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This book is dedicated to my family. Tessa, Noah, and Joe.






AUTHOR’S NOTE

THIS BOOK IS AS MUCH ABOUT JUSTICE AS IT IS ABOUT PAIN. THE STORIES might sometimes read like fiction, but the book is grounded in years of research and lived experience that question the very norms of medicine and the justice—or lack thereof—embedded in our systems of care.

Between 2013 and 2023, I followed Clusterbusters, a patient community, wherever their search for pain relief took me. I often met people at community gatherings. I sometimes traveled to their homes and offices. But they usually met online in discussion groups, forums, and emails. Immersing myself in this digital landscape taught me about their daily struggles and helped me learn how they developed this movement. Tracking their journey introduced me to a range of new worlds, from the psychedelic underground network of spore dealers and clandestine chemists to the prestigious, credentialed aboveground scientists working at Ivy League universities in an epic story of survival at the edge of medicine.

Quotations within these pages are copied from digital recordings or historical records, apart from minor modifications to enhance readability and, when necessary, adjustments to identifying information. Pseudonyms are marked with an asterisk. More details about this research and its limitations can be found in the notes.1
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If you or someone you love needs help, please seek it.

We offer the following resources as a starting point.

In the United States and Canada, you can call the National Suicide Prevention Lifeline for free and confidential support 24/7: 988.

Outside the United States, the following websites provide information on accessing free and confidential support:

Find a Helpline: https://findahelpline.com/i/iasp

Befrienders Worldwide: https://befrienders.org






TIMELINE


	8000
	BCE: Evidence suggests that humans across the globe are using psychoactive drugs, including hallucinogens.



	1799:
	The London Medical and Physical Journal publishes the first medical description of a psychedelic mushroom experience, which it characterizes as a poisoning.



	1887:
	Quanah Parker, chief of the Comanche tribe, gives fifty pounds of dried peyote to Smithsonian Institute archaeologist James Mooney.



	1888:
	Anna Nickels, a cactus dealer, informs Parke-Davis, the pharmaceutical company, that local Mexicans use peyote to treat headaches.



	1894:
	María Sabina born (approximate).



	1896:
	D. Webster Prentiss and Francis P. Morgan publish a study suggesting peyote buttons can treat “nervous headache.”



	1897:
	Dr. Arthur Heffter isolates mescaline and demonstrates via self-experimentation that it is the psychoactive component in peyote.



	1906:
	Psilocybe cubensis, a psychoactive mushroom, is formally identified and described by American mycologist Franklin Sumner Earle in Cuba, marking a crucial early step in the scientific documentation of psychoactive fungi.



	1912:
	4-Methylenedioxymethamphetamine (MDMA) is first synthesized by Merck Pharmaceuticals in Germany.



	1914:
	US Harrison Narcotics Tax Act is passed. First attempt to regulate and control the production and distribution of opiates and coca products.



	1918:
	James Mooney, the Smithsonian Institute archaeologist who obtained peyote from the Comanche tribe, writes a charter to protect Native American rights to worship with peyote, which serves as the basis for the Native American Church.



	1937:
	Marihuana Tax Act places an excise tax on cannabis, marking a significant shift in US drug policy by laying the groundwork for the eventual criminalization of the substance.



	1938:
	Albert Hofmann first synthesizes lysergic acid diethylamide (LSD) at Sandoz Laboratories in Basel, Switzerland.



	1943:
	Albert Hofmann synthesizes dihydroergotamine (DHE), a vital headache medicine.



	1943:
	Albert Hofmann resynthesizes LSD and discovers its psychoactive potential.



	1953–1963:	Central Intelligence Agency sponsors Project MKUltra, which involved the administration of high doses of LSD to experimental subjects.



	1953:
	Aldous Huxley publishes The Doors of Perception detailing his experiences with mescaline.



	1957:
	Life magazine publishes R. Gordon Wasson’s travelogue “Seeking the Magic Mushroom.”



	1960:
	Timothy Leary initiates the Harvard Psilocybin Project.



	1962:
	Congress passes the US Kefauver-Harris Drug Amendments.



	1963:
	Sandoz allows its patent on LSD to expire.



	1963:
	Federigo Sicuteri publishes a landmark study testing LSD and methysergide as a preventative for migraine and cluster headache.



	1965:
	Congress passes the US Drug Abuse Control Amendments.



	1965:
	Sandoz Pharmaceuticals abandons its production of LSD.



	1966:
	California criminalizes the recreational use of LSD.



	1966:
	National Institutes of Mental Health takes over the LSD stock from Sandoz.



	1967:
	The Summer of Love, a significant cultural phenomenon, centers on the explosion of the counterculture and the widespread use of psychedelics.



	1970:
	US Congress passes the Controlled Substances Act, fundamentally restructuring the legal framework surrounding the use, manufacture, and distribution of various substances, including psychedelics. The act leads to the establishment of a classification system for drugs, categorizing them into five schedules based on medical use, potential for abuse, and safety. LSD and psilocybin are placed in Schedule I, the most restrictive category, defined as substances with a high potential for abuse and no accepted medical use.



	1971:
	UN Convention on Psychotropic Substances restricts the use of psychedelics globally.



	1973:
	President Richard Nixon establishes the Drug Enforcement Administration.



	1976:
	The last clinical trial testing LSD on human subjects is completed at Spring Grove Hospital in Baltimore, Maryland.



	1985:
	Drug Enforcement Administration places MDMA in Schedule I.



	1986:
	Rick Doblin founds the Multidisciplinary Association for Psychedelic Studies (MAPS).



	1991:
	Alexander and Ann Shulgin publish “PiHKAL: A Chemical Love Story,” offering detailed synthesis guides for many psychedelic compounds.



	1993:
	George Greer and David Nichols found the Heffter Research Institute.



	1994:
	Bob Jesse convenes the Council on Spiritual Practices.



	1995:
	Earth and Fire found Erowid, a critical resource for information on psychoactive substances.



	1997:
	Alexander and Ann Shulgin publish “TiHKAL: A Continuation,” offering detailed synthesis guides for tryptamine-based psychedelic compounds.



	1998:
	Craig “Flash” Adams posts his first online message about psychedelic treatment of cluster headache.



	2002:
	Bob Wold founds Clusterbusters.



	2004:
	Clusterbusters signs an agreement to collaborate with MAPS and Harvard.



	2006:
	Roland Griffiths publishes a landmark study in Psychopharmacology, documenting psilocybin’s ability to occasion a meaningful spiritual experience.



	2006:
	R. Andrew Sewell, John H. Halpern, and Harrison G. Pope publish a landmark case study series in Neurology documenting that people use psychedelics as a treatment for cluster headache.



	2010:
	Matthias Karst, John Halpern, Michael Bernateck, and Torsten Passie publish a case series about BOL-148 as a preventive treatment for cluster headache.



	2017:
	Food and Drug Administration (FDA) grants “breakthrough therapy” designation to MDMA-assisted therapy for treatment of posttraumatic stress disorder.



	2018:
	FDA grants “breakthrough therapy” designation to psilocybin therapy for treatment-resistant depression.



	2020:
	Oregon becomes the first state to legalize a psychedelic-assisted therapy, via Ballot Measure 109, allowing the “manufacture, delivery and administration” of psilocybin, a naturally occurring psychedelic prodrug.



	2023:
	MAPS Public Benefit Corporation (now called Lykos Therapeutics) submits a new drug application for MDMA-assisted therapy to the FDA.









INTRODUCTION

MAGIC MUSHROOMS SAVED SEAN SLATTERY’S* LIFE.

Slattery has cluster headache, an almost comically banal name given the cruelty of the disease. Its signature symptom, the so-called headache, is widely considered the most painful phenomenon a human can experience. Attacks, which last between fifteen minutes and three hours, ignite the nerves behind one eye, turning it red and drowning it in tears. The eyelid droops, heavy with sorrow, the nose runs a relentless stream, and the body, caught in the storm’s eye, shakes and shudders in fear.

Slattery once had one of those dream jobs, making people laugh at nightclubs and on cruise ships. Then cluster headache turned him into a recluse. He spent years in self-imposed exile, hiding away in the semifinished basement of his own home to protect his family from witnessing his violent attacks.

Six times a day, Slattery would be gripped with an attack that made him pace in circles till he dropped to his knees, buried his head in the cushion of the recliner where he slept, and screamed. Sometimes, in his desperation, he would hurl his head against the cold concrete floor, a futile attempt to knock himself unconscious. But there would be no mercy, not even in oblivion.

“That’s when I would pray to God, ‘Why are you doing this to me?’”

Something in him shattered the day he overheard his child pleading for someone, somewhere to do something. “Why won’t anyone help Daddy?” But he had no one left to ask for help. He’d already exhausted all his medical options.

“At those points you think, I’d be better off dead.” Slattery’s voice breaks as he recounts the darkest moments. His broad frame hunches over the small cafe table, leaning in so that I can catch every word. He is far from alone in his desperation. Cluster headache is called “suicide headache” for a reason.

Slattery’s luck changed after reading about a clinical study at Yale University’s medical school testing whether psilocybin, the active chemical in magic mushrooms, might work as a treatment for cluster headache. He called to volunteer as a participant, only to discover that the study hadn’t yet begun enrolling. Dr. Emmanuelle Schindler, the physician running the trial, suggested that in the meantime he attend a patient advocacy meeting in Chicago run by Clusterbusters. “I think you’ll find they can be helpful.” (When I asked, she clarified that referrals to patient groups are “not specifically for any direction on psychedelics” but because they offer lifesaving personal support, family support, and important medical information.)

Clusterbusters proclaims its mission is “supporting research for better treatments and a cure, while advocating to improve the lives of those struggling with cluster headaches.”1 Their real purpose, so far as I can tell, is helping people with cluster headache survive a medical system that too often fails to provide adequate care. Psychedelic mushrooms are one of their key tools for patching the yawning gaps in the system.

Slattery took Schindler’s advice. The gamble worked. People at the conference taught him how to obtain magic mushrooms and use them to treat his condition as safely as possible. Most found relief using a low dose, which they described as the psychedelic equivalent of drinking a few beers. The world around them got a little more vivid. Colors turned richer, walls gently swayed, and the sky deepened to a more intense blue. Emotions, the good and the tough ones, came to the surface with more ease.

Schindler was at the conference too, giving her annual update on the clinical trial at Yale. Volunteers for the study received three doses of pharmaceutical-grade psilocybin that replicated what Clusterbusters had already developed as a treatment. The study, she has said, would show that “patients know a lot more about their condition and how to treat it than they’re usually given credit for.”2

Slattery was glad he didn’t wait for the trial to start. A low dose of mushrooms, which felt to him more like a strong cup of coffee, could suppress his attacks for nearly a week. The treatment wasn’t perfect, especially since supply was a problem. But we were having a coffee in a city three hours from the basement he never used to leave.

Psychedelic drugs, once demonized, are now hailed as a new transformative medicine, hype that’s fueled by a burst of scientific research.3 As I write, the US Food and Drug Administration (FDA) is reviewing a submission to market MDMA-assisted therapy as a treatment for post-traumatic stress disorder (PTSD). If all goes as planned, American doctors will be able to prescribe MDMA-assisted therapy in the year 2024. FDA approval for psilocybin-assisted therapy may come as soon as 2025, given progress made on clinical trials testing this treatment for depression and end-of-life anxiety.

Other countries are already reforming their laws. In 2023, Australia chose to approve psilocybin- and MDMA-assisted psychedelic therapy on a limited basis for certain mental health disorders. Switzerland, Canada, and Israel allow the compassionate use of psychedelics in limited circumstances. Countries like Jamaica and Brazil, with more lenient laws, have become attractive locations for wellness retreats, drug developers, and research scientists.4

Outspoken figures across business, wellness, sports, and entertainment embrace psychedelics. Blake Mycoskie, founder of the shoe company TOMS, announced his commitment to fund $100 million of psychedelic research over the next eighteen years.5 Tim Ferriss, Silicon Valley’s productivity guru, is already one of the biggest investors and philanthropists in the field.6 NFL player Aaron Rodgers attributes his best season to an ayahuasca experience that taught him to “unconditionally love myself.”7 Mike Tyson “smokes the toad”—a reference to a controversial practice involving secretions “milked” from a species native to the southwestern United States and northern Mexico.8 Will Smith and Prince Harry both speak about how the soul-searching invoked by psychedelic ceremonies helped them process the trauma and grief of their childhoods, while Gwyneth Paltrow has praised the trend as a wellness aid.9 All this hype is reflected in a mad rush to patent psychedelic molecules.10

Public opinion about psychedelics is shifting too.11 Voters in states unwilling to wait for the federal government have already legalized certain forms of psychedelic-assisted therapy. Oregon and Colorado were the first to do so. California, Massachusetts, and Washington seem primed to follow. Even conservative states like Texas are passing laws that expand psychedelic research and access, especially for veterans and first responders.

But even as everyone from tech bros to politicos have been touting the potential healing power of psychedelic medicine for mental health and addiction, the most innovative psychedelic research on pain is happening almost entirely underground—so far from the spotlight that scientists are only just catching up to the idea.
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I’ve met hundreds of people like Sean Slattery experimenting with psychedelic drugs to relieve their pain. Their experiences, now documented in peer-reviewed articles, offer hope of relief amid a relentless opioid epidemic. Their story explains the vital—and mostly unacknowledged—role that citizen science in underground networks has played in nurturing psychedelic therapy over the last fifty years.12

It was half a century ago when US President Richard Nixon signed the 1970 Controlled Substances Act into law, a pivotal piece of legislation redefining federal drug policy. This act, which categorized drugs based on their potential for abuse, listed lysergic acid diethylamide (LSD) and psilocybin under Schedule I, its most restrictive label. Scientists must obtain government permission to research Schedule I substances—a requirement that led to a de facto prohibition on the study of psychedelic substances.

Or so the story goes. In truth, prohibition only pushed experimentation with psychedelics underground and out of sight, where it would be kept alive by a motley collection of clandestine chemists and curious psychonauts; community elders and a guild of guides; ethnomycologists and mushroom growers; shamanic healers and indigenous leaders; writers and musicians; cyberpunks and technovisionaries; Deadheads and Phish fans and counter cultural spiritual seekers.

Psychedelic medicine is back at universities thanks to these resistance movements. But from the perspective of the underground, renewed interest in psychedelic medicine looks less like a renaissance and more like a reckoning. The science we now see popping up at prestigious universities like Yale is better understood as a product of years of resistance, forged by outlaws and academics, working together, sometimes in partnership, sometimes in tension.

This is where I come into the story.

I study the politics of science and medicine. Pain, drugs, and the pharmaceutical industry are my bread and butter. I spend my time thinking about how ideological divides, funding sources, and scandals—let’s say, a marketing scheme that foists highly addictive opioids on a population—shape our collective approach to health and illness.

The problem of pain is no small issue. According to a 2023 Centers for Disease Control and Prevention report, 20 percent of American adults live with chronic pain. Within this group, a jarring 7 percent endure what’s known as “high-impact chronic pain,” a condition that substantially limits daily activities.13 That number seems like a wildly high estimate until we consider everything that makes us ache: arthritis, sickle cell anemia, diabetic neuropathies, kidney disease, endometriosis, peripheral artery disease, and vascular disorders. Migraine alone affects over forty million American adults and accounts for about four million emergency department visits each year.14

It’s a challenging problem for medicine, a profession that much prefers symptoms that can be measured, standardized, and verified. Pain stubbornly refuses to be anything more than a private experience. You, and you alone, can feel your pain.

As a result, getting pain treatment relies on patients’ ability to convince others that their pain is genuine and that they deserve help. Asking for care means navigating a broader set of moral quandaries, political issues, and social assumptions involving trust, blame, and responsibility. That opioids induce pleasurable sensations complicates these moral evaluations further. Ask any pain patient and they’ll tell you that dodging the label “drug-seeker” and “malingerer” is a never-ending concern. In the cruelest, if most predictable, of ironies, the populations who bear the greatest burden of chronic pain—women, people of color, and the poor—are the ones who receive the least care and empathy for their conditions. Imagine how much more complicated these moral calculations become with psychedelics, a treatment that some people fear could inspire acts of political rebellion and transgression.

Dealing with pain is never easy, but it helps to have access to doctors who believe their patients. So here’s a thought: if it’s already a struggle for medical professionals to trust patients’ reports of pain, how big a leap would it be to expect them to accept these same patients as partners in research? It’s a significant jump forward, asking the field of medicine not only to acknowledge patients’ experiences but also to value their contributions to medical knowledge.

People have learned they can organize and fight for recognition.

This book tells one such story from the clandestine world of psychedelic research: people with cluster headache, united only by pain and the internet, developed their very own treatment from homegrown magic mushrooms and have been trying to turn it into a legal medicine ever since. But the path from one world to the other has been fraught with conflict, mistrust, and misunderstanding. Even the strongest alliances with aboveground scientists face extraordinary barriers.

Their work is paying off. It’s early days, but researchers are now looking at whether psychedelics might treat a wide spectrum of pain disorders, including migraine, fibromyalgia, arthritis, back and joint pain, complex regional pain syndrome, phantom limb syndrome, pelvic pain, and irritable bowel syndrome.15 Even the excruciating pain associated with PTSD and cancer might relent when treated with this innovative approach.16

There’s hope in this story. But it also raises so many questions: How much knowledge have we lost over the last fifty years? What political obstacles remain in the way? How will drug reform policies under discussion affect the people who might benefit from a drug’s use? Who gets a seat at the table? What is the best way to incorporate patient knowledge into the development of medical therapies?

The members of Clusterbusters—a group of patients focused on treating physical pain rather than seeking spiritual enlightenment—have always been outsiders in the psychedelic world. But then again, for all the talk in psychedelia about the capacity of these molecules for creating a shared humanity, I’ve learned that the use of the word community to refer to those who use these drugs disguises how fragmented and contentious this world can be.

Indigenous communities, who have long struggled to gain access to good Western medical care, must now grapple with the reality of corporate entities patenting their ancestral knowledge. Meanwhile there’s fear that these efforts have created an ideology of “psychedelic exceptionalism” that allows middle-class white people to talk openly about spiritual journeys and “plant medicines” while ignoring a punitive and racist approach to other forms of substance use. Psychedelic therapy might be a potent treatment for the racial trauma perpetuated by mass incarceration and medical racism, but most clinical trials have systematically excluded Black subjects, and there are real worries about how accessible legalized psychedelic therapy will be.17 While these substances offer tremendous potential for healing, they also expose profound inequalities, ethical challenges, and cultural blind spots. The very systems that might benefit from psychedelic therapies are often the ones that have perpetuated the injustices that make these therapies necessary.

Psychedelic Outlaws offers just one slice of this story—patients forced to do extraordinary research by a healthcare system that remains woefully indifferent to their experiences. Understanding the twists and turns of the Clusterbusters’ journey is a step toward disentangling these relationships, perhaps even beginning to realign drug policy to become more equitable, compassionate, and patient centered.
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Part I

Set and Setting






Chapter One
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WHO ARE THE OUTLAWS?

BOB WOLD ALWAYS STRUCK ME AS A MOST UNLIKELY LEADER OF AN underground psychedelic network. Everything about him, from the baseball caps that he almost never takes off to his understated midwestern modesty, is unassuming. Even his signature bushy gray mustache is a testament more to a man whose aesthetic sensibilities stopped evolving in the 1970s than to a countercultural statement. Everything else, the button-down shirt that he wears when he’s got to make himself look presentable and the comfortable pants, says “norm-core Grandpa” more than “revolutionary.”

But it’s not his mainstream looks that throw me off. Nor is it his aw-shucks, blue-collar, married-to-his-high-school-sweetheart, raised-four-kids, coached-the-Little-League-team-long-after-his-own-children-were-grown vibe. It’s the general sense that he’d rather be talking about his grandkids and baseball than most anything else.

He didn’t choose to be a psychedelic outlaw. The job sort of chose him. In fact, while I might describe him as the leader of an underground movement, Wold has always been open about his use of psychedelics, making sure that everyone, from his family and friends to the police officers in his small town, know what he is doing and why he does it. As he’s argued many times, there’s no shame in taking psychedelics for survival.

Wold is nothing short of evangelical about the healing power of magic mushrooms. They saved his life, and he’s used them to save many more. Which is why, several years ago, I found him inside a crowded airport hotel suite, promising the four dozen people assembled there that he had found a way to treat their cluster headache cycles.

Everyone was already in good spirits—they always were when they got together. But a hush came over the room when Wold began unloading a cardboard box and setting its contents onto a table before him.

“It will cost $100 and take forty-five days, but you can produce all the medicine you need to treat yourself for a year.”

He held up an empty canning jar and gestured toward a bag of vermiculite. Most of the materials necessary for growing magic mushrooms, he explained, can be easily obtained at a local hardware shop. It’s legal to purchase mushroom spores, the “seeds” used to grow magic mushrooms, in almost all US states because of a loophole: spores don’t contain any of the hallucinogenic compounds subject to legal penalties. Cultivating the spores at home, he emphasized, is illegal, but he assured the people gathered there that the process was both easy to do and easy to hide.

“I mean, honestly, it’s very simple. It only takes you an hour in the kitchen. If you can bake a cake, you can grow mushrooms.”

As proof, Wold held up a clear, vacuum-sealed plastic bag containing about a pound of mushrooms.

I would learn, over time, that growing mushrooms is not quite as simple as baking a cake. Nor are the legal consequences minimal. Wold understands both complications, but he’d rather not dwell on the challenges. After all, lives are at stake.
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The United States has a drug problem, perhaps best illustrated by the ancient Greek word pharmakon, which captures the idea that all substances contain the potential to be a cure or poison, capable of healing or harming, depending on dosage. But perhaps even ancient Greeks found this ambiguity challenging; the word pharmakon also translates to “scapegoat.”

The complex and often contradictory ways we think about, interact with, and create rules for the use of drugs have a certain “pharmakologic.” They reveal our worst fears more than they reflect any objective assessment of harms. How else can we explain America’s simultaneous love affair with and revulsion for psychoactive drugs? Our adoration for substances that alter our minds is so deeply ingrained in everyday routines, it’s taken for granted. But that morning coffee that helps us face the day, that bit of chocolate that brings us cheer, that beer after work—all are acceptable chemical pick-me-ups. Even sugar, which we arbitrarily consider a food rather than a drug, affects the mind, capable of releasing dopamine that makes us happy in the short term but ultimately irritable, unfocused, and—if we eat enough—depressed. Which is why we watch what we eat. Food is medicine, remember? There’s that puritan impulse to temper indulgences and repress pleasures!

The cultural and regulatory logics dictating the contents of our medicine cabinets, where we tuck away little gems that can calm anxiety, uplift mood, focus attention, or gently lull us to sleep, are even more complicated. Consider the mix of suspicion and disdain cast upon those who rely on a pill to function—especially if there’s any hint of nonmedical use. People in pain bear the weight of this scrutiny, especially now, amid an opioid crisis.

While the Food and Drug Administration allowed pharmaceutical companies to market opioids with abandon, the Drug Enforcement Agency (DEA) lists LSD, psilocybin, and marijuana as Schedule I drugs, despite evidence that all three drugs have pain-relieving qualities and low toxicity. Objective measures, like safety and efficacy, don’t explain these discrepancies. And the implementation of these laws reflects deep racial inequities. Research consistently finds that white Americans use and sell illicit drugs at the same (or very similar) rates as Black Americans, but they are far less likely to be punished for doing so.1

Take marijuana, for example. According to the 2022 US National Survey on Drug Use and Health, as many as 22 percent of Americans over the age of twelve admitted to using marijuana at least once in the previous year, despite federal laws prohibiting the sale and use of the drug.2 While some of these people will have used marijuana legally according to the laws of their state (to the tune of an estimated $14 billion in sales), marijuana remains a primary target of law enforcement agents. According to a recent report published by the American Civil Liberties Union, as many as 6.1 million arrests made between 2010 and 2018 were marijuana related. An astounding 90 percent of these arrests were for possession as opposed to trafficking.3

The fact that a Black person is 3.64 times more likely to be arrested for marijuana possession than a white person reveals a troubling fact: US drug law and its implementation have always reflected whom we fear more than what we fear. America’s first drug laws were implemented in response to xenophobic fears about opiate use among Chinese immigrants and racist claims that “cocaine sniffing” among Black people increased their criminality. Never mind that white people already had a long history of using both drugs.4

As David Herzberg, a leading historian of medicine and the author of White Market Drugs: Big Pharma and the Hidden History of Addiction in America, wryly observed, we’ve built a regulatory system that’s somehow too weak to contain greedy pharmaceutical companies poisoning our citizens, while simultaneously so strong, its harsh drug sentencing has fueled the largest carceral state in the world. Failing to understand the inequities built into drug policy requires a remarkable tolerance for cognitive dissonance.5
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Cluster headache affects people across the racial spectrum, but almost everyone I met at Clusterbusters’ conferences was white. While they may not have wished to break the law, their ability to appear in a public space and talk about using (or potentially using) psychedelics must be understood against the backdrop of a racist justice system that imposes cruel punishments on Black and Brown citizens for their use of drugs while letting white compatriots go. Fear drives much of what we consider to be criminal. The rapid medicalization of psychedelics can’t be separated from its whiteness.

According to surveys conducted by the National Institute on Drug Abuse, psychedelic drug use has become much more common since Bob Wold first experimented with magic mushrooms in 2001. In 2022, 8 percent of young adults reported that they’d used a hallucinogen in the previous year—a sharp increase from the 4.5 percent who had reportedly used a psychedelic twenty years prior. But the trend line isn’t smooth: reported use ticked up sharply in 2020 and remained high for the next two years.6

It’s not hard to imagine what might have changed. A global pandemic placed an unprecedented strain on healthcare systems, limiting access to conventional mental and physical health services, at the same time that people were experiencing an extraordinary level of economic disruption and isolation. Opioid overdoses increased by 30 percent during this period, despite well-funded efforts by public health and law enforcement.7 Inject media hype about the miraculous benefits of “plant medicine” amid this chaos, and it’s surprising that more people didn’t use psychedelics.
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Breaking a law is no small thing. But I can’t tell Clusterbusters’ story without wondering whether their actions make them “criminal.”

Bob Wold doesn’t consider himself or the other Clusterheads criminals—not when their survival is on the line. Nor do any of the physicians or advocates who work with them.

As I dug deeper into the racial overtones of the history of criminalized drug use, I found it fascinating, and more than a touch disturbing, that the Central Intelligence Agency (CIA) was the largest funder of LSD research in the 1950s. Its now infamous covert operation, MKUltra, sought to weaponize mind-altering drugs like LSD to control human behavior. Unknowing subjects underwent psychological torture in these experiments, offering a clear example of the role that power plays in determining criminality.

The authority granted to figures like Sidney Gottlieb, MKUltra’s project head, allowed the requisition of human subjects for any form of abuse, including fatal experiments.8 MKUltra even went so far as to hire Nazi doctors with experience in conducting mescaline experiments on concentration camp prisoners. CIA-operated secret detention centers in Europe and East Asia captured enemy agents and others deemed “expendable,” subjecting them to abusive experiments. And a CIA-funded brothel in San Francisco served as a setting where agents secretly observed sex workers giving clients LSD without consent, before attempting to extract information from them after sex.

But nobody who worked at MKUltra was deemed a criminal. Not even Sidney Gottlieb, the mastermind behind the operation. At least not according to the United States.

Power and fear determine who and what make a person a criminal.9 Wold, like other activists combatting the War on Drugs, must often break the law to do the work they feel is important. But if he’s not a criminal, then what is he? “What do you think about the word ‘outlaw’?” I asked him one day. Wold let out a laugh. “An outlaw? I could live with that.”

Here, in a country founded by people suspicious of authority, we have a soft spot for outlaws—whether it’s Billy the Kid as an irreverent rascal, Bonnie and Clyde as romantic killers, or Timothy Leary as spiritual leader of the counterculture. Outlaws don’t just live by their own rules; they protect the populace from power. And so we admire their behavior, even if it’s begrudgingly. The established social order doesn’t register acts associated with whiteness as presenting nearly so great a threat as those linked to marginalized identities, allowing a double standard to persist in the narratives we tell ourselves about rebels and outlaws. This selective embrace of an archetype shapes, at times even dictates, the frameworks through which we interpret transgressive actions.

Writing this book while our country engaged, once again, in a national reckoning on race brought these issues right to the surface. Underground networks have been an especially important lifeline for Black Americans, who escaped enslavement by means of a clandestine Underground Railroad. A breach of silence could easily result in the loss of life or liberty.

The psychedelic underground described in this book is perhaps more accurately called a “subculture”—a visible space capable of taking up room in the public consciousness with minimal fear of punishment. That the narrative that unfolds in these pages is dominated by white men reflects their ability to speak openly and seize space in the spotlight without bearing as much risk of repercussion. Power has granted them both a stage and the ability to direct public attention, philanthropic dollars, and now public policy. In contrast, women elders of the underground have had a far quieter presence. Only now, as these medicines go mainstream, are we starting to see people speak openly about their use of psychedelics as treatments for racial trauma.10

Power, in all its forms, will be a steady thread in this book, guiding how I interpret the psychedelic world and its impact on the world around us.

10







Chapter Two
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SURVIVING MEDICINE

AINSLIE COURSE, A DETERMINEDLY CHEERFUL SCOT, LIVED HER LIFE according to the rules.

“I was the sensible one, always offering to be the driver to make sure everyone got home safely. The thought of trying anything… I was scared. I was always scared I’d be the one person to have an adverse effect, or worse, get caught.”

Even a parking ticket felt too transgressive, let alone a joint. She thought it was ludicrous when someone suggested that a man all the way across the ocean in Chicago could help her use magic mushrooms to treat the cluster headache attacks that she no longer felt she could bear. But the doctors had never been any help. She’d given them nearly fifteen years, and they’d only made things worse.
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The headaches began at age nineteen, when Course awoke to a pain so fierce and immediate, she thought she was dying. She leapt out of bed and paced the room in a frenzied attempt to escape the agony. The heel of her hand dug deep into her eye socket, until her fingers curled into a fist and began to pound her head. And then the pain disappeared.

Course, who was then a nursing student, carried out a quick triage to determine whether she had a stroke. Everything, so far as she could tell, seemed to be in working order. At least, nothing was paralyzed. Maybe a brain tumor, but nothing urgent. No need, she decided, to wake up her parents down the hall. Nobody at the National Health Service would be operating an MRI at 2:00 a.m. So she stiffened her upper lip and returned to sleep.

The pain returned two days later. This time, it brought her to her knees in broad daylight. Still nothing to worry about, she decided. She white-knuckled through daily attacks for several more weeks before seeing a doctor.

“I was in for all of about three minutes, and he said, ‘Yeah, you have migraine. Here’s some tablets. Off you go. If it doesn’t get any better, come back.’” But the tablets didn’t work. And that’s how things went for years.

Course believed in medicine—she worked in a hospital—so she didn’t give up. She returned again and again, seeking advice from a variety of doctors, hoping that the next one might provide, at minimum, a fresh perspective. “I think I trialed somewhere between fifty and sixty different meds, because I always had hope. And I thought that I should always try the next medicine because what if this was the one that made a difference?”

But doctors, she explained, began treating her like she was the problem. “I was very quickly labeled a time waster and an attention seeker. It was suggested to me on more than one occasion that my problems may be more psychological than neurological,” she told me. She often felt like they saw her optimistic determination to find an effective medicine as a symptom of a psychiatric problem. She might never forgive the doctor who told her that her best course of treatment was a straitjacket.

A diagnosis would take fifteen years, a trip to London, and a costly consultation with a renowned headache specialist. He had an answer in under five minutes. She had a classic case of episodic cluster headache. The diagnosis had evaded her previous doctors due to a strange but once widely accepted medical theory positing that cluster headache primarily affected white men with hazel eyes and pitted, leathery skin. The specialist dismissed this as a myth, assuring Course that women were not immune.

Course burst into tears of joy when he gave her the news. The diagnosis came as a relief after years of uncertainty and self-doubt. She explained, “[Cluster headache] has affected my family, my career, friendships. People say, ‘Shit, she’s got one of her headaches,’ and I started to almost question myself. ‘Am I weak? Can I not cope with this pain?’”

What Course didn’t yet know was that a cluster headache diagnosis didn’t guarantee that effective treatments would follow. Her doctor prescribed a standard course of treatment, which included sumatriptan, a treatment developed for migraine that has earned expanded approval for use with cluster headache from the US Food and Drug Administration and the UK National Institute for Health and Care Excellence.

Sumatriptan, when delivered as a subcutaneous injection, could stop an attack within fifteen minutes. But Course found it difficult to stick to her doctor’s stern warning to limit her use of the medicine to two attacks per day, lest the treatment make the attacks longer and more severe.

Making choices about which of her daily attacks to medicate proved much easier said than done. She could do without the medication for mild attacks, but anything more intense was difficult to bear. Over time, she points out, “you become detached from the safety aspect… you know? You just want to treat what’s going on.”

Course’s doctor’s warning had been prescient. “If I could have used one for every attack, then it would have been fine, but what I did find was the more sumatriptan I used, the more I needed it. The more intense my cycles became, the more intense my attacks became.” She’d entered what cluster patients sometimes call an “Imitrex death cycle,” referring to sumatriptan’s brand name in the United States.

Rock bottom occurred in 2002, seventeen years into her living with cluster headache. “I had a double-sided attack, well beyond my standard ‘screamer.’ I’ve only ever had four of them in, you know, thirty odd years.”

Course had always had predominantly right-sided attacks, but during this attack, the pain started to hit on the left side as well. “I went into my shower, and I wet myself, I vomited, and I defecated on the floor of my shower room. The volume of pain was just off the charts. I remember looking through from my bathroom door into my bedroom, looking up at the light fixture and thinking, ‘Will this lovely crystal chandelier, so delicate, take my weight?’ And I thought, this is it.”

But she wasn’t beaten yet. “I sort of pull myself together, I clean myself up, and I thought I have to find another way.”

Six months later, after quite a bit of hesitation, multiple email exchanges with Bob Wold, and careful research and consideration, Course again found herself looking at the ceiling. This time she was staring at Jesus, wondering how he’d gotten up there. She’d been careful to take a tiny dose of mushrooms, but it turned out that she’s sensitive to psilocybin’s effects. But the weird trip was worth it.

“All the pressure drained from my head. The only way I can describe it is like a boiled egg. Take off the top and put a pressure washer in there and clean all the shit out. Then put the top back again and seal it up.”

“Bob Wold told me what to do, when to do it, how to do it, how often to do it. He saved my life.”
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When doctors told Course that she had migraine, she thought, “Oh, my goodness, these poor people with migraine, you know this is awful.” Did people really hurt this much when they had a migraine attack? Each one made her feel like she might die. “In fact, I [wished it] would kill me right now, because it was just so horrific.”

It’s natural to compare migraine to cluster headache and wonder, as I had, if having experienced one of the diseases might offer some insight into the other. It’s far more common to have experience with migraine, a disease that affects 12 percent of American adults and 7 percent of children. That’s a lot of people: there are more people living with migraine than there are people living in California. Cluster headache is much less common. Depending on the study, cluster headache affects between one and three in one thousand people, or .124 percent to .381 percent of the population. To offer a comparison, Crohn’s disease affects one in five hundred people.1

I’ve had a rough time of it, so far as migraine is concerned. My headaches began when I was five years old. As an adult, I’d become accustomed to living with two to three migraine attacks per week (each migraine attack, as per diagnostic criteria, usually includes a moderate to severe one-sided headache, alongside nausea, vomiting, and hypersensitivity to light or sound, but bone-tired fatigue and bodily pain are often more disabling features of the disease).

By the time I turned thirty, I had joined the 1 to 2 percent of the population with chronic migraine—that is, more than fifteen days of headache per month, of which nine must qualify as “migraine.”2 Managing life with only a few pain-free days per month is exhausting, so I figured I might relate to people with cluster headache. I should say, for the record, that I’m not a huge fan of comparing intensity of pain experiences, but I’m making an exception in this case.

Cluster headache is far more excruciating than anything I could ever imagine.

Each cluster attack is so intense, it might as well be considered a medical emergency. It’s also accompanied by quite strange-seeming behavior. In much the same way one tries to shake off the sharp sting of a thumb slammed in a door jam, a person with cluster headache will rock, pace, and sometimes even repeatedly slam a hard object against the offending temple. Then, once it’s done, it can seem like nothing has happened.

The term cluster headache refers to the distinctive timing of the attacks. Attacks occur in “cycles” or “bouts” that can last between a week and a year. Most resolve within six to eight weeks.3 But about 15 to 20 percent of those with cluster headache have a “chronic” form of the disease, which means they never get a true break from the pain; if the bout persists without remission for over a year, as in the case with Sean Slattery, it is referred to as chronic cluster headache.4

Cluster headache cycles tend to have a circannual rhythm that syncs with the changing seasons—about half of the cluster headache patient population can predict the time of year their cycle will occur. Attacks also follow a circadian rhythm. As many as 70 percent of people with cluster headache can predict the exact time of day an attack will strike.5 The clocklike regularity of cluster attacks points to the potential involvement of the hypothalamus, an almond-sized part of the brain that regulates our biological clock—a hypothesis supported by brain imaging studies.6

While medical terminology can be exacting, it often fails to capture the human experience of pain. To bridge this gap, Clusterbusters funded a groundbreaking study—the largest that had ever been conducted on the disease.7 Researchers asked 1,604 individuals to rate the severity of their headache attacks on a scale of one to ten and indicate whether they had encountered other forms of pain. Those who said yes were asked to rate those as well. Ratings on this scale included


Stab wounds: 4.6

Migraine: 5.4

Gunshot wounds: 6.0

Kidney stones: 6.9

Pancreatitis: 7.0

Unmedicated labor: 7.2

Cluster headache: 9.7


(Yes, this survey included twenty-five people with cluster headache who had survived a gunshot wound and another sixty-seven with cluster headache who’d been stabbed.)

This is what is meant by “most painful phenomenon a human can experience.”8

It’s therefore unsurprising that cluster headache patients have found it necessary to develop a separate pain scale that suits a level of anguish most of us will never experience. The Kip Scale, named after its creator, Bob Kipple, a longtime member of the online cluster headache community, is adapted from the more familiar ten-point scales found in most doctors’ offices. It ranges from a Kip 0 (“No pain, life is beautiful”) to a Kip 10 (“Major pain, screaming, head banging, ER trip. Depressed. Suicidal”). Intermediate scores are likewise adapted to the realities of a cluster attack: while a 5 on a typical pain scale refers to “Can’t be ignored for more than 30 minutes,” a Kip 5 refers to “Still not a pacer, but need space.”9

Time and time again, I have read and listened to testimonies from people with cluster headache about a level of pain so unbearable that they would do anything to make it stop, even at the price of their own lives.10 Most of this compulsion is a desire for relief. If applying pressure to the temple provides relief, the next step might be tightening a belt around one’s head. A step further might involve jamming a hard item into the source of the pain. Sometimes that’s a telephone. But it might be a hammer. Or the head might be slammed directly against the hardest surface in the house with unconsciousness being a hoped-for but never-achieved outcome. One medical report documents a patient who tried to shoot the pain out of his eye with a bullet (he lived, but the effort failed to stop the pain).11

Despite the onslaught of such unfathomable pain, many cluster headache patients do not immediately rush to the doctor after their first attack. Larry Schor, professor emeritus of psychology at the University of West Georgia and a psychotherapist who has had cluster headache since 1983, tells people at Clusterbusters meetings that he initially found the experience too strange to explain to others. “The pain was so indescribably intense that I was afraid if I spoke it, I would breathe more life into it. There was this level of almost hallucination or delusional quality that it felt like if I said anything to anyone it would be more real. And maybe it’ll just go away if I pretend it doesn’t exist. It was like an alien in my head.”

Years of counseling people with cluster headache has led Schor to conclude that they want to live, but the pain can become too much to bear.12 “It hurts so fucking bad that… many of us think I would be collateral damage. I just want to kill it.”

But why is it so difficult for people with this form of pain to get help? It’s hard to imagine a disease as intensely awful as cluster headache going unnoticed in medicine. I expected at least some interest—if not urgency—from the people who care about suffering. It didn’t take long to learn what might be happening. Literally: my research didn’t take long. There’s just not that much medical research on the topic.
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Doctors began to describe a set of cluster headache–like symptoms in the eighteenth century. But medicine only began to recognize the diagnosis in 1939, when Dr. Bayard T. Horton of the Mayo Clinic reported the discovery of a new, excruciating syndrome characterized by intense one-sided head pain. Histamine provoked an attack, which led him to believe the cause must be allergic. The treatment seemed draconian: he’d administer small, subcutaneous doses of histamine in increasing dosages until the patient was desensitized, that is, they no longer triggered attacks.13

(I’ve since discovered this treatment is still in use in an inpatient setting. Bob Wold endured four cycles of histamine treatment. Andrew Cleminshaw, a chronic cluster headache patient and former board member of Clusterbusters, went through five or six cycles; he described it as the “theory that if we induce enough headaches, the body will eventually get used to it.”)

Horton’s colleagues lauded his discovery of cluster headache as “medical history in the making,” but few followed his exhortations to study the disease. Three decades after Horton’s original article, only six dozen or so English-language articles had been published about cluster headache in medical journals.14 Horton authored at least a few of these, including the study that introduced oxygen as a treatment for the disease.15 Not even Dr. Harold G. Wolff, known as the “father of modern headache medicine,” took more than a passing glance at “Horton’s headache.”

But 1970 was a banner year for cluster headache research. Ten articles came out in the research literature! Unfortunately for patients with the disease, the most influential of these research articles created a completely false but extremely persistent stereotype about cluster headache patients.16

Dr. John R. Graham, the author of this classic article and founder of the first headache clinic in Boston, had observed that his cluster headache patients shared several quite masculine physical and psychological features. Given that the vast majority of his patients (he estimated 90 percent) were men, he wondered if this might offer a clue. The article proposed a biological link between the male sex and the disease.

His patients shared a “look” (sandy hair, hazel eyes) and “hyper masculine” features: a heavily wrinkled, “leonine” face, pockmarked peau d’orange skin, mesomorph bodies, and athletic prowess. Their personalities matched: they drank “heartily,” smoked tobacco “without inhibition,” tattooed their bodies, and took unnecessary risks at work and leisure. Women with cluster headache only proved the rule by looking or behaving in a masculine manner. One woman, for example, had strong muscles. Another had a determined personality. A third violated the norms of femininity with her peau d’orange skin.17

Readers: there’s no pockmarked, wrinkled man-look that gives away people with this disease. Nor is there any rule that women can’t be determined or have muscles or (gasp) bad skin. An experiment in the 1990s tested if headache specialists could diagnose people with cluster headache from pictures; they couldn’t. Perhaps it’s not surprising, then that recent research suggests that men may be only slightly more likely to have the disease than women.18

Women may find it easier to get a diagnosis now than ever before, but like Ainslie Course, they remain plagued by a myth that sounds as if it was ripped from the pages of a nineteenth-century phrenology textbook.

What went wrong?

Pain has a long history, but a few key moments in medicine might have gone better. For starters, medicine really struggles to cope with any phenomenon that blurs mind-body boundaries. So there’s always this lingering idea that pain might operate the way seventeenth-century philosopher René Descartes had once proposed: as a sort of mechanical process, like a cord that connects our nerve endings to our brains. You hurt your toe, a string is pulled, an alarm bell rings in your brain, and a sharp sensation is registered.

It was during this period that the medical field began to prioritize physical evidence and empirical data over the subjective reports of patients’ symptoms. Michel Foucault, the renowned French philosopher, highlights this era as a critical juncture in the history of medicine. According to Foucault, this was the moment when modern clinical practices began to emphasize observation, examination, and the categorization of diseases based on visible signs rather than patient testimony. In other words, doctors stopped caring about what patients said, and instead began to care a lot more about finding visible signs of damage in the body—and that, ultimately—would make life more difficult for people in pain.19

Not that pain had ever been a popular specialty in medicine. Migraine might have gotten a boost in the mid-twentieth century after Harold G. Wolff produced experimental evidence that proved a biological mechanism “caused” the pain of migraine. (Life magazine even featured his experiment on a cover.20) However, Wolff believed that the mind caused the migraine itself. Every migraine patient he saw shared the same personality profile: ambitious, successful, perfectionist, and efficient. But that was just the men with migraine. His female patients, he argued, expressed their Type A personalities via sexual repression.

Wolff’s “migraine personality” hit a sweet spot, breathing scientific legitimacy into stale ideas about repressed women. So it wasn’t entirely surprising that his star student, Graham, had been looking for a similar set of personality traits in his cluster patients. But why did his idea last so long? By the 1990s, Course and most of her doctors would have raised an eyebrow at the overt sexism in the old headache research literature. But people hadn’t yet tuned their ear to hear masculinity presented as a disease. I suppose it sounded plausible.

Headache patients are deeply stigmatized in medicine. Unfair as it may be, headache patients maintain a reputation for being “whiny,” “difficult,” “anxious,” and “depressed.” And apparently, this isn’t the kind of person that doctors enjoy treating. As one headache specialist warned me, “Headache neurologists are kind of the… lowest caste of neurologists. To stand up and say that you are interested in headache is a chance for you to be stigmatized [among neurologists]. You should be aware of that.”21

Cluster headache might affect more men than women, but it still falls under the aegis of headache medicine—a small, under-resourced field. Migraine, a disease associated with women, is the big fish that gobbles up the little funding and attention the specialty gets.

Headache medicine attracts vanishingly few physicians. The United States has only around six hundred board certified headache specialists. And neither medical students nor residents learn much about headache treatment in training. This perhaps explains why it takes patients an average of five years to receive a correct diagnosis of cluster headache. Some wait more than ten. It’s also difficult to find a doctor who understands how to treat cluster headache.22

A back-of-the-envelope calculation suggests that the average cluster headache patient will experience 168 unmedicated attacks every year while waiting for a correct diagnosis and effective treatment. This means that while the average patient is off consulting an average of two to five clinicians and receiving an average of 3.9 incorrect diagnoses, the healthcare system expects that same average patient to survive 840 attacks—each of which, as we know, feels worse than giving birth without medicine, a gunshot wound, or passing a kidney stone.

One of the kindest men I met at Clusterbusters lived in pain for forty-five years before learning that his so-called migraine attacks were cluster attacks. I never could quite reconcile his beatific Mr. Rogers demeanor with the fact that he’d spent nearly a half century going to sleep knowing he’d wake up ninety minutes later and spend an hour screaming, only to repeat the entire scenario once more before his workday began. Maybe optimism provided a measure of protection against what I estimate were 32,850 unmedicated attacks.

In the interim, people invariably undergo a series of invasive, painful, and ultimately useless interventions: brain scans, sinus surgeries, tooth extractions, nerve ablations, and a broad range of alternative therapies. The cost—not just in missed work but also in the search for care—is astronomical.23
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Effective treatments for cluster headache exist, but the road to relief isn’t straightforward. Providers rely on a “trial-and-error” approach “based on very few and small studies not fulfilling modern standards.”24 As a result physicians often rely on their collective clinical experience, rather than strong clinical trial data, when treating their cluster headache patients. It’s a scenario that leaves patients feeling a bit like guinea pigs. Knowing a little about their treatment options makes it a little easier to understand why these particular patients might have been willing to experiment with psychedelics long before they surged back into public view.

Treatments come in three varieties: abortives or “acute” medicines, which stop an attack in progress; “bridge” or transitional medicines, which temporarily suppress attacks; and preventives, which keep a cycle from starting. Expert guidelines recommend two “first-line” acute treatments: sumatriptan (taken as an injectable) and high-flow oxygen.25

As Course learned, sumatriptan is easy to administer and can, for many people, deliver miraculous relief. But if taken too often, sumatriptan can paradoxically increase attacks. The dreaded “Imitrex death cycle” is all too real.

High-flow oxygen, in contrast, can be used to abort as many attacks as needed. It also has a safer
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