
Importance of Integrating Spiritual, Existential, Religious,
and Theological Components in Psychedelic-Assisted Therapies
Roman Palitsky, MDiv, PhD; Deanna M. Kaplan, PhD; Caroline Peacock, DMin, LCSW, MDiv; Ali John Zarrabi, MD;
Jessica L. Maples-Keller, PhD; George H. Grant, MDiv, PhD; Boadie W. Dunlop, MD; Charles L. Raison, MD

D espite recent application and research within medical set-
tings and a far longer history of therapeutic use outside of
Western medicine, psychedelic-assisted therapies (PATs)

are currently considered an experimental rather than an estab-
lished treatment.1 Nonetheless, PATs show increasing potential as
effective treatments for multiple difficult-to-treat conditions. PATs
typically involve supervised administration of a psychedelic drug
(eg, serotonin 2a agonists, such as lysergic acid diethylamide [LSD]
or psilocybin), in conjunction with behavioral support or psycho-
therapy. Although there is consensus that psychotherapeutic treat-
ment should accompany psychedelic administration, the nature of
the psychotherapy is often omitted from trial reporting, and there
is little agreement about the nature, components, and duration for
such treatment.2 To achieve an evidence-based, effective PAT, the
psychotherapeutic components of treatment must be clearly speci-
fied, rigorously tested, tailored to mediators and moderators of re-
sponse, and optimized for safety. This Special Communication ar-
gues for the integration of strategies that address spiritual and
existential concerns within PAT based on the prevalence and im-
portance of spiritual, existential, religious, and theological (SERT)3

experiences in PAT and mounting evidence supporting their medi-
ating role in psychedelic-induced therapeutic change. We propose
objectives for SERT-integrated PAT based on evidence and best

practices, benefitting from decades of research on spiritually inte-
grated psychotherapies.

SERT Experiences are Prevalent Phenomena
and Potential Mediators of Efficacy in PAT
A large amount of literature documents the consistent presence of
SERT experiences in PAT, often focusing specifically on mystical-
type experiences. The diversity and impact of these experiences is
beyond our present scope, but they are richly described elsewhere.4

Mystical-type experiences can be considered a subset of SERT ex-
periences, specifically as phenomenological states whose charac-
teristics include changes to sense of self, meaningfulness, and
connectedness,5 which acquire existential, spiritual, or religious pri-
macy for individuals or communities. We use SERT as a framework
within which to locate mystical-type experiences and other
existentially6 or spiritually relevant phenomena (Table) because
(1) it includes the values, meanings, and communal contexts that
precede and follow the acute phenomenology of PAT, (2) there is
consistent evidence for spiritually and existentially integrated (non-
psychedelic) psychotherapy that addresses SERT dimensions, and
(3) the SERT dimensions are applicable across diverse religious
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and nonreligious populations. Notably, the SERT framework does not
take a position on the veracity of any particular worldview or its
supernatural elements. Rather, this framework recognizes that SERT
dimensions are often relevant to health and should therefore be
addressed within the pluralistic environments of contemporary
medicine, such that patients of all religious backgrounds (including
atheism or no religious beliefs) are responded to competently.8 This
consideration is especially salient for a treatment such as PAT, which
frequently activates SERT concerns.

SERT experiences are important not only because they are com-
mon in PAT, but also because of their potential role as treatment me-
diators. Careful attention to mediators of therapeutic change is cru-
cial for the development and optimization of effective behavioral
treatments. As examples, recognizing the mediating role of parent
behavior in developmental psychopathology, and of rapport build-
ing in psychotherapy, has been pivotal for the development of evi-
dence-based treatments insofar as this enabled the incorporation
of these mediators into treatment models.9 As noted by Kazdin, “If
we know how changes come about, perhaps we can direct better,
stronger, different, or more strategies that trigger the critical change
process(es).”9(p4) Just as neglecting rapport or parental involve-
ment can lose opportunities for treatment gains by excluding im-
portant mediators from the therapy, it would be a setback if PAT crys-
talizes into forms that neglect SERT dimensions.

SERT experiences have emerged as common phenomena across
PATs,10 with substantial evidence for SERT experiences as poten-

tial mediators of therapeutic effects. Indeed, 66% to 86% of indi-
viduals who have taken psychedelics in a therapeutic setting re-
ported the experience as among the most spiritually meaningful in
their lives.7 There is evidence of a dose-response relationship of psy-
chedelics with the intensity of mystical-type experiences and of as-
sociations between SERT experiences and symptom improvement
in PATs across different medical and psychiatric conditions.5,11 This
evidence has led to increased recognition of SERT-relevant experi-
ences as a priority in understanding how psychedelics work and
for conceptualizing their outcomes.12 A recent systematic review
focusing explicitly on mystical-type experiences as mediators of
therapeutic change found associations between PAT-induced SERT
experiences and outcomes in cancer-related distress, treatment-
resistant depression, and substance use disorders.5 There is also evi-
dence that psychedelics elicit changes in metaphysical beliefs and
that the effectiveness of PATs can to some extent be attributed to
these metaphysical insights.13,14 On the other hand, some have ar-
gued that subjective experiences represent a third variable related
to, but unnecessary for, an actual, entirely biological mechanism of
action in PAT (eg, neuroplasticity15). From this perspective, subjec-
tive experiences are conceptualized as epiphenomena of psyche-
delic dosing, akin to the vivid dreaming that may emerge with an-
tidepressant medication,16 notable to the patient but irrelevant to
recovery. However, the great sense of importance that patients at-
tribute to SERT experiences and the lasting impact of psychedelic-
induced experiences for better or worse among patients suggests

Table. SERT Components and Their Application in PATa

SERT
component Spiritual Existential Religious Theological
Definition A concern and relationship with

that which is deemed sacred.
Spiritual experiences are
encounters with sacred domains
of life. Spirituality does not
presume the sacred to be
supernatural and includes (but is
not limited to) mystical-type
experiences. Although spirituality
is often a part of religious life3

and the 2 constructs are closely
related, it is possible to have
spirituality without being religious
and vice versa.

Questions, motivations, and
anxieties that have to do with
the experienced limits of human
existence, including mortality,
connection, uncertainty, and
freedom.6 These existential
concerns coalesce around a need
for meaning in life, which is
supplied by religious and secular
worldviews.

Traditional, institutional, and
culturally established ways of
engaging with the sacred or
spiritual. Religions include
elements such as communities,
collectives, norms, theologies,
and practices that develop over
time, and they also include
individuals’ relationships with
these elements.

Symbolic, philosophical, or
intellectual engagement with
meaning systems related to sacred,
spiritual, or religious concerns.
Theology may be considered the
aspect of religion that explains the
world, presents an understanding
of the divine or transcendent
(understandings that evolve
through history), and which guides
action based on these
understandings.

Application
to PAT

Studies reliably indicate that
acute experiences induced by
psychedelics are perceived to
have great spiritual significance.
Assessing for uplifting or
distressing spiritual experiences,
and helping patients integrate
them, may be especially relevant
in PAT compared with other
pharmacological treatments
(eg, antidepressants).

PATs’ impact on existential
meaning making has been
suggested as an important
mediator of their therapeutic
effects.7 Psychedelics’ acute and
long-term effects can both bolster
and undermine individuals’ sense
of existential security. PAT should
support existential inquiry while
avoiding destabilization. When
patients experience difficulty
with existential challenges in PAT,
therapeutic techniques that
promote existential security
(eg, bolstering interpersonal
connectedness) may help
individuals navigate existential
distress.

Patients frequently report
religious dimensions to their
psychedelic experiences, and
psychedelics have historically
been administered in religious,
ritualized settings. When
patients are in a vulnerable
state in PAT, it is important for
facilitators not to impose their
own religious worldviews on
that experience. For example,
a patient who has disaffiliated
with a faith tradition may still
experience imagery related to
that tradition, but this does not
mean that the therapist should
impose that tradition in
processing the patient’s
experience.

Although theological questions
and categories are often important
for patients (eg, Where is God in this
illness?), PAT may make theological
questions even more salient (eg,
in experiences deemed to be
supernatural). To skillfully engage
with the client’s theology in PAT,
facilitators must be able to explore
theological meanings and provide
support for patients to feel safe
to explore questions without
imposing on patients’ value systems.

Abbreviations: PAT, psychedelic-assisted therapy; SERT, spiritual, existential,
religious, and theological.
a The SERT framework was developed by a team of clinician-researchers,

primarily at the Danielsen Institute, and comprehensively reflects the
expression of spiritual, existential, religious, and theological priorities and

needs by psychotherapy clients across a range of models.3 We are indebted
to this concise and useful framework for delineating relevant issues in PAT;
definitions of its comprised constructs are more complex than this brief Table
allows, and we refer readers to chapter 1 of Sandage et al3 for a detailed
discussion of these constructs and their relationships.
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a high bar for the kind of neurological reductionism required to ig-
nore these experiences within the context of a therapeutic model.

Toward SERT Integration in PAT
If SERT dynamics emerge as mediators in PAT, then they should be
integrated into PAT in a systematized, nonsectarian (ie, pluralistic),
and scalable way, as is appropriate for any treatment mediator in evi-
dence-based psychotherapy. Here, integration refers to the adop-
tion of strategies for competently and therapeutically responding
to SERT content when it emerges, rather than the imposition of SERT
beliefs on patients. Unfortunately, although the clinical impor-
tance of SERT experiences is widely acknowledged in PAT treat-
ment manuals, facilitator training, and research methodology, SERT
components in PAT have not been systematized and their appro-
priate administration remains to be clarified. A systematic review of
psychotherapies used in conjunction with PAT observed a notable
lack of consistency among the psychotherapeutic components of
PAT,17 with 45% of identified studies omitting a psychotherapeutic
protocol altogether. Another review, focusing on SERT mediators of
PAT, examined the treatment modalities used in 10 studies.5 Across
these 2 reviews, there were several trials that included SERT-
relevant components. Rothberg et al18 used motivation enhance-
ment, relaxation, and mindfulness before and after PAT; 2 trials19,20

included integrative approaches during follow-up; Ross et al21 of-
fered medication-assisted psychotherapy, which integrates ele-
ments of existential psychotherapy, cognitive behavioral therapy, and
psychodynamic therapy and encourages patients to bring items with
spiritual or personal significance to the treatment. Another proto-
col, ketamine-enhanced psychotherapy,22 describes an existential
psychotherapy approach and devotes 1 of 3 preparatory sessions to
forming a psychospiritual goal.23 During psychedelic administra-
tion, only nondirective support or no support were offered across
all trials.

There is currently little guidance on how, why, when, or for whom
SERT components should be addressed in PAT.17 Brokering the role
of spirituality is frequently left up to the treatment developers or in-
dividual clinicians, who often lack training in culturally competent
spiritual care. Ad hoc therapies with psycho-spiritual components
that are not based on evidence, or even on best practices in spiri-
tually integrated care, run the risk of inadvertently imposing thera-
pist- or treatment-related worldviews on patients. This issue is es-
pecially concerning in light of evidence that psychedelics may
increase suggestibility.24,25

These concerns have led some to recommend avoiding SERT
components in PAT altogether.26 However, evidence from other mo-
dalities and populations suggests that this only displaces the navi-
gation of spirituality and other cultural concerns onto patients and
individual therapists. As illustrated by Goodman,27 any therapy, in-
cluding those described as culturally neutral, implies epistemic and
linguistic frameworks that patients are incentivized to adopt. For ex-
ample, cognitive behavioral therapy, despite assertions of cultural
neutrality, has exhibited challenges to cultural and spiritual accept-
ability with Native American populations because its treatment mod-
els often contradict or ignore important cultural priorities.28,29

Ignoring issues of cultural and spiritual importance in evidence-
based treatments does not make these issues go away. Without ad-

equate attention, biases toward and against SERT perspectives can
enter, and detrimentally affect, psychotherapy.30 Somewhat para-
doxically, because PAT can make SERT issues salient, a protective
measure against unethical imposition or coercion along religious
lines is to develop systematic, deliberate ways of engaging with SERT
issues that respect patients’ autonomy in a pluralistic treatment
setting.31,32 Such a strategy would be consistent with best prac-
tices in other evidence-based treatments.31

Drawing on SERT-Integrated Psychotherapy Research
to Support PAT
SERT-integrated psychotherapies, including SERT adaptations of evi-
dence-based treatments, have an established evidence base.33,34

A recent meta-analysis of 97 studies of religiously and spiritually in-
tegrated psychotherapies (N = 7181) found that SERT-integrated psy-
chotherapies were superior or equivalent to nonintegrated thera-
pies for improving mental health outcomes, with add-on benefits
for improving SERT-relevant outcomes.33 A systematic review of
SERT-integrated psychotherapies in real-world settings observed
effective applications for trauma, eating disorders, severe mental
illness, and depression.35 There is also evidence for successful ap-
plication of SERT-integrated psychotherapies in cancer survivorship36

and palliative care.37 These treatment domains overlap with
established targets for PAT research,38 suggesting readiness for
systematic approaches to SERT in PAT. The add-on benefits of SERT-
integrated psychotherapies for SERT-relevant outcomes are par-
ticularly germane to PAT, in which these outcomes appear to play
an especially important role.

Spiritually integrated psychotherapy is also an important
component of culturally competent care.39 In a landmark clinical
consensus article, Vieten and Lukoff31 outline spiritual and reli-
gious competencies for psychologists within a cultural compe-
tence framework. Empirically derived from decades of research in
spiritually integrated clinical care, these competencies comprise
domains including attitudes, knowledge, and skills necessary for the
provision of SERT-integrated psychotherapy. Consistent with these
competencies, we do not advocate for uniform inclusion of SERT con-
tent for all patients receiving PAT. However, because SERT topics
are often highly salient in PAT and may constitute key mediators,
PAT should at minimum uphold these competencies by addressing
SERT content when it occurs.

SERT Considerations Can Improve
Adverse Events Monitoring
Identifying, measuring, preventing, and addressing adverse events
in PAT is necessary to strengthen the therapeutic potential of these
interventions. Unfortunately, to date, adverse events measure-
ment has been limited to standardized clinical trial harms report-
ing, self-report survey research (with attendant susceptibility to mea-
surement and reporting bias), or brief assessment of deterioration
during or directly after a trial.40 Further, despite observed reports
of psychospiritual distress,41 these are rarely included in the report-
ing of adverse events in PAT. Adding complexity to the challenge of
adverse effects in PATs is the common impetus to characterize dis-
tressing experiences as beneficial.42 Psychedelic users and partici-
pants in PAT trials may retrospectively indicate that distressing,
emotionally painful experiences during psychedelic dosing were ul-
timately positive and relevant to their growth.43 If patients achieve
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positive outcomes, such distressing experiences may ultimately be
framed as challenging and transformative; indeed, it is important
to acknowledge this potential path for growth. However, some re-
searchers have extended such positive conceptualizations to mean
that subjective negative experiences, or so-called bad trips, should
a priori be understood as intrinsically valuable occurrences rather
than adverse events.44 However, to our knowledge, there is no evi-
dence of distressing experiences positively mediating therapeutic
effectiveness in PAT. Further, such interpretations, made on behalf
of patients by interventionists, risk erasing the experiences of those
who report emotional and spiritual harms, thereby risking addi-
tional harms to patients undergoing PAT. SERT-integrated therapy
principles may help to (1) acknowledge distressing experiences, es-
pecially with relevance to enculturated understandings of psycho-
spiritual distress, (2) support patients in transforming them into
therapeutic and growth experiences, and (3) avoid imposing re-
demptive narratives on behalf of patients for whom such narra-
tives do not feel authentic.

Recommended Objectives
for SERT-Integrated PAT
It is now possible to draw on the extant empirical literature, as well
as models of SERT-integrated interventions (eg, spiritually inte-
grated psychotherapy45 and the relational spirituality model3) to be-
gin to establish the desirable characteristics of SERT-integrated PAT
(Figure). Ideally, SERT-integrated PAT should retain the transtheo-

retical orientation of existing SERT-integrated psychotherapies, such
that “virtually any psychotherapeutic tradition—psychodynamic, cog-
nitive–behavioral, family systems, humanistic, and existential”46(p161)

would include competency in spiritual approaches. At the same
time, SERT-integrated PAT should be directed toward achieving the
following objectives.

SERT Responsiveness
SERT-integrated PAT should be responsive to the spiritual and
existential concerns and sensitivities of patients based on an
understanding of the broader communities and relational contexts
within which these concerns inhere and evolve. Accordingly, PAT
clinicians should be trained to recognize and respond to SERT con-
cerns in a culturally sensitive and supportive way. This means not
only responding to the needs of religious and atheist patients, but
also addressing the real possibility of challenges associated with
religion, including harms that patients may have experienced
in association with religion or spirituality. Following Palitsky and
Kaplan’s32 application of the cultural competence principles intro-
duced more broadly by Whaley and Davis,47 PAT should recognize
“that individuals’ religious priorities (a) reflect their embedded-
ness in a culture and community and represent adaptive potential;
(b) should inform interventions that stand to interact with these
priorities; and … (c) approaches for effectively working with par-
ticipants’ diverse religious commitments should be incorporated
into the … interventionist’s repertoire.”32(p2080) The objectives
that follow provide some strategies for putting these principles
into action in PAT.

Figure. Integrating Spiritual, Existential, Religious, and Theological (SERT) Domains in Psychedelic-Assisted Therapy (PAT)

Cultural/historical
factors

SERT influence:

Impact of social group

Global meanings

Attachment, support

Beliefs about self, world

Developmental
determinants

Illness interpretation
idioms of distress

1

5

Sociocultural context

Community

Global worldview

Social
relationships

Beliefs

History

Symptoms

Patient

2

Examples of PAT tailoring

Emphasize epistemic humility
with religious minority patients

Tartet internalized religious
stigma with LGBTQ + clients

Address discrepancy of atheist’s
worldview and spiritual experience

Support relationship with God
or relationships deemed sacred

Help patients who disaffiliate from
a faith navigate meanings post-PAT

Discuss SERT experience in light
of past religious abuse

Engage patient’s theological
meanings of depression

symptoms

6

Tailoring PAT

Adapt to patient
structural context

Enlist community support
Address stigma

Address meaning
disruption

Relational SERT
interventions

Respond to patient
beliefs

Address developmental
SERT influences

Engage SERT understanding
of psychopathology

for patient

Safety
Identify and

address SERT risks
and vulnerabilities

4

Assessment

3

Monitor and
address

SERT-relevant
distress and

adverse events
8

Preparation Dosing Integration 7

A framework for SERT-integrated PAT is illustrated here, focusing on different
stages of the therapy. (1) Patient factors relevant to biopsychosocial-spiritual
treatment are represented, beginning with idiopathic presentation of
symptoms and extending through the broader sociocultural context of the
patient’s life. (2) SERT influences operating on each of these patient factors are
highlighted. These SERT influences are a focus for psychological assessment (3),
which seeks to identify the ways in which SERT concerns are pertinent for
patients with any religious or nonreligious worldview. Information gathered
from this assessment can be used to improve the safety of the intervention (4),
identifying potential areas of vulnerability (eg, spiritual struggle, religious abuse,
stigma), and ensuring the patient is supported in those areas. The assessment

also informs treatment planning and tailoring the PAT (5) to incorporate SERT
issues that relate to different patient factors. (6) Further examples of tailoring
relevant to each patient factor are provided to the right (eg, at the community
level, a client who is lesbian, gay, bisexual, transgender, queer or questioning,
and more [LGBTQ+] who are part of a nonaffirming religious congregation is at
greater risk for religious struggle; this aspect of community may be balanced by
affirming spiritual health clinicians). Tailoring can inform each stage of therapy,
including (7) preparation, dosing, and integration. (8) SERT-relevant distress
and adverse effects are monitored throughout the process and addressed
within or after the therapy as appropriate.
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Clinician Competence and Personnel Selection
Clinicians who offer PAT should be competent in providing culturally
sensitive and SERT-integrated treatment, consistent with standards
recommended by Vieten and Lukoff.31 Unfortunately, this is rarely
addressed in the training of mental health clinicians. In a study of
550 US mental health clinicians, nearly 70% reported that they did
not have any training in the diversity area of religious and spiritual
competence.48 Even PAT training curricula rarely devote more than
a few hours to SERT-relevant issues. For this reason, we recommend
collaborative approaches to care that draw on the expertise of men-
tal health and spiritual health clinicians, partnered with the pa-
tient(s) as stakeholders in providing culturally appropriate treat-
ment. Leveraging a triad model (patient, mental health clinician,
spiritual health clinician) is consistent with current best practices in
PAT (which typically recommend cotherapists instead of a singular
therapist), while also providing complementary expertise among per-
sonnel. In therapist selection, it is important to acknowledge that,
although patient-clinician match on religious affiliation is not related
to outcomes on aggregate,49 patients may have preferences for or
against clinicians from specific backgrounds, which are important in
treatment planning considerations as well as considerations of eth-
nic and racial, cultural, gender, and other attributes of clinicians that
can facilitate treatment alliance and patient safety.

Board-certified spiritual health clinicians (also referred to as
chaplains) already hold credentials that make them valuable mem-
bers of a PAT therapeutic team. Indeed, spiritual health clinicians are
trained to respond to SERT-relevant distress among religiously di-
verse and nonreligious patient populations in collaboration with in-
terdisciplinary medical teams to serve the needs of patients across
a range of medical conditions.50 Strong evidence supports the ef-
ficacy of spiritual health clinicians at ameliorating psychospiritual
distress.51 Training of spiritual health clinicians involves at least 3 years
post–master’s degree clinical experience, including a minimum of
1600 hours of clinical training in an Association for Clinical Pastoral
Education–accredited yearlong health care residency and a certifi-
cation process involving multiple committee appearances and
position papers. Spiritual health clinician professional competen-
cies include respecting the cultural, gender, sexual orientation, and
religious diversity and differences of patients.52 Trained to work as
members of multidisciplinary teams, spiritual health clinicians are
natural partners for developing and providing SERT-integrated care.
We recommend that SERT-integrated PAT include board-certified
spiritual health clinicians as members of the clinical treatment team.

Appropriate Assessment
Assessments used in PATs vary extensively,53 especially with re-
gard to SERT concerns. Appropriate assessment is a key part of the
therapy and is aligned with the knowledge and skills domains of spiri-
tual and religious competencies for psychologists.31 Assessments
should include not only present-day religious beliefs or spiritual goals,
but history taking, strengths assessment, and patient preferences.
Established clinical assessments such as the Faith, Importance/
Influence, Community, and Address Spiritual History Tool54 should
be incorporated as an initial step in PAT, but importantly, these should
be conducted iteratively in a way that informs dynamic aspects of
the treatment and postpsychedelic dosing integration work. Sev-
eral PATs, such as ketamine-enhanced psychotherapy, already in-
corporate extensive assessment of patients’ SERT concerns and

histories,22 although guidelines for such assessment have not been
standardized, which is a vital aim for future research.

Safety
PATs often engage, and even challenge, various aspects of patients’
worldviews. This may contribute to their effectiveness but can incur
additional vulnerabilities if the therapy does not go well. Experiences
that impact global worldviews, such as PAT, can contribute to chal-
lenges if they are difficult to reconcile with existing worldviews and
may require specialized support for integration.55 Because existen-
tial worldviews are an important coping resource, struggles related
to worldviews can constitute a double challenge comprising initial
distress56 coupled with reduction in the coping resources that would
otherwise help manage the distress.57 For this reason, it is important
to ensure that SERT-relevant concerns are addressed as part of safety
considerations, including ensuring that patients have support in mak-
ing sense of worldview-related struggles. Relatedly, it is important to
recognize that while psychedelics may independently affect patient
worldviews, respect for patients’ autonomy and dignity requires that
clinicians take patients’ intentions and commitments seriously dur-
ing PAT. It is important to attend to cultural biases (eg, toward individu-
alism or secularism) in contemporary Western therapies and to ensure
that clinicians act with responsibility and fidelity to patients’ values and
preferences. The power dynamics of medical patient-clinician relation-
ships, when coupled with the effects of psychedelics, may exacerbate
challenges to patient autonomy (eg, acquiescing to explicit or implicit
expectations in treatment) and should be top of mind for clinicians.
This may require specialized training and expertise, such as that re-
ceived by spiritual health clinicians or mental health clinicians skilled
in multicultural and culturally competent therapies. Particular atten-
tion should be paid to the inadvertent, or deliberate, imposition of
clinicians’ worldviews onto patients either through the structure
of a therapy or specific actions undertaken by clinicians.

At this stage of psychedelic research, it seems prudent to fol-
low the guidelines set out by Britton and colleagues,58 specifically
that (1) adverse event assessment should be in-depth and tailored
and (2) it should seek to identify and address SERT-relevant conse-
quences, as attested by the patient, minimizing any interpretative
framing by the interventionist. The psychological impacts of psy-
chedelics are often multifaceted, including aspects of worldview and
self-concept, and are not limited to the mental health symptoms tar-
geted by an intervention. Accordingly, assessment of PAT adverse
effects should not be restricted to standard pharmaceutical trial-
type reporting but should include SERT-associated effects which,
while not explicitly emotionally or physically harmful in traditional
medical models, may nevertheless adversely impact patients’ lives
in unforeseeable ways in both the short- and long-term. SERT inte-
gration in PAT should facilitate definition, assessment, monitoring,
and response to SERT-related adverse effects, which may be missed
without deliberate attention to SERT issues.

Evidence-Based SERT Integration
It is important to use the best available evidence to guide SERT-
integrated PAT. Although research in this area is growing, treat-
ment developers and clinicians must currently integrate multiple
kinds of evidence because clinical trials are not available for every
treatment question, let alone to provide data syntheses to guide best
practices. This special communication has reviewed evidence re-
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garding practices in PAT alongside evidence from parallel areas such
as spiritually integrated psychotherapy. However, guidance based
on rigorous and systematic study of SERT components in PAT is yet
to be achieved. For example, discrete components of the behav-
ioral therapies in PAT have yet to be identified or tested via disman-
tling studies, a crucial area for future research. Similarly, there is not
enough evidence to determine whether SERT integration is best
achieved through add-on modules to existing therapies for pa-
tients for whom this topic is salient or whether spirituality should
be incorporated as a core component of PAT.

The emergence of SERT-relevant concerns for patients under-
going PAT may have a range of consequences. We do not suggest
that SERT experiences are always positive. SERT, like any issue with
sensitivity, cultural significance, and importance to a patient, may
reveal struggles, challenges, or undesired consequences for the pa-
tient. For example, a patient who is religious may respond to a chal-
lenging psychedelic experience by forming maladaptive religious ap-
praisals, (eg, feeling abandoned or punished by God),59 which may
contribute to poorer outcomes. Some patients may prefer to not con-
sider their experience in light of religion or spirituality; appropriate
assessment and a SERT-integrated response would mean recogniz-
ing this preference and honoring it. Rather than cheerleading uni-
form inclusion of religion in psychotherapy, we suggest applying

empirical, evidence-based practices that can assess the benefits
and harms of different approaches to SERT in PAT to maximize the
former and minimize the latter.

Conclusion
Because PATs often activate SERT issues, addressing these aspects
of treatment skillfully and intentionally is especially important for
therapies involving psychedelics. PAT has broad potential to re-
duce human suffering, but its successful application will require
deeper understanding of the growth-mediating effects of SERT ex-
periences stemming from psychedelic treatment, as well as their po-
tential harms. We recommend carrying forward the existing com-
petencies outlined for spiritually integrated psychotherapy31 into the
specialized approaches used in PAT. Ignoring these key aspects of
psychedelic treatment does not render PATs secular or neutral to
SERT but instead relegates the management of messages about spiri-
tual, cultural, and existential priorities to the subtext of the inter-
vention. Explicitly incorporating SERT considerations via appropri-
ately trained clinicians conducting PAT will maximize the efficacy of
the interventions and enhance their safety in this important yet
underacknowledged cultural domain.

ARTICLE INFORMATION

Accepted for Publication: April 6, 2023.

Published Online: May 31, 2023.
doi:10.1001/jamapsychiatry.2023.1554

Author Affiliations: Emory Center for Psychedelics
and Spirituality, Emory University, Atlanta, Georgia
(Palitsky, Kaplan, Zarrabi, Maples-Keller, Grant,
Dunlop, Raison); Department of Spiritual Health,
Emory University Woodruff Health Sciences Center,
Atlanta, Georgia (Palitsky, Kaplan, Peacock, Zarrabi,
Grant, Raison); Department of Family and
Preventive Medicine, Emory University School
of Medicine, Atlanta, Georgia (Kaplan); Winship
Cancer Institute, Emory University, Atlanta, Georgia
(Peacock); Division of Palliative Medicine,
Department of Family and Preventive Medicine,
Emory University School of Medicine, Atlanta,
Georgia (Zarrabi); Department of Psychiatry and
Behavioral Sciences, Emory University School of
Medicine, Atlanta, Georgia (Maples-Keller, Dunlop);
Nell Hodgson School of Nursing, Emory University,
Atlanta, Georgia (Grant).

Author Contributions: Drs Palitsky and Raison had
full access to all of the information in the study and
take responsibility for the integrity of the study
and the accuracy of the analysis.
Concept and design: All authors.
Acquisition, analysis, or interpretation of data:
Palitsky, Zarrabi, Grant, Raison.
Drafting of the manuscript: Palitsky, Kaplan, Zarrabi,
Maples-Keller, Raison.
Critical revision of the manuscript for important
intellectual content: All authors.
Administrative, technical, or material support:
Palitsky, Grant.
Supervision: Palitsky, Peacock, Raison.
Other: Maples-Keller.

Conflict of Interest Disclosures: Dr Maples-Keller
reported grants from Multidisciplinary Association
of Psychedelic Studies and personal fees from
COMPASS Pathways outside the submitted work.

Dr Dunlop reported grants from Compass
Pathways, Usona Institute, and Boehringer
Ingelheim and personal fees from Otsuka,
NRx Pharmaceuticals, Sage, Cerebral Therapeutics,
and Myriad Neuroscience outside the submitted
work. Dr Raison reported personal fees from
Emory Healthcare during the conduct of the study
and personal fees from Usona Institute, Novartis,
and Sage/Biogen outside the submitted work. All
authors on this manuscript are affiliated with
Emory University’s Center for Psychedelics and
Spirituality, among other affiliations. This center
was formed in part to investigate and address how
psychedelic care can respond to the increasing
evidence of the relevance of spiritual, cultural, and
existential issues to PAT. The present manuscript
represents concerns and arguments that emerged
out of deliberation on this topic by the authors, and
may represent an intellectual conflict of interest
because of our affiliation with the center and its
mission. No authors receive financial benefit from
this affiliation. No other disclosures were reported.

REFERENCES

1. Carhart-Harris RL, Goodwin GM. The therapeutic
potential of psychedelic drugs: past, present, and
future. Neuropsychopharmacology. 2017;42(11):
2105-2113. doi:10.1038/npp.2017.84

2. Beckman M, Poulsen S, Doss M, Stenbæk DS.
The psychotherapeutic framing of psychedelic drug
administration. Front Psychol. 2023;14:1121234.
doi:10.3389/fpsyg.2023.1121234

3. Sandage SJ, Rupert D, Stavros GS, Devor NG.
Relational Spirituality in Psychotherapy: Healing
Suffering and Promoting Growth. American
Psychological Association; 2020.

4. Pedersen W, Copes H, Gashi L. Narratives of the
mystical among users of psychedelics. Acta Sociol.
2021;64(2):230-246. doi:10.1177/
0001699320980050

5. Ko K, Knight G, Rucker JJ, Cleare AJ.
Psychedelics, mystical experience, and therapeutic

efficacy: a systematic review. Front Psychiatry.
2022;13:917199. doi:10.3389/fpsyt.2022.917199

6. Sullivan D, Palitsky R. An existential
psychological perspective on the human
essence.In: The Oxford Handbook of the Human
Essence. Oxford University Press; 2018:21-34.

7. Hartogsohn I. The meaning-enhancing
properties of psychedelics and their mediator role
in psychedelic therapy, spirituality, and creativity.
Front Neurosci. 2018;12:129. doi:10.3389/fnins.
2018.00129

8. Balboni MJ, Puchalski CM, Peteet JR.
The relationship between medicine, spirituality and
religion: three models for integration. J Relig Health.
2014;53(5):1586-1598. doi:10.1007/s10943-014-
9901-8

9. Kazdin AE. Mediators and mechanisms of
change in psychotherapy research. Annu Rev Clin
Psychol. 2007;3:1-27. doi:10.1146/annurev.clinpsy.3.
022806.091432

10. Barrett FS, Griffiths RR. Classic hallucinogens
and mystical experiences: phenomenology and
neural correlates. In: Halberstadt AL, Vollenweider
FX, Nichols DE, eds. Behavioral Neurobiology of
Psychedelic Drugs: Current Topics in Behavioral
Neurosciences. Springer; 2018:393-430.
doi:10.1007/7854_2017_474

11. Romeo B, Hermand M, Pétillion A, Karila L,
Benyamina A. Clinical and biological predictors
of psychedelic response in the treatment of
psychiatric and addictive disorders: a systematic
review. J Psychiatr Res. 2021;137:273-282.
doi:10.1016/j.jpsychires.2021.03.002

12. Breeksema JJ, van Elk M. Working with
weirdness: a response to “moving past mysticism
in psychedelic science”. ACS Pharmacol Transl Sci.
2021;4(4):1471-1474. doi:10.1021/acsptsci.1c00149

13. Timmermann C, Kettner H, Letheby C,
Roseman L, Rosas FE, Carhart-Harris RL.
Psychedelics alter metaphysical beliefs. Sci Rep.
2021;11(1):22166. doi:10.1038/s41598-021-01209-2

Clinical Review & Education Special Communication Spiritual, Existential, Religious, and Theological Components in Psychedelic-Assisted Therapies

E6 JAMA Psychiatry Published online May 31, 2023 (Reprinted) jamapsychiatry.com

© 2023 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Emory University User  on 05/31/2023

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamapsychiatry.2023.1554?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapsychiatry.2023.1554
https://dx.doi.org/10.1038/npp.2017.84
https://dx.doi.org/10.3389/fpsyg.2023.1121234
https://dx.doi.org/10.1177/0001699320980050
https://dx.doi.org/10.1177/0001699320980050
https://dx.doi.org/10.3389/fpsyt.2022.917199
https://dx.doi.org/10.3389/fnins.2018.00129
https://dx.doi.org/10.3389/fnins.2018.00129
https://dx.doi.org/10.1007/s10943-014-9901-8
https://dx.doi.org/10.1007/s10943-014-9901-8
https://dx.doi.org/10.1146/annurev.clinpsy.3.022806.091432
https://dx.doi.org/10.1146/annurev.clinpsy.3.022806.091432
https://dx.doi.org/10.1007/7854_2017_474
https://dx.doi.org/10.1016/j.jpsychires.2021.03.002
https://dx.doi.org/10.1021/acsptsci.1c00149
https://dx.doi.org/10.1038/s41598-021-01209-2
http://www.jamapsychiatry.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapsychiatry.2023.1554


14. Letheby C. Philosophy of Psychedelics. Oxford
University Press; 2021. doi:10.1093/med/
9780198843122.001.0001

15. Olson DE. The subjective effects of
psychedelics may not be necessary for their
enduring therapeutic effects. ACS Pharmacol Transl
Sci. 2020;4(2):563-567. doi:10.1021/acsptsci.0c00192

16. Tribl GG, Wetter TC, Schredl M. Dreaming under
antidepressants: a systematic review on evidence
in depressive patients and healthy volunteers. Sleep
Med Rev. 2013;17(2):133-142. doi:10.1016/j.smrv.
2012.05.001

17. Cavarra M, Falzone A, Ramaekers JG,
Kuypers KPC, Mento C. Psychedelic-assisted
psychotherapy: a systematic review of associated
psychological interventions. Front Psychol. 2022;13:
887255. doi:10.3389/fpsyg.2022.887255

18. Rothberg RL, Azhari N, Haug NA, Dakwar E.
Mystical-type experiences occasioned by ketamine
mediate its impact on at-risk drinking: results from
a randomized, controlled trial. J Psychopharmacol.
2021;35(2):150-158. doi:10.1177/0269881120970879

19. Carhart-Harris RL, Bolstridge M, Day CMJ, et al.
Psilocybin with psychological support for
treatment-resistant depression: six-month
follow-up. Psychopharmacology (Berl). 2018;235
(2):399-408. doi:10.1007/s00213-017-4771-x

20. Roseman L, Nutt DJ, Carhart-Harris RL.
Quality of acute psychedelic experience predicts
therapeutic efficacy of psilocybin for
treatment-resistant depression. Front Pharmacol.
2018;8:974. doi:10.3389/fphar.2017.00974

21. Ross S, Bossis A, Guss J, et al. Rapid and
sustained symptom reduction following psilocybin
treatment for anxiety and depression in patients
with life-threatening cancer: a randomized
controlled trial. J Psychopharmacol. 2016;30(12):
1165-1180. doi:10.1177/0269881116675512

22. Kolp E, Young S, Freidman H, Krupirsky E,
Jansen K, O’Connor LA. Ketamine-enhanced
psychotherapy: preliminary clinical observations on
its effects in treating death anxiety. Int J Transpers
Stud. 2007;26(1). doi:10.24972/ijts.2007.26.1.1

23. Wolfson P, Hartelius G. The Ketamine Papers:
Science, Therapy, and Transformation.
Multidisciplinary Association for Psychedelic
Studies;2016.

24. Carhart-Harris RL, Kaelen M, Whalley MG,
Bolstridge M, Feilding A, Nutt DJ. LSD enhances
suggestibility in healthy volunteers.
Psychopharmacology (Berl). 2015;232(4):785-794.
doi:10.1007/s00213-014-3714-z

25. Johnson MW. Consciousness, religion, and
gurus: pitfalls of psychedelic medicine. ACS
Pharmacol Transl Sci. 2020;4(2):578-581.
doi:10.1021/acsptsci.0c00198

26. Yaden DB, Earp D, Graziosi M,
Friedman-Wheeler D, Luoma JB, Johnson MW.
Psychedelics and psychotherapy:
cognitive-behavioral approaches as default. Front
Psychol. 2022;13:873279. doi:10.3389/fpsyg.2022.
873279

27. Goodman DM. The McDonaldization of
psychotherapy: processed foods, processed
therapies, and economic class. Theory Psychol.
2016;26(1):77-95. doi:10.1177/0959354315619708

28. Renfrey GS. Cognitive-behavior therapy and
the native American client. Behav Ther. 1992;23(3):
321-340. doi:10.1016/S0005-7894(05)80161-3

29. Wendt DC, Huson K, Albatnuni M, Gone JP.
What are the best practices for psychotherapy
with indigenous peoples in the United States and

Canada? A thorny question. J Consult Clin Psychol.
2022;90(10):802-814. doi:10.1037/ccp0000757

30. Gonsiorek JC, Richards PS, Pargament KI,
McMinn MR. Ethical challenges and opportunities
at the edge: Incorporating spirituality and religion
into psychotherapy. Prof Psychol Res Pr. 2009;40:
385-395. doi:10.1037/a0016488

31. Vieten C, Lukoff D. Spiritual and religious
competencies in psychology. Am Psychol. 2022;77
(1):26-38. doi:10.1037/amp0000821

32. Palitsky R, Kaplan DM. The Role of religion
for mindfulness-based interventions: implications
for dissemination and implementation. Mindfulness.
2021;12(8):2076-2089. doi:10.1007/s12671-019-
01253-0

33. Captari LE, Hook JN, Hoyt W, Davis DE,
McElroy-Heltzel SE, Worthington EL Jr.
Integrating clients’ religion and spirituality within
psychotherapy: a comprehensive meta-analysis.
J Clin Psychol. 2018;74(11):1938-1951. doi:10.1002/
jclp.22681

34. Hook JN, Worthington EL Jr, Davis DE,
Jennings DJ II, Gartner AL, Hook JP. Empirically
supported religious and spiritual therapies. J Clin
Psychol. 2010;66(1):46-72. doi:10.1002/jclp.20626

35. Captari LE, Sandage SJ, Vandiver RA. Spiritually
integrated psychotherapies in real-world clinical
practice: synthesizing the literature to identify
best practices and future research directions.
Psychotherapy (Chic). 2022;59(3):307-320.
doi:10.1037/pst0000407

36. Kruizinga R, Hartog ID, Jacobs M, et al.
The effect of spiritual interventions addressing
existential themes using a narrative approach
on quality of life of cancer patients: a systematic
review and meta-analysis. Psychooncology. 2016;25
(3):253-265. doi:10.1002/pon.3910

37. Puchalski C, Ferrell B, Virani R, et al. Improving
the quality of spiritual care as a dimension of
palliative care: the report of the Consensus
Conference. J Palliat Med. 2009;12(10):885-904.
doi:10.1089/jpm.2009.0142

38. Ross S, Agrawal M, Griffiths RR, Grob C,
Berger A, Henningfield JE. Psychedelic-assisted
psychotherapy to treat psychiatric and existential
distress in life-threatening medical illnesses and
palliative care. Neuropharmacology. 2022;216:109174.
doi:10.1016/j.neuropharm.2022.109174

39. Whitley R. Religious competence as cultural
competence. Transcult Psychiatry. 2012;49(2):245-
260. doi:10.1177/1363461512439088

40. Schlag AK, Aday J, Salam I, Neill JC, Nutt DJ.
Adverse effects of psychedelics: From anecdotes
and misinformation to systematic science.
J Psychopharmacol. 2022;36(3):258-272.
doi:10.1177/02698811211069100

41. Petersen R. A theological reckoning with ‘bad
trips.’ Harvard Divinity Bulletin. Accessed April 20,
2023. https://bulletin.hds.harvard.edu/a-
theological-reckoning-with-bad-trips/

42. Dyck E, Elcock C. Reframing bummer trips:
scientific and cultural explanations to adverse
reactions to psychedelic drug use. Soc Hist Alcohol
Drugs. 2020;34(2):271-296. doi:10.1086/707512

43. Gashi L, Sandberg S, Pedersen W. Making “bad
trips” good: how users of psychedelics narratively
transform challenging trips into valuable
experiences. Int J Drug Policy. 2021;87:102997.
doi:10.1016/j.drugpo.2020.102997

44. Watts R, Luoma JB. The use of the
psychological flexibility model to support

psychedelic assisted therapy. J Contextual Behav Sci.
2020;15:92-102. doi:10.1016/j.jcbs.2019.12.004

45. Pargament KI. Spiritually Integrated
Psychotherapy: Understanding and Addressing
the Sacred. Guilford Press; 2011.

46. Pargament KI, Murray-Swank NA,
Tarakeshwar N. An empirically-based rationale for
a spiritually-integrated psychotherapy. Ment Health
Relig Cult. 2005;8(3):155-165. doi:10.1080/
13694670500138940

47. Whaley AL, Davis KE. Cultural competence and
evidence-based practice in mental health services:
a complementary perspective. Am Psychol. 2007;
62(6):563-574. doi:10.1037/0003-066X.62.6.563

48. Oxhandler HK, Pargament KI. Measuring
religious and spiritual competence across helping
professions: previous efforts and future directions.
Spiritual Clin Pract. 2018;5:120-132. doi:10.1037/
scp0000149

49. Cummings JP, Ivan MC, Carson CS, Stanley MA,
Pargament KI. A systematic review of relations
between psychotherapist religiousness/spirituality
and therapy-related variables. Spiritual Clin Pract.
2014;1(2):116-132. doi:10.1037/scp0000014

50. Pesut B, Sinclair S, Fitchett G, Greig M, Koss SE.
Health care chaplaincy: a scoping review of the
evidence 2009-2014. J Health Care Chaplain. 2016;
22(2):67-84. doi:10.1080/08854726.2015.1133185

51. Kirchoff RW, Tata B, McHugh J, et al. Spiritual
care of inpatients focusing on outcomes and the
role of chaplaincy services: a systematic review.
J Relig Health. 2021;60(2):1406-1422. doi:10.1007/
s10943-021-01191-z

52. Board of Chaplaincy Certification Inc. Common
qualifications and competencies for professional
chaplains. Accessed April 20, 2023. https://www.
apchaplains.org/wp-content/uploads/2022/05/
2017-Common-Qualifications-and-Competencies-
for-Professional-Chaplains.pdf

53. Herrmann Z, Earleywine M, De Leo J,
Slabaugh S, Kenny T, Rush AJ. Scoping review of
experiential measures from psychedelic research
and clinical trials. J Psychoactive Drugs. 2022;0(0):
1-17. doi:10.1080/02791072.2022.2125467

54. Puchalski C, Romer AL. Taking a spiritual
history allows clinicians to understand patients
more fully. J Palliat Med. 2000;3(1):129-137.
doi:10.1089/jpm.2000.3.129

55. Bathje GJ, Majeski E, Kudowor M. Psychedelic
integration: An analysis of the concept and
its practice. Front Psychol. 2022;13:824077.
doi:10.3389/fpsyg.2022.824077

56. Exline JJ, ed. Religious and spiritual struggles.
In: APA Handbook of Psychology, Religion, and
Spirituality (Vol 1): Context, Theory, and Research.
American Psychological Association;2013:459-475.
doi:10.1037/14045-025

57. Lindahl JR, Palitsky R, Cooper DJ, Britton WB.
The roles and impacts of worldviews in the context
of meditation-related challenges. Transcultural
Psychiatry. Published online December 7, 2022.
doi:10.1177/13634615221128679

58. Britton WB, Lindahl JR, Cooper DJ, Canby NK,
Palitsky R. Defining and measuring
meditation-related adverse effects in
mindfulness-based programs. Clin Psychol Sci.
Published online May 18, 2021. doi:10.1177/
2167702621996340

59. Pargament KI, Smith BW, Koenig HG, Perez L.
Patterns of positive and negative religious coping
with major life stressors. J Sci Study Relig. 1998;37
(4):710-724. doi:10.2307/1388152

Spiritual, Existential, Religious, and Theological Components in Psychedelic-Assisted Therapies Special Communication Clinical Review & Education

jamapsychiatry.com (Reprinted) JAMA Psychiatry Published online May 31, 2023 E7

© 2023 American Medical Association. All rights reserved.

Downloaded From: https://jamanetwork.com/ by a Emory University User  on 05/31/2023

https://dx.doi.org/10.1093/med/9780198843122.001.0001
https://dx.doi.org/10.1093/med/9780198843122.001.0001
https://dx.doi.org/10.1021/acsptsci.0c00192
https://dx.doi.org/10.1016/j.smrv.2012.05.001
https://dx.doi.org/10.1016/j.smrv.2012.05.001
https://dx.doi.org/10.3389/fpsyg.2022.887255
https://dx.doi.org/10.1177/0269881120970879
https://dx.doi.org/10.1007/s00213-017-4771-x
https://dx.doi.org/10.3389/fphar.2017.00974
https://dx.doi.org/10.1177/0269881116675512
https://dx.doi.org/10.24972/ijts.2007.26.1.1
https://dx.doi.org/10.1007/s00213-014-3714-z
https://dx.doi.org/10.1021/acsptsci.0c00198
https://dx.doi.org/10.3389/fpsyg.2022.873279
https://dx.doi.org/10.3389/fpsyg.2022.873279
https://dx.doi.org/10.1177/0959354315619708
https://dx.doi.org/10.1016/S0005-7894(05)80161-3
https://dx.doi.org/10.1037/ccp0000757
https://dx.doi.org/10.1037/a0016488
https://dx.doi.org/10.1037/amp0000821
https://dx.doi.org/10.1007/s12671-019-01253-0
https://dx.doi.org/10.1007/s12671-019-01253-0
https://dx.doi.org/10.1002/jclp.22681
https://dx.doi.org/10.1002/jclp.22681
https://dx.doi.org/10.1002/jclp.20626
https://dx.doi.org/10.1037/pst0000407
https://dx.doi.org/10.1002/pon.3910
https://dx.doi.org/10.1089/jpm.2009.0142
https://dx.doi.org/10.1016/j.neuropharm.2022.109174
https://dx.doi.org/10.1177/1363461512439088
https://dx.doi.org/10.1177/02698811211069100
https://bulletin.hds.harvard.edu/a-theological-reckoning-with-bad-trips/
https://bulletin.hds.harvard.edu/a-theological-reckoning-with-bad-trips/
https://dx.doi.org/10.1086/707512
https://dx.doi.org/10.1016/j.drugpo.2020.102997
https://dx.doi.org/10.1016/j.jcbs.2019.12.004
https://dx.doi.org/10.1080/13694670500138940
https://dx.doi.org/10.1080/13694670500138940
https://dx.doi.org/10.1037/0003-066X.62.6.563
https://dx.doi.org/10.1037/scp0000149
https://dx.doi.org/10.1037/scp0000149
https://dx.doi.org/10.1037/scp0000014
https://dx.doi.org/10.1080/08854726.2015.1133185
https://dx.doi.org/10.1007/s10943-021-01191-z
https://dx.doi.org/10.1007/s10943-021-01191-z
https://www.apchaplains.org/wp-content/uploads/2022/05/2017-Common-Qualifications-and-Competencies-for-Professional-Chaplains.pdf
https://www.apchaplains.org/wp-content/uploads/2022/05/2017-Common-Qualifications-and-Competencies-for-Professional-Chaplains.pdf
https://www.apchaplains.org/wp-content/uploads/2022/05/2017-Common-Qualifications-and-Competencies-for-Professional-Chaplains.pdf
https://www.apchaplains.org/wp-content/uploads/2022/05/2017-Common-Qualifications-and-Competencies-for-Professional-Chaplains.pdf
https://dx.doi.org/10.1080/02791072.2022.2125467
https://dx.doi.org/10.1089/jpm.2000.3.129
https://dx.doi.org/10.3389/fpsyg.2022.824077
https://dx.doi.org/10.1037/14045-025
https://dx.doi.org/10.1177/13634615221128679
https://dx.doi.org/10.1177/2167702621996340
https://dx.doi.org/10.1177/2167702621996340
https://dx.doi.org/10.2307/1388152
http://www.jamapsychiatry.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapsychiatry.2023.1554

