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Abstract
Background: Psychedelic-assisted therapy (PAT) has re-emerged as a promising intervention for addressing
mental health conditions and existential concerns. Despite growing enthusiasm, PAT may be difficult to in-
tegrate into mainstream health systems. The rich sacramental traditions of psychedelics, their centering of
the human experience, proposed substrates of action, context-dependent outcomes, and highly relational
method of therapy all challenge dominant reductionistic approaches of the biomedical model. Hospice and
palliative care are well established as holistic evidence-based standards of care, yet they began as a radical
grassroots movement. Hospice and palliative care models may offer unique insights to support the growing
field of PAT.
Purpose: The intention of this commentary is to articulate the deep synergies between hospice and palli-
ative care and PAT, with the intention of fostering interdisciplinary dialogue that may aid in implementation
of human-centered high-quality PAT.
Conclusions: Various aspects of hospice and palliative care models were identified and explored, which
may support the implementation of human-centered high-quality PAT at scale. These include a focus on
truly interdisciplinary care, applying a holistic lens to health and illness, bearing witness to suffering and
healing, customized care, centering human relationships, decentralized models of care, generalist/specialist
competencies, fostering spirituality, organizing as a social moment around shared goals, and growth from
grassroots community organizations to mature care systems. Although hospice and palliative care can offer
practical lessons for scaling human-centered experiential therapies, PAT, with its radical centering of mean-
ing-making and relationship in the healing process, may also mutually innovate the fields of hospice and
palliative care.
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Psychedelic-assisted therapy (PAT) has re-emerged as a

promising intervention for increasingly prevalent mental

health conditions, often unresponsive to standard care.1,2

Within the context of sacred traditional Indigenous med-

icine practices came a Western interest in psychedelics,

leading to a fertile period of research from the 1950s–

1970s, then an abrupt ban on this research due to political

and cultural upheavals.3 Despite current resurgence of

PAT research, urgent needs for supportive care interven-

tions to address suffering, multi-stakeholder enthusiasm

for the promise of PAT, and a growing evidence base

(see Refs.1,4–6 for a thorough review), the nascent field

of modern PAT may be challenged to integrate into main-

stream health systems and the Western biomedical

model. It is our shared belief that the hospice and pallia-

tive care movement may provide unique insights to in-

form development of the field of PAT in a way that is

holistic, interdisciplinary, equitable, and compassionate.

The rich sacramental traditions of psychedelics, their

centering of human experience, proposed substrates of

action, context-dependent outcomes, and highly rela-

tional method of therapy all challenge dominant reduc-

tionistic approaches to care. Case in point: Research

has demonstrated that the strength of the so-called ‘‘mys-

tical-type experience’’ mediates therapeutic benefit of

psychedelics in clinical samples and catalyzes lasting

change in nonclinical populations.7,8

Moreover, participants regularly rate psilocybin expe-

riences as among the most meaningful and spiritually sig-

nificant of their lives.9 Whether these transcendent and

deeply personal PAT encounters can be feasibly, mean-

ingfully, and effectively amenable to rigid diagnostic cat-

egories, quantified in psychopharmacological and

neurobiological terms, and commodified in clinical prac-

tice, service delivery, and health economics remains to be

seen. Yet, prohibiting further research and clinical imple-

mentation despite their therapeutic potential raises funda-

mental ethical questions.

Although spirituality and related concepts have long

been at the periphery of the health sciences, the mod-

ern-day hospice movement and the field of palliative

care have recentered them.10 It is our perspective, as cli-

nicians trained in both palliative care and PAT, that the

integration of psychedelics into clinical settings is an op-

portunity for a more thorough incorporation of spiritual-

ity and a whole person approach into clinical care itself.

In this brief commentary, we aim to begin articulating

the deep synergies between hospice and palliative care

and PAT, with the intention of fostering interdisciplinary

dialogue that may aid implementation of human-centered

high-quality PAT. To this aim, Table 1 offers an over-

view of core palliative care principles, linked with corol-

laries in PAT. This table was developed through a

drafting, refining, and consensus process carried out by

our authorship team, an interdisciplinary group of clini-

cians and researchers with expertise across PAT and pal-

liative care. Key aspects of this collaborative effort are

expanded upon throughout the rest of this commentary.

What Palliative Care Can Teach PAT
Palliative care ‘‘is the active holistic care of individuals

across all ages with serious health-related suffering due

to severe illness and especially of those near the end of

life. It aims to improve the quality of life of patients,

their families, and their caregivers,’’ aligning care holis-

tically with a patient’s wishes and values.11,12 Hospice

entails specialized palliative services for those with a

medical prognosis of six months or less and who are opt-

ing to forego life-prolonging treatments.13 Although now

broadly regarded as an essential component of all serious

illness care, provision of palliative care and hospice

began as a radical movement that insisted on bringing

the liminal spaces of mortality and spirituality into the

mainstream of medical and popular culture. The ineffable

sacred meaning-centered nature of both being with those

who are dying and being with those who are in psyche-

delic states are especially salient. Death and dying are

nonordinary states of consciousness, and the dying per-

son’s bedside is often a sacred space.14

To better contextualize connections between the palli-

ative care and hospice movement and PAT, it may be

helpful to detail a bit of history. The birth of hospice

and palliative care as a recognized specialty in the post-

War period of the 1950s and 1960s coincided with the

first wave of psychedelic medicine in the West. This

was a time when organized religion’s monopoly over

transcendent dimensions of human experience waned,

and the health professions began to exert greater influ-

ence over this meaningful existential ground.15

Dame Cecily Saunders, founder of the modern hospice

and palliative care movement, was trained as a social

worker, nurse, and physician.15 It is relevant to note

that hospice and palliative care remain thoroughly inter-

disciplinary to this day, drawing on Saunders’ embodi-

ment of this principle. Saunders was a clinician

scientist, engaging with patients as whole individuals

with meaningful narratives, who integrated scientific

knowledge with care and love. She articulated the con-

struct of ‘‘total pain’’ to express the irreducible physical,

psychological, social, and spiritual domains of human

suffering,16 which remains a central concept in hospice

and palliative care today.

Saunders brought her values, sensibilities, and diverse

training into her clinical care, boldly and unapologeti-

cally. This vision was manifest in the founding of St.

Christopher’s Hospice in London in 1967, the first med-

ical rather than religious institution of its kind, dedicated

to the care of the dying.15 In so doing, she expanded the

clinical gaze beyond treating disease, to addressing the

needs of the person living with a terminal diagnosis.
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Table 1. Core Palliative Care Principles and Corollaries in Psychedelic-Assisted Therapy

Palliative care principles Implications for PAT

Holistic, person- and

family-centered, value

concordant care, and

communication

PAT clinicians must maintain a focus on the human being at hand with attention to their personhood.

PAT clinicians should address holistic considerations, including social support systems and symptoms

beyond the psychological (e.g., physical and spiritual).

PAT clinicians must function as compassionate interfaith spiritual care providers.

PAT clinicians must ensure that preparatory, dosing, and integration sessions are guided by the client’s

values and goals.

Empathic communication should guide the assessment of patient/family needs, exploration and

clarification of goals, and expectations.

Ensuring values concordant approaches will assist when working with uncertainty in PAT experience;

allowing space for goals to evolve quickly and over time.

PAT clinicians should have a clear understanding of family dynamics and the influence on a person’s

healing, processing, and decision-making.

Maintains a twofold aim to

alleviate suffering and

improve quality of life

While focused on mitigating the index symptom (e.g., depression), PAT clinicians should aim to improve

the overall lived experience of the client.

PAT clinicians should understand how the client defines and understands quality of life and suffering.

PAT clinicians should determine therapeutic efficacy based on client-reported outcomes and could consider

adding rating scales that look specifically at quality of life.

PAT clinicians can ensure a salutogenic rather than pathogenic model of research and practice.

PAT practices must cultivate ways of being with suffering to alleviate contributing factors and move

toward healing.

Integrated care models

are key

All clinicians should be familiar with the legalities and logistics regarding access to PAT for patients.

Primary team involvement and partnership with PAT teams is critical for client well-being and

transparency.

Policy changes for PAT integration models should be informed by both empirical data and client narratives

describing the art and science of the field.

All clinicians should have a strong knowledge base of the heightened ethical concerns involved in PAT

such as patient safety, confidentiality, resource allocation, power differentials, and potential barriers to

access.

PAT providers should be aware of cultural and historical contexts around psychedelics, holding respect for

Indigenous practices and ways of knowing.

Requires both generalist

and specialist clinicians

All clinicians where PAT is used should be equipped with generalist-level knowledge to provide

understanding and emotional support to clients and their families.

All clinicians where PAT is used should be trained with generalist-level competencies, including empathic

communication (both verbal and nonverbal).

PAT specialists should be consulted to provide generalist-level education and work with potential clients

who meet medically indicated criteria based on local policies.

Inherently

interdisciplinary

PAT as a field must leverage the expertise of interdisciplinary partners to optimize impact and approach

(e.g., medicine, nursing, social work, chaplaincy, ethics, and cultural brokers) especially when

considering social issues (impact on family, community, and cultural biases).

The science of PAT should be driven by a range of experts to identify clinical implications across settings.

PAT guidelines should be informed by interdisciplinary stakeholders to ensure safe and secure transitions

throughout the care continuum and whenever PAT is used.

The team is based in caring and mutual respect for each other’s specialties and scopes of practice while

dismantling confining and irrational hierarchies.

Attuned to loss, grief, and

bereavement throughout

continuum of suffering,

and to transcendental

experiences that may

offer opportunities to

make meaning in the

face of suffering

Clinicians should understand the role of loss, grief, and bereavement that is fundamental to healing for

many people who have experienced trauma, illness, and other psychosocial wounds that bring someone

to PAT.

PAT clinicians must attend to anticipatory losses experienced by patients as they move toward healing,

surrendering old or outdated aspects of self and identity.

Teams must offer transitional support between PAT dosing sessions and integration period as patients

reacclimate to external social relationships and circumstances, some of which may no longer serve and

will be brought to a close.

PAT, psychedelic-assisted therapy.
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Saunders’ writings offered first- and second-person ac-

counts that were morally salient, speaking directly to the

values embedded in the caring professions.17 By elevat-

ing an ethos of nonabandonment, she promoted an ac-

countability that extends beyond the purely technical

competencies of diagnosis and treatment, to encompass

stewardship and presence for dying individuals and

their loved ones. It is our belief that the growing field

of PAT could draw upon lessons embedded in this evolu-

tion of hospice and palliative care, and that the core val-

ues and ideals of hospice and palliative care may be a

solid reference point for developing an interdisciplinary

PAT structure.

Furthermore, modern hospice teams, along with manag-

ing care in patient’s homes, freestanding hospices, and

skilled nursing facilities, are ultimately offering and hold-

ing space for transformative experiences. As challenging

as it can be sublime, hospice care focuses on ‘‘thriving

while dying’’ and helping to facilitate a ‘‘good death,’’

free from avoidable suffering and aligned with the wishes

of patients and their families, while also holding space and

witnessing unavoidable suffering.18 These wishes and

preferences will be different for every patient and family,

and the nature of hospice work is to empower those we

serve to define and articulate them for themselves.

Similarly, palliative care clinicians, when triangulating

between interdisciplinary clinical teams, patients, and

families, engage in ‘‘goals of care discussions,’’ which

articulate expectations while aligning with patient’s val-

ues and priorities. These conversations support a standard

of care tailored to individual needs and sensibilities,

while acknowledging the limits of medical interven-

tions to control and cure illness. Rather than applying

the top-down prescriptive model sometimes dominant

in medicine and psychiatry, this palliative care approach

to customizing care and centering human relationship at

scale could inform future PAT approaches as well.

St. Christopher’s Hospice served as a demonstration

project and an academic teaching facility, and its model

was adapted at Connecticut Hospice in 1974, then repli-

cated iteratively ever since, with >4,500 hospice organi-

zations operating in the United States alone as of 2018.19

Most of these organizations are small, serving <50 pa-

tients on any given day, and community-based, deliver-

ing care into homes as well as more traditional health

care facilities. Without novel pharmaceuticals or medical

technology to commodify, demonstrating the value of

hospice care came about in a decentralized manner

with community organizations adapting to address local

needs with bottom-up innovation. Hospice and palliative

care, similar to PAT today, are resource-intensive in

terms of human time, attention, and caring. PAT can

look to existing hospice and palliative care models to ef-

fectuate culture change and humanize care at a time of

short supply and high demand.

Similar to the containment practiced to maintain psy-

chological safety during PAT, palliative care teams cre-

ate a supportive ‘‘set and setting’’ by coordinating care

to reflect the needs of the human being at hand.20 This

strategy creates coherence that can stabilize amid turbu-

lent and chaotic events. The collaborative nature of stew-

ardship among hospice and palliative care teams who are

longitudinally involved in care not only shapes clinical

outcomes, but also extends efforts by engaging patient

and family resources in the continued healing process. Fur-

thermore, those in the palliative care field have posited that

every clinician must become a palliative generalist, in ad-

dition to specialist providers, to ensure relief, interfaith

spiritual support, and goal-concordant care are available

at all stages of the serious illness trajectory.21

This may be true of PAT as well. In settings where

PAT is delivered, all clinicians are encouraged to have

a baseline understanding of what PAT entails, common

experiences and adverse effects, and the full scope of

the process (e.g., preparation, dosing, and integration

sessions).22 Such knowledge and preparation could

avoid inadvertent stigmatizing of clients or invalidation

of the client experience. Specialist PAT therapists and/or

chaplains would then be available for both client consulta-

tion and generalist education purposes. Drawing on palli-

ative care experience, such a model could help empower

patients and providers across various PAT settings.

The transformation from small grassroots care delivery

to the current field of palliative care has certainly not

come without challenges. Notably, when legislation

was proposed to expand palliative care access through

the Affordable Care Act, partisan efforts targeted this

meaningful health care reform with implications that pal-

liative care access equated with ‘‘death panels.’’ In the

face of these criticisms, palliative care, through organiza-

tions such as the Center to Advance Palliative Care,

invested in branding as an exercise in self-definition to

counter damaging public distortions.23 It is probable

that PAT will face criticisms and mischaracterizations

of similar proportions, and that similar efforts may be

needed to maintain clarity of purpose in the public eye.

Crisis has repeatedly been the impetus to reaffirm and

exercise our values to strengthen the moral stance of the

caring professions. Myriad global humanitarian crises, such

as the HIV/AIDS and COVID-19 pandemics, have mobi-

lized a sense of urgency and moral coherence that brought

shared values and social commitments to the fore as a field.

Galvanized by crisis, hospice formulated itself self-con-

sciously as a social movement, or a loosely organized effort

by a large group of people to achieve particular goals, typ-

ically social or political ones.24 Rather than a ‘‘renais-

sance’’ suggesting the emergence of animating, almost

transcendental ideas, a psychedelic ‘‘movement’’ will

need to be mobilized, across ‘‘socio-psychedelic imagina-

ries’’ that are co-existing and evolving today.25
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This movement can be strengthened by organizing

broadly around shared goals of addressing our society’s

mental health and meaning crisis, repairing the trauma

of war and pervasive violence, countering the pandemic

of social isolation in the wake of COVID, as well as

responding to oppressive systems (global capitalism,

white supremacy, etc.) and structural injustices (racism,

sexism, ableism, transphobia, etc.) propagating and am-

plifying trauma. This organizing can occur at local lev-

els (such as within the numerous existing psychedelic

societies), state levels (such as within universities

and health sciences training programs), national and

international levels (such as within large professional

organizations).

Forty years after the 1982 congressional act first artic-

ulated hospice as a distinct Medicare benefit, hospice

teams now serve >1.4 million Medicare beneficiaries an-

nually.19 Interdisciplinary palliative care teams are pres-

ent in >80% of hospitals with 50 beds or more21 and

hospice is now providing services to the majority of

Medicare decedents.19 Professional organizations have

been dedicated to developing robust models demonstrat-

ing value in terms of quality outcomes, as well as effi-

ciency gains and cost saving on a population level,

bringing investment in quality teams and community-

based patient-centered services.26 This growth from

grass roots community hospice and palliative care organi-

zations to distinct and mature health systems could serve

as a roadmap for one relatively decapitalized approach to

scaling PAT services.

PAT and Palliative Care in Dialogue
We envision PAT that artfully holds space for intense

human emotion, meaning-making, and reverence for the

human condition. In this model, we would seek not to

‘‘fix’’ suffering but rather to bear compassionate witness,

deepening our relationship with and understanding of

suffering and the human being before us. Rather than fur-

ther pathologizing illness and suffering, we hope models

of PAT may promote health and well-being by activat-

ing coping and resiliency behaviors and balancing

inner resources with external solutions, whereas reduc-

ing inequities, empowering individuals, and honoring

the systems and communities in which they are embed-

ded. Practically and philosophically aligned, hospice

and palliative care may serve as templates for the expan-

sive project of establishing an authentic and mature in-

terdisciplinary field of PAT at the interface of clinical

care and spirituality.

Although hospice and palliative care offer practical

lessons for scaling human-centered experiential therapies

at the interface of clinical care and spirituality, PAT, with

its radical centering on meaning-making and relationship

in the healing process, could mutually innovate the fields

of hospice and palliative care.27

Despite this useful framework, many questions re-

main, such as the following: How can current systems,

built for profit and efficiency, integrate the PAT move-

ment and its starkly contrasting ethos? What research in-

frastructures are needed to continue to monitor and

explore PAT’s safety and efficacy? Which PAT training

models are needed to provide quality care, while simulta-

neously honoring Indigenous practice and various ways of

knowing? Which policy changes are most needed to sup-

port careful widespread access to human-centered PAT?

Which financial models are needed to center equity in ac-

cess to PAT? How can ethical conduct be elevated among

PAT providers, and how will breaches be handled, when

needed? How can PAT care delivery systems be structured

to address and prevent further clinician burnout?

Finally, and importantly, self-awareness in the clinical

practice of PAT may provide insights into the lived expe-

riences of attunement and countertransference, as well as

provide practice for becoming more fully embodied with

our patients, appreciating how much wisdom our bodies

contain.28 PAT also calls us to examine our roles as pro-

viders, often simply bearing witnesses to the wonderment

of the healing process. This requires a strong emphasis on

the clinician’s personal process, self-reflection, and ac-

counting of how we are relating with the patients we serve.

Although efforts have been made to highlight the psy-

chological aspects of palliative care29 and develop self-

care and resiliency as a professional competency,30,31

the introduction of PAT offers new opportunities for rais-

ing visibility of our own personal growth, vulnerabilities,

and beliefs, necessitating greater transparency and ac-

countability of providers engaged in such sensitive

work. This is the work our team is actively continuing

to explore, and we hope that this commentary serves as

a next step within the emergent dialogue.
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