depression, changes in libido, discomfort or pain during sex, mood
changes, and insomnia or other issues with sleep. These symptoms
can be so disrupting or frustrating that nearly 90 percent of women
undergoing the menopausal transition or who have reached
menopause seek guidance from their healthcare provider.324

During your reproductive years, the hormonal changes of your cycle
occur along the HPG axis in a feedback loop. Perimenopause
throws a wrench into that whole system. Hormonal changes in
perimenopause can shorten your follicular phase, leading to earlier
ovulation.325 These factors can lead to extreme hormonal
fluctuations that can drive the classic menopausal symptoms. At the
time of menopause, estrogen levels will have declined by half, when
compared to your reproductive years.326 In post-menopause,
progesterone is no longer produced.

Can psilocybin help with symptoms? I’d love to tell you I’ve come
across definitive evidence. But as of the writing of this book, I’m not



seeing studies or clinical trials on whether psilocybin can ease
symptoms of menopause. However, we do have some evidence
that psilocybin may be able to help with depression. Although more
research is needed there as well, I want to focus on the depression
aspect of menopause. The North American Menopause Society
says people in perimenopause and in the early years of post-
menopause seem to be particularly vulnerable to depression, likely
because of hormonal shifts.327 An older 2006 study found that
women ages 36 to 45 who had no previous diagnosis of major
depression in their premenopausal years were twice as likely to
develop significant symptoms of depression in perimenopause than
those who hadn’t yet entered the transition.328

I contact Julie Freeman, who has her master’s in counseling and
psychology. She frequently works with women who are struggling
with menopausal symptoms and who microdose psilocybin to help.
She’s held forums comparing psilocybin with SSRIs, which are often
prescribed to treat menopausal depression. “With SSRIs,” she says,
“you can blunt the mood lability. So instead of having super highs
and super lows, you can be kind of blunted. But it also blunts affect
and it also blunts libido.” Aye, there’s the rub. “As a woman is going
through menopause and estrogen declines,” Freeman continues,
“usually libido declines as well. That gets tied up in self-esteem. It’s
like ‘My body’s changing, my brain’s changing, and now I don’t even
want to have sex.’ ” She notes the whole psychological domino
effect that can occur. “Oxytocin is a chemical that’s released during
orgasm,” she says, “and oxytocin is really important not only for
mood and bonding and connection but it also plays a role in our
brain health and our cardiovascular health.” Psilocybin, however,
may help address depression, but it does not further blunt libido as
may occur with an SSRI, she adds.

In addition, psilocybin’s 5-HT2A receptor activation enhances the
expression of BDNF. “BDNF plays such a role in our cardiovascular
health and our bone health and our brain health,” Freeman says.
“Psilocybin—along with some of the other psychedelics—is known
to help to improve BDNF. And while your SSRIs do as well, it
seems like there’s probably a better opportunity with psilocybin.”
Although low BDNF is implicated in depression, more research is
needed to determine the association between BDNF levels and



depression during the menopausal transition. Research indicates
that progesterone and estrogen regulate BDNF levels and that
BDNF is lower after menopause because of the decline in
hormones, but fluctuating BDNF levels may play a role in mood
changes during perimenopause.329 Again, we need more research
on this topic.

Freeman notes another way she sees psilocybin helping people
during the menopausal transition. “Women will crave carbs and
alcohol just as a way of trying to manage their feelings,” she says.
“One of the other benefits that’s being looked at in the research with
psilocybin is its ability to help with any kind of addictive tendencies.”

An issue with the way women’s health is approached is that doctors
rarely consider the complete picture. Women’s health has never
really been taken seriously and “has never really been looked at
from the totality of a woman’s life,” Freeman says. The whole
picture is important, she notes, because of adverse childhood
experiences (ACEs), explained in Chapter Eight. “Women who have
ACEs,” Freeman says, “are prone to having more challenges during
perimenopause and maybe even into the menopausal years.”

Higher childhood adversity scores are associated with more severe
menopausal symptoms, according to results of a large cross-
sectional study published in 2020.330 Although the study doesn’t tell
us why there’s a correlation, metabolic health may play a role, since
ACEs can negatively impact metabolic health.331

Metabolic health is often defined as, without the use of medications,
having ideal levels of blood sugar, cholesterol, triglycerides, and
blood pressure, and having an optimal waist circumference. These
biomarkers help signify optimal cellular functioning, which can help
stave off chronic diseases. Worsening metabolic health, including
high blood sugar and related insulin resistance, is associated with
worsening menopausal symptoms.332 By the way, the decline in
estrogen toward menopause means we lose some of estrogen’s
protective effects against insulin resistance.333 This is another
potential reason for the increase in cravings Freeman mentions,
and it may be a factor in menopausal weight gain. So to recap:
ACEs can negatively impact metabolic health. Hormonal changes in



menopause can also affect metabolic health. Researchers note a
correlation between having more ACEs and more severe
menopausal symptoms. They also see a correlation between
worsening metabolic health and more intense menopausal
symptoms. Taken together, we can see why a person’s life history,
rather than just their present health or situation, might matter when
it comes to their menopause experience.

Freeman says she enjoys working with women in midlife because
that is often when they’re examining the big picture for themselves
and considering how they want their life to look going forward.
“There’s a rebirthing process that’s going on,” she explains.

In a similar vein, de la Myco says, “A lot of women coming into their
menopause time are in their wise-woman era.” For that reason, a
psilocybin journey can be synergistic. “What I really hope people
can remember about the mushroom,” de la Myco adds, “is that one
of its original Indigenous applications was to teach a person what
the meaning of their life was and why they came and why they were
born.” Psilocybin may be a catalyst for the reframing of how we
think about menopause; we can treat the change as a rite of
passage rather than something to be dreaded. “Mushrooms are
absolute master teachers around transitionary phases,” de la Myco
says, “because they are decomposers. They help to literally
transition one matter to another matter.” This reframing of what
menopause is—a transition—can help one tune into their feelings of
self-worth. “When we get down to the purpose of our life,” de la
Myco adds, “then we can derive so much meaning.”

I do want to add a word of caution when it comes to depression in
midlife. People ages 45 to 54, across all genders, account for 80
percent of suicides in the United States.334 And in Australia, women
ages 45 to 54 had the highest suicide rates in 2015.335 Having
major depression increases the risk of suicide.336 While we’re
seeing hyped and promising results from studies looking at
psilocybin and depression, it’s worth noting that suicidal ideation
and self-injury have been reported as serious adverse events in
psilocybin studies.337 If you’re experiencing depression related to
menopause, it’s worth consulting with a mental health professional.
Seek immediate help if you’re having thoughts of self-harm.



Migraine and menstrual migraine
Migraine, a debilitating and chronic neurological condition, affects
those assigned female at birth three to four times more than it does
those assigned male at birth.338 Menstrual migraine, sometimes
called hormonal migraine, involves attacks that occur just before or
during one’s period. Nearly two-thirds of women with migraine have
menstrual migraine, according to the American Migraine
Foundation.339 The drop in estrogen right before menses triggers
the attack.

Right now, we don’t have robust clinical trials on whether psilocybin
can help with migraine. However, a small exploratory study,
conducted by Emmanuelle Schindler, MD, at the Yale School of
Medicine, suggests that psilocybin has migraine-suppressing
effects.340 As a 5-HT2A receptor agonist, psilocybin has some
similarities to migraine treatment medications. In the double-blind,
placebo-controlled, crossover study, researchers included 10
participants in the final analysis. Seven women and three men, all
who had frequent migraine attacks, took a placebo capsule first.
Two weeks later, they took a low dose of synthetic psilocybin. Over
the course of the study, they kept a migraine symptom diary. The
researchers found that the participants had a greater reduction of
migraine frequency and pain intensity in the two weeks after the
psilocybin dose when compared to the two weeks post-placebo.341

Schindler is now conducting additional research to compare
benefits of two psilocybin doses instead of just one.342

More research is needed to understand how and if psilocybin can
work as a migraine prevention strategy and whether people with
menstrual migraine might have similar results as those found in this
small study.

Miscarriage grief
About 26 percent of all pregnancies end in spontaneous abortion,
also known as miscarriage.343 And 10 percent of people assigned
female at birth will have a miscarriage in their lifetime.344 About 44



pregnancy losses occur every minute worldwide. Pregnancy loss
increases one’s risk for anxiety, depression, PTSD, and suicide.345

I can’t find any studies on psilocybin’s potential to help people heal
psychologically after a miscarriage. But we do have studies on
psilocybin and depression, so it’s not a stretch to consider that
psilocybin may be able to help one cope after pregnancy loss.

I ask de la Myco about her experiences. She says she’s sat in
mushroom ceremony with several people who’ve turned to
psilocybin as a way of introspection and transformation after
miscarriage. She’s clear, however, not to suggest that a psilocybin
journey is somehow going to suddenly make someone feel
completely better, regardless of their grief or trauma.

“Many people are actually left with more questions and more
homework,” she says. But those questions and the work done post-
trip—such as with integration (explained in Chapter Ten)—can
guide you. “Making sense of them in the thereafter,” she says of
mushroom experiences, “and doing the actions necessary in order
to implement the mushrooms’ teaching in their life is where that
relief, the feelings of love, and the feelings of completion are going
to come from.”

Obsessive-compulsive disorder
Obsessive-compulsive disorder (OCD) is a chronic disorder in
which people have uncontrollable thoughts or worries (obsessions)
and behaviors (compulsions) that they repeat to lessen their
obsessions. For example, someone may engage in compulsive
counting or other rituals to lessen intense anxiety.346 OCD can
greatly impact one’s quality of life. The disorder affects about 1
percent of people, and those assigned female at birth are 1.6 times
more likely to experience OCD than those assigned male at birth.347

Johns Hopkins University and Yale University both have clinical
trials in the works to see if psilocybin can help ease the symptoms
of OCD.348 A 2006 pilot study from the University of Arizona,
Tucson, investigated the effects of magic mushrooms on nine
people with the disorder. The participants had up to four single-dose



exposures (ranging in dose) of psilocybin. All participants had a
marked reduction in their OCD symptoms. And no adverse effects
occurred, aside from temporary high blood pressure in one
participant.349

A paper in the Journal of Psychedelic Studies describes psilocybin’s
potential mechanisms that may be beneficial to people with OCD.
Psilocybin may function as a “reset button” for dysfunctional activity
of the brain’s DMN that appears characteristic with the disorder.350

More research is needed to determine if and how psilocybin can
help.

Opioid use disorder
Opioid use disorder (OUD) is a psychiatric disorder. It is the
dependence or addiction to opioids, the development of an opioid
tolerance, and the presence of withdrawal symptoms when
discontinuing opioids. More than 120,000 people die globally each
year from OUD. And the condition affects more than 16 million
people worldwide.351 OUD can develop from the use of street drugs
like heroin or from prescription drugs like oxycodone, or from both;
prescription drugs are also sold illicitly. I recommend reading
Dopesick: Dealers, Doctors, and the Drug Company That Addicted
America by Beth Macy to gain a deep understanding of the complex
issues that have fueled the opioid epidemic. Opioids have their
place in patient care when it comes to acute and chronic-pain.352

And drug policy changes and harm-reduction strategies are
necessary to ensure safe access and safe use to people with OUD
to prevent overdoses.353

While people assigned male at birth are more likely to die of an
opioid overdose, overdose deaths in those assigned female at birth
have been increasing. They’ve quadrupled since 1999 in the United
States.354 Women are more likely than men to have acute and
chronic-pain and be prescribed opioids.355 And they’re more likely
to report lifetime use, compared to men.356

A 2017 study published in the Journal of Psychopharmacology used
data from the National Survey on Drug Use and Health (from 2008–



2013) to determine if psychedelic use reduced past-year opioid
use.357 They looked at results from 44,000 illicit opioid users and
found that psychedelic use was associated with 27 percent reduced
risk of past-year opioid dependence and a 40 percent reduced risk
in previous-year opioid abuse. Marijuana was also associated with a
55 percent reduced risk in past-year opioid abuse. But other than
psychedelics and cannabis, no other illicit drug was associated with
reduced risk surrounding OUD.

A study published in Frontiers in Psychiatry in 2020 looked at
whether psychedelics were associated with a reduction in misuse of
cannabis, opioids, and stimulants.358 Of 444 survey respondents,
96 percent met substance use disorder criteria before their
psychedelic experience. Only 27 percent met the criteria after. Most
reported using LSD (43 percent) or psilocybin (29 percent).

Yet another study, this one published in Scientific Reports in 2022,
looked at whether any lifetime use of classic psychedelics was
associated with lower odds of OUD.359 The researchers used data
from the National Survey on Drug Use and Health (2015–2019),
which featured nearly 215,000 respondents, with more than 2,000
who met criteria for OUD. They found that psilocybin was the only
psychedelic associated with lower odds of OUD. The study has
several limitations. The authors note that they cannot determine that
psilocybin reduces the risk of OUD, only that there’s an association.
The same is true for all the studies mentioned.

The researchers of the 2022 study speculate that the effects magic
mushrooms have on the serotonin system may play a role in
resolving OUD. That’s because abnormal serotonin transmission is
associated with cravings and other aspects of addiction. Plus,
mystical experiences may enhance recovery outcomes.360

The Johns Hopkins Center for Psychedelic and Consciousness
Research is working on a clinical trial to investigate whether
psilocybin administered in a supportive setting may reduce illicit
opioid use. But that study will not be complete until sometime in
2024.361



Postpartum depression
About one in seven birthing parents develops postpartum
depression (PPD), a serious psychiatric disorder that can occur
after childbirth. But it often goes undiagnosed.362 According to one
study on treatment outcomes, only 6.3 percent of people with PPD
receive adequate care.363 Not only does PPD greatly impact the
physical health and emotional well-being of the birthing parent, it
can also impact the health, well-being, and development of their
infant.364 Plus, it can impact the child’s future health and well-
being.365

Scientists don’t know the exact causes of PPD, but likely multiple
factors play a role, including genetic, hormonal, psychological, and
environmental.366 Research indicates that people with PPD may be
sensitive to changes in sex hormones. Low oxytocin levels may also
be a factor. And evidence implicates HPA-axis dysfunction (which
impacts stress response) and abnormal serotonin signaling as
well.367

We don’t have current studies on psilocybin and PPD, but
researchers are interested. A paper published in mid-2022 in the
Journal of Psychopharmacology, coauthored by Chaitra Jairaj, PhD,
outlines the potential for psilocybin to help.368 PPD often involves a
sense of isolation from others and a disconnection from both infant
and self. Since psilocybin can enhance connectedness, perhaps
this psychedelic or others may be able to help connect the birthing
parent with their infant and facilitate connection with their support
systems. Psilocybin may also help drive self-acceptance, which
may aid in transcending the self-criticism that’s a theme with
PPD.369

You can find anecdotal reports online of people turning to magic
mushrooms to cope with PPD. In a 2021 as-told-to article in Good
Housekeeping, Melissa Lavasani describes the severe PPD she
developed in 2017 and her experience with microdosing
psilocybin.370 And a 2019 Vice article by Maria Brus Pedersen (that
originally appeared on the publication’s Broadly Denmark channel)
details author Julie Ugleholdt’s experience with PPD and turning to



magic mushrooms for help.371 Ugleholdt also wrote a book on the
topic entitled In Project Baby—My First Year As a Less Than
Perfect Mother.372

Post-traumatic stress disorder
Post-traumatic stress disorder (PTSD) is a serious mental health
condition that can occur in people who have directly experienced or
witnessed a traumatic event. For a diagnosis, symptoms must last
longer than a month. Symptoms include reexperiencing (such as
having flashbacks), avoidance (such as avoiding thinking about the
traumatic event), reactivity (such as being on edge), and cognition
and mood issues (such as difficulty remembering the event).373

PTSD is a chronic condition that can be hard to treat. Only about
one-third of patients recover within a year, and one-third remain
symptomatic a decade after the trauma exposure. More than that,
estimates show that up to half of people with PTSD who seek
treatment do not have an adequate response.374

About 6 percent of people will experience PTSD at some point in
their lives. People assigned female at birth have a two- to threefold
higher risk of developing PTSD than those assigned male at birth.
The lifetime prevalence for women is 10 percent or more.375 The
events most associated with PTSD in women are sexual assault
and childhood sexual abuse.376 Although more research is needed,
traumatic stress may impact those assigned female at birth
differently than those assigned male at birth. While males may have
a more “physiological hyperarousal system,” females may have a
more sensitized HPA axis, at least according to animal models.377

A small clinical trial is underway to see if psilocybin may be able to
help with PTSD.378 But the results from that trial aren’t ready as of
the writing of this book. A paper published in mid-2022 in the journal
Cureus highlights some of the potential that researchers see when it
comes to magic mushrooms and PTSD.379 PTSD is characterized
by amygdala hyperactivity. But magic mushrooms, by
downregulating the response to fearful stimuli, decrease that
hyperactivity. In therapy then, possibly people with PTSD are more



able to process trauma without having a trauma response. At the
same time, psilocybin may boost mood, helping to reduce negative
thoughts. Additionally, the paper authors note, the DMN is weakly
connected and underactive in people with PTSD. The underactive
DMN is linked to the avoidance symptom of the condition. Specific
research on this is needed, but psilocybin’s effects on the DMN may
have positive effects for people with PTSD.380

Premenstrual dysphoric disorder
Premenstrual dysphoric disorder (PMDD) is a serious and severe
form of premenstrual syndrome (PMS). Symptoms are often both
physical and psychological. The physical symptoms may include
cramping, vomiting, back pain, bloating, and more. And the
psychological symptoms may include extreme irritability,
depression, anxiety, trouble sleeping, feeling out of control, an
inability to focus, and more. Symptoms typically occur one week
before menstruation and end right before a period or a few days
after it begins. As many as 8 percent of people assigned female at
birth of reproductive age have PMDD.381

As of the writing of this book, I cannot find any clinical trials on
psilocybin and PMDD. But this is another area where certainly the
potential exists. Although researchers don’t know the exact cause of
PMDD, the serotonergic system has a close relationship with the
hormonal changes of the menstrual cycle.382 People with PMDD
may be more sensitive to the roller-coaster ride of estrogen and
progesterone levels.383 Particularly, they may be more sensitive to
those hormones’ effects on the serotonergic system in the late
luteal phase about a week before menstruation.384 SSRIs, either
taken continuously or only in the follicular phase of the menstrual
cycle, are a treatment option for PMDD.385 SSRIs work by blocking
reabsorption of serotonin, making more of the neurotransmitter
available in the brain.386 But they can have unpleasant side effects.

Additionally, when they’re in the luteal phase of the menstrual cycle,
people with PMDD show increased amygdala response to negative
stimuli when compared to people without PMDD. And in some
cases, people with PMDD who have high trait anxiety also



experience this heightened amygdala response in the follicular
phase.387 Although we don’t have studies in people with PMDD
specifically, we know that psilocybin reduces amygdala response to
negative stimuli.388

Finally, in their case series mentioned in the menstruation section,
Gukasyan and Narayan interviewed one woman with PMDD.
Although microdosing psilocybin did not appear to reduce her
symptoms, the woman credited the psychedelic with helping her
function better despite those symptoms.389 Again, we simply need
more research.

Smoking cessation
Tobacco smoking rates vary globally. In the United States, more
people assigned male at birth smoke than do those assigned
female at birth. However, those assigned female are more
vulnerable to the risks of smoking, such as lung and other cancers,
cardiovascular disease and stroke, respiratory disease, and
menstrual cycle disorders.390 Nicotine impacts sex hormones and
can lead to early menopause.391 It blocks estrogen synthase in the
brain, which could be why smoking cessation is also more difficult
for women, according to research.392 People assigned female at
birth also have a difference in nicotine receptors when compared to
those assigned male at birth, adding another reason as to why
quitting may be trickier, considering most cessation methods focus
on nicotine replacement.393

Psilocybin may be able to help. Johns Hopkins University
conducted a small study with 15 participants (10 male) who were
longtime smokers who had attempted to quit before but were not
successful. After psilocybin administration during a 15-week
cessation protocol that included cognitive behavioral therapy, the
researchers found that 12 (80 percent) of the participants had
ceased smoking at six-month follow-up. The participants were given
two to three doses of 20 milligrams and 30 milligrams. The results
of that study were published in the Journal of Psychopharmacology
in 2014.394 All 15 participants returned for a 12-month follow-up. At
that time, 10 (67 percent) were smoking abstinent. At 16 months or



more, only 12 participants had returned for long-term follow-up. At
that time, 9 (60 percent) were smoking abstinent. The follow-up
results were published in the American Journal of Drug and Alcohol
Abuse in 2017.395

In a 2018 article in the Journal of Psychopharmacology, the
researchers shared that participants in the pilot trial and follow-up
were invited to participate in a follow-up interview 30 months after
their psilocybin sessions. The 12 participants interviewed reported
that their psilocybin sessions provided them with insight into why
they smoked and that the content of their journeys outweighed any
short-term withdrawal symptoms they experienced. They also noted
persisting positive changes beyond that of quitting smoking.396

More research is needed on the best strategies for using psilocybin
for smoking cessation, but this small trial and follow-up seem
promising.





No book about psilocybin and women would be complete without
the story of María Sabina Magdalena García, a Mazatec healer who
lived in Huautla de Jiménez. The late María Sabina introduced
white Americans to psilocybin mushrooms—albeit against her will.

“It’s an example of how consent was broken,” explains Natalie
Villeneuve, MSW, RSW, whom I interviewed regarding consent in
Chapter Six. “He lied to her to get access to this. That’s not
consent.”

The man Villeneuve’s referring to is the late Robert Gordon
Wasson. He was a vice president at J.P. Morgan & Co. and an
amateur mycologist. Feeling pressured, María Sabina agreed to let
Wasson participate in a sacred ceremony and ingest the mushroom
in the ’50s.397 But trickery was involved. “He said his son was
missing,” Villeneuve explains, “and he needed answers to find his
son. That was not true.” But part of their agreement was that he
would not reveal María Sabina’s name or location to anyone.

That agreement clearly meant nothing to Wasson, who went back to
the United States and wrote about his experience in an article for
Life magazine. In the article, he brags about being—along with the
friend who accompanied him—“the first white men in recorded
history to eat the divine mushrooms.”398

“He essentially just gets really sloppy with covering up who and
where she is,” Villeneuve says. “What she consented to, or what
agreement was made between them, he broke. So it’s a violation of
consent and it’s an example of colonization, of how white people go
in, claim something to be their own, take it to be something that it’s
not, and just exploit it.”

As word spread, people from all over traveled to Huautla de
Jiménez to try magic mushrooms. Famous folks, from Walt Disney
to John Lennon, reportedly paid María Sabina a visit.399 “The whole
community,” Villeneuve says, “really deteriorated as a result of
tourists coming in and just not paying any respect to these
practices.” Once revered in her community, María Sabina was then
blamed for the intrusion of Westerners. Her house was burned, her



son was killed, and she eventually died in poverty, Villeneuve
explains.

This is not a pretty story, and it’s woefully short. By no means am I
implying I’ve provided a complete history here—that would require a
full book. However, I chose to end the book on this note because
we’re amid what’s being referred to as a psychedelic renaissance.
The research resurgence is exciting, but we must proceed with care
not to do harm. I encourage you to follow the work of Psymposia, a
nonprofit research and media organization that’s serving as a
watchdog for the psychedelic industry.400

As we move forward, we must hold accountable people who are
using psychedelics to abuse power and violate others. We must
consider the ways in which the pharmaceutical industry aims to
capitalize on psychedelic substances and the impacts of that. We
must consider the ways in which our use of psychedelic substances
and psychedelic tourism impacts Indigenous people and their lands.
Ultimately, our attempts to heal or have transformative experiences
should not be at the expense of the well-being of others. Remember
that psychedelics are great unifiers and not meant for self-gain.
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