
 

Inside this issue 

Psychedelic Advocacy: Combating 

Stigma and Misinformation in the 

Treatment of Addiction ………...1 

 

Excerpt from Manuscript in pro-

gress ‘A  Counselor's Guide to 

Iboga/Ibogaine Therapies’: Ibo-

gaine and Opioid Use Disorder 

Review…………………………….…....4 

 

Do No Harm………………...…….....5 

 

Everything You Wanted to Know 
About Ketamine But Were Afraid 
to Ask…... ................................. 9 

Special points of interest 

• FREE 1.5 CE Hour  Presentation 
on Harm Reduction & Integra-
tion February 16th, 2022 

Welcome & Introduction 
 Hello and welcome to this edition of the Psychedelic Counselor! 
Since this project started about a year ago, I’ve had the privilege to go 
through one of the more robust psychedelic-assisted therapy training pro-
grams and met dozens of folx who are committed in promoting psychedelics 
and  psychedelic-assisted therapies in a manner which is safe, equitable, and 
just.  I have also gained a greater appreciation for the risks entailed and harm 
that will be caused when these substances are not approached with caution 
and respect, wielded by those who do not have adequate knowledge and 
training, or who used with misguided intentions.  In this spirit, this issue fo-
cuses on addictions treatment with ibogaine and stigma, harm reduction, and 
the risks present in the current landscape of ketamine treatments.  Happy 
readings and New Year! 

-Ben Hearn,  

Network Coordinator,  

Doctoral Candidate, University of Cincinnati 

The Psychedelic Counselor 

January 19th, 2022 
Volume 2, Issue 1 

Edited  by Ben Hearn 

A new ground-breaking, evidence-based intervention is emerging in the world of counseling: psychedelic-
assisted psychotherapy (PAP). Using psychedelic compounds (e.g., psilocybin, LSD, MDMA, and DMT) to act on the 
serotonergic system within the central nervous system, psychedelic-assisted psychotherapy serves as a way to enter a 
different state of consciousness in order to help individuals heal from various mental health issues (Muttoni, 2020; 
Wolff, 2020). PAP is defined as “professionally supervised use of ketamine, MDMA, psilocybin, LSD, and ibogaine as 
part of elaborated psychotherapy programs” (Schenberg, 2018, p. 1). These substances that once held negative con-
notations are now being used to treat mental health disorders like treatment resistant depression, substance use dis-
order, PTSD, and death anxiety (Schenberg, 2018; Bright, 2017). As research continues to emerge about the beneficial 
use of psychedelics when paired with therapeutic interventions, there is likely to be push back from those who hold 
fast to those negative beliefs about the use of psychedelic substances, specifically as it relates to addictions treat-
ment. As the groundswell of research continues, it is important that mental health professionals not only recognize 
the value that PAP has for clients, but also prepare for discussions with those who are concerned with the negative 
stigma that has previously been, and is often still currently, tied to psychedelic use.   

Psychedelic Advocacy: Combating Stigma and              

Misinformation in the Treatment of Addiction 
-Carisha Doty, Jamie Booth, MEd Students & Dr. Kevin Doyle University 

of Tennessee Chattanooga 



Advantages of PAP over 
MAT in treatment of 
substance use disorders 

• Limited administration of 

the drug, under medical 

supervision and with psy-

chological support 

• May help clients resolve 

underlying issues which 

contribute to substance 

abuse 

• Psychedelics possess sig-

nificantly dissimilar  neu-

ral mechanisms of action 

than most drugs of abuse 

 
In the realm of addiction treat-
ment, skeptics still hold fast to the 
fear that PAP may be substituting 
one substance for another, howev-
er there is evidence that would 
indicate otherwise. One critique of 
traditional models of addiction 
treatment is that they often neglect 
to address underlying trauma that 
may contribute to addiction (Bright 
et al., 2017), even though the two 
are often comorbid (Bright et al., 
2017; Sessa, 2018). With the high 
risk of relapse for both 12-step pro-
grams and therapy-based interven-
tions for substance use (Bright et 

al., 2017; Garcia-Romeu et al., 
2020; Sessa, 2018), it seems that a 
more complete view of addiction 
and treatment needs to be consid-
ered across the field. PAP offers 
unprecedented answers to the 
questions of a holistic treatment 
with long-term success, allowing 
clients to reshape and reform their 
relationship with trauma and sub-
stances by encouraging mystical 
experiences/altered states of con-
sciousness that promote connect-
edness on a personal and universal 
level (Hearn, 2021). 

In active addiction, PAP is 
largely seen as a pathway to treat 
these potential comorbidities sim-
ultaneously and has shown highly 
effective results in mitigating sub-
stance use disorders in a self-
reported sample of naturalistic, 
non-clinical psychedelic use (Garcia
-Romeu et al., 2020). In another 
psychedelic-based treatment study, 
it was found that psilocybin corre-
lates with being a catalyst moving 

one from disconnection to connec-
tion and emotional avoidance to 
emotional acceptance (Watts et al., 
2019). Patients in a randomized 
controlled trial for psilocybin re-
ported that during dosing sessions 
they were able to reconnect with 
their inner world and outer world 
(Watts et al., 2019). Additionally, 
psychedelics have the potential to 
bridge the gap between isolation 
and connectedness that a person 
experiencing addiction faces. Often 
people who develop substance use 
disorders have extensive psycho-
logical trauma, and to treat the 

client holistically, we must treat the 
substance use and the trauma 
(Bright et al., 2017). PAP offers a 
way to do this safely, efficiently, 
and effectively by allowing the cli-
ent to create meaning and connec-
tions that combat the need for sub-
stance use.  

Besides pointing to studies 
and the ability of PAP to treat trau-
ma, advocates can also assuage 
skeptics by focusing on the similari-
ties and differences between PAP 
and medication assisted therapy 
(MAT) programs, which are com-
monly used to treat individuals 
struggling with opiate addiction. 
These interventions are similar in 
that both treatment modalities are 
utilizing a controlled substance in 
combination with therapy, with 
MAT programs utilizing substances 
such as methadone, buprenor-
phine, and naltrexone to prevent 
ongoing opiate use during thera-
peutic intervention.  

 

“PAP offers unprecedented answers to the questions of a holistic treatment with 
long-term success 
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Naturalistic Psychedelic 
Use & Substance Use Re-
ductions 
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www.renaissancerecovery.com/how-

While a via-
ble option for treat-
ment, MAT pro-
grams are not with-
out risk, with height-
ened mortality rates 
both early in the 
program, after ces-
sation of the medica-
tion, and increased 
overdose concern 
(Durand et el., 2021).  
 
 PAP provides a different and safer route to treating addiction. Alt-
hough the classic psychedelics are not addictive and are considered psy-
chologically safe (Nichols, 2016), the misnomer that they are habit forming 
and lead to significant increases in mental illness is pervasive despite the 
fact that there is evidence to the contrary. This evidence includes reports 
of psychedelic use associated with fewer instances of mental illness than 
those without use (Wheeler & Dyer, 2020) and the historic prevalence of 
psychoactive substances for therapeutic purposes (Ruban & Kołodziej, 
2018; Sessa & Johnson, 2016).  

While being a safer option in terms of addictive qualities, PAP also 
solves practical concerns that MAT raises: clients use the substance only 
under supervision meaning there is much less risk for overdose or misuse, 
fewer administrations of the drug are required, and the treatment does 
not affect the body in the same way as the substance. Most importantly, 
however, are the emotional and wellness benefits that PAP offers that oth-
er treatments can not. The main aim of this treatment is to help readjust 
neural pathways, giving the brain enough neural plasticity to relieve trau-
ma safely and at a distance (Ruban & Kołodziej, 2018). Essentially, the al-
tered state that psychedelics create provides an increased window of tol-
erance for individuals to reprocess underlying trauma without shame and 
potential retraumatization (Bright et al., 2017). Given this evidence, it is 
clear that PAP is safe for clients’ bodies and minds as they process trauma, 
deal with substance use, and work towards recovery.    
Conclusion 
 As more research comes out regarding the benefits of integrating 
psychedelics into the therapeutic process there will be increased focus 
within localities as to its appropriate implementation. As evidence emerges 
and PAP increases in popularity, the discussions will shift to professional 
organizations, regulatory boards, and local legislatures. Advocates for PAP 
need to be prepared to discuss the established misinformation regarding 
psychedelics and the negative stigma that it carries within certain popula-
tions. It is imperative that mental health professionals  
have a working knowledge of the intervention and, possibly more im-
portantly, understand evidence that contradicts the traditional stereotypes 
associated with psychedelics. This will help us all be more effective advo-
cates for not only the intervention and its standardization, but for the mil-
lions of clients that it could benefit across the globe. 

Members of the Johns 

Hopkins team, Ohio State 

University, and 

Erowid.org teamed up to 

survey user reports of 

reductions or cessation of 

alcohol and other drugs 

after psychedelic use out-

side of medical or re-

search contexts. 

 

Cannabis, Opiates, and 

Stimulants (n=444) 

(Garcia-Romeu et al, 

2020): 

• Average 4.5 years of 

problematic sub-

stance use 

• 96% met retrospec-

tive criteria for SUD 

prior to experience 

• 27% met criteria 

after reported expe-

rience 

 

Alcohol (n=343) (Garcia-

Romeu et al., 2019) 

• 72% met retrospec-

tive criteria for alco-

hol use disorder 

• 28% endorsed posi-

tive changes in val-

ues and priorities as 

facilitating significant 

reductions in use 

• Higher dose, insight, 

mystical effects, and 

personal meaning 

associated with 

greater reductions in 

use 

 

 



 Ibogaine is a compound found in the root bark of the iboga plant, 
which is indigenous  to various areas within Africa. It has been used for 
centuries as part of  the spiritual and coming-of-age ceremonies of the 
Bwiti tribe. Ibogaine has received some attention in from Western re-
searchers who have primarily explored  its therapeutic uses on substance 
use disorders. More specifically, its impact on Opioid Use Disorder (OUD). 
Though this research dates to the 1960’s (Noller et al., 2018), it is still 
scarce, probably due to the drug being illegal in the United States.  
 Most of the research up to this point, has focused on Ibogaine’s 
short-term benefits. The main short-term benefit that ibogaine provides 
include a significant reduction in opioid withdrawal symptoms. One study 
done by Davis et al. (2017) stated that up to 80% of individuals who under-
went ibogaine assisted treatment reported significantly decreased or com-
pletely elevated withdrawal symptoms during the initial treatment phase. 
The cravings that opioid users often report during withdrawal is also some-
thing that is decreased (Mash et al, 2018). This is substantial, as these 
symptoms within OUD are often attributed to the increased risk for over-
dose-related deaths (Malcom et al., 2018). 
 Within the current literature, there is ample examples that show 
ibogaine assisted therapy increases short-term and long-term successful 
treatment outcomes (Brown & Alper, 2018; Davis et al., 2017). For the sake 
of clarity, here we refer to successful treatment as a clinically significant 
decrease in opioid use or complete abstinence from the drug. There is 
some evidence that individuals who experience a spiritual awareness with-
in their ibogaine treatment may have higher likelihood of success (Davis et 
al., 2017). One potential reason for this seems to be that it increases their 
insight and allows them to reflect on how their use has impacted them-
selves and others close to them (Brown et al., 2019).  

 Interestingly, there have  been findings that are correlating ibogaine assisted therapy for 
OUD and depression/anxiety scales. For example, in a study done by Noller et al. (2018), it is reported that 
there was a significant initial decrease in participant’s score on the Beck’s Depression Inventory – II. Moreo-
ver, Davis et al. (2017) found that those who scored lower on depression/anxiety scales after treatment were 
more likely to decrease or completely abstain from opioid use long-term. This opens even more potential for 
this type of treatment.  

 Ibogaine  treatment, however, is not without risks. There has been a report of prolonged 
hallucinations after this treatment, but EMDR was able to elevate this side effect (Knuijver et al., 2018). The 
most dangerous risk is associated with cardiac side effects of treatment with Ibogaine. There have been at 
least 2 reported deaths for individuals who underwent this type of treatment that seem to be solely due to 
the substance (Apler et al., 1999; Brown & Apler, 2018). Some of the most recent literature on this treatment 
states that though this does need to mitigate the benefits of this type of treatment, there is a possibility that 
smaller low-dosing options could eliminate this risk completely (Knuijver et al., 2021). There is no doubt that 
the risks associated with this treatment need to be addressed. It is also worth noting that all of the research 
thus far has been done on Caucasian individuals.  Overall, despite the risks, the trend in research thus far has 
shown this type of treatment could change the way we discuss effective treatment for opioid use disorder. 
There is preliminary research that indicates this may be a great option for treatment resistant OUD patients 
(Davis et al., 2017) and for various other types of drugs (Mash et al., 2018).  

“Davis et al. (2017) stated 

that up to 80% of individu-

als who underwent ibo-

gaine assisted treatment 

reported significantly de-

creased or completely elim-

inated withdrawal symp-

toms during the initial treat-

ment phase.” 
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Excerpt from Manuscript in progress ‘A           
Counselor's Guide to Iboga/Ibogaine Therapies’: 
Ibogaine and Opioid Use Disorder Review 

Hope Paul MA student & Dr. Elliott Ingersoll, Cleveland State University 



The re-emergence of psychedelic availability 
in the United States presents professional counse-
lors with many practical, ethical, and legal issues 
when clients disclose their interests in experiencing 
psychedelics. Professional counselors with personal 
knowledge regarding the experiences their clients 
anticipate may find themselves processing where or 
how their clients intend to obtain these substances 
as well as the setting/s whereby they intend to con-
sume their psychedelics. Clients provide their coun-
selors with a glimpse of 
their attitudes and under-
standing regarding the use 
of psychedelics and their 
effects  . Professional coun-
selors have good reason to 
treat this topic and the sub-
stances themselves with a 
sense of healthy respect; 
however, respect and out-
right fear due to lack of pro-
fessional knowledge are 
two different things.   

Gorman and col-
leagues (2021) present the 
Psychedelic Harm Reduc-
tion and Integration (PHRI) 
model as a transtheoretical-
transdiagnostic clinical ap-
proach to addressing the 
issue of psychedelics use or 
consideration of use 
amongst clients regardless 
of treatment context. This 
approach prioritizes clients' 
autonomy and positions 
mental health care provid-
ers to understand clients' motives, experiences 
better, and needs related to their use. Though this 
model is novel by Western standards, a historical 
ledger detailing the respect granted to the effects 
these substances/entheogens can induce has been 
documented by indigenous cultures. For instance, 
the Rarámuri (Tarahumara) and Huichol tribes of 
Mexico reported that effects of Hikuli Mulato (as 

seen in the picture featured in the article Hallucino-
gens Used By Shamans In Religious Ceremonies; 
February 12, 2018) consider this cactus a false peyo-
te despite having such strong hallucinogenic effects 
that it was often feared for its ability to induce per-
manent insanity. Amanita pantherine stands as an-
other example of an entheogen that has an estab-
lished reputation among Siberian, Greco-Roman, 
European, and Pan-American Shamans and religious 
leaders for their spiritual, religious, and recreational 

utility (Collins, n.d.; picture 
taken by Paul Kroeger). 
However, case reports de-
scribe a range of side 
effects associated with the 
psychedelic experience up-
on ingesting this mush-
room. The effects include 
suppression of the central 
nervous system, involuntary 
muscle movements, a hallu-
cination of a religious type, 
hyperactivity, and in limited 
cases, acute respiratory 
failure (Satora et al., 2006). 

For myself, these exam-
ples invoke questions such 
as, what are the client's 
expectations regarding 
psychedelic use? What do 
they know about the sub-
stance they intend to in-
gest? What do they hope 
to experience? What side 
effects do they hope to 
avoid? Is it even ethical for 
me to help them through 

this process?  
These questions and the many others like 

them are what the PHRI model is intended to ad-
dress. As a transtheoretical approach designed to 
facilitate an open dialogue with clients regarding 
psychedelic use that deviates from the traditional 
abstinence-based methods, the model incorporates  
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Do No Harm 
Nate McGee, LPC, Doctoral Candidate, University of Cincinnati 

Above: Hikuli Mulato cacti 

Below: Amanita pantherine mushroom 

https://botanicalshaman.com/2018/02/12/hallucinogens-used-by-shamans-in-religious-ceremonies/
https://healing-mushrooms.net/amanita-pantherina
https://botanicalshaman.com/2018/02/12/hallucinogens-used-by-shamans-in-religious-ceremonies/


elements of psychedelic-assisted therapy, Mindfulness-based therapies, relational psychodynamic approach-
es, and Integrative Harm Reduction Psychotherapy into a framework that can assist clinicians in confronting 
the reality of the changing cultural landscape in which psychedelics are increasingly less taboo, yet still wide-
ly illegal (Gorman et al., 2021). 

Clients who may benefit from the PHRI model may include those who have already experienced us-
ing psychedelics on their own to resolve a psychiatric symptom, those who are experiencing psychological 
distress due to ingesting a psychedelic, and/or a client who intends to use a psychedelic but is unaware of 
the possible risks (Gorman et al., 2021). In essence, professional counselors applying the PHRI model in their 
work are supporting clients' autonomy. According to Gorman and colleagues (2021), counselors attempting 
to address the unique needs of clients who are using or considering psychedelic use outside of legal psyche-
delic-assisted therapy may involve: 
• Facilitating exploration and enhancing understanding of psychedelics potential effects  without aggran-

dizing use 
• Challenging clients on administration of psychedelics and promoting caution especially if client’s are pre-

scribed other medications or intend to use psychedelics with other psychoactive substances 
• Discussing risks entailed in illicit drug market (e.g. drug identity, purity, dose) and risk-reduction strate-

gies such as drug testing 
• Providing safe environment and potentially contacting medical providers for individuals experiencing 

distress or more serious symptoms as a result of psychedelic use in a recreational environment (e.g., 
music festival)  

• Processing potential effects that use may have on reoccurring or existing co-occurring mental health 
symptoms 

• Symptoms persisting after psychedelic experiences 
• Processing potentially overwhelming or disappointing experiences.  
 In practice, PHRI may be described best as preparing clients for the experience and fostering open 
dialogue whereby the client can integrate the experience without administering psychedelics or being pre-
sent during the experience. Preparation predominantly occurs through formal and informal clinical assess-
ment to identify potential risks and provision of psychoeducation; further, processing how risks can be mini-
mized to provide for the increased likelihood of a safe, desirable experience (Dalgarno & Shewan, 2005). 
Moreover, preparative discourse does not imply that professional counselors are encouraging clients to use 

a psychedelic. Instead, professional counselors 
should facilitate a discussion that helps a client 
engage in inquiry to make an informed decision 
for themselves.  
 As it relates to professional counselors 
facilitating discussions with clients about psyche-
delic use and helping them make informed deci-
sions, it is not professional counselors' responsi-
bility to make clients aware of specific laws relat-
ed to obtaining and possessing psychedelics. 
However, counselors would be remiss not to 
state the complexity of the current legal land-
scape. Because Federal Law still classifies many 
well-known psychedelics (e.g., lysergic acid di-
ethylamide [LSD], N,N-Dimethyltryptamine 
[DMT], methylenedioxymethamphetamine 
[MDMA], and psilocybin) as Schedule 1 nar-
cotics, professional counselors are strongly 

The Zendo Project, sponsored by the Multidisciplinary Association 

for Psychedelic Studies, provides harm reduction services  at 

festivals such as Burning Man across the globe. 

Source: @ZendoProject on Twitter 



recommended to direct clients to conduct their research 
regarding Federal, State, and local laws surrounding psyche-
delics.  

Though there are no known explicit laws or coun-
seling ethical standards in the United States that address 
professional counselors' application of PHRI, researchers 
and clinicians suggest that clinicians' largest risk domain 
relates to licensing boards (Pilecki et al., 2021). Specifically, 
when something goes wrong with a client, a licensing board 
has greater latitude in assessing and determining if a clini-
cian is acting outside the boundaries of acceptable professional practice, which could result in clinicians be-
ing reprimanded (Pilecki et al., 2021). Given the approach's novelty, this is amplified by the limited empirical 
evidence and clinical efficacy for the PHRI model. Gorman and colleagues (2021) suggest that future research 
should focus on evaluating treatment standards and the efficacy of the PHRI model when treating clients 
who are contemplating the use of or using psychedelics. 

On the bright side, the complexity of providing ethical care is becoming more apparent—albeit slow-
ly—and progress is being made in Colorado and Oregon state legislatures regarding psychedelic treatment by 
mental health practitioners (Dos Santos et al., 2021). With regard to providing PHRI in Oregon, Measure 110 
became effective in February of 2021. It reduced the violation of possession of smaller amounts (i.e., < 12 
grams psilocybin, < 1 gram or fewer than 5 pills, tablets, or capsules of MDMA/Ecstasy, MDA, MDEA/Eve) of 
controlled substances to a Class E violation (Legislative Policy and Research Office, 2020). In Oregon, a Class E 
violation is punishable by a $100 fine, or the person charged with an offense may instead complete a health 
assessment at an Addiction Recovery Center. The support of Measure 110 was coupled with Measure 109 
(i.e., Psilocybin Program Initiative) in Oregon to establish rules and regulations for the legislature's implemen-
tation and the use of psilocybin products and services. Such information would be valuable to inform clients 
of if the topic of psychedelic use or contemplating use arose during a session. 

In addition to strongly encouraging clients to know the state laws before possessing psychedelics, 
clients would benefit from accessible drug education resources, such as The Little Book of Psychedelic Sub-
stances (Psychedelic Support, n.d.) or https://dancesafe.org/. Such resources promote client autonomy to 
make informed decisions about the substances they choose to ingest or not. As for clinicians, the PHRI model 
comprises empirically supported treatment modalities—including psychedelic-assisted therapy—as well as 
harm reduction approaches; thus, making it the current industry standard for harm reduction comes as it 
relates to psychedelic use. An additional clinical resource includes The Manual of Psychedelic Support (MAPS) 
which clinicians and scholars developed at the Multidisciplinary Association for Psychedelic Studies (MAPS) 
for clinicians to refer to when establishing and facilitating care services for persons having a psychedelic ex-
perience at music festivals and other events where these professional services are helpful. 

In conclusion, a harm reduction approach will likely make up most of the clinicians' psychedelic-
related care they provide. Clinicians who develop their understanding of PHRI and learn to apply this ap-
proach pragmatically will possess skills that expand well beyond psychedelic-assist therapy. Empowering cli-
ents with accurate information and respecting their autonomy concerning their interest in psychedelics or 
potential integration of a past psychedelic experience is at the core of PHRI. To do no harm, counselors must 
have a healthy respect for the effects psychedelics can have coupled with an understanding of the ethical 
practice and legal issues surrounding psychedelic possession and underground use. 
 
 

DanceSafe provides drug testing services and 

psychoeducation at  music festivals and sells 

drug testing kits online.  

(Note: These kits  may be considered 

paraphernalia and illegal in some states) 

https://dancesafe.org/
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SESSION DESCRIPTION: 

As rates of psychedelic use increase across the   
United States, public awareness of their healing      
potential grows, and trends in decriminalization     

continue, counselors will need to be able to assist   
clients who have previously used psychedelics or are 

intending to use them. This session provides an      
existential-humanistic framework for helping clients 
integrate previous experiences and a risk-reduction 
approach for working with clients who intend to use               

psychedelics themselves. 
  

LEARNING OBJECTIVES: 
• Describe common rationales for naturalistic       

psychedelic use and its associated effects 
• Interpret clients’ psychedelic experiences within the 

4 ‘givens’ of existence 
• Discuss risk reduction strategies with clients 

• Evaluate potential risks and benefits of engaging in 
psychedelic risk reduction and integration 

In collaboration with: 



 As a ketamine-assisted psychothera-
py (KAP) provider and a counselor educator 
(AM), I have fielded many questions from col-
leagues and students alike related to keta-
mine. Sparked by a rise in advertising and oth-
er media coverage, these queries are veiled 
with a slight hint of embarrassment: I know I 
should know this but... Let me be the first to 
say that the landscape around ketamine is 
about as clear as California in August, which 
very foggy. It is with good reason that people 
are confused when it comes to ketamine. In 

numerous instances, ketamine treatment represents a significant departure from the way counselors have 
traditionally interfaced with psychiatry and medicine. Additionally, ketamine is the first legal “psychedelic,” 
so, we are — effectively— entering a whole new therapeutic world. 1   

In this article, I will answer a few of the common questions posed to me about ketamine therapy. I 
acknowledge my own limitations in advance. I am neither a medical doctor nor an attorney, therefore, I will 
adhere to my scope of practice and my own unique perspective as a provider. I recognize the psychedelic 
landscape is complicated, and by no means do I intend this as an authoritative guide to ketamine.  
Is ketamine the same thing as Special K?  
 Great place to start! Yes, it is. Special K is the street drug name.  
Isn’t ketamine illegal? 

Ketamine is considered a Schedule III drug by the Drug Enforcement Administration. Schedule III 
drugs are defined as medication with a moderate to low potential for physical and psychological dependence 
(DEA.gov, 2021). Other Schedule III drugs would include Tylenol with Codeine and anabolic steroids. The 
medical community broadly accepts that a therapeutic usage for ketamine exists as a dissociative anesthetic. 
The drug is approved for and commonly used in emergency medicine (e.g., for agitated and psychotic pa-
tients) and within anesthesiology. If you have ever been anesthetized and can recall a cold, floating sensation 
then chances are good that ketamine was in the mix. 

The DEA scheduling of ketamine sets the compound in contrast to the other psychedelics (MDMA, 
DMT, psilocybin, LSD) which are Schedule I drugs -- meaning they are considered highly addictive with no 
acceptable medical use (DEA.gov, 2021). If a drug is Schedule I, access to that medication is only possible in 
the context of highly regulated scientific research. Because 
ketamine is Schedule III, it can be prescribed by any doctor with 
a DEA license. Even though ketamine can be prescribed, the 
compound is considered off-label when utilized for mental 
health treatment. Adopting ketamine for mental health treat-
ment is analogous to the off-label prescription of atypicals to 
augment anti-depressants. There is one important exception to 
the off-label use of ketamine for mental health treatment: es-
ketamine for treatment resistant-depression (Kriya, 2021).  

Everything You Ever Wanted to Know About Ketamine but Were Afraid 
to Ask 

Dr. Anne Metz, Marissa Sloane, Southern New Hampshire University 

Source: https://ketamineclinics.com/about-ketamine-infusion/ 

1Ketamine is technically a dissociative anesthetic that happens to have psychedelic features at high dose, but it is 

not a classical psychedelic.  



So, what’s the difference between esketamine and ketamine? 
Approved by the FDA in 2019 for treatment-resistant 

depression, esketamaine is derived from ketamine molecules; 
however, it has been refined for both potency and side effect 
reduction (Bahji, Vazquez & Zarate, 2021). Sold under the 
brand names Spravato and Ketanest, esketamine is adminis-
tered as a nasal spray prescribed by a primary care doctor or a 
psychiatrist explicitly for treatment-resistant depression. Origi-
nally, the nasal spray was intended to be administered in-
office as an outpatient treatment, but due to the COVID-19 
pandemic, the FDA relaxed these rules to temporarily allow for 
at-home administration (Love, 2021). 

Ketamine, also known as racemic ketamine, is the 
generic medication typically used in emergency and surgical 
settings as mentioned above. Racemic ketamine can be admin-
istered in a variety of ways, including intravenous or intramus-
cular shots, lozenges for trans buccal and/or sublingual ab-
sorption, and believe it or not, a transdermal cream. And yes, 
the dosing does sound complicated with that.  
What’s up with all these infusion clinics and at-home delivery 
businesses? 
 As mentioned above, racemic ketamine can be pre-
scribed by anyone with a DEA license. Due to the relative ease 
of prescribing coupled with tech and venture capital’s enthusi-
asm for the so-called psychedelic renaissance, infusion clinics and at-home delivery startups are crop-
ping up everywhere. Services offered by ketamine clinics2 fall on a continuum: some offer preparatory 
treatment, and integration sessions in-person with a licensed counselor trained in KAP, while others may 
only offer an infusion treatment and medical screening. In the case of the latter, a client would make an 
appointment, be screened for contraindications, receive an infusion, and be out the door without ever 
interacting with a mental health professional. In the middle ground would be clinics that offer at-home 
or in-person preparation and/or integration with a “guide” who may or may not have any mental health 
training. Currently, guides, infusion providers and KAP clinicians are largely unregulated.  
What should I be aware of? 

Frequently, in-person infusion clinics are owned and operated by doctors who do not necessari-
ly possess specialized mental health training aside from what they received during medical school. Be-
cause racemic ketamine is off-label and the landscape remains largely unregulated today, there is no 
requirement that treatment involve traditional talk therapy. Defenders of ketamine clinics are quick to 
point out that similarly, one is not required to engage in counseling to obtain an SSRI prescription (Big 
Tent Ketamine list-serve, personal communication, 2021). Although not legally required, empirical evi-
dence suggests that the most efficacious and lasting form of ketamine treatment involves a combination 
of both medication and counseling (Greenway et al., 2020). The benefit of having a mental health provid-
er involved during treatment is that they can help clients process any challenging — or meaningful — 
experiences or memories that might arise while in a nonnormal state. As psychedelic advocate Dream 
Mallick put it, “The integration is the medicine.”  

Proponents of the ketamine-only clinic also point out that allowing non-mental health people 
(e.g., radiologists, anesthesiologists, internal medicine doctors) to administer the drug improves access 
to treatment. Currently, no stipulations exist requiring an individual to obtain special training before 
opening an infusion clinic. You just need a DEA license, an office, a chair, an infusion pump, and a box of  

 
Routes of Administration 

Each route of administration (ROA) has 

benefits and drawbacks in terms of 

controlling ketamine’s bioavailability 

and impacting the overall experience. 

Here are some of the most common 

ROAs:  

• Oral troches are  compounded so 

patients are able to take ketamine at 

home 

• Intramuscular injection minimizes 

invasiveness of medical procedure 

compared to IV 

• Intravenous infusion provides 

greatest control over dose and 

bioavailability 

• Nasal spray only available as 

esketamine, this is the only FDA-

approved form of ketamine to treat 

depression and typically administered 

with supervision 

2‘Clinics’ used for convenience to also include at-home delivery businesses  



ketamine (which costs about $75 for ten treatments). While anesthesiologists, radiologists, and emergency 
medicine doctors are certainly competent when it comes to managing the medical aspects of the treatment, 
they may lack the critical knowledge, skills, and experience to work with a vulnerable population with com-
plex mental health issues such as addiction, trauma, and suicidality.  
What is KAP? 

Ketamine-assisted psychotherapy (KAP) is based on the combined model of medication and counsel-
ing. With KAP, ketamine is used as a “lubricant” for the counseling process to soften ego defenses that might 
otherwise impede treatment (Bennett, 2019). During the integration process conducted with a trained men-
tal health provider, clients can consolidate what they experienced during the nonnormal and apply it to their 
everyday lives. A significant barrier associated with KAP is the cost of treatment. Not only do clients pay for 
the drug treatment, but they also pay for the therapist’s time before, during, and after the infusion sessions. 
Take your hourly rate and then multiply it by 4 and that would be on the low end of one treatment session.  
Will my liability insurance cover me if I want to provide KAP? 
 At this point, the two major providers of liability insurance for counselors, HSPO and CHP, do not 
cover KAP. If you have received training through a KAP program to perform this specific work, you will need 
to acquire a separate insurance policy. It is important to point out that KAP is excluded by most policies. If 
you get sued or someone files a complaint, you are on the hook, legally speaking. Although the exclusion 
provision in liability coverage is likely to change as more counselors ask for coverage, American Professional 
Association does provide insurance underwriting for KAP liability coverage. Even with APA, there are limita-
tions to coverage. For instance, all KAP must be performed in-office with a medical person present. Tele-
counseling KAP (e.g., a client self-administers either ketamine lozenges or the esketamine nasal spray) is out-
side the scope of what we are covered to do as counselors.3  

We want you to be involved and engaged with what we’re developing and are opening 
the newsletter up to member submissions! Please submit in APA format to 
psychedelic.counselor@gmail.com by 3/1 for consideration in the Spring issue by the 
Newsletter Work Group  

•Book or other media reviews: 750—1250 words 

•Personal reflections on intersections between psychedelic experiences and 
counseling practice (may be published anonymously): 1000—1500 words 

•Practical, ethical, or legal issues in harm/risk reduction and integration: 1000—2000 
words 

•Justice, Equity, Diversity, and Inclusion issues in psychedelics: 750—2000 words 

•Brief literature reviews of specific psychedelics and their application in psychedelic-
assisted therapy:  750—1250 words 

•Have another idea? Send it along and talk with the Network Coordinator!  

INTERESTED IN CONTRIBUTING? 

3There are obviously many ethical and logistical issues to work out when it comes to telecounseling KAP that are 

beyond the scope of this article; I am only speaking to the professional liability piece.  



Is it addictive? 
 The short answer to this is: yes, it can be (Smith et al., 1998). Ketamine acts on dopamine reward 
pathways much like cocaine, heroin, and alcohol do. Clinic marketing and advertising materials frequently 
make the point that ketamine is not addictive “when administered under medical supervision.” It is worth 
pointing out that opioids were marketed as nonaddictive when prescribed under medical supervision, as 
well. To know with any degree of confidence whether ketamine can become a mainstream treatment for 
mental health issues, it will be critical to collect long-term data regarding tolerance, dependency, as well as 
drug diversion (Morgan, Rees & Curran, 2008; Price & Mathew, 2015). Some evidence suggests that at-home 
mail order ketamine is already being diverted. There are threads on Reddit with instructions on how to ob-
tain an at-home mail order lozenge prescription. A recent anecdotal report posted in a private ketamine pro-
vider list-serve involved a client receiving 30-100mg ketamine lozenges through the mail while residing at a 
sober living house (Big Tent Ketamine list-serve, personal communication, 2021).   
What are some of the side effects? 
 Given that ketamine is a dissociative, drowsiness, dizziness, poor coordination, blurred vision, and 
feeling strange or unreal are common side effects (Hasselman, 2014). In addition, ketamine can elevate 
blood pressure and heart rate, and maybe contraindicated for clients who have pre-existing heart conditions 
(Riva-Posse et al., 2018). In most cases, these cardiac changes are mild and fleeting, remitting between 3-13 
days following treatment (Andrade, 2017).  

For severely depressed and chronically suicidal individuals, another ketamine treatment can lead to 
rebound effects. A strange paradox in our field is that current suicidal ideation is a poor predictor of complet-
ed suicides (Beck et al., 1999). The danger emerges when clients start to feel better and regain the energy to 
execute their plans (Mittal, Brown & Shorter, 2009). Although any suicidal client should be carefully moni-
tored throughout treatment, the fast-acting nature of ketamine’s efficacy may require additional vigilance, 
monitoring, and safety planning (Mittal et al., 2009).  
Will insurance cover ketamine for clients? 
 The short answer is no. Many providers will offer superbills that clients may be able to file with their 
insurance for out-of-network reimbursement. Esketamine has FDA approval for treatment-resistant depres-
sion; therefore, it may be possible for a client’s insurance to cover the prescription with a letter of medical 
necessity and prior authorization. Unfortunately, since ketamine treatments are considered “off-label,” it is 
unlikely to be broadly covered by third-party insurance. 
 Does it work? 
 Yes, empirical research on racemic ketamine suggests the medication offers efficacy as a treatment 
for a variety of mental health conditions, including depression, anxiety, addiction, OCD, eating disorders, and 
even bipolar disorder. So far, no comparative studies involving traditional SSRIs and ketamine exists; howev-
er, a recent meta-analysis of 24 trials involving 1,877 participants concluded that despite being considered 
off-label by the FDA, racemic ketamine infusions appeared more effectual than intranasal esketamine in the 
treatment of depression (Bahji et al., 2021).  
 
Have any other questions about ketamine? Contact me at a.metz@snhu.edu 
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