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Oregon Psilocybin Services for People with a Life Limiting Illness:​

An Interprofessional Team Approach 
 

Contributors include: Daniel Abrahamson J.D., Sam Aylor M.Div., Stephanie Barss PMHNP, FNP, Molly 
Gage, LCSW, Barb Hansen RN, Caroline Hurd MD, FACP, FAAHPM, Amy Koehlinger PhD, Meg 

McCauley, Rachel Rackow MD 
 
Psilocybin Services in Oregon 
On January 1, 2023, psilocybin services became legal in Oregon for adult individuals who 
meet the criteria established in the Oregon Psilocybin Services Act, as outlined in ORS 
Chapter 475A – Psilocybin Regulation and the administrative rules adopted by the Oregon 
Health Authority (OHA). 
 
Rationale and Purpose of This Guidance 
Research has shown that psilocybin-assisted therapy can produce substantial and sustained 
reductions in depression and anxiety in people with advanced illness. As mainstream media 
increasingly highlights the potential benefits of psilocybin, individuals with serious or 
life-limiting illness are seeking access to these services. At the same time, facilitators and 
licensed service centers across Oregon are requesting education, training, and guidance 
specific to supporting medically complex clients. 
 
Most clinical research to date has excluded individuals with advanced illness or multiple 
medical conditions, resulting in limited data about the risks and benefits of psilocybin use in 
this population. This guidance is intended to contribute to a broader, evolving conversation 
among stakeholders who seek to understand the unique complexities of serving clients with 
serious illness.   
 
Developed through an interprofessional lens, this document synthesizes available research, 
expert perspectives, and practical experiences from a wide range of fields— including 
chaplaincy, nursing, medicine, palliative care/hospice specialty, academic research, law, and 
lived experience. Contributors include physicians, hospice and  palliative care professionals, 
attorneys, academic specialists, researchers, licensed facilitators, and Oregon service center 
owners. Foundational to this guidance is interprofessional collaboration by experienced 
specialists with a shared goal to promote safe, informed, and well-prepared psilocybin 
services—for the right client, at the right time, with the right facilitator. This guidance is 
intended for licensed facilitators, service center staff, and healthcare providers who 
would like to provide services to clients with life limiting illnesses within the Oregon 
Psilocybin Therapy Program. 
 
This document is not exhaustive and is intentionally general in some areas to support flexibility 
across diverse client situations. It is not intended as medical or legal advice. This guidance 
was developed in September, 2025, and is current as of that time. Please be advised that law 
and regulatory changes may change the relevance or accuracy of this guidance.  
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Considerations for Serving Clients with Advanced Illness 

 
Sections Include: 

1.​ Extra Support and Resources for Those with Advanced Illness 
2.​ Familiarity and Comfort in Serving Clients with Advanced Illness 
3.​ Medical Needs and Challenges in Serving Clients with Advanced Illness 
4.​ Liability, Legal, and Ethical Considerations in Serving Clients with Advanced Illness 
5.​ Other Considerations 

 
 
1. Extra Support and Resources for Those with Advanced Illness 
 
Clients living with advanced illness often benefit from additional layers of support before, 
during, and after a psilocybin session. These supports may include spiritual counselors, clergy, 
coaches, death doulas, therapists, medical providers, and others with experience supporting 
people facing life-limiting conditions. 
 
An interprofessional, team-based approach is highly encouraged for the provision of psilocybin 
services to ensure the client is supported both physiologically and psychologically. Facilitators 
and service centers should consider how to assess whether clients have the necessary 
support in place—and how to connect them to appropriate resources when they do not. 
A life-limiting diagnosis may elicit strong feelings/complex emotions for all involved. Family 
members, caregivers, and close friends are often deeply impacted by the illness journey, yet 
may be overlooked in planning. Involving the client’s broader care network can support 
integration, reduce isolation, and enhance continuity of care. Collaboration can also help 
mitigate potential disappointment should persons who survive the client harbor discomfort 
about the client’s decision to pursue psilocybin administration. 
 
For such clients, facilitators are encouraged to allow extra time for preparation, working with 
the client to engage various support networks, considering referral pathways for alternative 
interventions, and offering tailored educational materials to help clients and their support 
networks make informed decisions. 
 
At the same time, facilitators must maintain appropriate boundaries. When loved ones express 
a desire to participate in the session or undergo their own psilocybin process (concurrently or 
separately), careful navigation is needed to ensure that the goals and needs of the seriously ill 
client remain centered. 
 
Questions to Consider: 

1.​ Is the client well supported—physically and emotionally—by people experienced in 
caring for those with serious illness? 
●​ NOTE: For safe and meaningful outcomes, an interprofessional team approach is 

strongly encouraged. 
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2.​ How might the psilocybin experience be affected if the client declines additional 

support? 
●​ Are potential risks or gaps in care acknowledged? 
●​ What steps should the facilitator take to promote safety and robust integration in 

the absence of broader support? 
 
3.​ Is extra time built into the preparation and integration process for clients with 

complex needs? 
●​ Facilitators working with medically or psychiatrically complex individuals often 

report needing at least two—and more often three or more—one-hour (or longer) 
preparatory sessions. 

 
4.​ Are the facilitator and service center connected to professionals to whom they can 

refer clients when needed? 
●​ What referral pathways are in place? 
●​ What educational materials or resources are made available to clients and their 

support networks? 
 
5.​ How is the client’s personal support network involved in the process? 

●​ Who are the key loved ones or caregivers? 
o​ What is their role in caregiving? 
o​ How are they emotionally affected by the client’s circumstances? 
o​ Where do they find their own support? 

●​ If a partner, spouse, or friend wishes to participate in psilocybin services with or 
alongside the client, how is that desire addressed? 

o​ Are these persons involved in preparation and/or integration? What are 
ways they can be involved and not physically in the room?  

o​ How are their goals and needs kept distinct from those of the seriously ill 
client?  

o​ Are boundaries clearly defined? What if the support person is not honoring 
the agreed boundaries.  

 
 
2. Familiarity and Comfort in Serving Clients with Advanced Illness 
 
A willingness or interest in serving clients with advanced illness is an important starting 
point—but not sufficient on its own. Supporting individuals with serious or life-limiting illness 
often requires additional training, comfort with complex care needs, and access to 
interprofessional consultation. Facilitators and service centers are encouraged to evaluate their 
readiness honestly and seek ongoing education when appropriate. 
 
A team-based approach is often central to working with people with advanced illness. Team 
members may include professionals from hospice and palliative care, nursing, chaplaincy, 
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pharmacy, psychotherapy, psychiatry, death doulas, and other disciplines with relevant 
expertise. Psychedelically informed specialists from these fields may offer valuable insight into 
the client’s broader needs and help support safe, person-centered care. 
 
A client’s goals, values, hopes, and fears—shaped by their diagnosis, symptoms, resources, 
and support network—should guide decision-making and preparation. Perhaps more so than in 
other populations, the client may desire some form of involvement from family or loved ones. 
Facilitators and service centers are encouraged to reflect on their own familiarity with these 
issues and to prepare for collaboration with outside professionals when needed. 
 
Questions to Consider: 

1.​ How is “expertise” or “experience” in working with individuals at end of life or with 
advanced illness defined in your practice? 
●​ Do the facilitator and service center staff have a foundational understanding—or 

lived familiarity—with palliative and hospice care principles? 
●​ Are facilitators and service centers connected to professionals with advanced 

illness expertise, such as palliative care teams, therapists, nurses, death doulas, 
or spiritual professionals? 

 
2.​ How is client-centered care actively practiced? 

●​ How are a client’s goals, hopes, values, and fears prioritized in the context of 
their illness, symptoms, and available resources? 

 
3.​ How are potential risks identified and addressed when serving medically complex 

clients—especially in contrast to clients seeking psilocybin for recreational or 
wellness purposes? 

 
 
3. Medical Needs and Challenges in Serving Clients with Advanced Illness 
 
Clients with advanced illness often present with complex and evolving medical needs that may 
affect their ability to safely participate in psilocybin services. These needs may include reduced 
stamina, scheduled medications, medical equipment, and symptoms such as pain, nausea, or 
shortness of breath. Addressing these challenges requires a careful intake process, thoughtful 
preparation, and an individualized approach to care. 
 
Facilitators and service centers should evaluate whether the client has the physical ability to 
undergo an administration session that may last six or more hours, excluding travel time. 
Individuals with advanced illness may also require longer administration sessions—especially 
those with comorbid psychiatric or medical conditions. 
 
Additional support may be needed to ensure safety and comfort, including ergonomic 
accommodations, attention to scheduled medications, and collaborative support from 
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caregivers or healthcare providers. A thorough screening and preparation process can help 
identify risks, guide care, and determine whether a psilocybin session is appropriate. While 
facilitators are not expected to provide medical care, they should be prepared to work within 
their scope and coordinate with professionals as needed. 
 
Questions to Consider: 

1.​ Does the client have the physical stamina and cognitive ability to participate in a 
psilocybin session? 
●​ Can they manage a significant time away from their home, including time spent 

traveling to and from the service center? 
●​ Do they have the energy to engage meaningfully in preparation, administration, 

and integration? How is this assessed?  
●​ How is decision making capacity addressed? 
●​ If the client has complex medical or psychiatric needs, longer administration 

times should be anticipated? 
 
2.​ What additional planning and precautions are needed to ensure the clients comfort, 

safety, and dignity? 
●​ Consider ergonomic support, mobility aids, incontinence awareness, specialized 

restroom equipment, medication timing, and access to supplemental oxygen. 
 
3.​ Is the service center ADA accessible? 

●​ In what other ways does the center attempt to meet the physical needs of 
clients?   

 
4.​ How does a facilitator recognize and manage potential medical needs as a 

non-medical provider? 
●​ Are appropriate support persons or observers involved? 
●​ What role does communication with healthcare professionals play in planning? 

 
5.​ Is there a medical screening process that helps identify diagnosis-specific concerns 

or symptoms that may require special attention during an administration session? 
 

6.​ How are potentially problematic symptoms—such as nausea, pain, anxiety, or 
shortness of breath—anticipated and managed? 
●​ What planning is done to address these symptoms if they arise during the 

session? 
●​ How will symptoms be managed by the client and/or their observer, in alignment 

with Oregon Psilocybin Services rules? 
 
7.​ If a client is taking scheduled medications, how is this accommodated in planning? 
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8.​ If the client is taking scheduled narcotics (e.g., for pain management), how is this 

addressed? 
 

9.​ What is the process for reviewing all medications the client is taking? 
●​ This includes oral, topical, injectable, and clinic-administered medications (e.g., 

chemotherapy), as well as over-the-counter medications and supplements. 
●​ Is a pharmacist available for consultation if needed? 

 
10.​How is psilocybin dosing determined for clients with advanced illness? 

●​ Does prior psychedelic experience influence dosing decisions? 
●​ Anecdotally, individuals who are new to psychedelics and have advanced illness 

may benefit from lower starting doses. 
●​ Drug metabolism may be affected by conditions such as metabolic disorders, 

anorexia, reduced intake, impaired gastric motility, liver or kidney function, or the 
concurrent use of other medications that impact absorption. 

 
 
4. Liability, Legal, and Ethical Considerations in Serving Clients with Advanced Illness 
 
Serving clients with advanced illness introduces important legal, ethical, and practical 
considerations. These individuals may experience profound frailty, complex symptom burdens, 
or limited life expectancy—and may receive care from outside providers such as hospice or 
palliative care teams. Facilitators and service centers are encouraged to approach these 
situations with heightened awareness of safety, timing, documentation, and communication. 
Informed consent may require deeper, more personalized discussion. Facilitators should 
consider whether the client has-or, perhaps as importantly, whether the client’s loved ones or 
family members believe the client possesses-the cognitive capacity to make independent 
decisions about their psilocybin use. If there is any doubt in this regard, consider suggesting 
the client arrange a meeting with their health care power of attorney or legal counsel, to attest 
to and document in writing for the service center and facilitator that the client is informed about 
risks and is competent to make decisions regarding psilocybin services.  
 
It may also be advisable to meet with the people closest to the client to provide education, 
especially if they have expressed reservations about any part of the psilocybin process.  
 
Facilitators must assess whether a client’s physical condition, prognosis, or emotional state 
could limit their ability to fully engage in and integrate the psilocybin experience. In some 
cases, other modalities—such as psychotherapy, breathwork, spiritual practices, or ketamine 
assisted therapy—may better meet a client’s goals. Topics such as life expectancy, urgency, 
and symptom management should be explored openly with the client and their care team when 
appropriate.  
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Additional layers of planning may be necessary, including review of Oregon Portable Orders 
for Life-Sustaining Treatment (POLST), emergency procedures, and collaboration with 
hospice. The facilitator and client should understand the service center’s legal obligation to 
summon Emergency Medical Services (EMS) in the event of a medical emergency. 
A sense of urgency—whether due to advancing illness or travel distance to a service 
center—may place subtle pressure on all involved to move quickly. However, rushing 
preparation or administration can introduce risks. Facilitators are encouraged to slow down, 
reflect on their own readiness, and remain open to the possibility that a psilocybin session may 
not be appropriate. 
 
Questions to Consider: 

1.​ Is a more robust informed consent process needed when working with clients with 
advanced illness? These conversations may help determine whether it is safe to 
proceed with a psilocybin session or explore alternative support options: 
●​ How are risks managed when a client is profoundly frail and/or is burdened by 

multiple symptoms from comorbid conditions? 
●​ Can the client describe how they spend their days? Are they independent or 

dependent on others? How do they move? How fatigued are they on a typical 
day? 

●​ Are topics such as life expectancy, limited time, and the possibility of not fully 
processing or integrating the experience being discussed openly? 

 
2.​ Is there a POLST in place? 

●​ Has an Oregon Portable Orders for Life-Sustaining Treatment (POLST) form 
been previously discussed and completed? 

●​ Is the POLST filed electronically, printed, and brought to the administration 
session? 

●​ If the client is visiting from out of state, will an Oregon POLST form be 
completed? 

 
3.​ Are EMS and emergency planning addressed during preparation? 

Are there discussions about what is a true medical emergency? How do 
symptoms related to advanced illness complicate this assessment?  

●​ What is the process if service center staff and/or the client do not agree on if 
EMS should be activated?  

●​ How might a support person’s presence impact various urgent or high stress 
scenarios?  

●​ How are emergency contacts notified/involved?  
 
4.​ If the client is receiving hospice care, how are hospice staff involved? 

●​ Is hospice staff notified in advance or contacted if unexpected or unwanted 
events occur? 
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●​ What role will hospice staff play with symptom management following 

administration? 
 
5.​ How is a sense of urgency managed in the context of advanced illness? 

●​ How are expectations explored with the client, their support persons, and the 
facilitator? 

●​ Are participants aware of pressure to move quickly—e.g., to expedite 
preparation, increase dosage, or shorten timelines? 

●​ Is appropriate time being devoted to understanding what is needed to keep the 
client safe? 

●​ Might it be appropriate to pause or stop preparation due to the client’s condition 
or the facilitator’s own readiness? 

●​ If the client is traveling a substantial distance to a service center, what additional 
screening and planning are conducted to avoid disappointment, financial burden, 
or poor outcomes? 

 
6.​ How do facilitators and service center staff collaborate with outside healthcare 

providers? 
●​ Are relevant specialists or primary care providers contacted for input? 
●​ Are additional health record releases needed? 

o​ If so, how are those record requests handled and the records managed? 
●​ What happens if a client’s provider is opposed to the use of psilocybin? 

 
7.​ How is non-disclosure of significant medical or psychiatric history addressed? 

●​ Given that clients may not fully disclose health histories, how does the facilitator 
navigate potential gaps in information—especially in high-risk situations? 

 
8.​ Are there clear guidelines or boundaries in place for when a client with advanced 

illness may not be an appropriate candidate? 
●​ Do facilitators and service center staff understand when to say “No,” and how to 

do so compassionately? 
 
5. Other Considerations: 
Facilitating psilocybin services for clients with advanced illness requires sensitivity to a range 
of subtle but significant ethical, emotional, and interpersonal dynamics. These may include the 
facilitator’s personal beliefs about death and dying, the potential for transference or moral 
distress, and the importance of establishing and maintaining healthy, non-directive boundaries. 
Special care should be taken when incorporating—or choosing not to incorporate—spiritual, 
religious, or symbolic elements into the psilocybin experience. Music, objects in the room, 
poems, prayers, and rituals may unintentionally reflect the facilitator’s worldview, introduce 
layered meanings, or shift the balance of power away from the client. If these elements are not 
client-driven, they may obscure the facilitator’s role and compromise the principle of 
non-directive support. 
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Clients may also arrive with existential questions, fears, or a desire to explore end-of-life 
options, including Oregon’s Death With Dignity/Medical Aid in Dying (MAiD). These topics 
require careful, informed, and non-directive exploration, along with appropriate referrals to 
medical or legal professionals as needed. 
 
Although integration is recommended by Oregon Psilocybin Services rules, it is not required. 
For clients with advanced illness—particularly those experiencing anxiety, depression, 
demoralization, or existential distress—preparation and integration are essential components 
of ethical care. Interprofessional support from those skilled in serious illness and end-of-life 
care can help prevent harm and ensure clients are supported holistically. 
Facilitators are also encouraged to engage in reflective practice and seek training around the 
emotional and psychological complexities of working with people at the end of life. This 
includes understanding moral distress, transference, countertransference, and the influence of 
their own beliefs, values, and grief experiences. 
 
How would a service center and facilitator manage the death of a client during the psilocybin 
experience? This topic should be discussed by service center staff prior to an administration 
session, having processes in place prior for managing such an event both in the moment and 
afterward.   
 
To the extent that the facilitator is uncomfortable working with a client who may desire having 
their life end in the context of an administration session, consider engaging the client in a 
conversation about the fundamental purpose and intention of the administration session.  
Facilitators must recognize when to say “No.” The ability to decline or postpone a 
session—whether due to clinical risk, lack of readiness, lack of alignment, limitations in the 
facilitator’s own scope or capacity—is an essential part of safe and ethical practice. 
 
Questions to Consider: 

1.​ Has the facilitator received training or support around the appropriate inclusion—or 
exclusion—of spiritual or religious elements during a session? 
●​ How are decisions about music, objects, poems, or rituals made? 
●​ Are these elements client-directed, or introduced by the facilitator? 
●​ Could these elements layer unintended meaning onto the psilocybin experience, 

shift power dynamics, or interfere with non-directive support? 
 
2.​ Does the facilitator have a basic understanding of Oregon’s Death With Dignity 

Act/Medical Aid in Dying (MAiD)? 
●​ Might a client’s interest in psilocybin reflect curiosity about or proximity to 

MAiD-related decisions? 
●​ Is the facilitator familiar with organizations like End-of-Life Choices Oregon 

(ELCOR), or other resources that can help clients explore these questions 
safely? 
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3.​ OPS requires facilitators to provide non-directive facilitation. 

How is the non-directive approach upheld throughout preparation and integration? 
●​ How is the non-directive approach upheld throughout preparation and 

integration? 
●​ While integration is not legally required, it is strongly recommended—particularly 

for clients with life-limiting illness. How will the facilitator broach this topic? 
●​ How are interprofessional supports engaged to help clients experiencing anxiety, 

depression, or existential distress? 
 
4.​ Has the facilitator received training—or engaged in reflective practice—in the 

following areas? 
●​ Understanding of moral distress, transference, and countertransference 
●​ Personal beliefs about death and dying, and how they may influence facilitation 
●​ Personal or professional experiences with grief and loss, and how they shape 

client engagement 
 
5.​ How is the decision made to move forward—or not—with a psilocybin administration 

session? 
●​ What criteria are used to determine when a session should not proceed? 
●​ Are both clients and facilitators aware that either party may pause or decline to 

continue at any time before ingestion? 
●​ Are conversations about readiness, boundaries, and limits approached with care 

and clarity? 
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General Information 
 
• OHA Psilocybin Services 
https://www.oregon.gov/oha/PH/PREVENTIONWELLNESS/Pages/Oregon-Psilocybin-Services
.aspx 
• End of Life Choices Oregon (eolcoregon.org) 
• FDA Clinical Trials Database (clinicaltrials.gov) 
• Healing Advocacy (healingadvocacyfund.org) 
• Spirit Pharmacist (spiritpharmacist.com) 
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• National Institute on Aging   
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