2. THE THERAPEUTIC USE OF MDMA
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1. INTRODUCTION

This chapter describes a method for the therapeutic administration of MDMA
((+/-). 3.4-mcthylenedioxymcthamphetamine) to humans and includes five
casc reports. Comparisons arc made to the approach of “Twelve Step ﬁm-
grams’ for substance abusc treatment and to sacred rites of passage. The
importance of the mental sct of the patient and therapist and the psychological
preparation of both arc emphasized. Screening criteria and informed consent
information arc also discussed. Results from 80 patients indicate that MDDMA
scems to decrcase the fear response to a perecived threat to a patient’s cmo-
tional integrity, lcading to a corrective emotiomal cxperience that probably
diminishes the pathological cffects of previous traumatic experiences. The
acquisition of cffective skills for communicating feclings to family members
also occurs. Psychological benefits were lasting up to a two-year follow-up
for many patients, and relicf from chronic pain and premenstrual symptoms
occurred for one patient cach. Double-blind controlled experiments utilizing
the method presented are not feasible because the mental set is affected and the
MDMA cffect is casily perccived by patient and therapist. Suggestions for
potential applications include the prevention and treatment of dysfunctional
family relationships and of substance abusc.

We supervised MDMA-assisted therapy sessions for patients from 1981
until 1985, when MDMA was placed in Schedule T by the Drug Enforce-
ment Administration. An outline of our method and a detailed summary of
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the results reported by the first 29 pcople administcred MDMA have been
published clsewherce [1). '

2. THE ROLE OF MENTAL SET

The term “mental set” refers to the overall belicf of both patient and therapist
.as to what the goal of the session is; how the therapist, the session procedure
and the drug will help the patient achicve the goal; and what results are to be
-expected. From our own cexpcriences and from the reports of other therapists,
we found that the goal of developing a more compassionate attitude toward
onesclf and others was casily achicved by people undeigoing MIDMA -assisted
therapy. Also, relicf from chronic symptoms and bchavior problems scemed
greater when such a change in attitude occurred. Based on the success of other
mcthods utilizing altcred states of awarcness to achicve this healing attitude,
.we approached sessions more as sacred rites of passage than as conventional
therapy sessions [2-4). We also viewed the effect of MDMA as secondary o
the cffect of the therapeutic ritual: assisting morc than causing the patient 1o
achicve the desired outcome from the session.

After the choice of the session goal, we found that the quality of the rehitnon-
ship between patient and therapist was the next most important variable in
predicting the outcome for an MDMA session — more important cven than
the dose taken. In the absence of a hcaling-oricated rclationship in which the
paticnts fclt safc cnough in the therapists” presence to open themsclves fully to
new and challenging expericnces, one was apt to have 2 morc superficial
cxperience. An essential factor in cstablishing a therapcutic relationship was
the patient’s knowing that the therapists had undergone MDMA sessions
themselves and so would be able to understand the kind of experience the®
patient would be having. Hearing the stories of the therapists® cxperiences
and sceing that no harmful effects had occurred served to provide hopc and
reassurance that the session would go well. Special preparation of the ther-
apists before they began to supervise MDMA sessions was crucial for both
enhancing the therapeutic relationship and for understanding the cffece of
MDMA on the therapy process. ’

3. PREPARATION AND MENTAL SET OF THE THERAPISTS
We first learning about MDM A -assisted therapy from a clinical psychologist,
Leo Zeff, Ph.D., in 1980. ZefT had conducted LSD-assisted (hcrapy sessions
in the carly 1960s and was the first psychotherapist to use MDMA extensively,
beginning in 1976.

ZcfF's approach was based on the concepts and techniques derived from
the LSD rescarch of psychiatrist Stanislav Grof [2]. the peyote rituals of the
Huichol trjbe in Mexico (3], Buddhist Vipassana (Insight) meditation [4], the
mystical traditions of both East and West, as well as_his training and experi-
ence in traditional Western psychology and psychotherapy. He saw that Using
MDMA had similarities to the Twelve Step programs that have proven to be

so ctlecove i che areatment o addiciave behaviors: the susrender of the

patent’s mdvidual will to a Higher Power for personal guidance in-order ¢ -
achieve healthy self-control. The surrendening attitude is scen as esséntial fer

achicving a profound release from addictive attachment to relationships, be-

hiefs, and behaviors that have been destructive in the person’s past.

At the time we learned of Zetf's work, he had conducted hundreds of
MDMA sessions and had achieved dramatic results without complications.
Because he had done his work away from the public eye and had written
nothing about it, we saw a need both to offer sessions and to document the
results so that the rescarch community would learn about the potential of
MDMA as a pharmacological catalyst tor psychotherapy. We began conduct-
ing sesstons and recording information about patients both before and after
their sessions. This mformation gathering was more in the spirit of a desernp-
tive “medheal anthropology™ study than 4 nigorously controlled experiment
designed o deternine the ethicacy of MDMA-assisted therapy {1]

Reparding: our own preparanon. one of us |GG was a Board-Certified
psychuatnst, had studied the same subjects as Zett, had undergone long-term
msight-onented psychotherapy, and had pracuced Vipassana meditation. The
other [T practuced Vipassana and was 2 Master's level psychiatric nurse.
Our traiming for conducting MDMA sessions began with our own cxperi-
ence taking it topether. We were most unpressed with the case we had in
commumcating our fechngs and thoughts about cach other that previously
had been too emotionally charged (o be discussed, as well as with the effortless
forgiveness we experienced for cmes we felt we had been hure by the other,
all with a clear sensorum and cognitive faculties. In the cight years since, we
have continued to utihize the skill of intumate communication that developed
spontancously during that first session.

Daily practice of meditation helped us to develop the skill of obscrving the
details of inncer experience during the MDMA state of consciousness and,
because we learned to achieve sumilar states of mind without the drug. pre-
vented our seduction into the beliet that MIDMA was an exclusive panacea. In
addition, having a few MIDMA scssions supervised by a therapist experienced
in its usc made us famihar with the range of ws cffeces. The expenience of
feacless communication and spontancous forgiveness, or letting go of resent-
mcnts, was particularly important in understanding how MDMA can be used

. cffectively.

4. SCREENING AND PREPARATION OF PATIENTS

To foster developmient of the opumal mental set for paticnts, we essentially
followed Zcfi"s method for screening, preparing, and conducting sessions,
and we added pre- and post-session questionnaires and written informed con-
sent. The entire procedure was also reviewed and approved by a peer review

. panel of psychiatrists and a psychologist who were experienced with the use

of drug-assisted psychotherapy and with the ctfects of MDMA. When pro-



Ypective patients requested to be considered for a session, we always asked
them what they already had heard of our work, to help us assess their ex-
pectations. We then sent them a screening questionnaire, informed consent
information, and an cssay that addressed our philosophy of the use of psy-
choactive medicines in therapy. The questionnairc clicited a personal, médical,
and psychiatric history and information about their usc of other drugs. It also
asked questions designed to orient them toward having the session, cg.. “What
Is your purposc in having a session with MDMA?" and “What arc your ¢x-
pectations and/or fears of what will happen?™

Screening of candidates was very important and involved several issucs.
Medically, we cxcluded those who were hypertensive or had cardiovascular
tiscase; were taking psychotropic medication; were hyperthyroid, cpileptic,
Biabetic, or hypoglycemic; or had liver disease, actual or possible pregnancy,
Bt any other medical condition that would have placed the person at risk for
significant morbidity or mortality. We also excluded those who, duc to a
mental or cmotional disturbance, had been unable to function at work or
jocially for more than a day or so. For those who were in psychothcrapy‘ we
obtained clearance from their therapists to give the session. Although sessions
with MDMA were uscful to individuals who were at times unable to take care
of themselves due to psychiatric problems, we only worked with functional,
ielatively well-adjusted people [5]. .

If, after reviewing the questionnaire, there were no reasons for hot having
the scssion, we arranged to have a screening interview. This interview was
1sually held in our home, as were most of the sessions. Opening our hdine to
the patients allowed them both greater physical comfort and greater trust from
tnowing us better, than if we had uscd an office sctting. We began by asking
f they had any questions based on what they might have heard or read about
MDMA. We then reviewed the questionnaire with the paticnt. having him or
1er clarify or claboratc on issucs that interested or concerned us. We pursucd
iny arcas of past difficulty, and reviewed their medical history. paving special
ittention to any history of significant losses, their attitudes and beliefs about
Icath, and thcir general spiritual orientation.

The most important information we clicited from the patient was a clear
‘tatement of the purposc for having the session. If the stated purposc was in
‘lear opposition to our own philosophy (cg., if they only wanted an cnjoyablc
xperience, wished to avoid issucs of current or past pain, or wished only
© focus on their spouse’s problems), further interviews would have been
icheduled, or the applicant would have been excluded. In addition, we did not
tdminister MDMA to those who arouscd any fecling of uncasiness in cither of
Is. We had learned that giving MDMA in the presence of an ill-defined
‘hisgiving'in the therapist almost always resulted in complications in manag-
Bg the session. We also refused scssions to those whose spousc or therapist
¥as not supportive of the plan.

After going over the questionnaire, we always told people of our own

backgrounds and how we came to work with M!)MA. Wc atked that lh.ls
information be held in confidence, just as we held information about tl.\cm in
confidence. This mutual sharing cstablished a context of equal status in col-
laboration, intimacy, confidentiality. and trust. It also fliscomagcd the devel-
opment of transference projections. distinguishing our approach from that of
traditional analytically oriented psychotherapy. We preferred to serve only
as “‘sitters” or assistants to paticnts who were exploring themsclves, rat!icr
than to involve oursclves in a long-term relationship in order to allow a classical
transference to emerge and to be worked-through. If (mnsfc.rcncc ?hmomcm
emerged, we helped the person understand and usc thc.m ina clmical!y ap-
propriatc manncr and scheduled follow-up thcrapy.scssmns. with or without
MDMA, as indicated. (This occurred only once: with the single patient who
was in psychothcrapy with onc of us [GG] before having MDMA sessions.)

To cstablish an attitude of safety and sccurity and to ﬁlrth?r screen out
inappropriatc paticnts, we required patients to make an cxpliﬂf contract 'of
four agreements, These served as the core structure of our rclntl?nshtp w.m(h
them: 1) therapists and patients all agreed to remain on the premiscs unt?l all
agreed that the sessions was over and that it was safe to leave: 2). the patients
agreed to refrain from any activity that could have been destructive to th'cl.n-
sclves. to others, or to any property: 3) there would be no sexual activity
between the paticnts and the therapists: and 4) patients agr.c?d to‘follow any
instructions given to them by a therapist, when it was explicitly given as part
of the structure of the session. This last agreement did not include various
therapeutic suggestions we made. ‘

Through the agreements, patients were asked to alh?w us to manage issues
of physical safcty during the course of the MIYMA scssion. We bchcvcc? that if
there were some distrust of us, it would have been brought out during the
discussion of the contract. If patients were uncomfortable. with any of these
requests, more time could have heen spent in preparation un?ﬂ.ngvg‘c‘nu‘nt
occurred. It was never necessary to exclude patients duce to their inability to
accept the ground rules, and all were able to respand appropriatcly at the rare
times when these rules were invoked. .

With the agreements in place, we encouraged patients to ask for .Tnythlng
they wanted during the scssions, in order to cncourage their becoming con-
scious of repressed desires, knowing that they would not be allowed to act
them out destructively. For example, Wwith an explicitly stated agreement of
“no sex.” one could feel, cxpress, and cven fulfill an infantile desire to be held
or comforted without fear of a therapist taking sexual advantage. Within the
context of safely defined external boundarics. patients could devote full atten-
tion and concern toward introspection.

5. INFORMED CONSENT

A major consideration in our using MPDMA was informed consent. After a
discussion of personal historics. the informed consent information was re-
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vicwed. 1naddition o goig over all the knowan possibic benefits and 1isks,
the formi listed the members of our peer review commiitice, stated the above-
mentioned agreements and the protocol for the session, and listed alternative
proccdures for achicving similar results. ,
Bencfits were bricfly and gencerally described and included improved com-
munication, personal insights, and clevated mood. Physiological side cffects
were primarily thosc that came from stimulation of the sympathetic nervous
system: muscle tightness, restlessness, nausea, increased pulse, and increased
blood pressure. If we werc still conducting sessions at this time, we would also
inform paticnts of the reports of human deaths associated with recreational

“MDMA usc and the reports of serptopin deplction and ncurotoxicity in rats

and primates, as well as any other risks that might be known at the time of

“our obtaining informed conscnt [6-8]. The translation of human mortality

data from usc in uncontrolled situations and animal toxicology data into risk
factors for humans under medical supervision is highly controversial and a
matter to be decided by peer review and human expenmcntation review
pancls.

The issue of unwanted, or “negative,” psychological effects or emonons
was a special onc to consider. With MDDMA, as with any other drug that can
compromise psychological defgnse mechanisms, it was common to sce the
pain of unfinished grief or carlicr traumatic expericnce arise both psychologi-
cally and somatically. Physical symptoms such as headache, shortness of
breath, pain, or other discomforts sometimes occurred and often were felt by
the paticnt, to be associated with previously forgotten memorics or
repressed feclings. Depression and/or anxicty occasionally were fele during
the scssion or in the days that followed until the person felt a sense of com-
pletion with the pertinent issucs.

Rarcly did unwanted reactions Jast more than a day or two, and usually the
person found those experiences quite uscful, although difficult. Even at the
time of this writing (1988), wg have not heard of any long-lasting problems
following MDMA scssions supervised by professional psychothcrapists. Be-

_causc of this fact, we have not been overly concerned by the rcports of
“ncurotoxicity in animals [7, 8]. We currently believe that, for all but cxtremely
rarc cascs, there is a significant gap between the highest therapeutic doscs of

200 mg taken monthly and clinically significant toxic doses [9]. Further sup-
port for this view comes from the fact that fenfluramine, an appctite sup-
pressant approved for daily yse by the Food and Drug Administration, clicits
a ncuratoxicity pattern in animals that is very similar to that of MDMA
(Molliver, M., pcrsonal communication) (10, 11).

Because we could not predice all of the specific clements of a difficult
experience, paticnts were required to be willing to cxpericnce anything that
might arisc during or after the scssion, including the worst experience they had
cver had in the past. If there was at Jeast a conscious desire-to open oncsclf to
pain without resisting, then when painful experiences did oceur, they could be

-worked through more quickly.

Picang aic decals of the maay uanpleasant phiysical syinptosis that w,
described i giving wtormed consent could have added an unnccessary c.\c-
ment of anxicty. In spite of these consideranons, a (howngh process of in<
forming people of what they nughe experience was -bu(h. cthycal and practical
If individuals were so frightened by our process of giving mformed consent
that they chose not to have a session (and this happened several (i.mcs). then
we believed that it was not a good tme for them to have the experience i the
firse place. ‘

As much as possible, cverything we did or smd n preparing people to take
this compound attempted to give this imphicit message: “You are constmusl.y
taking a medicine to open yourself to whatever teachings you mav need ac this
time. Neither you nor we know what these teachings are or how (h}cy may
occur, We will provide a safe place for your explorations and be available to
assist you wiath any difticulues, but all that you learn that is real comes frqm
yoursell or tfrom the Divine within vou — not from us or from the medicine
wselt”

We tound that the more attention patients placed on their preparation, the
more meannp and vadue was adneved from the session, and the morc the
person chimed responsibility for e Tt was usctul tor them to have a clear
noton of what their expectations were, not so much to be able to fulfill them,
but to facilitate a letung go of them beforchand. Meditation, keeping a journal,
or other practices could all potentnite the eftect of the session. .

On the practical side, regular consumption of alcohol or other psychoactive
drugs scemed to decrease the effects of MDMA; so abstaining fn)m. any usc of
these compounds was advised for the few days before the session. food,
cspecially nulk products, scemed to decrease absnrp(i.on of MDMA in the
stomach and to predispose paticnts to nausca or vomiting. For this reason,
fasting. overnight or for at least six hours before ingesting MI?MA was
advised. Additionally, in planning when to have the sesston, we mstructcd,
paticnts to refrain from making any work or socnal nh.lignnuns the day after.
Frequendy, there was much psychological matenial for the person to con-
sciously integrate, as well as a tendency to teel ared.

With regard to alternative procedures, we knew of no other drug or pro-
cedure that produced the charactenisue cffects of MDMA. I'Io.wcvcr. we
informed patients of the many ways to achicve sinnl.\r‘ results with varying
degrees of success. These included other techmques using MDMA or other
mind-alicring compounds, special deep breathing techimques, practices of
meditation and praycr, hvpnosis, psychotherapy, preseribed psychotropic
medications, and certain massage and bodvwork techniques. We telt the pro-
cedures that did not involve the use of drugs, when supervised by a skilled
practitioner, were generally safer than those that did. Before giving somcone a
session, we made sure that the probable benefus significantdy outweighed the
risks when compared o the alternative procedures. We l\chcvc'd that for a
person who was fully conumtted to a goal of honesty, psychological growth,
and well-bemg, there was no one method that was necessary to make progress



ioward a therapeutic goal. The commitment and the willingin <.+ cocounter
the difficultics that arose were all that were really required.

»

6. CONDUCTING THE SESSION

When paticnts arrived for their sessions. they were first given time to bring us
up to datc on their lives. Decisions about exact dosages of MIDMA were then
madc. For men, the range was usually from 100 to 150 mg. Women took 75 to
125 mg. We did not know if there was a sex difference or a difference based
solcly on weight, but women secined to be more sensitive to MDMA than
were men. If the session was for an individual who wished primarily to focus
his or her attention internally, a larger dose was suggested. For couples who
wanted to spend time together, a smaller dose was more useful. Often the
general intensity of effects and side cffects was described for the dosage ranges,
the person indicated his or her wish for a “low, medium, or high” dosc,
and we translated that into an actual amount. Especially in an initial session,
we belicved this ability to have some contral over the situation would be
comforting,.

Time was sometimes spent in silence, prayer, or meditation before taking
the MDMA. After ingestion, the patient sat quictly waiting, to (el the effects,
or lay down, donning cyeshades to decrease outside distractions. Music was
playcd. usually via hcadphoncs, and was dlways instrumental, except for vocal
picces sung in forcign languages. The genre was classical, ethnic, or modern.
Typical composers included Mahler, Beethoven, Wagner, Fauré, and Deuter.
The decision to play a given picce of music at any given time was usually made
intuitively by one of us. Patients could ask to change a picce of music or have
silence.

Couples were encouraged to begin their expericnces in scparate rooms. This
allowced them to attend to individual issucs in the MIDMA state and to notice
fully the initial physical effects. After a couple of hours, partners usually had
much to talk about with each other and so came together when they both felt
ready.

We rarely initiated psychotherapeutic interaction with people during their
sessions. We were, of course, available and supportive if difficult or pamnful
experiences occurred. After conducting the first few sessions, we found that
talking about or “reporting’ one's experience and thoughts during the session
was often donc with our benefit in mind and only diluted the inner process. If
this sort of ““monologue conversation™ with us occurred, we suggested that
the person cither talk into a tape recorder for future reference or simply focus
his or her attention inside rather than toward us. We could hear about it when
it was all over. The main thing for us to do was to be available to provide for
physical nceds and comfort and to help give perspective when requested.

After one-and-a-half to two hours, paticnts were offered an additional dose
of MDMA (usually 50 mg) to cxtend the peak part of the experience another
hour and to make the wearing off of the drug morce gradual. Since dchydration

was a common cffect, water was offered periodically. After patients fele thae
the MDMA statc had mostly passed, they usually sct up and began talking to
us about what had happened. We usually spent onc to three hours discussing
the session, to assist in the integration) of the experience into daily life. In all,
cither or both of us usually spent a total of six to cight hours with the patients
on the day of their scssion. We did not routinely offer interpretations of the
mcaning of the cxperiences, but tricd to facilitate a smooth transition back to
the usual statc of consciousncss.

We made sure that paticnts were alert and able to function norm‘nlly. before
they were allowed to lcave. Blurred vision due to pupillary dilatation, and the
visual “trails”" that were rarely scen behind moving objects, had to be absent
before we allowed anvone to drive. To gather follow-up information, a
qucstionnaire was givc;\, to be answered after one or two weceks. The 'I’cak
Expericnce Profile (Pahnke, W., Grof, S., and Dilco, F.. 1981, unpublished
manuscript) was also given to patients during the latter years of our work, to
be completed as soon as possible. All patients were cncour:gc«! to call us
whenever they wanted to discuss any problems or to relate their thoughts
about the experience. .

Roughly 9% of the people we saw in ths contcxtvhad powerful and
generally positive and uscful experiences, according to their fqllow-up reports
[1]. About onc third returncd to have a single subsequent session, and another
third had more than two sessions. The following are the stories of five people
who had morc dramatically beneficial sessions than most, though the quality
of the sessions was typical for the other seventy-five people who had sessions
with us:

Case 1: A married man in hic carly scventics with tweo grown children

A rctired geophysicist and farmer, he had always been a successful man in
charge of his own life. At the timne of his sessions, he had been told that 'hc was
among the longest-living survivors to datc with multiple mycloma, which had
been diagnosed in 1975, He had undergone group therapy for two vears
(predating his cancer diagnosis) to help with depression over fannly problems.
On being diagnosed with cancer, he began therapy in a group format, where
he learned deep relaxation, meditation, and visuahzation to combat his cancer
and toassist in pain control. e did, in fact, learn to achicve states where his
pain was as reduced as it was with narcotics, but he still endured much pa.in".'
At the time of our first mecting, his main complaint was “movement pain
from four collapsing vertebrac, secondary to the mycloma. Over the pre-
ceding months, the pain had increased, decreasing his physical and scxu;l
activity and his ability to go fishing or to Ay his planc. He was also t'roul?lcd
by the depression that usually followed the numerous fractures of his spinc,
which necessitated confinement to bed. The goal for his session with MDMA,
which he wished to take with his wife, was to cope with his pain in a better
way and to reccive help in adjusting to his current life changes.
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h Hc'took 125 mg, his wifc took 100 mg, and they remained in scparatc rooms
listening to music, with cycshades and hcadphonces. He hummied along with
the classical music being played. Shortly after his sccond dosc of 50 mg of
MDMA, two hours aftcr the first, he announced ccstatically that he was free
of pain and began singing aloud with the music and repeatedly proclaiming
his love for his wifc and family. He spent several hours in this rapturous statc.
Aftcrwards he said it was the first time he had rcally been pain free in the four
ycars since the current relapse of his mycloma had begun. He described his
experience of being inside his vertebrac, straightcning out the nerves, and
“gluing” fracturcd splinters back together. ¢

In a letter written two wecks after his ‘session. he stated that his pain had
rv("t_umcd. but that his ability to hypnotically “re-anchor™ his pain-frec cxperi-
ence greatly assisted him in reducing the pain by himsclf. He had four MDMA
sessions spaced over the course of ninc months; cach time he achicved rehiefl
fr(?m his physical pain, and he had greater suceess in controlling painful
cpisodes in the intcrims by rcturning himsclf to an approximation of the
MDMA statc. He noted in particular that the feclings of *“*cosmic love™ and
especially forgivencss of himsclf and others would usually precede the relief
Bf physical pain. He described an cpisode from his sccond scssion:

9

s 1 was finishing the meditation, time ccased to exist, my cgo fell away, and | became
Sne Yvnh the cosmos. I then started my visualization of my body's immunc system
ﬁghqng my cancer, of the chemoltherapy| joining with my immunc system to kill the
cancer cells in my vertebrae, and of positive forces coming from the cosmos to fight
my canccer. Gradually | went decper in to where the fecling of love, peace, and joy were

ovcr‘whclmmg. Although I had hcard the new age music before, many details of the
music became clear and more beautiful.

Tﬁc series of sessions stopped because MDMA was placed in Schedule I by the
DEA. The FDA dcnicd us permission to continuc the trecatment, pending

further animal studics. He remained quite functional and mostly pain free for
a fc“.r months aftcr the last session, but cventually his pain began to return and
he died very peacefully in his wife's presence soon afterward.

'?:;'rm 2(":1/::::"; man in his mid-30's and ndmi.nistmmr of a small inpatient substance abuse
He had taken LSD in Vietnam and was a little concerned that he might have
flashbacks to thosc times during the scssion. However, he had no significant
psychological problems when he came to us. was curious about MDMA, and
wanted a scssion to find out new things about himself. He was 2 smokc; and
was surPriscd to find he had no desire for a cigarette for the few hours during
the session, He was given 125 mg of MDMA with diazapam (S5 mg) to reduce
muscle tension, followed by another 50 mg of MDMA aficr an hour. Onc of
8 [GG] took the same combination for the purposc of learning how it would
ect the relationship. (This procedure was followed in a fow cases where

1

more of a rescarch goal than a specific therapeutic goal was the purposc of the
session [12].) He listened to music with headphones for about an hous and ther,
spent the rest of the time in conversation with us.

Three days later he said that he fele none of the physical tensions he fearcd he
would feel from memories of his LSD experiences. Two days later, at work,
he noticed he felt more relaxed on the job than ever before. Two years later
he was sent the follow-up questionnaire and reported that, “It was a very
cnjoyable experience. 1 experienced a state. while under the MDMA influence,
in which I found it difficult ta concentrate on negative subjects (thoughts or
feclings).” He did not expect to feel as close to us as he did: *'1 fele as it they
were able to understand how I was fecling and thinking. ™ The only unpleasant
aspect was that the MDMA “worce off.” because it had felt so good. His
curiosity had been satisficd, but he did not belicve he lcarned anything new
about himsclf. fic concluded his report by saying. 1 believe the most benefi-
cial aspect of how | felt during the session was that 1 felt very little defen-
siveness. ... | thought about things in mvsclf 1 didn’t like. I was able to
accomplish this without fecling guilty or defensive.” He reported no long
term benefit from the session.

Case 3: A rveal estate agent in her mud-thinties, married and mother of o daughiers

She is the child of two Jewish Holocaust survivors from Poland and was born
in a displaced persons’ camp after the war. Her parents live in her community,
and she had always been close to her father, who had been in a concentration
camp, but she had a fairly difficult relationship with her mother. She had
experienced some “anxicty attacks™ in graduate school and had dropped out
for some time. Subscquent to psvchotherapy and re-entering school, she com-
pleted a Master's Degree in counselling. Ter only significant medical history
was a complaint of premenstrual syndrome — she would become quite ir-
ritable and emotionally labile during the premenstrual period cvery month.
Her expressed purpose in having an experience with MDMA| which she
wished to take with her hushand, was to achieve “increased awareness and
personal expansion.”

She took 100t mg for her first session with no sccond dose. During the initial
phasc of the experience, she fele that she was “in Etcrnity™ and was among the
clouds (her eyes were closed). Then, gradually, disturbing thoughts intruded.
and cach onc heralded a wave of nausea. Various fears and associations to a
concentration camp were prominent. She tried to vomit several times but
could not. Her nausca subsided as she released much of her “'concentration
camp consciousness’ and the associated emotions. She felt she had taken on
thasc feclings and attitudes from her parents, who had lived through the
“Holocaust nightmarce™ where so many in their familics had died. She noted
that the pain of those years and. indeed, of the entire Holocaust had subtly
colored her emotions and her life. It was after her “decision™ to vamit during
her session that her fears subsided. “moved throngh™ her, and left. She felt a

t



Jrew upjrediation and love for her parents for enabling her to be living in the
world. The rest of her expericnce was generally positive.

The next day she was intenscly angry for a short period of time and had her
“worst fight in thirteen ycars™ with her husband, as both continued to release
old tensions and negative feclings. For the next two days, although she
continued to have some nausca and her digestion was retarded, she fele well
cmotionally and morc grounded than usual: “I was a different person.”

She subscquently had cight MDDMA sessions over the course of a ycar; four
of thosc times she took only 50 mg during her premenstrual periods for the
relicf of tension and irritability, which she unexpectedly had discovered it
offered. Her marijuana intake decreased from scveral times a week to occa-
sional usc, and cocaine ccased to have any appcal. Generally, she felt that the
relcase of negative and painful matcrial gave her more encrgy and creativity.
She has observed that she argues less with her mother and feels closer to her.
At the same time, she is less concerned with her parents’ inevitable deaths,
having a newly reinforced betief in the eternity of the soul — that “we are nof
our bodics.”

Almost three years after her first session she said:

I still am a different person. I'm not prone to petting caught up in the negative dark
influcnces that are present in my character. 1 have more choice over how 1 feel. 1 can
handle my emotions and 1 understand how they work more.

-
Cases 4 and 5: A married couple in their carly 30°s with no children

The husband was teaching creative writing and writing a novel, and the wife
was a graduate student in forcign literaturc. She had undergone an abortion a
few months before because their lives simply did not have room for a child,
though they both wanted to have children later.

In stating her purposc for the session, the wife said, 1 hope to achicve a
new level of communication with [my husband)] — one we can remember and
continuc to draw on in the future. " He wrote, 1 hope to clarify my thinking
about myself, my work, and my short-term goals, and to share a vistonary
and intenscly conscious experience with [my wife].”

Onc of us [GG] and the husband took 75 mg initially, the other [RT} and
the wife took 50 mg. All four of us took three more doses of 50 mg cach at
45 minutes, 1 Y2 hours, and 4 hours after the initial dosc. They spent their
session talking with us, alternating with time to themselves. Two wecks later,
the wife wrote the following:

I wish | could be writing to tell you that the exhilaration both fmy husband} and I fele
two weceks ago is still alive. .. .but with a return to the daily world of responsibilitics,
the feeling has diminished. Not that it's left completely: what has remained is the
memory of that [day| and the clarity of thought and emotion it left me with. And that
is very precious indeed. . . . ) o
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Icll in fove with fmy husband] all over again, and [ seemed to sec how the anxiceties
of this ycar have taken their toll on him. ... But when | saw his face rclcucfl from
carcs, it was a great insight to me — and this was the face 1 first loved. So we've had
some long talks and a lot of things that had been only superficially resolved now seem
complcted. We vow to work always to be more open with each other.

Perhaps the most obvious and delightful effect of the drug was that it freed me from
fecling trapped inside my body. These pasg few months following the abortion have
been excruciating, apart from the cmotional pain. [My husbhand] and | have always
cnjoyed cach other tremendously — physically — and somchow 1 was so shaken by
what our bodies had done, that I devcloped a kind of fear or reluctance to take any
more chances. This was exaggerated by the complications | had, but even once | got
back onto a normal cycle. | could hardly belicve that simple pills could prevent
pregnancy. Nonce of this was decp-rooted in'me. because | had never felt it bcff)fc and
was consciously trying to overcome it. But the MDMA did the trick, like a miracle. |
was able to put cverything into perspective and realize that one accident does not |
necessarily mean another, and that in the meantime there is a lot of enjoying to do.

In her follow-up questionnaire much later, she wrote, “There was a great
sense of communality — that we're in this life together — and we are still
drawing on this shared realization now, after 1 V2 years.™

He wrotc the following after ten days:

The positive cffects of the drug — calmness, fearlessness, rencwed love for [my }vifc'.
a sensation of personal intensity or power, re-alignment of one’s proper place in the
universe — all these have been wearing thinner over the past week and a half.

Still, the effects haven't entircly worn off, and I'm happy that it’s the feeling of
renewed love which has held up the best. The sensation was (and still is) as if | were
sccing {my wifc] through new cyes, not unlike the cyes 1 saw her with when we fiest
fcll in love, but not quite the same ones cither. Wider ones. [ think: less wary ones, for
surc.

We heard many similar storics from other therapists who used MDDMA
diffcrently from us, though their basic attitudes and purposes were the same,

7. CONCLUSION

From our own obscrvations and thosc of athers, we belicve that, in the right
circumstances, MDMA reduces or somchow climinatcs the ncurophysiologi-

<cal fear response to a perccived threat to one’s cmotional integrity. Though we
do not understand how MDMA reduces the cxperience of fecling threatened,

it docs consistently reduce the primary somatic symptom of fcar: the tightness

and ncrvous fecling in the th‘r(_i:g;_t_‘hs:sl._abd_onlcn._nndé_kw“sc“'““'a

There is also 2 moderate anesthesia to pain (but not to touch) in the skin during
the acute cffect, which may parallel the ancsthesia to cmotional pain or fear
without rcducing cmotional sensitivity. With this barricr of fear removed, a
loving and forgiving awareness scemed to occur quite naturally and spont-
angptixs]'y. Peoplc found, it unusually comfortable to be aware of, to commu-



nicate, and to remember thoughts and feclings that are usually accompanicd
by fear and anxicty. Alcohol can reduce the same kind of fear, but cogni-
tive clarity and conscious recovery of repressed feclings arc npt possible.
Anxiolytic drugs and beta sympathcetic blockers also reduce anxicty but do not
facilitate the access of repressed memorics or feclings.

Presumably both common and unique childhood traumas had caused the
formation of conditioned fear responscs, which made it desirable for patients
to avoid having certain feclings or thoughts symbolically associated with the
traumas. Without the conditioned fear inhibiting access to the information
contained in these thoughts, feclings, ©of memorics, paticnts’ valuc judge-
ments about their past, their relationships, and their sclf-worth could be bascd
upon more accuratc information. They could reassess any aspect of their lives
and rclationships that they chose, from the broader perspective of sccurity and
love, rather than from onc of vulncrability and fear. With the fcar removed, a
corrective emotional expericnce could occur, and it scemed natural and casy
for most pcoplc to begin to trust the validity of their own unfearful feclings, as
well as those of a significant other who was cxperiencing the same state with
them.

Because MDMA did not distort perception, thinking, or memory (except in
doscs well over 100 to 150 mg), the learning that took place during the scssion
often became consolidated and applied to paticnts’ everyday lives long after the
session had ended. Couples who had a session together frcqucnay began to
::);lsc their relationships much more on love and trust than on fear and sus-
“icion. Somc of our patients said that under the influence of MDMA, and for

f .':,nys to years aftcrward, they *“fecl more loving," “can casily forh’ivc pain of
ae past,” or “let go of grudges or misunderstandings.” We belicve these
tesults were not caused by MIDMA, but were achicved by the paticnts making
decisions based on what they learned during thcir MDMA scssiops, and by
their remembering and applying thosc decisions for as long as thcy were able
to and willing to aftcr the scssion was over. We believe this occurred because

“taking MDMA with an intention to Icarn, with an attitude of acceptance, and
in a safely structured setting cnabled people to experience their truc nature,
which is cssentially loving and forgiving. About 75 of the 80 paticnts wc
‘treated reported significant benefit from their session(s). o

Unfortunately, a double-blind controlicd experiment testing the cfficacy
of our method is impossible because the. optimum mental sct requires that
the patient and therapist know that MDMA is being taken and because the

‘MDMA altered state is so obvious to both. Motivation would be scvercly
‘compromiscd if therapists and paticnts thought there was only 2 50% chance
hat they were really taking MDMA and that the primary goal of the session
‘Would be to study the effects of the drug itsclf rather than for the patients to
®am somcthing for themselves.

Onc potential application of MIDMA therapy could be in the prevention and
treatment of addictive behaviors. Pathological childrcaring, with its traumas

by

and dcprivations, is a major causc of the development of both addictive be-
haviors and the co-dependency of family members, which helps sustain the
addiction. If thosc at risk could acquirc the skills of becoming aware of their
deepest feclings and communicating these to family members, it could prevent
the transmission of dysfunctional family rclationships from onc generation to
the next. .
Traditional cultures often used consciousness-altering drugs in a ritual con-
text as a ritc of passage into adulthood, while such powerful rites arc virtually
absent in modern Western culture. As an cxample, the Native American
Church has successfully used peyote rituals within a Christian context to treat
alcohol abusc among its members [13]. A number of our patients spontane-

//éi;sly reduced their intake of cocainc and marijuana and noticed a decreased
[ desire to consumc them, even though that was not a goal for having a scssion

[1]. Such potential benefits of the carcful use of MIDMA should be considered

when cvaluating the potential risks of toxicity from therapeutic doscs.
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