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Working Draft — Not for Distribution


This volume is a working draft. It is provided to a limited audience for editorial review and feedback only.

It is not for distribution, sale, citation, quotation, or sharing in any form.

The text, structure, citations, and editorial decisions are subject to revision before publication. Footnote numbers, citation forms, chapter cross-references, and even chapter ordering may change between drafts. No part of this draft should be quoted in published or public-facing work.


Industry convention

In trade publishing, manuscripts at successive stages of completion are circulated under specific notations, each with a defined audience and a different level of textual finality. Knowing which stage a draft occupies clarifies what kind of feedback is appropriate.


	Working draft. A pre-revision manuscript shared with the editor, co-authors, and a small circle of early readers. The text is provisional; whole sections may be cut, rewritten, or re-ordered before the next stage. Substantive feedback on argument, structure, framing, sourcing, and accuracy is welcome. This volume is at this stage.

	Uncorrected proof. A near-final manuscript shared with reviewers and a wider editorial circle. The text is essentially settled; expected feedback is on factual errors, copy-editing issues, and last-pass concerns. Often labeled “uncorrected proof — not for sale.”

	Advance reading copy (ARC). A polished pre-publication copy distributed to long-lead reviewers, booksellers, blurbers, and trade-press contacts. Distinguished from the finished book primarily by labeling and the absence of a final ISBN. Often marked “advance reading copy — not for resale.”



A working draft is not yet evidence of how the published book will read. Treat any quotation, claim, or citation found here as subject to revision; verify against the published edition before relying on it.



Revision history

v1.02 · 2026-06-06 · Prose pass.


	Contrastive-reframe negation (the “X, not Y” antithesis) recast to affirmative throughout, with no substitute negation introduced; verified volume-wide.

	Full copyedit: humanizer-v2 (AI-pattern and register cleanup) then professional proofreading (grammar, punctuation, mechanics). Citations verified intact.



v1.01 · 2026-05-15


	Targeted restoration of approved technical terms with first-mention glosses, refining the v1.00 strip pass toward a calibration the user described as scientific literacy with hand-holding rather than blanket simplification. Approximately 48 surgical edits across eleven chapters restore: 5-HT2A (the serotonin 2A receptor — the same subtype that mediates psilocybin and LSD); cytochrome P450 / CYP2D6 / CYP3A4 (the cytochrome P450 family of liver enzymes — the body’s main drug-metabolism workforce — and specifically CYP2D6, the variant that handles codeine, many common antidepressants, and the conversion of ibogaine to its long-lived metabolite noribogaine); hERG channel (a potassium channel in the heart muscle whose blockade slows electrical recovery between beats and lengthens the QT interval); kappa-opioid and mu-opioid receptors (with their dysphoria-vs-euphoria and morphine-receptor glosses on first chapter mention); TrkB (the receptor BDNF binds to trigger neural plasticity); structural plasticity (the physical growth of new synaptic connections — where context is specifically synaptic-growth, not general plasticity); the default mode network (DMN) (the brain’s resting-state midline network associated with self-referential thought and mind-wandering); the medial prefrontal cortex (mPFC) (the front-and-center region most consistently implicated in self-related cognition); the HPA (hypothalamic-pituitary-adrenal) axis (the brain-and-hormones system that runs the body’s stress response). Each term gets its full gloss in the pharmacology chapter (Ch04), shorter Chapter-4 back-reference on first mention in later chapters, and bare term thereafter.

	Discipline: per-chapter “first mention” rule (not series-wide) preserves intelligibility for readers who skip between chapters. The pharmacology chapter establishes the full glosses; later chapters anchor back to Chapter 4 with abbreviated form. Lipophilic (stays “fat-soluble”) and tachyphylaxis (stays “rapid tolerance buildup”) are NOT restored — per the same conversation, these read more naturally as plain English. Hunter-criteria clinical-syndrome vocabulary (clonus, diaphoresis, hyperreflexia, hypertonia, toxidrome) also stays in plain English per the v1.00 decision. Statistical shorthand (Cohen’s d, p-values, AUC, Cmax, ICH E14) likewise remains stripped in body prose, preserved in figure captions.

	Per-chapter restoration totals: Ch03 2, Ch04 9, Ch05 4, Ch06 9, Ch07 2, Ch10 4, Ch11 3, Ch12 4, Ch14 8, Ch16 1, Ch17 3. Six chapters (Ch01, Ch02, Ch08, Ch09, Ch13, Ch15) carried no anchor patterns from the strip pass and needed no restoration. All inline Chicago (Author Year) citations preserved (the volume’s 446-citation count, zero-missing-citation state from v1.00 carries through). Figure captions, verbatim quoted text, all Bwiti / ethnographic vocabulary preserved unchanged.



v1.00 · 2026-05-15


	Volume-wide technical-term softening pass for broader readership. Approximately 107 surgical edits across all seventeen chapters strip pharmacology and clinical jargon that read to a small specialist minority while keeping the substance of every mechanism story intact. CYP2D6 → “the liver enzyme” (with first-mention clarifying clause about codeine and common antidepressants); hERG potassium channel → “a cardiac potassium channel” / “the heart’s potassium channel”; QTcI / QTc → “the QT interval”; kappa-opioid and mu-opioid receptor names retained with appositional gloss on first mention then shortened to “kappa receptors” / “mu receptors”; 5-HT2A dropped or rendered as “serotonin receptors” in receptor-list contexts; sigma-2 dropped where the molecule’s anti-addiction story rests on the nicotinic-receptor strand; alpha-3-beta-4 nicotinic acetylcholine receptor → “a specific nicotinic receptor subtype” / “the nicotinic-receptor subtype Glick targeted”; NMDA preserved as commonly known via ketamine; polypharmacology → “broad target profile”; polymorphic ventricular arrhythmia called torsades de pointes → “a dangerous heart rhythm called torsades de pointes”; hypokalemia / hypomagnesaemia → “low blood potassium” / “low magnesium”; cerebellar ataxia → “loss of motor coordination” / “motor incoordination”; tachyphylaxis → “rapid tolerance buildup”; lipophilic → “fat-soluble”; structural plasticity → “neural plasticity”; psychoplastogen family → “compounds that promote neural plasticity”; Spearman correlations and rho values dropped from body prose (preserved in figure captions); Cohen’s d > 2.0 → “very large effect sizes”; AUC / Cmax → “total exposure” / “peak concentration”; p < 0.0001 dropped where statistical certainty was not load-bearing; ICH E14 dropped or rendered as “regulatory thresholds”; clinical-scale acronyms (SOWS, CAPS-5, MADRS, HAM-A, WHODAS, SARA, PCL-5) spelled out on first chapter use then described as the underlying outcome (“subjective withdrawal severity,” “PTSD severity scale,” “depression scale”); EEG-band acronym peak alpha frequency → “the brain’s dominant resting rhythm”; complex pathway language in the Ch11 voacamine paragraph (PI3K/mTOR/Beclin1, EGFR, apoptosis, autophagy) replaced with plain-English mechanism descriptions. Discipline applied consistently across the volume: figure captions retain technical labels because they accompany rendered data; bibliographic paper titles in “For deeper reading” preserved verbatim per scholarly convention; verbatim quoted passages from cited authors (including Paicheler’s French quotation in Ch04) left untouched. Calibration target: an educated general reader (Pollan/Jay/Zimmer audience) should now move through the pharmacology and harm-reduction chapters without a chemistry or medicine background, while the mechanism stories themselves remain intact and intellectually honest.



v0.99 · 2026-05-15


	Line spacing in the Key Takeaways boxes and the back-matter pages (What We Don’t Yet Know, Further Reading, Bibliography) brought into alignment with body prose at line-height: 1.65 (previously 1.6 in the closing-matter boxes and 1.55 in the bibliography). The smaller font sizes in those sections remain by design (0.95em for the closing-matter boxes, 0.92em for the bibliography); only the line-spacing ratio was changed. The result is consistent vertical rhythm between body prose and the structured reference apparatus.

	Part III experiential-content chapters (Ch07 The arc of an experience and Ch08 Inside the experience) gained an italicized orientation paragraph at chapter open, sitting between the opening anchor and the first exposition paragraph. Each paragraph describes the chapter as a record of what specific researchers, ethnographers, clinicians, and participants documented in the cases the literature draws on — not as descriptions of “what often happens,” a generalization beyond what the literature can support — and contains a bold-italic skip-directive: readers preparing for their own session are advised to skip the chapter (and the companion Part III experiential chapter) and return after the experience itself, on the ground that detailed accounts of phenomenology read in advance can subtly shape what the mind reaches for during the long hours. Sentence-level prescriptive markers across both chapters (“the first wave arrives,” “by the second hour the visions have started,” “the visionary phase runs for eight to twenty hours”) softened with observational hedges that attribute the timing to the cases the literature has recorded rather than to the substance’s intrinsic behavior. Ch09 is exempt from the skip-directive — safety information is load-bearing for any prospective participant. The discipline is codified in the series’s book-structure.md Part III enforcement clause for every future volume. Added in response to reader feedback from a long-time ceremony practitioner.

	Bwiti cosmology and the “plant technology” framing added as targeted prose insertions across seven chapters, totaling roughly 1,700 new words. Ch01 §“Iboga is the religion of iboga” gained two paragraphs naming the principal pantheon figures (Nzame, Dissumba), the branch-specific elaborations (Fang, dissumba, misoko, ngenza), and the cosmological geography iboga discloses (a world above, a world below, the path along which the initiate travels). Ch02 §“Named teachers and the apprenticeship line” gained a vocabulary paragraph introducing banzi/banzie, mbandja, kombo, and nganga so subsequent chapters could deploy the terms without re-glossing. Ch05 closed with a two-sentence bridge to Ch07–Ch08’s phenomenology of autobiographical retrieval and dissociated observer position. Ch07 gained an anchor paragraph after the Mallendi édika quote that names the long visionary phase as movement through a specific cosmological geography rather than a generic altered state. Ch08 gained two paragraph-level insertions: a Bwiti-cosmology graf in “Ancestors, teachers, presences” naming what the figures are in Bwiti tradition and noting honest convergence with Western journeyer accounts, and a longer technology-framing graf at the close of “A room full of filing cabinets” synthesizing the practitioner metaphor cluster (Stein’s filing cabinets, Frank’s movie, Ravalec/Mallendi/Paicheler’s psychological inventory, Polanco’s defragmentation) against the peer-reviewed phenomenology base (Schenberg, Heink, Camlin, Rodger, Rodriguez-Cano, Dickinson) and naming the technology-vs-teacher distinction as Ch17 territory. Ch13 §“The room and what it holds” gained a paragraph naming the chapel as mbandja, the central pillar as world-axis, and the chapel architecture as cosmological diagram. Ch17 §“Open ethical and policy questions” gained an ontology-marker paragraph asking what iboga is across the volume’s registers (medicine, teacher, ancestor, technology, root, binding, path), citing the contemporary Bwiti emic technology framing (Binana 2023) and the Narby counter-position (Narby and Chanchari Pizuri 2021) without adjudicating.

	New citations added to Ch08: Binana 2023, Camlin et al. 2018, Dickinson 2023, Heink, Katsikas, and Lange-Altman 2017, Narby and Chanchari Pizuri 2021, Polanco 2023, Rodger 2018, Rodriguez-Cano et al. 2023, Schenberg et al. 2017, Strassman et al. 2008. New citations added to Ch17: Binana 2023, Dickinson 2023, Narby and Chanchari Pizuri 2021, and Texas Legislature 2025 (the last resolving a pre-existing inline-citation gap).

	Earlier in the same revision cycle: Mallendi block quotation in French with English translation added to Chapter 7 (“Bwiti initiation is a journey from birth toward death and then toward the rebirth of a new being … the world above, which is the world of the dead and of newborns”). Chapter 7 Key Takeaways reframed to foreground phenomenology over checklist-style summary. Citation metadata corrections across the volume: Bast Ch02 citation corrected; Stein author name and full title restored in Ch01, Ch07, Ch08, and Ch09; Van Veenendaal name standardization (surname prefix and given-name order) across Ch11 and Ch15. Ten missing per-chapter bibliography stubs resolved (nine van Veenendaal 2023 variants and one Stein 2017 variant), bringing the volume’s missing-footnote count to zero before this revision.

	Citation hygiene pass on the new content: Ch02 Underwood entry corrected from a fabricated “Martie Underwood / A Qualitative Analysis” record to the actual cited paper (Underwood, Bright, and Cowan 2021, “A Review of the Therapeutic Potential of Ibogaine,” matching the Ch01 entry). Ch08 residual “Peter” first-name typo at the filing-cabinet vision fixed (Holly Stein). Ch13 redundant “ICEERS 2019” cite removed from one parenthetical and re-routed to Faura and Langlois 2019 in another. Volume-wide unresolved-inline-citation count returned to zero.



v0.98 · 2026-05-15


	Seven reproduced peer-reviewed data figures added across Chapters 4, 5, 10, and 11. Figure 4.1 Knuijver CYP2D6 clearance scatter plus plasma-to-effect Spearman-rho summary. Figure 4.2 Glue 2015 paroxetine PK exposure ratios on a log scale (parent ibogaine Cmax up 26x, AUC up 66x, half-life up 4.1x, active moiety up 2x with CYP2D6 inhibition). Figure 4.3 Glue 2016 noribogaine concentration-corrected QT prolongation at 60, 120, and 180 mg single doses against ICH-E14 regulatory reference bands. Figure 5.1 Lissemore peak-alpha-frequency reduction effect sizes plus the PAF-to-PTSD-improvement correlation. Figure 10.1 Brown and Alper acute SOWS withdrawal drop and 1-to-12-month opioid-free trajectory. Figure 10.2 cross-study comparison panel for the five anchor opioid-use-disorder studies (Brown, Davis, Schenberg, Noller, Malcolm). Figure 11.1 MISTIC cohort four-scale outcome trajectory across WHODAS, CAPS-5, MADRS, and HAM-A.

	Seven load-bearing peer-reviewed PDFs added to the manual-curated source corpus: Knuijver 2024, Glue 2016 (cpdd), Glue 2015 (CYP2D6 / paroxetine), Glue 2015 (ascending healthy), Noller 2018, Schenberg 2014, Malcolm 2018. The Ch10 OUD section now anchors to all five anchor-cohort studies with direct PDF access in the manual folder.

	Final-pass figure review surfaced three corrections applied before publication: Lissemore Cohen’s-d reference labels moved off the axis-tick area; the MISTIC WHODAS panel had an unverifiable “moderate disability” threshold line removed and the CAPS-5 line refined to the conventional probable-PTSD diagnosis cutoff at 33; the Knuijver right-panel “withdrawal x ibogaine” bar removed (the paper reports the correlation as non-significant without a specific rho, so a 0.00 bar would have falsely implied a measured value).

	Three pre-existing Ayahuasca citation issues resolved (Evans 2025 and Labate-Cavnar 2021 added to Ch12 citations.md; one Ch08 inline-citation parenthetical split to satisfy the citation validator). One Ch04 figure caption rewritten to remove a math-with-p-value parenthetical pattern the citation validator mistook for an Author-Year citation.



v0.97 · 2026-05-14


	Ch01 §12 restructured around an “administration vehicles” framework. Honey, plantain, sweetened tea, TA capsules, and chewed dry powder organized as a coherent taxonomy of chapel-level delivery variants. New trade-book and journalistic citations added (Atlas Obscura, Bast 2015, van Veenendaal 2023).

	Ch02 §24 added a paragraph documenting diaspora retreat centers (ETÈREO in Costa Rica, Iboga Wellness Center in Costa Rica) as a distinct category from clinical-medical centers in the westward-lineage section.

	Ch12 extended the chapel-container distinction with detail on lineage-authorized retreat centers in the diaspora, separated from broader hybrid Western spaces.

	Volume-wide chapter-cross-reference convention codified: long-form (“Chapter 4,” “Chapter 11”) in reader-facing prose; “Ch04” shorthand reserved for filenames, citations-file headers, and research-pipeline labels. Eighty-eight inline shorthand instances converted to long form across the volume.

	Metadata title simplified to “Mindfield Guides: Ibogaine” for publication. Back-matter consolidation pattern adopted from the Ayahuasca volume: “What We Don’t Yet Know” and “For Deeper Reading” extracted from per-chapter closing matter into volume-level dedicated files.



v0.96 · 2026-05-14


	Five missing-footnote citations resolved. Bast 2018 corrected to Bast 2015 (the year was wrong in the inline marker). Three corpus citations in Ch06 (cardiovascular, serotonergic, and withdrawal sections) and one in Ch14 (psychiatric screening section) separated from joined-multi-citation parentheticals so each resolves cleanly against the chapter’s citations.md. Volume-wide missing-citation count went to zero.



v0.95 · 2026-05-14


	First post-initial-draft build. Per-chapter citation hygiene checked and footnotes resolved. Build pipeline confirmed deploying to mindfieldguides.com (Firebase project mindfield-roomtogrow) as intended, with the working-draft-notice page integrated into the front matter.



v0.90 · 2026-05-14 · Initial circulated working draft.


	All seventeen chapters drafted via the speedrun-codex pipeline (research artifacts produced externally, drafting and chapter-level review performed inside the Mindfield voice and reviewer skills).

	Volume-wide coherence and topic-drift audit completed 2026-05-14. Surgical revisions applied across twelve chapters: anchor-scene template compliance restored in Ch10, Ch12, Ch13, Ch16, and Ch17; the Ch06→Ch14 cardiac-mechanism boundary tightened by deferring receptor and channel detail to Ch06; Ch07’s pharmacokinetic redundancy with Ch04 and IES-factor overlap with Ch08 compressed; Ch01 near-duplicate paragraph removed; H2 over-length cases in Ch02 and Ch03 trimmed; cross-chapter forward-leaks compressed across Ch02/Ch03 into Ch10/Ch16; Ch17 reshaped as a terminal-synthesis chapter with explicit chapter-by-chapter pointers across the open-questions structure.



Reader feedback shapes these revisions. If you have comments on argument, structure, or sourcing, send them through the channel you received the file from.



What to do with this file

If you are reviewing the volume, your feedback (in the form most useful to you: marginalia, line edits, structural notes, factual corrections) is welcome through the channel you received the file from.

If you have received this file in error, please delete it and notify the editor. Receipt of this file does not constitute permission to share it.

Draft revision: v0.33 · 2026-06-16.







A Note from the Orchestrator

This is a new kind of book.

The careful review of several thousand sources, the kind of synthesis that pulls a fast-moving scientific literature together with more than a century of ethnography and the lived testimony of contemporary practitioners, is a task that has historically taken authors years, sometimes decades, to perform once. Producing a definitive single-volume reference on a substance like ibogaine, with the depth that does justice to the medicine and the precision that does justice to the science, is a gargantuan undertaking. This volume rides a wave of innovation that has made such a project possible at a scope and a rate which were until recently out of reach.

I am not the author of this book, and I would not call myself its co-author. I think of myself as its orchestrator, and a new kind of editor—deciding what to keep, what to cut, what to rephrase. The writing was done by Anthropic and its Claude Sonnet and Opus models, which drafted, audited, and revised the prose chapter by chapter under the disciplines that make this volume what it is. My contribution has been to design those disciplines and to apply them: I am a passionate student of psychedelics who has spent the last few years cultivating the craft of AI-assisted academic research, and the volume in your hands is what that craft can produce when held to an obsessive standard of care. Every claim in these pages was systematically verified against its primary source. Every chapter was held to a foundational stance that indigenous and biomedical accounts of ibogaine are separate axes that intersect rather than collapse into one another. The work was performed slowly and patiently, with attention to detail, and with the conviction that a reference book is only as good as its weakest paragraph.

The mission is ambitious. The Mindfield Guides series intends to produce one volume for every significant psychedelic, consistent in its structure and in its breadth, and to issue an updated edition of each every two years. The aim is to be the definitive single-volume guide to each medicine: a meticulous analysis of the latest research and literature, alongside a synthesis of the significant earlier works, framed for the reader who wants a serious account on the substance’s own terms. My goal is for this to be the first book a reader reaches for when they want a crash course on the current state of the field, and the book they keep on the shelf when they want to return to it. The series intends to be there in this journey for the researcher, the clinician, the practitioner, the naturalistic user, the inner cosmonaut, and the simply curious.

A word about lineage and indebtedness. The medicine described in these pages was not discovered by Western science. It was given to the world by indigenous peoples of central Africa, who have stewarded Tabernanthe iboga and the Bwiti ceremonial container that holds it across generations whose number we cannot confidently count. The contemporary global moment, in which this book exists at all, rests on practices whose authority is not ours to claim. We owe these communities a debt of responsibility and of stewardship, both to the knowledge that the plant embodies and to the slow-growing, destructively harvested forests on which the practice depends. Where the volume describes biomedical research, it does so without subordinating the older knowledge that made the research possible; where it describes ceremonial practice, it does so without flattening the lineages whose specificity is the practice’s living substance. Honoring that distinction is part of what this volume tries to do well.

The psychedelic field is changing fast. The current cycle has seen new clinical trials, new regulatory architecture, new pharmaceutical-pipeline candidates, new legal frameworks, and a rising indigenous voice in the global governance of these medicines. The world’s relationship to its own consciousness is shifting at a pace this kind of reference work has not previously had to keep up with. The mission of the Mindfield Guides is to offer clarity and insight in a manner and a format designed for this current era, with editions updated frequently enough to remain trustworthy and a foundational structure stable enough to remain coherent. The volume in your hands is the second installment of that mission. It will not be the last.

Diego S. Ding, MPH, MPP




Introduction: A Bitter Root, A Long Reckoning

In January 1962, in the Bronx, a nineteen-year-old named Howard Lotsof was using heroin. He had been using since he was sixteen. A chemist friend had mentioned a substance from West Africa that was supposed to be interesting, and Lotsof and seven friends took it together one afternoon, expecting an eight-hour visionary experience and a different way to spend a weekend. The afternoon turned into a thirty-six-hour ordeal none of them had been prepared for. When Lotsof came out of it, he noticed something he had not been told to expect: he was not in opioid withdrawal. The dope-sickness that always followed the gap between fixes had not arrived. He waited. It still had not arrived a day later. He had been a daily heroin user; he was now somehow not.

Five of the seven friends who had taken the substance with him noticed the same thing in themselves. Lotsof would spend the rest of his life (he died in 2010, at sixty-six, of liver cancer) trying to bring the substance he had taken that afternoon into Western addiction medicine. He patented its use for the indication, founded a small research foundation, helped fund the only NIDA-supported safety and pharmacology studies that have ever been completed in the United States, and was the central figure connecting the West African chapels where the substance originated to the Mexican and Caribbean clinics where it eventually came to be administered (Alper et al. 2008).

The substance was ibogaine. Western pharmacology had isolated it from Tabernanthe iboga root bark in 1901, and chemists had finalized its structural identification in 1957. The plant has been used in Gabon and the surrounding region for at least two centuries, in a religious tradition called Bwiti, where initiates ingest enough root bark in a single ceremony to spend a day and a night inside the visions ibogaine produces (Fernandez 1982). Lotsof’s accidental discovery in 1962 placed a substance with an indigenous origin into a Western drug-treatment frame whose categories the substance has resisted ever since.

In the sixty-three years since, ibogaine has killed roughly one in every three hundred people who have taken it without proper cardiac screening, mostly through the QT-prolongation arrhythmia the molecule and its long-acting metabolite produce by blocking a cardiac potassium channel. In the same period, it has also produced, in the screened cohorts that have published their outcomes, the largest single-treatment effect on opioid withdrawal and short-term opioid abstinence that any non-agonist treatment for opioid use disorder has ever shown in human subjects (Brown and Alper 2018; Alper, Stajic, and Gill 2012). Both sentences are accurate. Neither cancels the other. The chapters that follow have been built to honor that doubleness without flinching from either half.


A substance that resists simplification

This volume is a comprehensive reference on ibogaine, current through early 2026. Its central interpretive problem is set by the irreducibility of the substance’s risk profile against its therapeutic signal. Methadone and buprenorphine, the medications that have driven down opioid mortality across the past five decades, have safety records that are well-characterized and risk profiles that fit inside conventional regulatory infrastructure. Ibogaine has neither. A treatment course is one or two flood doses across a residential stay of several days. The cardiac risk concentrates in the first twenty-four hours and the noribogaine pharmacokinetic tail extends safety-relevant effects across weeks. The molecule cannot be tested in a randomized trial that blinds either patient or rater. The experience itself unfolds over a day and a night and a depleted day after, an ordeal the practitioners who do this work for a living describe in terms borrowed from initiation, not from medicine.

No part of that picture is convenient. It is also, in the most concrete sense available, what the clinical and ethnographic record consistently reports. The job of a comprehensive reference is to make the picture legible without prettifying it.



Why a current reference, why now

Three developments in the four years before this edition closed make the case for a synthesis. In June 2024, the State of Texas committed fifty million dollars of public funds to ibogaine clinical research, the largest single-substance psychedelic research appropriation any state government has ever made, with the additional feature that its target compound is federally Schedule I (Texas SB 2308, 2024). In 2024 and 2025, Nature Medicine published the Stanford–VA Bay Area cohort of US Special Operations veterans with traumatic brain injury who had traveled to a Mexican ibogaine clinic, with measured improvements in PTSD, depression, anxiety, and cognitive function sustained at one-month follow-up (Cherian et al. 2024). And in 2021 the Gabonese government formally declared Tabernanthe iboga part of the national patrimony and began restricting export, an action that locates the substance inside an ongoing international conversation about indigenous reciprocity under the Nagoya Protocol (Government of Gabon 2021).

The Texas legislators authorized funding before the federal regulatory apparatus had completed its own work. Mexican clinicians are absorbing patient demand the United States system has not addressed. The Gabonese government has put a sovereignty claim into the legal record. And the published cardiac fatality count continues to grow, slowly, with each year that informal use outpaces screened-and-monitored treatment.



What this book adds

Three trade books on ibogaine have appeared in the past decade. Clare Wilkins and Geoff Noller’s research-clinic accounts have offered the strongest first-hand views from inside Western treatment settings. Britta Bast’s Iboga and Christopher Frank’s Iboga: The Root of All Healing gave the most influential popular-press accounts. Yann Guignon’s French-language Bois sacré covered the Bwiti side from a long fieldwork basis. Each of those books taught the audience something this reference owes a debt to.

What this volume adds is comprehensiveness, cardiac-safety detail, and the Gabonese ownership ethics that the popular American press has covered unevenly. The pharmacology is grounded in the contemporary hERG-channel and electrocardiographic literature and the noribogaine pharmacokinetic profile that has been characterized since the 2010s (Maciulaitis et al. 2008; Wasko, Witt-Enderby, and Surratt 2018). The Bwiti material relies on the Fernandez ethnographic corpus, the contemporary fieldwork of Yann Guignon, and the Bwiti practitioners who have spoken in their own voice in recent international forums. The fatality record is documented as forensically as the published evidence permits, and the Texas program is read as the most consequential state-level intervention into the field’s regulatory geometry that has yet happened in the United States.

The book also brings the practical screening detail clinicians and clinic operators have asked for in greater detail than the trade-book literature has been able to provide. Anyone trying to understand why a clinic that does ibogaine right looks the way it looks will find that material in Chapters 4, 6, 13, and 14, with the cardiac-screening cascade and the noribogaine window walked through end to end.



A note on the series

This volume is the third in a ten-book reference series on the major psychedelic substances. Each book follows the same seventeen-chapter scaffold across six parts (origins, mechanism, experience, medicine, practice, landscape), so a person familiar with one volume’s structure will navigate the others without re-learning the geography. The series gives each substance its own book because the field has stopped being one field. The receptor profile, cultural lineage, clinical signal, legal status, and ethical structure of ibogaine differ from those of psilocybin, of MDMA, of ketamine. Treating the substances as variations on a single phenomenon, the way several trade-book surveys do, loses what is most informative about each.

Volumes are updated on a two-year cycle. Chapters where ibogaine research has been most active (Chapters 10 and 11 on the clinical evidence, Chapter 16 on regulation, Chapter 17 on what is still unsettled) take the heaviest revisions. A second edition of this volume is planned for late 2027 or early 2028.



How to read this book

The chapters move in the order ibogaine itself has been encountered. Part I addresses origins: the substance and its uses in Bwiti and the early laboratory literature (Chapter 1), the lineages and the westward journey (Chapter 2), and the stewardship and ownership questions a substance that originates in Gabon and gets administered in Mexico cannot avoid (Chapter 3). Part II addresses mechanism: the alkaloid pharmacology and the noribogaine tail (Chapter 4), the brain under ibogaine’s influence (Chapter 5), and the interaction and contraindication profile that the cardiac risk forces to be taken seriously (Chapter 6). Part III addresses the acute experience: the long arc of an ibogaine session (Chapter 7), the phenomenological registers Bwiti and Western reports have produced (Chapter 8), and the difficult experiences and their aftermath (Chapter 9). Part IV addresses clinical evidence: substance use disorders (Chapter 10), and the emerging indications in traumatic brain injury, post-traumatic stress disorder, and mood (Chapter 11). Part V addresses practice: the clinic and the chapel and the self-directed setting (Chapter 12), the elements of a container (Chapter 13), harm reduction and who should not take ibogaine (Chapter 14), and integration (Chapter 15). Part VI addresses the landscape: legal status and the regulatory moment (Chapter 16), and the open questions and the cultural moment (Chapter 17).

A note on tone. Several chapters of this book are difficult to write without weighing the recovery accounts against the death record on the same page. The book does not flinch from either. The convention through the volume is that anti-addiction outcome data and forensic mortality data are reported in the same paragraph wherever the topic invites it, so that no chapter accidentally produces a one-sided picture that the rest of the book then has to repair.

What Lotsof took on that Bronx afternoon in 1962 was a substance with a long ceremonial history that had never asked to be a Western addiction medicine. What researchers have now is sixty-three years of patient testimony, a fatality count they can almost completely reconstruct, a one-month opioid abstinence signal that no other treatment has matched, and a federal regulatory status that the state of Texas has decided to outrun. The chapters that follow walk that record.





Part I — Origins



Part I

Origins








1 The Substance and Its First Uses

The shrub stands a meter and a half to two and a half meters high in the dense forest understory of Gabon, its leaves around fifteen centimeters long, its small white flowers tinged with pink, its golden-yellow fruits sweet but inert. Only the root contains the bitter compounds the forest peoples first learned to chew. Tabernanthe iboga, an Apocynaceae shrub native to west-central Africa, gives Bwiti chapels their sacrament and modern pharmacology one of its more difficult problems: a plant whose root contains an indole alkaloid, ibogaine, that survives oral dosing at gram scale and produces, at the doses used in initiation, what initiates and clinicians alike describe as a slow-motion encounter with one’s own past.1-3

Tabernanthe iboga and ibogaine are two distinct objects, and the rest of the chapter has to keep the distinction visible. One word names a plant, embedded in a center-of-gravity geography and a religion that takes its name from the plant. The other names a molecule, isolated in a Paris laboratory in 1901, that has since been structurally characterized, totally synthesized, semi-synthesized through a related African genus, derivatized into a small library of analogs, and floated as a candidate medicine for opioid use disorder, post-traumatic stress disorder, traumatic brain injury, and the family of stimulant addictions. The plant’s first uses belong to a different history than the molecule’s, and the later chapters, on mechanism and clinical evidence and ethics and law, depend on not quietly substituting one object for the other.4-5


A shrub in the understory

Tabernanthe iboga belongs to the dogbane family, Apocynaceae, and grows in the wet, shaded forest floors of western equatorial Africa: Gabon as the center of gravity, with neighboring populations across Cameroon, Equatorial Guinea, the Republic of the Congo, and the Democratic Republic of the Congo. Kew records the species as accepted, with a more common cousin, Tabernanthe manii, growing across the same range and contributing to ethnobotanical confusion when bark is collected from the wrong tree.6-7 Unprepossessing in appearance, the shrub is easy to walk past in a Gabonese forest, indistinguishable to an outside eye from a dozen middle-story neighbors. Leaves are middle-sized, flowers small and pale, and the fruit a sweet golden ovoid that small forest mammals are said to eat without apparent psychoactive effect.

The bitterness, and the activity, are in the root. Practitioners harvest the bark of the root system, dry it, and grate it to a fibrous powder, sometimes called bois sacré by Francophone writers and, in the Tsogo language at the heart of the early Bwiti tradition, simply eboga or iboga. Stein, in his practitioner-facing handbook, gives a useful one-line description for general readers: a small tree, often only six feet tall, whose root bark contains naturally occurring chemical compounds called alkaloids, and whose alkaloids are the source of its medicinal properties.8 The two dose ranges split early in the ethnographic record. A small portion, chewed during a hunt or before a long walk, gives a stimulating effect that nineteenth-century French observers compared with strong coffee.9 A larger portion, taken during an initiation or healing ceremony, gives the psychoactive experience for which the plant is now best known: an ordeal that lasts a day and a night and ends, when it ends, in a state of reflective lucidity that practitioners describe as the medicine’s purpose.

How the bitter powder reaches the mouth varies by lineage and setting, and the trade-book accounts converge on a small set of administration vehicles. Most often the rasped root is chewed dry, with Ravalec, Mallendi, and Paicheler warning the candidate to prepare to chew the powder despite a taste they name as the dominant sensory characteristic of the medicine.10 Where the chapel softens the delivery, the variants are practical. Some nganga mix the powder with honey by the spoonful as a palatability aid. Some slice it into a hollowed plantain that delivers the medicine bite by bite. Some prepare it as a tea boiled in water and sweetened with honey or another sweetener to mask the bitterness (Atlas Obscura n.d.). Across these vehicles, the unit of dose follows the unit of measure. Frank documents the chapel-ceremony dose as a few spoonfuls of the root for sustained night-long alertness. Fernandez records routine sub-initiatory doses of four to twenty grams of powdered eboga, and once-or-twice-in-a-lifetime initiation doses of one to three small basketfuls consumed across an eight-to-twenty-four-hour ceremony. Van Veenendaal gives the working Gabonese initiation range as one to forty-plus heaped teaspoons of root-bark shavings.11-14 Western retreat settings reduce the physical volume by encapsulating a total-alkaloid extract, with Bast recording her teacher Mopunga’s hand-prepared TA capsules as roughly equivalent to five teaspoons of dried bark powder each.15 Western clinics substitute purified ibogaine hydrochloride dosed in milligrams per kilogram. Vehicle changes. What rides through all of them is the same alkaloid family.

Botanical naming ran ahead of the chemistry. Henri Ernest Baillon, the French naturalist, described the plant under its current binomial in the late nineteenth century, well before the alkaloid work was done, and Pope’s 1969 Economic Botany article placed Tabernanthe iboga in the academic ethnobotanical literature as an African plant of social importance, decades before the modern ibogaine clinic and the contemporary psychedelic-medicine revival made the molecule famous.16 Order matters here. By the time Western chemistry could ask what was in the bark, the plant had already been named, mapped, sketched, and assigned to a genus and a family.

Baillon named the plant before any chemist had isolated what was in it, which is the order the chapters that follow keep: the plant first, the molecule after.

Iboga is a slow-growing forest understory shrub whose root is destructively harvested. Tabernanthe iboga was a species under cultivation pressure even before the international demand of the 2010s and 2020s. The wild Gabonese populations are finite, and the Gabonese state’s designation of iboga as a patrimoine national, a protected national heritage, recognizes that fact.17-18 To say that the plant is Tabernanthe iboga is also to say that it is a particular plant in a particular forest, and that questions of supply, conservation, and source-culture access begin in the species description.



One root, many alkaloids

When a present-day reader hears iboga, the word usually comes entangled with a single molecule, ibogaine, and a single clinical context, opioid withdrawal. Both are real, but both are downstream. The root bark of Tabernanthe iboga is a small chemical library. Paicheler, the pharmacologist who supplies the botanical and chemical sections of Bois sacré, names the principal alkaloids known at the time of writing as ibogaine, tabernanthine, ibogamine, coronaridine, iboquine, and gabonine, with several more identified in lower abundance.19 Modern work on the plant’s biosynthesis, led by the groups that have been mapping monoterpenoid indole alkaloid pathways across Apocynaceae, has identified the late enzymatic steps in ibogaine’s formation in Tabernanthe iboga itself, locating the molecule within a wider family of ibogan-type alkaloids that crosses several African genera.20

The chemical proximity matters because of supply. Voacanga africana, a widespread west and central African shrub of the same family, also contains ibogan-type alkaloids in its bark. Voacanga is generally easier to source than wild Gabonese iboga, and several of the modern semi-synthetic and analog routes to ibogaine and its derivatives draw their starting material from Voacanga-derived precursors.21-22 The pharmaceutical attractions of this route are obvious. The cultural ones are less so. A molecule produced from Voacanga in a European or Indian laboratory is, chemically, the same compound that a Bwiti initiate ingests with the bark from a forest tree. Chemically identical, they are different medicines, because the medicine includes more than the molecule. The sections on tradition that follow make that distinction more explicit. For now, it is enough to note that ibogaine has chemical equivalents. The cultural lineage is specific to iboga itself, and the modern industrial supply chain has been quietly de-coupling the two.23

The alkaloid family also explains why the root produces a longer experience than ibogaine’s own pharmacokinetics, taken alone, would predict. Ibogaine is rapidly metabolized to a long-acting metabolite, noribogaine, with a substantially longer half-life than the parent compound and a different receptor profile. Chapter 4 takes up the metabolic pathway and the receptor work in detail.24-25 Subsequent chapters will return to noribogaine in mechanism, in safety, and in the contemporary cardiac-toxicity story. What matters here is that the plant the Bwiti use delivers an alkaloid mixture, and that the mixture, processed through human metabolism, produces a long-tailed pharmacology that persists in the body for several weeks. Whatever cosmology Bwiti elders and nganga built around iboga, they built it around a substance that held initiates for days.

Derived objects have proliferated across the contemporary trade and clinical record. Ibogaine hydrochloride circulates in clinics, in the underground addiction-treatment ecosystem, and in pharmaceutical pipelines.26 Total alkaloid extracts, dried preparations of the bark’s alkaloid mixture, are common in Mexican and Costa Rican retreat settings. Noribogaine on its own, less cardiotoxic and longer-lasting than the parent, has been a development candidate of its own. A small library of semi-synthetic and synthetic analogs has been designed to retain ibogaine’s anti-addiction signal while engineering out the cardiac liability that has limited the parent compound’s clinical adoption.27-28 Every item on that list draws its chemical identity from the bark in a Gabonese chapel and distributes it through a supply chain that begins, and mostly ends, somewhere else.



The Pygmy origin and the Bantu adoption

Iboga’s discovery, in every Bwiti branch and in every recorded version, is attributed to the Pygmy peoples of the central Gabonese forest world. Fernandez, whose 1982 Bwiti monograph remains the foundational ethnographic source for the religion and its origin traditions, collected five separate versions of the discovery legend in the field, and observed that another version had been recorded by Veciana in 1954 among coastal peoples of Rio Muni, the Kombe and the Bujeba, far from the Mitsogo and Fang heartlands of contemporary Bwiti.29 Constant across branches, these legends Fernandez treats as a sign that the attribution is foundational.

No version claims a date.

Most commonly: a Pygmy hunter follows a porcupine to a shrub the animal is gnawing, takes the iboga-loaded creature home to cook, eats, has visions, and brings the discovery back to his community. A second tradition places the discovery at the founding moment of the religion itself: the high god brings down a Pygmy collecting fruit in a tree, cuts off his right finger and right toe, scatters them in the forest, and from those parts the eboga plant grows. A third version, known to several branches, attributes the discovery to a Pygmy woman who eats the bitter intestines of a porcupine and, only afterwards, has visions.30-32 Versions disagree in detail. The attribution holds constant across all of them. Fang Bwiti credits Pygmies as the source of many medicinal herbs, and early ethnographers, Fernandez among them, took this as a plausible historical floor: the plant grows in deep forest, the Pygmy peoples are the older inhabitants of that forest, and the Bantu peoples who later carried the practice into Bwiti acknowledge them as the originators of the knowledge.33 Fernandez’s field collection from an Okak Bwitist named Ona Pastor, recorded in a chapel outside Oyem in the early 1960s, gives one of the most fully transmitted versions of the founding legend:


God asked himself why he had never seen a black man in heaven. Was it because they had remained in their sinful ways? He took pity on them. He remembered he had created two peoples, black and white, but the prayers of the blacks no longer arrived in heaven. How could he help the black? One day he looked down and saw a Pygmy high in an Atanga tree collecting fruit. He caused him to fall and die, and he brought his spirit to heaven. He cut off his right finger and right toe and scattered them in the forest. These became the eboga plant. He said to the Pygmy: When your people eat of this plant and pray to me I will hear it and when you die, having eaten eboga, you will come to heaven.34



What the legend conveys is a theology. Dying first, the Pygmy reaches God first, and the plant grows from his body so that those who eat it can follow him. Colonial-period syncretism is visible in the framing, layered over an attribution that predates it.

Named most often as the conduit from a Pygmy pharmacopoeia into a Bantu religious institution, the Mitsogo (also written Tsogo or Metsogo) sit alongside the Apindji, the Massango, the Etsira, and several smaller groups in a network whose ethnographic chronology reconstructs a long period of transmission through the Bantu peoples of central Gabon.35 The contemporary Bwiti dissumba branch, which considers itself closest to the pre-Christian Mitsogo root tradition, traces its initiation lineage back through that history. In the late nineteenth and early twentieth century, the practice extended into Fang communities through a syncretic adaptation that incorporated elements of Christianity introduced by missionaries and colonial administration. By the early twentieth century, this Bwiti fang form had become the most demographically widespread expression of the religion.36-37 Trade-book authors such as Frank treat Bwiti’s syncretic appeal as a colonial-era development. The religion offered a path that allowed traditional animism and ancestor practice to coexist with mission Christianity, and provided what Frank describes as a belief system that transcended tribes and could form the basis of a new Gabonese identity.38

Iboga’s transmission line extends from Babongo and other Pygmy peoples of the central Gabonese forest, through the Mitsogo and Apindji, through later Fang adoption, and into the contemporary Bwiti chapels in Gabon and the diaspora. The discovery is attributed. The lineages are documented. The chronology is partially reconstructed. No part of it is dated. The difference between attribution, documentation, and dating is what the source-culture record actually has to say, and the difference is worth preserving. Chapter 12 returns to the contemporary practice of ngenza, misoko, fang, and dissumba forms.



Iboga is the religion of iboga

In Bwiti, iboga is a sacrament. What produces visions, in the account Mallendi (the ngenza nganga whose voice threads through Bois Sacré) gives, is the reciprocal relation between an initiate and the plant, mediated by lineage, ancestors, and ritual structure; the chemical effect on the nervous system is one element inside that relation. Bwiti and iboga, in Mallendi’s framing, are inseparable: the initiation that makes a person a Bwitist consists precisely of the consumption of the bark, and the religion is, in the Tsogo etymology, the religion of healing.39 Boghaga, the verb from which eboga and iboga derive, means to care for or to heal. To eat the wood is to heal the spirit. The phrase recurs in practitioner-facing accounts of the religion across multiple sources, and Brett uses it to make the same point in popular form: long before Western pharmacology hailed iboga as a miracle, its capacity to produce intense, crystal-clear visionary experiences was the keystone of a West African spiritual practice later named Bwiti.40 A Banzie initiate at the Bwiti chapel at Kwakum, named Ndong Asseko, gave Fernandez the religion’s own framing of why the plant matters:


Christianity is the religion of the whites. It is the whites who have brought us the Cross and the Book. All the things in their religion one hears by the ears. But we Fang do not learn that way. We learn by the eyes, and eboga is the religion that enables us to actually see!.41



In one sentence, Ndong Asseko gives the religion’s epistemology. Eboga converts hearing into seeing, and seeing into the relation with ancestors that the religion is built around. Chapter 8 returns to the visionary content the initiate is being given access to.

In Bwiti, eboga discloses a navigable cosmology. The pantheon’s structure varies by branch and is preserved unevenly in the ethnographic record, but its principal figures recur. Nzame is the high god of the Fang Bwiti pantheon, the creator who in the discovery legend brings down a Pygmy from an Atanga tree and scatters his right finger and right toe in the forest to grow the eboga plant. Alongside Nzame, the dissumba branch (considered closest to the pre-Christian Mitsogo root tradition) names a maternal-female founder figure, Dissumba, from whom the branch takes its name and whose presence the chapel encodes in the carved figure on the ngombi, the eight-stringed Bwiti harp that the harpist plays through the long initiation.42-44 The branch-specific elaborations differ: mid-twentieth-century Fang Bwiti incorporates figures inherited from Catholic mission contact alongside the older pantheon. Misoko foregrounds the ancestors of a specific lineage as the relevant interlocutors. Ngenza names the relation between initiate and plant in its own vocabulary. What the branches share is a cosmological geography: a world above and a world below, an ancestral domain that the initiate is understood to enter during the visionary night, and barriers along the path that the chapel’s songs and the chapel’s people are responsible for helping the initiate cross.

Inside that geography, iboga is the road. The Bwiti claim about the plant is specific: iboga opens, for the initiate, the same passage the ancestors travel and the same passage the newly dead are understood to travel. Mallendi’s account, given through Ravalec, describes the initiation as a return toward the world above, “which is the world of the dead and of newborns”.45 That longer passage, and who or what the initiate encounters along it, comes later. Running through the whole account is the same claim. Into Western chemistry in 1901 came a portable object. What did not enter the laboratory was the cosmology iboga has been disclosing in Gabonese chapels, and a present-day reader who hears iboga and pictures a generic psychedelic plant has met something narrower than the religion of healing the bark has been carrying for generations.

Bwiti is decentralized. There is no single religious authority, and the lineage-specific authority of an individual nganga within his or her chapel is the level at which decisions about practice, dose, music, and protocol are made. Fernandez records iboga’s place inside a small group of plants the Fang use in their religious practices: Alchornea floribunda under the name alan, Elaephorbia drupifera under the name ayan beyem, and Cannabis sativa under the name yama. Iboga is, in his contemporary fieldwork, by far the most important.46-47 Mitsogo eboga and Fang eboka refer to the same plant in slightly different orthographies. The term Bwiti, in the early Bantu lexicon, refers to the deepest spiritual layer of practice. In the contemporary Gabonese state, iboga is the country’s patrimoine national, a plant the government designates as a protected national heritage.

What does it mean to call a plant the keystone of a religion? In Bwiti, the medicine is inseparable from the structure that delivers it, and the initiation is more than the dose. The dose is one of several elements that, together, make the initiation: lineage, the right nganga, the right music, the chapel, the chants, the temporal course of the night, and the integration in the days that follow. The trade-book authors are consistent on this point even when they differ on doctrine. Frank’s accessible American framing and Mallendi’s French interior account both describe the same design: iboga is taken inside a structure, and the structure is part of the medicine.48-49 When the bark leaves Gabon and enters a Mexican clinic, an underground basement, or a pharmaceutical laboratory, the molecule travels with it. Structure stays behind. That fact, by itself, indicts no clinical setting. Later chapters will look at what good translation looks like and where it fails. What it does mark is the point of origin: where the bark stops being a sacrament and becomes a drug candidate, and what gets left at the border.

Source-culture engagement on iboga, on the Gabonese side, is treated as a present commitment and an active set of relationships. ICEERS’s Iboga Community Engagement Initiative documents the point through field interviews with twelve Bwiti communities in Gabon.50 Blessings of the Forest, a Gabonese-led conservation organization, describes iboga as a biocultural resource subject to the Nagoya Protocol on benefit-sharing, and has documented the displacement pattern in which rising international demand has driven local prices high enough that many Gabonese practitioners struggle to afford their own traditional medicine.51 The ethical implications of those displacements belong to a later chapter. The reason to note them here is simpler: the religion is a present religion, the chapels remain active, and the medicine that later chapters examine in clinical and pharmacological terms is also the medicine being eaten in Gabon this week.



What the archive cannot show

Frank says, with admirable clarity, that the ancient origins of iboga are lost to history.52 That line deserves a more careful account than it usually receives. Iboga’s deep history is silent for a specific reason: the kinds of evidence that establish deep dates for psychoactive plants in other regions, like pottery residues, painted iconography, and dated artifacts in burial contexts, remain absent from the central Gabonese forest world. No peer-reviewed material-archaeology study of Tabernanthe iboga has anchored a deep-dating claim.

A two-thousand-year horizon for iboga use in the Congo basin appears in popular and trade-press accounts, including Brett’s practitioner handbook.53 The figure may turn out to be correct, but no primary source anchors it. It is plausible, on independent grounds, that iboga has been in use much longer than the available record can establish. The plant grows in deep forest. The Pygmy peoples are among the older inhabitants of central African rainforest. Ethnobotanical knowledge in similar settings tends to be deep when archaeology is silent. No one of those grounds supplies a date. Iboga is tradition-attested and ethnographically documented, with a discoverable line of transmission running from Pygmy peoples through Bantu adoption into the Bwiti present, and the depth of that history is older than the colonial archive can date.

In psychedelic writing of the last two decades, the temptation to convert oral tradition into archaeology has run hot, and it tends to produce sentences whose form is carbon-dated to and whose content is we found nothing of the kind. The distinction matters. Indigenous accounts deserve to be taken seriously without being required to dress as Western science. Fernandez’s discipline on the point, articulated repeatedly in the 1982 monograph, is the relevant one: the discovery legend functions as social memory and religious charter, and it answers a question that lies beyond the reach of an isotope ratio.54

Iboga’s early-use record rests on five source types held in triangulation: oral tradition and origin legend, ethnographic recording from the late nineteenth and twentieth centuries, colonial-era written notice, botanical naming in the European scientific tradition, and the chemical isolation that opens the next section. Each source answers the question it is equipped to answer and stays inside its own competence. The legends convey attribution and meaning, not dates; the colonial archive documents contact, not first use; the chemistry measures alkaloids, not ceremonial meaning. Each supplies a piece of what can be said.



The first written records

Outside science arrived late. Conventionally placed at 1819 is the first European notice of Tabernanthe iboga in the printed record, when an English work mentions iboga as a psychoactive plant. Ravalec, Mallendi, and Paicheler cite it secondhand, and the primary text has not been independently traced.55 A more detailed early account survives from Griffon du Bellay, a doctor of the French Navy stationed at Cape Lopez on the Gabonese coast. In 1864 he described the root as a stimulant and, in the language of nineteenth-century naval medical reports, an aphrodisiac.56 Bantu and Pygmy peoples whose territory he was sailing through had been using the plant for generations. Griffon du Bellay’s note was one early entry in a long-standing record kept by other people in another medium. This chapter’s discipline holds here as much as anywhere: 1864 is not when iboga entered history. It is when one strand of the story crossed into the written archive of an outside culture.

Botanical naming followed within a few decades. Baillon described the species under its current binomial in the 1880s, fixing the Latin scientific name that Kew has carried forward in Plants of the World Online into the present.57-58 German colonial ethnographers, including Tessmann in his early-twentieth-century work on the Fang under German Cameroon administration, and the French missionary-ethnographers working in colonial Gabon, would extend the descriptive record over the next several decades. The contributions of these writers are uneven. Some recorded structure and ritual that would otherwise be irretrievable. Others recorded little more than colonial alarm at the religious practices they were observing. Pope’s 1969 article, which consolidated the academic ethnobotany of Tabernanthe iboga, drew on this nineteenth- and early-twentieth-century literature without taking the colonial framing as final.59 Pope is an academic anchor for the same reason: the article shows that the plant’s social and ceremonial importance was legible to ethnobotany decades before the modern ibogaine clinic existed.

Some early French observers described iboga as a stimulant pure and simple, which it is, at small doses. Others, encountering it in the context of all-night Bwiti ceremonies, described it in language closer to that of opium or hashish. Both were partial.60-61 The plant’s two dose ranges — small for stimulation and for aid in sustained labor or hunting, and large for initiation and ceremony — often reached separate observers, and the early written record rarely held both at once. The same split would recur in the twentieth century when Western chemistry took up the bark.

Encountered by a colonial administrator who lacked Tsogo or Fang and lacked any theological vocabulary for the practice, the Bwiti chapel was easy to read as primitive sorcery, sexual license, or threat to mission Christianity. Some of the earliest French and German colonial reports on iboga read primarily as warnings to be relayed to the metropole, with the plant’s use treated as evidence of resistance to colonial order.62 The records thus carry a double layer for the modern reader: they preserve what colonial observers wrote down, including details about ritual structure and plant pharmacology sometimes recoverable nowhere else, and they preserve what those observers projected onto the practice, including assumptions alien to Bwiti itself. Twentieth-century ethnography, beginning with Tessmann and culminating in Fernandez’s fieldwork, would gradually disentangle the two layers. Later scholars treat Fernandez as the point at which the academic ethnographic record on Bwiti begins to be usable on its own terms.



The 1901 isolation

In 1901, two French chemists, Jacques Dybowski and Édouard Landrin, isolated from Tabernanthe iboga root bark the simplest of its alkaloids to obtain in pure form, and named it ibogaine.63-64 That same year, Charles Phisalix showed, in dogs, that the new compound acted on the central nervous system, producing what he described as a state of drunkenness. A parallel French team, Haller and Heckel, contributed to the early characterization of the alkaloid family.65-66 For present readers these names are mostly footnotes, but what they fix is the moment when iboga’s pharmacology became, for the first time, separable from its plant. Before 1901, an account of iboga’s effects had to be an account of root bark in a Bwiti chapel or, in colonial reportage, in a French naval clinic. After 1901, it could also be an account of an isolated alkaloid administered to a dog.

Ibogaine’s absolute structure was established in 1956 by Bartlett, Dickel, and Taylor, and total syntheses of the iboga alkaloid family followed in the 1960s, though contemporary chemistry-history audits caution against compressing the structure-and-synthesis sequence into a single dated event.67 Mid-twentieth-century work transformed ibogaine from a plant alkaloid into a platform for synthetic chemistry. Growing up around the molecule in the same period was a pharmacology that included, briefly and importantly, a French pharmaceutical product called Lambarène, marketed in low oral doses as a stimulant, antifatigue, and post-illness convalescence aid through the 1930s and into the 1960s, before being withdrawn under increasing regulatory pressure on amphetamine-class stimulants and shifting safety standards.68-69 The Lambarène period is a small piece of the story but a useful corrective. What an American reader of the contemporary press meets in headlines about veteran traumatic brain injury and opioid withdrawal is one ibogaine among several across pharmaceutical history. It is the latest pass through a substance that has been a religious sacrament, a colonial stimulant, a French over-the-counter tonic, a prohibited drug, an underground addiction-treatment tool, and a candidate medicine in recent regulatory pipelines.

Isolated, ibogaine becomes a different kind of object: measurable, dosable, packageable, prescribable, prohibitable, modifiable, patentable. It could be analoged. It could be detached from its source culture and travel through chemistry, pharmacy, regulatory approval, and intellectual-property law as a discrete object.70-71 Modern semi-synthetic routes use Voacanga-derived precursors, and a recent analog program, including tabernanthalog, oxa-noribogaine, and 18-MC, chases iboga’s anti-addiction signal while attempting to engineer out the cardiac-toxicity problem that has limited ibogaine’s clinical adoption.72-73 All of this lies ahead of the present chapter, in the receptor pharmacology and the contemporary clinical-development story. Along both tracks, iboga began moving in 1901: one in Bwiti chapels, with bark, lineage, and ceremony, and the other in laboratories, with alkaloids, structures, and analogs. A century later both tracks remain open, and what follows assumes both.

A small but durable confusion enters the popular literature at the 1901 hinge: the sentence ibogaine has been used for centuries in Bwiti ceremonies is, strictly speaking, imprecise. Bwiti has been using iboga, the plant, for as long as the tradition can be traced. For ibogaine, the molecule, the history runs only as far back as 1901, when it became a separable scientific object. Inside Gabon, where the bark is what is consumed, the distinction between plant and isolated alkaloid is mostly academic. Outside Gabon, where purified ibogaine hydrochloride is increasingly what is consumed, by an audience standing outside any Bwiti relation, the distinction is the whole point.



The molecule’s long century

In the American literature, ibogaine’s first commercial life is often skipped over. Lambarène’s withdrawal from the French market in the 1960s, under tightening regulation of stimulant compounds and a shifting standard for what counted as a tolerable safety profile, ended a period of light pharmaceutical use. The substance’s American story would be picked up shortly afterward by Howard Lotsof’s accidental observation that ibogaine extinguished his own opioid withdrawal in 1962, and by the slow construction, through the late twentieth century, of an underground addiction-treatment ecosystem that ran in parallel with the formal pharmaceutical pipeline.74-75 Into the late twentieth century came a molecule that was an old object freshly noticed: a substance with sixty years of pharmaceutical history already behind it, a complicated colonial archive, and a still-active source-culture practice in central Africa that had continued without interruption.

The most recent scoping reviews describe a fragmented evidence base, persisting cardiac safety concerns, and limited standardization across the materials in clinical and observational use, reaching that conclusion at increasing levels of detail.76-77 Even within the laboratory archive that 1901 opened, ibogaine remains an unsettled object. The molecule has been studied for more than a century, and the central questions about it stay open.



Plant, molecule, and the gap between them

Two related but distinct objects now sit in view. The plant, Tabernanthe iboga, has a botanical identity in Apocynaceae, a chemistry that includes a small library of indole alkaloids, a center of gravity in Gabon, a discoverable transmission lineage through Pygmy attribution and Bantu adoption, and a contemporary religious life in Bwiti chapels that continues uninterrupted. The molecule, ibogaine, has a 1901 isolation date, a full chemical characterization in the 1950s, a synthesis in the 1960s, a small pharmaceutical career as a French stimulant tonic, a long underground career as an addiction-treatment substance, and a contemporary regulatory and clinical-development pipeline that includes both ibogaine itself and a family of analogs designed around its central liabilities. Pharmacologically, the two objects share a great deal. Ethics, lineage, and ceremony they do not share.

That gap is a constitutive feature of the substance, and the chapters that follow work inside it. Chapter 2 traces the lineages and the Westward journey by which the plant reached Western awareness, and Chapter 3 takes up the source-culture-and-ownership questions introduced here, including the Voacanga-substitution route, the Nagoya Protocol, and the molecule-versus-plant-medicine ethical fault line. The receptor pharmacology, the clinical evidence across substance use and trauma indications, the legal system, and the open scientific and cultural questions all follow from there. Carrying both objects forward is what makes those later treatments coherent.

The forest peoples of central Gabon, whose pharmacopoeia included the bark long before any alkaloid had a name, were already at work in their own time, indifferent to laboratory chemistry. The Bwiti chapels, when they receive an initiate, do not give the molecule. They give the plant, inside the structure of practice that makes the plant a medicine. Western pharmacology gained, in 1901, a portable object. It did not, in 1901, gain Bwiti. The chapters that follow work in the gap those two sentences name.



Key Takeaways


	Tabernanthe iboga is an Apocynaceae shrub native to west-central Africa, with Gabon as its center of gravity and Tabernanthe manii as a botanically related and easily confused cousin. The active material is the bark of the root, which contains a family of indole alkaloids of which ibogaine is one.78-80

	The plant is culturally inseparable from Bwiti, the Gabonese religious tradition whose Tsogo etymology, boghaga, meaning to care for or to heal, gives both the religion and the plant their name. There is no single Bwiti authority. The religion extends through dissumba, misoko, fang, and ngenza branches, and individual nganga hold lineage-specific authority within their chapels.81-82

	Iboga’s discovery is attributed, in every recorded version of the legend, to the Pygmy peoples of the central Gabonese forest, with subsequent transmission to Mitsogo and other Bantu peoples and, in the late nineteenth and early twentieth century, to Fang adoption in syncretic form. The attribution stays constant across branches; the date remains open.83-84

	The deep history of iboga use rests on tradition and ethnography rather than archaeology. No peer-reviewed material-archaeology evidence in the Congo basin establishes a deep date, though plausible independent arguments suggest the practice reaches older than the colonial archive can establish.85-86

	Western awareness arrived in the nineteenth century: the 1819 first English mention, Griffon du Bellay’s 1864 description from Cape Lopez, Baillon’s late-nineteenth-century botanical naming, and Pope’s 1969 ethnobotanical consolidation in Economic Botany.87-88

	In 1901, Dybowski and Landrin isolated ibogaine from root bark in a Paris laboratory, and Phisalix showed nervous-system activity in dogs the same year. Structure was established between 1954 and 1958; total synthesis was reported in the 1960s; the French stimulant tonic Lambarène had a small mid-twentieth-century pharmaceutical career before regulatory withdrawal.89-91

	Tabernanthe iboga and ibogaine refer to different objects. The plant is a religion’s sacrament and a source culture’s plant medicine. Ibogaine — the isolated alkaloid — has traveled through pharmacy, prohibition, underground treatment, and contemporary clinical development. Voacanga-derived semi-synthetic routes have made the molecule increasingly portable while leaving the plant’s source-culture context behind.92-93
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2 Lineages and the Westward Journey

In 1882, a Catholic missionary in the south-central Gabonese forest wrote a letter that has come down through the trade-book literature in fragments and translation. Initiates of Bwiti, the priest reported in the rendering preserved by Mallendi and Paicheler in Bois sacré, could “make appear, on request, in the middle of the forest and before a large gathering, any deceased person whatsoever”.1 As a missionary’s account of an unfamiliar ritual, the remark would be unremarkable. What makes it useful is its date. Père Neu wrote it four decades before the form of Bwiti most Western readers would recognize, the syncretic Christianized Fang branch, took shape as a major institutional presence in colonial Gabon. Older than that, rooted in lineages that predated his own century, was the religion the priest was describing. Its vitality registered in the 1882 letter belonged to those lineages, which had already been carrying iboga through the central African forest world for some time before the colonial archive learned to look.

Bwiti was already a complex, plural, branching religious field with named teachers and contested origin stories at the moment Howard Lotsof took ibogaine in a Brooklyn apartment in 1962. It is the same religious field today, in chapels operating in Gabon this week. When the molecule traveled westward, it crossed into a history that was already running. Three substreams will run through this chapter, each entangled with the others: the stewardship lineages of Gabon, the westward journey of the molecule, and the early Western research that took the molecule seriously as more than a curiosity.


Branches and rivers

Bwiti is plural, and the plural is built in. Across every recorded version of the discovery legend, the Pygmy peoples of central Gabon are credited with the original use of eboga (Chapter 1). What this chapter takes up is what came afterward: the long transmission through Bantu peoples, the differentiation of branches, and the development of a religious and ceremonial structure inside which the plant became a sacrament of healing. Drawing on the Pygmy precedence that Fernandez and the Bois sacré practitioners describe, the Mitsogho and Apindji of the south-central country took up the ritual use of iboga and developed it into the founding form of Bwiti dissumba, the branch contemporary practitioners consider closest to the pre-Christian root tradition.2-3 The Mitsogho and Apindji still dispute the invention of the religion. The songs of Bwiti are mostly in the Tsogho language, which weighs the claim toward the Mitsogho. In defense of the traditional cult, the Apindji were the only group to refuse baptism under colonial evangelization, which weighs it toward them.4 Including this rivalry, how the religion understands its own origins remains unresolved.

Diffusion ran along the Ogooué River, which crosses Gabon east to west from the deep forest to the sea and is the country’s main axis of communication and confluence.5 From the Mitsogho and Apindji of the south-central country, the practice extended over the late nineteenth and early twentieth century into Fang communities through a syncretic adaptation that incorporated the Fang ancestor religion, biéri, and elements of the Christian mission contact then reaching the colony. Two new Fang religions used iboga in ceremony. One was Bwiti itself, in some sense an adaptation of the southern Mitsogho-Massango Bwiti of the upper N’gounié. The other was Mbiri, a parallel Fang practice that emphasized healing and divination. Fernandez recorded the synthesis directly: the Bwiti religion in twentieth-century Fang form drew on the Bwiti ritual of the dead in Metsogo-Massango sources, on the biéri ancestor cult traditional among the Fang, and on Christian evangelization, mostly Catholic.6 To say that Bwiti is plural is to say that no one of these tributaries is the religion alone.

Branch proliferation followed inside the Fang form. Bwiti dissumba, Bwiti misoko, Bwiti ngenza, Bwiti ogondé, and several smaller lineages emerged out of chapel formations, conservative reactions, and reformist splits. One such moment is documented in Assok Ening: a nganga named Zogo Ebu, conservative in his ritual practice, “finally failed to involve dramatically a substantial part of his membership,” and three-quarters of his chapel left to build their own.7 Splits of that kind are typical of the religion. Bwiti has no central authority. A nganga holds lineage-specific authority within a chapel, and the nganga and the chapel’s elders decide on dose, music, protocol, and admission. A major chapel founder is the founder of a branch. What results is a religious field with constituents in tension, motion, and revision. In Bwiti, the centralized hierarchy of a Christian denomination or a Tibetan lineage has no equivalent, and any attempt to summarize the religion in those terms will find something different and harder to compress.

Doctrine and emphasis differ by branch. Dissumba practice, considered closest to the Mitsogho root, foregrounds the relationship between initiate and ancestor and treats iboga as the medium of that relationship. Misoko practice emphasizes divination and healing, and is the branch most often consulted for the kinds of practical religious work for which Bwiti has long been known in the Gabonese cultural setting. Bwiti ngenza and Bwiti ogondé are contemporary branches, in some accounts the same branch under two names, that emphasize initiate-led practice and have been the branches most engaged with opening initiation to non-Gabonese seekers. Mallendi, the ngenza nganga whose voice runs through the Ravalec-Paicheler volume, is a public face of one such opening.8 All branches share a sacrament. They differ in interpretation, ritual structure, and stance toward outsiders. The differences matter for the westward journey, because Western seekers entered Bwiti through specific branches and specific teachers, and the distinctions held up under contact.



Named teachers and the apprenticeship line

A small lexicon comes with the territory. A Bwiti initiate is a banzi (plural banzie). Mbandja (sometimes rendered mbandza) is the chapel building itself. Leading a dissumba initiation as master of ceremony is the kombo. Sustaining the practice across the night and the morning as the lineage-authorized healer or ritual specialist is the nganga.9-10 The orthography varies. Tsogho-language, Mitsogho, Fang, and Apindji renderings differ across the francophone and anglophone ethnographic record, and Chapter 13 returns to the chapel-design vocabulary in detail. The roles are distinct. A nganga anchors the lineage authority. The kombo presides over a specific ceremony under that authority. The banzie are the people whose initiation the chapel is responsible for. Subsequent sections use these terms without re-glossing each one.

Authority in Bwiti is held by named nganga, and the named lineages of recent decades are documented in the trade-book and field literature in some detail. Mallendi, the Bwiti ngenza practitioner, was initiated by his spiritual father Ehoumou and has been clear in print about his lineage acknowledgment: opening the practice to Western seekers, he and his interlocutors note, is meant to serve “greater sharing and, by opening it to others, to preserve this knowledge that is ancestrally theirs”.11 The position is a substantive theological and political claim about lineage continuity. The Bwiti ngenza lineage stance, as Mallendi articulates it, is that opening the practice serves a preservation function in a context where the source culture itself is under economic and demographic pressure. Whether the strategy succeeds is a matter Chapter 3 takes up. That the issue is articulated this way is itself part of the historical record.

A second named line runs through Mougandeh Mikala, identified across the field literature as a tenth-generation Bwiti shaman and named in the Western-facing record as a facilitator and trainer who initiated several Western practitioners into the religion.12 Within Bwiti, Mougandeh is recognized as a holder of religious authority along a counted line. Tatayo Obiang Nzondo MaMissoba, a French-Gabonese man who lived in the country during a period of personal difficulty, was lost on a stranded night when a car broke down on a forest road, walked toward a distant light, and met Papa André, the Bwiti father who would three years later initiate him into Fang Bwiti. Tatayo became the first Westerner fully initiated into Fang Bwiti and completed a ten-year traditional training to initiate others into iboga.13 In the testimony of those who tell it, the point of the story is the length of the apprenticeship. The initiation took ten years, a strange figure to find anywhere near a substance now sold as a weekend cure, and precisely the part of the apprenticeship record that the retreat brochures are least eager to quote.

A practitioner named Mopunga, identified in the trade-book literature as a twelfth-generation Bwiti shaman from Gabon, has been associated with retreat and treatment programs operating in Panama and other diaspora locations as a “living bridge between two very different worlds”.14 The bridge metaphor in that source has weight: the medicine, the source notes, was “literally in his blood.” Statements of multi-generational shamanic lineage circulate widely in the contemporary retreat market. The Bwiti tradition is decentralized, and the verification of lineage claims rests on the network of nganga and chapels in Gabon, where the Western trade literature has no equivalent standing. What is reliably documented, set apart from the marketing around it, is the model itself: the apprenticeship of Western practitioners under named Gabonese teachers, with multi-year training that resists the compression a clinical or retail context demands. The Western person who teaches iboga has, in the documented cases, served a long apprenticeship under a specific nganga. Where that apprenticeship is absent, the lineage claim is too.

Out of the apprenticeship-and-diaspora pattern has grown a small category of retreat centers operating outside Gabon and outside the medical clinic. Iboga Wellness Center, established in Costa Rica in the mid-2000s and connected to the Taub provider network the next sections will take up, is among the earliest Western-facing iboga retreats and a historically significant piece of the westward course.15 ETÈREO, on the Caribbean coast of Mexico, is a more recent example operating in the stricter Bwiti-lineage tradition, with providers who completed initiation under named Gabonese teachers and who serve under their formal blessing. Houses in Panama, Brazil, the Netherlands, and parts of Europe operate across the same range, with practitioners apprenticed inside named lineages and authorized by their teachers to administer iboga.16-17 These retreat centers occupy different ground from the Mexican and Caribbean ibogaine clinics Chapters 10 and 16 will return to. The clinics administer ibogaine hydrochloride under a medical-screening model. The retreat centers hold the medicine inside a ceremonial setting, sometimes drawing on Bwiti forms under direct lineage authority and sometimes drawing on them more loosely. The practical distinction reads most sharply at the level of the room.



An accident in Brooklyn, 1962

Howard Lotsof was nineteen years old, a heroin user, and an experimenter when he obtained a sample of ibogaine in Brooklyn in 1962. By then the compound had been characterized in the European pharmaceutical literature for half a century, but the published record described it as a central nervous stimulant and possible psychotherapeutic adjunct — the anti-addictive hypothesis lay outside everything the contemporary record contains.18 Peter Frank, writing from inside Western treatment culture five decades later, narrates what happened next in the form Frank has set down:


Howard Lotsof was given a dose of ibogaine by a friend when he was nineteen years old and addicted to heroin. His friend, a chemist, did not know why his lab had ibogaine in storage; neither of them knew anything about the plant other than its hallucinatory properties. Lotsof had experimented with hard drugs for many years, and so taking a strange psychedelic seemed like a fun adventure to him. Later that night, he ate the ibogaine and had an intense, unpleasant trip where he experienced his own birth and relived many scenes from his childhood. Thirty-six hours later, he walked out of his apartment, resolved to never take ibogaine again. He looked up into the sky and realized that, for the first time in his life, he was not afraid. Even more surprisingly, he found that he was not craving heroin.19



The two changes in Frank’s last sentence are the two changes ibogaine research would spend the next sixty years trying to integrate. For the first time in his life, he was not afraid names a phenomenological change in subjective state; he was not craving heroin names a clinical change in a measurable behavior. Lotsof’s is the story of one young man in one apartment, and it is also the story ibogaine research has wrestled with ever since.20-21

Six other heroin-using friends, given the compound under similar conditions, found that five of seven remained clean after their treatments, according to the lay-provider account Frank records.22 Lotsof took the observation seriously enough to organize his life around it. Popular accounts often elide what he made of it next, which is that he took it seriously as a medical claim, and the version of the medical claim he developed sat at a considerable remove from the version a researcher would have developed. Over the next thirty years, the 1962 observation produced a series of patents, an advocacy organization called NDA International, an alliance with the activist Dana Beal and the network that would become the International Coalition for Addict Self-Help, and a steady current of self-experimentation, peer treatment, and pamphlet publishing that ran outside ordinary biomedical channels. In patent terms, the record is a primary source: a 1985 US patent claimed a “rapid method for interrupting the narcotic addiction syndrome”; a 1989 patent extended the claim to alcohol dependence; a 1991 essay in The Scientist made the public case for ibogaine as an anti-addiction agent.23-25 Held by an unfunded individual and an obscure company — the molecule had no industrial partner. They were patents in the legal sense and an activist instrument in the practical sense.

Lotsof’s observation was an accident, his seven friends were a small case series, and his patents had no development partner. The methodological gaps are well documented and uncontested. Equally uncontested is that the personal claim produced a movement with global reach in the absence of an approved medical home for the compound. In their medical-subculture paper, Alper and his collaborators later estimated that by February 2006, some 3,414 individuals had been treated with ibogaine outside ordinary medical channels, with sixty-eight percent of treatments addressing substance-related disorders and fifty-three percent specifically targeting opioid withdrawal.26 The figure is a scale marker, saying nothing about efficacy. The number of people who chose to seek the compound, in some cases at real expense and real risk, in the absence of any approved indication, is the data point the figure offers.



Patents, Lambarène, and a Dutch death

Western pharmaceutical contact with iboga had a quieter parallel history before Lotsof. Lambarène, the French stimulant tonic containing extract of Tabernanthe iboga, had been on the European market in the mid-twentieth century, marketed for fatigue, depression, and convalescence.27 Withdrawn in 1966, on the eve of the international scheduling movement that would harden in the early 1970s, Lambarène had been the only commercial pharmaceutical form of iboga then circulating in the West.28 Its colonial-medical channel went silent, and a generation of European clinicians who might otherwise have inherited a small but established prescribing tradition with the alkaloid lost any institutional point of entry into the compound. Into that void, Lotsof’s network expanded.

NDA International, the small advocacy and licensing entity Lotsof founded, sought partners in the academic and pharmaceutical worlds without success on the scale Lotsof hoped for. In retrospect, the patent strategy may have raised the bar on those partnerships, since holding patents on a treatment without a development partner positions an individual as both rights-holder and supplicant in a configuration that lies outside the engagement model pharmaceutical partners use.29 What did happen in the late 1980s was a brief opening at Erasmus University in Rotterdam, where a Dutch research group, in collaboration with NDA International, treated some forty heroin-dependent participants with ibogaine in a pilot project that began in 1989.30 One participant died during the post-dose interval in 1993, ending the project. A subsequent investigation by Dutch authorities did not conclude that ibogaine was the cause of death, but the project was not resumed.31 As a canonical reference point for what happens when an unstandardized treatment with cardiac risk meets a pilot research environment lacking adequate screening, monitoring, and emergency capacity, the Erasmus episode has stayed with the field.

After the Erasmus episode, the Western network reorganized in two directions. One was offshore, and it began with a single improbable supply run. Eric Taub, a former software entrepreneur, had heard about ibogaine in 1989 from a friend who had seen Lotsof speak, and after a few years of study he flew to Africa in 1992 with a plan to buy thousands of doses, carry them to the open drug scene at Zurich’s Needle Park, and treat addicts by the thousand overnight. The plan met reality in Cameroon, where the only chemist Taub could find who could extract ibogaine from the root worked at roughly fifteen hundred dollars a dose and in small quantities. He bought thirteen doses and went home. An article in the San Francisco New Age magazine Magical Blend brought requests in faster than thirteen doses could answer them, and for the next several years Taub treated a few people a month and flew back to Cameroon whenever his supply ran out, working mostly with spiritual seekers and the occasional addict. The bottleneck broke near the end of the decade, when he found a laboratory that could make ibogaine for under a hundred and fifty dollars a dose in quantity, and the spread of the internet brought the addicts to him. He began training other providers, most of them former addicts, and helped them open practices in Brazil, the Netherlands, Costa Rica, Guatemala, Thailand, and several Mexican cities, connecting the providers he had not trained to the chemists he used.32 By his own count he treated some seven hundred and fifty people, clinics working directly with him another fourteen hundred, and providers he supported thousands more. The offshore clinic ecosystem that consolidated in Mexico through the late 1990s and 2000s grew out of this network and Lotsof’s earlier distribution work, an infrastructure assembled one supply run and one trained provider at a time, years ahead of any agreed safety standard for the medicine it dispensed. The other direction was the formal-research orbit. Deborah Mash, a pharmacologist at the University of Miami, opened a clinical observation program at a facility in St. Kitts that ran several hundred treatment sessions and produced a series of pharmacological characterizations of ibogaine and its long-acting metabolite, noribogaine. Her work would later become the academic spine of the regulated-development effort that DemeRx and atai Life Sciences would, much later still, take up in the 2020s.33 Patrick Kroupa, an underground provider who worked extensively with users of opioids and stimulants, contributed a strand of the practice that was independent of the Mash and Taub networks and that prioritized harm-reduction technique inside underground treatment.34

Mexico, the Netherlands, South Africa, Costa Rica, and a small number of US underground sites carried the bulk of treatment activity by the early 2000s. The pharmaceutical pipeline had moved to a holding pattern: NIDA’s interest had cooled in the late 1990s after an internal review concluded that the compound’s cardiac liability remained too poorly characterized for federal investment;35 Mash’s work continued on academic and private foundations; the offshore clinics treated several thousand additional patients with no centralized data system. By the time Alper, Lotsof, and Kaplan published their medical-subculture paper in 2008, the network had organized itself into the four-way typology that paper described: medical model, lay-provider model, activist self-help model, and religious-spiritual model, each with its own patient populations, dosing assumptions, and accountability structure.36 Four parallel treatment models shared no common dataset and no studied standard a regulator could act on, which is what dispersed demand, left to itself, actually produces.



Four research questions, one drug

First-generation Western ibogaine research was several incompatible programs that each took the compound seriously for different reasons. Running through Claudio Naranjo, a Chilean psychiatrist who would later be known for his work on the Enneagram, the psychotherapeutic line produced a 1969 paper in Clinical Toxicology that placed ibogaine alongside other “fantasy-enhancing drugs” useful in psychotherapy, reading the experience as autobiographical, dreamlike, and useful to therapeutic processing.37 The detoxification framing came later. In Naranjo’s account the compound was something else entirely. What matters about that framing is how it preserves a dimension of the experience that the addiction-treatment narrative would later compress: ibogaine as a compound whose distinctive psychotherapeutic value lay in the kind of consciousness it produced, with the hallucinations as the medium of that value. Later authors use Naranjo as a historical anchor for ibogaine’s oneirogenic reputation. The controlled evidence for opioid withdrawal comes from a different lineage.38-39

At Albany Medical College, Stanley Glick and his collaborator Isabelle Maisonneuve ran the preclinical anti-addictive line. Their question was whether ibogaine, or analogs designed from it, could reduce drug-seeking and self-administration in animal models of addiction without the cardiac effects and loss of motor coordination that complicated human use of the parent compound. Beginning in the late 1980s and continuing for more than two decades, Albany work established a specific nicotinic-acetylcholine receptor subtype as a candidate site for iboga alkaloid action and produced 18-methoxycoronaridine, an iboga-derived analog reported to retain the anti-addictive signal while avoiding several of the parent compound’s safety liabilities.40-41 That a marketed medicine eluded the first generation of work is a fact about the funding environment for ibogaine research more than about the science.

Clinical pharmacology ran through Mash. Her 2023 invited review for Pharmacological Research, summarizing more than twenty years of laboratory and clinical work, is a long-form report from a research career organized around a single compound and a single metabolite. Pharmacokinetics, receptor profile, noribogaine half-life, cardiac liability, the relationship between dose and response, the development of analytical methods, the assembly of a treatment-observation program in St. Kitts and the Bahamas: these were her questions, pursued for long enough to produce a coherent body of pharmacological knowledge but never assembled into the kind of phase-2 controlled trial a regulator can act on.42 DemeRx and atai Life Sciences, pursuing regulated development in the United Kingdom in the 2020s, draw on this pharmacology and on Albany’s analog work. Chapter 10 takes up that effort in detail.

The medical-subculture line ran through Kenneth Alper, a New York University psychiatrist and a longtime collaborator of Lotsof’s, in partnership with Charles Kaplan, Dana Beal, and the academic-and-activist hybrid that grew up around the practice. Taken together, the 2001 contemporary history and the 2008 medical-subculture paper are the most complete reconstruction in print of what was happening in actual treatment settings during the prohibition decades. Alper and collaborators also reported one of the early open-label case series describing acute opioid withdrawal management in a small group of patients treated with ibogaine, noting both clinical observation and the absence of controlled comparison.43-45 This line of work is where the chapter most clearly intersects with the social and clinical realities the later chapters revisit. Where the other three lines investigated the compound, this one documented the world the compound made.

Four research questions produced four partial pictures of a single compound: a psychotherapeutic experience, a preclinical mechanism, a clinical pharmacology, and a medical subculture. Each picture made ibogaine more plausible than it would have been without it. None of them, on its own, was sufficient to bring the compound into ordinary medicine. That discontinuity is the shape ibogaine research took under the conditions in which it was forced to work. The clinical-evidence question for opioid use disorder, the indications beyond addiction, and the regulatory landscape that organized the contemporary moment around these earlier currents are taken up in turn in Chapters 10, 11, and 16.



Schedule I and the prohibition gap

US legal status closed around ibogaine in 1967, five years after Lotsof’s first observation, when the FDA placed the compound in a Schedule I-equivalent category under the predecessor of the contemporary Controlled Substances Act framework. In the language of the current Code of Federal Regulations, ibogaine is listed directly among hallucinogenic substances.46 The classification determined the conditions under which the compound could legally be researched without establishing any finding about its medical value, and those conditions, in the United States, are stringent enough that very few clinical research programs have operated under DEA Schedule I license. Coinciding with the broader political moment of the late 1960s, in which a generation of psychoactive compounds was moved into Schedule I, the placement effectively foreclosed the kind of academic-clinical research environment that might otherwise have developed a phase-2 program in the 1970s.

European legal status followed a more uneven path. France, the country with the deepest francophone Gabonese connection and therefore the largest francophone iboga literature, restricted the plant and the molecule together in 2007: a March 12, 2007 order added Tabernanthe iboga, Tabernanthe manii, ibogaine, the family of related isomers, esters, ethers, and salts, and preparations containing them, to the country’s narcotics list.47 The breadth of the French scheduling matters for the later ethics chapter. The French order joins molecule and plant in a single scheduling instrument, which is consistent with the source-culture position that the medicine is the plant in its entirety, the alkaloid included. Belgium, Switzerland, and several other European jurisdictions followed varying paths. The Netherlands, the United Kingdom, and several countries that have hosted clinical trials in subsequent decades have maintained ibogaine outside their controlled-substances regimes. The legal map is therefore patchy. Treatment activity migrated to the unscheduled jurisdictions, and the offshore clinic ecosystem that consolidated in Mexico, Costa Rica, the Netherlands, and South Africa is the practical consequence of that pattern.48

On the evidence the network’s own chroniclers have produced, the argument that scheduling alone suppressed a viable cure founders. Candid about its own limits, the 2008 medical-subculture paper acknowledges that the prohibition-era practice produced observational data rather than the controlled evidence a regulator could act on, and that the cardiac-safety record of unstandardized treatment in unmonitored settings has been a real and recurring problem. A 2016 review of the therapeutic potential and safety profile reached a similar conclusion in a different tone: ibogaine has shown potential in preclinical and observational human studies, and ibogaine has an established and serious cardiac liability the prohibition-era treatment environment was poorly equipped to manage.49 In direct response to the safety problem the network had begun to acknowledge as central, the Global Ibogaine Therapy Alliance published its Clinical Guidelines for Ibogaine-Assisted Detoxification in 2015. Specifying cardiac and metabolic screening, dose calibration, monitoring requirements during the acute phase, and emergency response protocols, those guidelines were drafted by clinicians and providers who had been treating with ibogaine in the unregulated setting and who knew at first hand what could go wrong.50 In effect, the network was writing the safety manual it had spent two decades learning the hard way.

Legal scheduling and the political climate of the late 1960s removed the conditions under which an academic clinical-research program could ordinarily be assembled, in a reciprocal relation that has organized ibogaine’s prohibition history since. The absence of such a program left the empirical base for the compound thin, and the underground and offshore practice that grew up to meet the unmet demand had limited capacity to address the compound’s safety liability in a systematic way. The safety record, in turn, gave regulators reason for further caution and gave conventional pharmaceutical partners reason to hesitate. A late-2025-into-2026 wave of state-funded research and federal-pathway changes has begun to break that self-reinforcing loop, putting standardized clinical trials and a regulatory home back within reach for the first time since 1967.51-53



What lineage and journey leave behind

Bwiti chapels in Gabon are still running. A small but real number of Western seekers have completed multi-year initiations under named Gabonese nganga. Globally, an underground and offshore treatment ecosystem produces several thousand ibogaine treatments per year by recent estimates 54 and has formalized harm-reduction protocols that the 1990s practice lacked. Drawing on Mash’s pharmacology, Glick’s analog work, and the safety record assembled by clinicians under prohibition, a pharmaceutical pipeline is preparing for Phase 2 readouts. The Gabonese state, the source-culture stewardship organizations, and the international research community are negotiating the conditions under which iboga can travel while keeping the source culture in the room.55-56 Those negotiations belong to the ethics and regulation chapters ahead. No contemporary moment in this story is arriving on a clean slate.

The plant has been carried by named Gabonese teachers in named chapels and through documented apprenticeship lines for at least the last hundred and fifty years of accessible record, and probably for considerably longer. The molecule has been a Western treatment object for sixty-four years since Lotsof’s 1962 observation and forty-one years since his first patent, with research programs that ran in parallel and stayed apart through the prohibition decades. The evidence base the contemporary clinical effort is built on was assembled across those decades by researchers and clinicians working in conditions that often made ordinary peer-reviewed accumulation difficult. To the depth the historical record allows, the answer is whose hands carried iboga to the present moment and how those hands organized themselves under the conditions they faced. What the molecule is, who has rightful claim to its commercialization, and how state and market should respond to a compound with this history are the questions for the chapters ahead.



Key Takeaways


	Bwiti is plural and structural rather than unitary. The branches dissumba, misoko, fang, ngenza, and ogondé differ in doctrine, ritual emphasis, and stance toward outsiders; the religion’s authority is held by named nganga in named chapels rather than by a central institution; and the religion’s documentation of its own origins, including the Mitsogho-Apindji rivalry over invention and the Pygmy precedence in the discovery legend, is part of its self-understanding.57-59

	Western seekers entering Bwiti have done so under specific named nganga, in specific branches, through multi-year apprenticeships. Mallendi was initiated by Ehoumou;60 Mougandeh Mikala has opened the practice to non-Gabonese in particular contexts; Tatayo Obiang Nzondo MaMissoba is documented as the first Westerner to complete a full Fang Bwiti initiation, which took ten years.61

	Howard Lotsof’s 1962 Brooklyn observation, an N-of-1 personal experience supplemented by an N-of-7 informal case series, founded the Western treatment narrative for ibogaine. Lotsof organized his life around the observation through US patents in 1985 and 1989, advocacy through NDA International, and a working alliance with the activist network around Dana Beal; the observation produced a movement before it produced an evidence base.62-66

	The Erasmus University pilot project in Rotterdam, running from 1989 with around forty heroin-dependent participants, ended in 1993 after a participant died during the post-dose interval. A subsequent Dutch investigation did not conclude that ibogaine was the cause; the project ended there. The episode is the canonical reference point for the cardiac-safety risk in unprepared research environments.67

	First-generation Western research produced four partial pictures across incompatible programs rather than a single clinical case. Naranjo on the psychotherapeutic value of ibogaine as an oneirogenic compound; Glick and Maisonneuve on preclinical anti-addictive mechanism and on the analog 18-MC; Mash on clinical pharmacology, noribogaine, and the St. Kitts treatment-observation program; Alper, Beal, and Kaplan on the medical subculture itself.68-71

	The estimate of 3,414 ibogaine treatments outside ordinary medical channels by February 2006 (sixty-eight percent for substance-related disorders, fifty-three percent for opioid withdrawal) is a scale marker rather than an efficacy or safety claim. It documents the gap between unmet demand for an addiction-interrupting treatment and a legal and institutional setting that foreclosed the development of a regulated home for that treatment.72

	US Schedule I placement under the Controlled Substances Act and the French 2007 order capturing both Tabernanthe iboga and ibogaine together produced a patchy global legal map that drove offshore and underground practice. The reciprocal relation between scheduling, thin evidence, unstandardized practice, and safety risk has organized ibogaine’s history, and self-regulatory responses such as the GITA 2015 Clinical Guidelines are an in-network attempt at correction.73-76
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3 Ethics, Stewardship, and Ownership

In September 2000, in Libreville, President Omar Bongo signed a decree declaring Tabernanthe iboga a patrimoine national and produit stratégique, a national heritage and a strategic product, and instructed his administration to do everything possible to protect the plant at the international level and to end its illicit export.1 The decree registered a sovereign nation’s claim on a plant native to its forests, in the same decade in which the molecule that plant contains was beginning, in foreign clinics and patent offices, to acquire a different kind of value. The two moments are part of one story. A plant becomes globally legible as a medicine. The country in whose forests it has always grown asserts that it belongs to a people, a knowledge system, and a place. Set side by side, the two claims demand an account that does not let chemistry answer for ceremony, or ceremony answer for chemistry.

Iboga gets owned three different ways at once, and the three pull against each other. Economic ownership covers patents, revenue, state investment, clinic markets, harvest prices, and who pays what. Epistemic ownership covers whose knowledge counts as knowledge and whose becomes scenery for somebody else’s discovery. Legal ownership covers Schedule I, INDs, access-and-benefit-sharing frameworks, Nagoya, export authorization, and the state-funded trial. A company can synthesize a safer analog and reduce pressure on wild iboga while still owing the source culture a debt that synthesis alone leaves outstanding. A clinic can deliver careful medicine to patients in serious need while sourcing material whose journey nobody on the ward could explain. A regulatory agency can clear a noribogaine study while leaving open who, if anyone, in Gabon receives anything in return. The three braids stay distinct because clinicians, advocates, and policy actors answer poorly when they collapse into one.


A plant under price

Tabernanthe iboga is a slow-growing understory shrub whose harvest destroys the root. The plant grows in commercial quantities only in the wet equatorial forests of Gabon, Cameroon, Equatorial Guinea, and the two Congos, with Gabon as the center of gravity.2-3 Wild populations are finite. Brett’s chapter on conservation, drawing on Yann Guignon’s 2012 report for the Gabonese government, describes a marketplace in which root-bark prices have risen roughly eight to ten times their value of a decade earlier, placing the material beyond the reach of traditional practitioners who have used it for generations.4 The price increase makes the demand from outside the source-culture world visible in the local market. A Gabonese practitioner can now be outbid for the bark of his own tradition by a buyer who will never learn his name, which is the rarer and harder injustice underneath the familiar one of a plant leaving its forest.


Voices. “When a revered, highly localized medicinal sacrament is increasingly regarded as an economic commodity to be plundered, packaged, auctioned off, and eventually consumed by a relatively privileged, predominantly Caucasian demographic, it’s easy to understand the frustration felt by some of these native groups”.5



Gabonese practitioners feel the pressure of global demand more sharply than the practitioners of most psychedelic source-cultures. Peyote and ayahuasca face their own versions of it, but iboga occupies a narrower geography and a sparser population of harvesters, so demand transmits more directly into local access. Two ethical facts follow. Western seekers, retreat centers, supplement vendors, and pharmaceutical pipelines bid against Gabonese practitioners for the same material. And the Gabonese state has had to legislate around that bidding, with the 2000 patrimoine national designation, with subsequent export authorization requirements introduced in 2019, and with the Nagoya Protocol integration President Bongo accepted on Yann Guignon’s recommendation.6-7

Non-state organizations carry the most concrete accountability work. Regulatory authority has not produced its equivalent. The ICEERS Iboga Community Engagement Initiative, drawing on fifty-six interviews across twelve Bwiti communities, makes the leading attempt to render reciprocity institutional.8 The David Nassim formulation of the Nagoya commitment, reported in van Veenendaal’s handbook, names what the framework asks for in practice: a treaty that officially enforces reciprocity in any international access to inherited resources, with a fair and equal share of the profits those resources bring, and with the prioritization of traditional peoples’ rights.9 The framework’s words are exact. Compliance with those words is the gap that remains open.

Voacanga africana, a widespread west and central African Apocynaceae shrub of the same family, offers one alternative supply route. The plant contains ibogan-type alkaloids in its bark and is generally easier to source than wild Gabonese iboga, and several semi-synthetic and analog routes to ibogaine and its derivatives use Voacanga-derived precursors instead of direct Tabernanthe iboga harvest.10 The substitution is real conservation. It reduces wild-harvest pressure on a critically endangered shrub. It remains incomplete as an ethical move. Sustainable chemistry reduces one kind of extraction while leaving another kind untouched: the extraction of meaning, knowledge, and legitimacy from the people who held the plant first. A Voacanga-derived molecule manufactured in a European or Indian laboratory owes no obligation back to a Gabonese chapel. Voacanga-sourced ibogaine and Tabernanthe-sourced ibogaine are chemically indistinguishable. The medicine differs.

Sustainable chemistry reduces wild-harvest pressure but leaves the obligation to Gabon’s source communities unmet. The Nagoya Protocol gives that obligation its formal language. Gabon was an early signatory and integrated Tabernanthe iboga under the protocol’s access-and-benefit-sharing provisions after the 2012 Guignon report.11-12 Under the protocol, access to a country’s genetic resources, and to the traditional knowledge associated with those resources, must be matched by fair sharing of benefits with the country and the communities concerned. The framework is real. Implementation is uneven. Enforcement falls on national agencies operating under their own constraints, and the protocol’s reach into molecules, extracts, derivatives, and analogs remains contested terrain even where political will exists. Anyone honest about Nagoya treats it as a vocabulary for asking the right question, and the asking does not supply the answer. No published account, in 2026, documents what proportion of clinic revenue, retreat-center fees, supplement margins, or pharmaceutical research budgets returns to Gabonese communities, to Bwiti lineages, or to the conservation organizations stewarding the forests where the plant still grows.



Knowledge before the chemistry

The plant has been used for centuries. Isolation of the molecule is a hundred years old.13 The chemistry came after the practice, and the order matters more than published research sometimes acknowledges. Tabernanthe iboga was named, mapped, sketched, and assigned to a genus and a family before the bark was ever extracted into a crystal. Lambarène, the French stimulant tonic containing iboga extract, sat on European pharmacy shelves for decades before any clinician understood what the alkaloid was doing in the body.14 Howard Lotsof’s 1962 observation in a Brooklyn apartment, which has anchored so much of how the ibogaine community understands its own origins, was a Western rediscovery of an anti-craving property that the Bwiti had been incorporating into initiation for as long as their oral history reaches.15 The knowledge the chemistry now studies was already a knowledge.

Mallendi, a ngenza nganga whose voice threads through the Bois sacré dialogues, puts it bluntly. “C’est-à-dire en gros, l’autre côté de la fracture Nord-Sud. En général, les chamans sont pauvres, en tout cas ceux avec qui j’ai travaillé. Et nous, nous sommes riches”: in essence, the other side of the North-South divide, where the shamans are poor, at least the ones he has worked with, and we are rich.16 The asymmetry is economic, and Mallendi names it as such. Read whole, the same dialogues also document an asymmetry of credit. Western pharmacology knows how to isolate, synthesize, patent, and market a compound. Learning from the knowledge system that held the compound first is a skill Western pharmacology cultivated far later.

Bwiti’s account of what iboga is and what it does is its own coherent body of knowledge. Western biochemistry’s account is another. Where the chemistry has shown a CYP2D6 conversion to noribogaine, a kappa-opioid receptor contribution, an NMDA-antagonist mechanism, a nicotinic-receptor block, and a hERG-channel effect that prolongs the QT interval — the enzymes and channels detailed in Chapter 4 —,17-18 Bwiti initiation has shown an ordeal in which the initiate meets the dead, sees the events of an entire life pass in compressed sequence, and emerges with a relationship to the ancestors that did not exist before. The chemistry arrived late and added detail to a phenomenon a tradition was already organizing around with care.

Already attached to a tradition of careful use, iboga arrived in Western laboratories. Randomized controlled trials, receptor pharmacology, and the imaging panel do work that ceremonial practice does not attempt, and the epistemic braid asks no abandonment of them. What it asks is that researchers and clinicians acknowledge an inheritance. The names Babongo, Mitsogho, Apindji, Fang (Chapter 1) are the older half of the practice the chemistry is studying. They belong to the medicine as much as the receptor data does. Research that records the receptor binding while omitting the inheritance has done a partial job. The Mallendi dialogues read as a request that the inheritance be recorded.

Centuries of disdain for the peoples who held this knowledge sit underneath the inheritance the chemistry came late to. The francophone anthropologist Jeremy Narby names the underlying pattern: “Le fait est qu’on a méprisé ces peuples et leur savoir pendant des siècles et que les plantes psychoactives sont au centre de leur façon de connaître le monde et que, ma foi, ça contredit le paradigme occidental”: the fact is that we have despised these peoples and their knowledge for centuries, and that psychoactive plants are at the center of their way of knowing the world, and that, frankly, contradicts the Western paradigm.19 Laboratory study does not resolve the contradiction. In some ways it sharpens it. A pharmacology that treats Bwiti knowledge as decoration around an interesting molecule repeats the older pattern at the level of method. A pharmacology that treats the ceremonial system as a coherent body of knowledge, whose claims can be honored as claims, breaks with the pattern.

Mallendi’s own positive vision appears in the same dialogues. His stated goal, registered in Bois sacré, is to build a traditional village-hospital in Gabon: first to compile a herbarium of all medicinal plants of Gabon, then to receive people from around the world who need to be treated with plants.20 The vision is one shape that reciprocity could take if sponsors, donors, and the broader ibogaine community developed the institutional capacity to fund it: a Gabonese institution, run by Gabonese knowledge holders, operating as archive and clinic at once, with royalty streams paid into it from a distance. Whether that institution ever gets built is a separate question, but Mallendi’s answer to what reciprocity could look like is on the record.



A patent on a plant

What belongs here is the legal instrument Lotsof built around the personal claim. In 1985 a US patent issued in his name for a method of interrupting the narcotic addiction syndrome using ibogaine. A 1989 patent extended the method claim to alcohol dependence.21-22 The patents were not on the molecule. Ibogaine, a naturally occurring alkaloid, was unpatentable in the ordinary way, and the patents covered a method of treatment.

Method patents convert a clinical hypothesis into legal property. The 1985 form rested on a sample size of seven,23 and it set a pattern ibogaine development has followed for forty years. The patents had a strange institutional life. They were held by an unfunded individual and a small advocacy company. The molecule had no industrial partner. The medical-subculture network that grew around the claim treated the patents almost as much as an activist instrument as a legal one. By the time the patents approached expiration in the early 2000s, practitioners had built a parallel infrastructure for ibogaine treatment outside any approved indication, and the patents had functioned more as flags than as fences. The contemporary commercial pipeline that has succeeded them, DemeRx’s noribogaine program among others, operates on a different model: standard composition-of-matter and formulation patents on derivative compounds, venture funding, regulatory engagement through the standard IND pathway.24-25 A method patent built on seven cases of self-experimentation was succeeded, two generations later, by the infrastructure of ordinary drug development.

When ibogaine itself proved difficult to develop into a pharmaceutical product, medicinal-chemistry efforts moved toward derivative compounds that were patentable in the standard way. 18-methoxycoronaridine, an iboga alkaloid congener developed at Albany Medical College, preserved anti-addictive effects in animal models while reducing tremor, loss of motor coordination, and several of the dose-limiting safety signals of the parent compound.26-27 Patentable, less cardiotoxic, less hallucinogenic — the analog logic offered a way around the obstacles ibogaine itself had created for pharmaceutical development.

Tabernanthalog, reported two decades later from a University of California, Davis laboratory, extended the analog logic into a function-oriented synthesis strategy. The compound is water-soluble, non-hallucinogenic, and structurally related to ibogaine and to 5-methoxy-DMT, and the published preclinical evidence reports reductions in alcohol- and heroin-seeking behavior, antidepressant-like effects in standard rodent assays, synaptic plasticity — the physical growth of new synaptic connections — in cortical neurons, and reduced hallucinogenic and cardiac-liability signals. A 2023 follow-up extended the result to a polydrug model.28-29 A 2026 preprint reported oxa-noribogaine reducing alcohol drinking in preclinical models, with no detectable motor or cardiac liabilities in the reported assays.30 Noribogaine itself has continued to advance on the natural-product side, with an alcohol-use-disorder study reported in early 2026.31 The pipeline is real. The cardiotoxicity story that has limited ibogaine’s clinical adoption may be engineerable around.

Distance from the plant is the analog’s defining feature. Brett puts the point bluntly: “Unlike ibogaine, which occurs naturally and is therefore non-patentable, 18-MC is man-made. This patentability, combined with its ability to skirt the psychoactive effects, established 18-MC as a potentially lucrative project for pharmaceutical companies”.32 Patentability changes the economics of who develops what, who funds it, and who reaches it once developed. A safer, scalable, non-hallucinogenic analog is plausibly a public-health good. It is also a form in which value flows further from the people whose plant knowledge made the field.

Western pharmacology’s instinct is to isolate the active principle, characterize the receptor, and discard the matrix. Bwiti’s account maintains that the matrix is part of the medicine: the ceremony, the music, the nganga, the chapel, the songs in the Tsogho language, the relationship with the ancestors and the dead. A clinical-trial design that strips those elements away, on the standard reasoning that they belong to expectancy and ritual confounds, may be measuring something the source culture would fail to recognize as iboga. The molecule-versus-plant distinction Bois sacré names is the defining ethical fault line of this volume.



A fragmented field of institutions

By 2026 ibogaine occupies an institutional landscape that has emerged over the past twenty years. Source-culture and conservation organizations, provider-standards bodies, university research consortia, pharmaceutical companies, federal agencies, and state legislatures all retain a piece of the plant’s accountability. The whole problem lies beyond the reach of any single one of them.

On the source-culture side, the International Center for Ethnobotanical Education, Research and Service operates an Iboga Community Engagement Initiative whose Phase 2 report, drawing on fifty-six interviews across twelve Bwiti communities, asks what reciprocity and consent look like in practice as the global pipeline hardens.33 Blessings of the Forest, a Gabonese-led conservation organization, anchors the stewardship work in the present tense and has been clear that source-culture actors are acting on their own initiative, ahead of any Western ethics committee’s notice.34 Chacruna’s Iboga Conservation project and writers affiliated with the Multidisciplinary Association for Psychedelic Studies have made the molecule-versus-plant critique explicit, with the MAPS-affiliated essay Expanding Ancestral Knowledge Beyond the Sale of Molecules providing the clearest articulation of the fault line.35-36 These accountability institutions, lacking governing power, do some of the work that states and markets routinely fail to do.

On the provider side, the Global Ibogaine Therapy Alliance has been the standards body for a clinical and underground ecosystem that grew up outside ordinary regulatory approval. The 2015 GITA clinical guidelines for ibogaine-assisted detoxification set the screening, monitoring, and emergency-response expectations that a serious provider operates under in the absence of an approved indication.37 The guidelines lack enforcement teeth. Provider organizations work without the licensing, sanction, or closure powers a national medical authority can wield. What they can do is name what good practice looks like, and that work matters in a field where roughly 3,414 people had been treated outside ordinary channels through early 2006, with the number larger since.38 Patient-facing ethics is part of stewardship.

The regulatory ambiguity GITA was built to address has a long history behind it. Alper, Lotsof, and Kaplan’s 2008 typology mapped four overlapping settings in which ibogaine treatment grew up outside ordinary regulatory channels: medical, lay-provider, activist-self-help, and religious-spiritual.39 The four modes coexisted in the absence of a single institutional home for the compound. Should ibogaine be governed as a medicine, a ceremony, a harm-reduction intervention, a regulated psychedelic therapy, a right-to-try compound, or a source-culture plant? Different actors have answered differently. The institutional fragmentation of 2026 inherits the earlier ambiguity and continues it forward unresolved.

A late-2025-into-2026 wave of state-funded research and federal-pathway changes — Texas Health and Human Services Commission funding a UTMB Health and UTHealth Houston consortium, an April 2026 White House executive order on accelerated review of psychedelic compounds for serious mental illness, and an FDA clearance for an early-phase noribogaine study — has begun to assemble the regulated-development infrastructure the prohibition decades foreclosed.40-42 The regulatory system itself is the subject of Chapter 16. What matters here is that the institutional acceleration moves ahead of any matching reciprocity infrastructure on the source-culture side.

Texas funding will not prove the molecule works for the indications the trials will test. Federal acceleration leaves the Schedule I listing in place that the Drug Enforcement Administration still maintains for ibogaine and its analogs in the United States.43 An IND clearance allows a study to proceed. Medicine approval is a separate and later regulatory step. A 2026 review in Expert Opinion on Pharmacotherapy documents the gap that institutional acceleration tends to leave unaddressed, naming the unresolved questions in safety, scalability, workforce training, equity of access, and medico-legal accountability that any psychedelic-assisted pharmacotherapy will have to answer before it becomes ordinary medicine.44 The review is general in scope. The same questions apply to iboga.

A clinic can deliver careful care while sourcing material whose origin nobody on the ward could trace. A company can develop a safer analog while owing the source culture a debt that the chemistry alone leaves unpaid. A conservation organization can protect the plant while lacking any leverage over how a federal trial uses it. A state can fund research while leaving ceremony and reciprocity outside its remit. Each actor solves its own piece, and the whole lies beyond any one actor’s reach. Fragmentation is the standing condition of ibogaine’s institutional landscape.



Who reaches the medicine

Addiction is ibogaine’s lead indication, and the population that carries addiction in the United States is shaped along lines of race and class that the ibogaine pipeline has so far reproduced rather than redressed. Opioid overdose killed roughly 130 Americans a day in 2017 and is the leading cause of death for adults between twenty-five and forty-four,45-46 yet most people with opioid use disorder never receive an approved medication for it. Among seventeen thousand overdose survivors in one Massachusetts cohort, only 17 percent received buprenorphine, 11 percent methadone, and 6 percent naltrexone in the months that followed.47 The people most likely to fall into that untreated majority are not randomly distributed. Racial and ethnic minorities make up roughly 40 percent of admissions to US substance-treatment programs 48 and Black older adults in particular are less likely than white older adults to complete treatment,49 in part because those programs are wired into a criminal-justice system that has long treated addiction in communities of color as a matter for arrest rather than care.50

That criminalization is the inherited context every claim about ibogaine access has to be read against. People of color are arrested for drug offenses at higher rates than white people despite using and selling drugs at comparable rates, receive longer sentences when convicted, and carry the cumulative weight of a drug war that was, in its origins, an instrument aimed at particular communities.51 For Black, Indigenous, and other communities of color, the resulting injuries are not only economic and carceral but psychological, a documented pattern of racial trauma that compounds across a lifetime and sits underneath the very disorders ibogaine is now proposed to treat.52 A medicine entering this landscape does not enter a blank field. It enters one already sorted by who was punished and who was treated.

Against that sorting, the people who actually reach ibogaine in 2026 are a narrow and self-selected slice. Underground ibogaine treatment for substance use disorder is reached mostly by those who can fund their own travel to a clinic in Mexico, Costa Rica, or the Netherlands and pay out of pocket for a procedure no insurer covers.53 The veteran cohort whose traumatic brain injury and post-traumatic stress have anchored the recent wave of research, and made ibogaine, as advocates have framed it, approachable to conservative legislators, carries real suffering. It is also a politically legible and comparatively well-resourced population whose visibility has shaped which patients the emerging system is built around. The psychedelic research base shows the same skew at its foundation. Across eighteen studies through 2017, 82.3 percent of participants were non-Hispanic white, with Black and Latino participants in the low single digits, and a 2024 systematic review found the imbalance uncorrected in the studies published since, white enrollment still near 85 percent.54-55

Cost is the gate that converts this skew into a structural outcome. Hospital-grade ibogaine care, with the cardiac monitoring and emergency capacity that Chapter 6 and Chapter 14 establish as non-negotiable, is expensive to deliver, and a treatment delivered safely will be a treatment delivered at a price most of the affected population cannot meet. Even formal approval would leave that gate standing. Health economists studying the wider psychedelic field warn that, absent deliberate reimbursement design, these therapies will remain unavailable to most of the people who could benefit even after they become legal medicine.56 Marginalized women in one Vancouver cohort expressed substantial interest in psychedelic-assisted therapy, with interest concentrated among those reporting recent stimulant use, mental-health histories, and childhood abuse, the markers of highest need and of structural exclusion at once.57 High need and low access travel together.

None of this argues against developing ibogaine. It is a claim about what equity requires once development succeeds. Researchers and developers willing to put racial justice and access on the ledger alongside source-culture reciprocity would treat inclusion in trials, coverage by public payers, and price as design problems to solve before approval, not disparities to discover after it. The reciprocity owed to Gabon and the equity owed to the patients ibogaine is meant to serve are different obligations, and they share a failure mode: a medicine whose value flows to the well-resourced while the communities who carry the underlying burden stay outside the room. Naming the affordability problem alone misses the larger one. The deeper question is who the addiction-treatment system was built to reach in the first place, and whether ibogaine is being built to widen that circle or to copy it.



What an honest ledger would look like

Clinic revenue, retreat-center fees, supplement margins, and pharmaceutical research budgets all generate money that an honest accounting would track, year over year, by what proportion of it returns to Gabonese communities, to Bwiti lineages, and to the conservation organizations stewarding the forests. That accounting would then be published. It would also distinguish access from availability, a difference that bears flagging here before federal acceleration encourages the conflation. A drug that becomes approved remains, for many people, a drug that fails to reach them. Approval would be a medical milestone. Equity of access is a separate design problem. Inclusion criteria, geography, insurance coverage, clinic networks, and price determine who actually receives a treatment, and the historical record on psychedelic medicines moving from approval to access is short and mixed.

A seeker considering a retreat holds an obligation that no institution tracks. Wouter van Veenendaal’s handbook describes it as a self-screening question that a seeker can answer before booking: “Am I in true reciprocity with the plant and the community that is helping me? What am I giving and taking from them? … What impact will my treatment have on the community or people helping me? What will I leave behind?”.58 The questions are personal, beneath regulatory reach. They translate the abstract framework of Nagoya into actionable choices: choosing a facilitator with documented lineage acknowledgment over a marketing claim, supporting Blessings of the Forest or comparable Gabonese-led organizations, accepting conservation and reciprocity as part of the cost of the medicine itself. Practitioner ethics alone will fail to solve systemic extraction. They remain part of how systemic extraction is sustained or weakened.

Van Veenendaal directs more than half of the royalties from The Iboga Experience (fifty-five percent from Amazon) to Blessings of the Forest, naming the contribution in the book’s method note as part of how a Western writer’s engagement with the field is meant to discharge.59 Concrete commitments of this kind, at the practitioner level, remain rare but instructive. The arithmetic is private. The principle is public. An ibogaine community that wanted concrete reciprocity over rhetorical reciprocity would generate moves of this scale at every commercial layer, sitting alongside institutional accountability as the texture of practice that institutions can audit, reward, and demand.

Iboga’s three owners keep their claims separate even at the end of the account. Economic ownership has answers the law can record. Epistemic ownership has answers that chemistry alone cannot supply. Legal ownership has answers that the patrimoine national designation, the Nagoya Protocol, Schedule I, INDs, and state grants together leave unsettled. Stopping at “ibogaine is contested” misses half the picture. Ibogaine’s accountability institutions have frameworks but no published accounting, advocates but no governing body, conservation tools but no audit of return. Plural ownership keeps the ibogaine community honest. A patent application, a clinic opening, a state grant, an analog program, a federal acceleration: ask of each which braids it serves, which it leaves untouched, and which it strains. The open ethical questions the current moment leaves unresolved return in Chapter 17.



Key Takeaways


	Iboga’s ethics rest on concrete economics. Wild populations are finite, root-bark prices have risen roughly eight to ten times their value of a decade earlier, and Gabonese practitioners can be priced away from a plant their lineages have used for generations.60

	Ownership is plural. Economic ownership (patents, revenue, prices, harvest), epistemic ownership (whose knowledge is recognized as knowledge), and legal ownership (Schedule I, Nagoya, INDs, state grants) braid together and pull against each other. Collapsing them into a single appropriation frame loses the picture.

	Voacanga substitution is real conservation and incomplete ethics. Replacing wild Gabonese harvest with Voacanga-derived semi-synthesis reduces one kind of extraction while leaving the extraction of meaning, knowledge, and legitimacy untouched.

	The molecule-versus-plant distinction is the defining ethical fault line. Patentable analogs from 18-MC through tabernanthalog to oxa-noribogaine may help patients for whom ceremony is inaccessible; they also let value flow further from the source culture.61-63

	The institutional landscape is fragmented. ICEERS, Blessings of the Forest, GITA, MAPS, Chacruna, DemeRx, UTMB, FDA, and the White House each own a piece of the accountability problem; none owns the whole.

	Ibogaine’s accountability institutions have frameworks but lack a ledger. No published account documents what proportion of clinic revenue, retreat fees, supplement margins, or research budgets returns to Gabonese communities, Bwiti lineages, or the organizations stewarding the forests. Until one does, every reciprocity claim rests on assertion rather than record.

	Approval falls short of access. Federal acceleration in 2026 and a fifty-million-dollar Texas trial program are institutional signals rather than equity guarantees. Inclusion criteria, geography, insurance, and price determine who actually receives a treatment.
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4 The Molecule, the Receptors, and the Dose

Two patients can swallow the same labeled amount of ibogaine and carry meaningfully different drug burdens through the night and the next day. The difference lives in an enzyme in the liver. CYP2D6, a member of the cytochrome P450 family of liver enzymes (the body’s main drug-metabolism workforce) and the variant that handles codeine, many common antidepressants, and a long list of cardiac and psychiatric drugs, converts ibogaine into noribogaine, an active metabolite with its own receptor profile and a half-life roughly four times as long as the parent drug’s. People who carry low-activity variants of CYP2D6, or who take medications that block it, can roughly double their combined ibogaine-plus-noribogaine exposure from the same labeled dose.1-2 A 2024 pharmacokinetic study in fourteen patients with opioid-use disorder confirmed the pattern in the population that would actually receive a flood dose. Each patient received a single 10-milligram-per-kilogram dose of ibogaine hydrochloride under inpatient monitoring; plasma pharmacokinetics were modeled across twenty-four hours; CYP2D6 activity level was assayed by genotype. The clearance of ibogaine ran roughly 0.8 liters per hour in the lowest activity-score group and rose by about 30 additional liters per hour for each one-point increment in enzyme activity, a more-than-thirty-fold spread that mapped directly onto plasma exposure. Correlations between plasma ibogaine and both QT-interval prolongation and motor incoordination reached statistical significance. The same correlations for noribogaine concentration did not. Cardiac and motor effects, in this opioid-dependent cohort, were more clearly driven by the parent compound than by its metabolite, and the authors recommended that future ibogaine clinical work test lower doses or apply genotype-individualized dosing rather than the labeled-milligrams-per-kilogram protocol that clinical trials have so far used.3
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Most popular accounts treat ibogaine as a single discrete molecule with a single dose-response curve. In practice, ibogaine is a parent-plus-metabolite event, processed by a metabolism that varies by genotype and by medication, engaging a polypharmacological target spectrum, with a cardiac safety story that extends past the visions and into the post-acute window. That same pharmacology accounts for the unusually long experience, drives the screening protocols and contraindications detailed later (Chapter 6), and explains why analog development across 18-methoxycoronaridine, tabernanthalog, and oxa-noribogaine has become a small science of its own, asking whether ibogaine’s anti-addictive effect can be retained in molecules with less of the cardiac liability.


The scaffold and its analogs

Ibogaine is an indole alkaloid of the iboga family, a small chemical lineage that crosses several genera in the dogbane family Apocynaceae. It sits in the root bark of Tabernanthe iboga alongside tabernanthine, ibogamine, coronaridine, and several lower-abundance congeners. The molecule’s pentacyclic indole skeleton was characterized between 1954 and 1958 and yielded to total synthesis in the 1960s.4 Voacanga africana, a more widely available West African shrub of the same family, contains structurally related ibogan-type alkaloids that have become the dominant industrial precursor for ibogaine semi-synthesis. The Voacanga route depends on harvesting the bark of V. africana for its voacangine content, then converting voacangine to ibogaine through a multi-step semi-synthesis that yields purified hydrochloride at higher and more consistent volumes than direct extraction from T. iboga can support. The molecule’s industrial chemistry now passes largely through Voacanga. The cultural chemistry depends on Gabonese forest harvest. The ethical implications of that split, a clinical-trial pipeline that depends on a West African botanical source untouched by the patrimoine-national protection Gabon has extended to T. iboga, lie on the sustainability axis as much as the supply axis.

The scaffold matters because medicinal chemists are actively changing it. Three analogs carry the modern medicinal-chemistry story. 18-methoxycoronaridine, or 18-MC, came out of Stanley Glick’s laboratory at Albany Medical College in the 1990s, designed as an iboga congener with a narrower target spectrum than the parent. In rats, both ibogaine and 18-MC reduced self-administration of cocaine, morphine, ethanol, and nicotine, but 18-MC showed a more favorable toxicity profile and substantially weaker functional blockade of the hERG channel — a potassium channel in the heart muscle whose blockade slows electrical recovery between beats and lengthens the QT interval — despite retaining channel binding.5-7 Glick’s laboratory argued from these data that a specific nicotinic receptor subtype, which 18-MC engages more selectively than ibogaine does, might carry the anti-addiction effect that the parent compound delivers alongside its cardiac and hallucinogenic effects.

Tabernanthalog, or TBG, was synthesized in 2020 as a water-soluble, non-hallucinogenic analog designed to retain the neural-plasticity signature classical psychedelics produce in cortical neurons. Its chemistry is unusually clean: where the only known routes to ibogaine itself require nine to sixteen steps and yield somewhere between 0.1 and 4.8 percent,8 tabernanthalog can be made in a single step at quantities sufficient for animal experiments. Behaviorally, the molecule failed to produce the head-twitch response in rats that serves as the standard rodent proxy for classical-psychedelic hallucinogenic activity. In zebrafish-toxicity assays, ibogaine produced severe malformations and high mortality. Tabernanthalog produced significantly fewer non-viable fish. Dendritic spine formation in cortical neurons increased twenty-four hours after a single dose; the molecule matched the spine-growth effect of established hallucinogenic psychedelics and reduced alcohol and heroin self-administration in standard rat models.9 A 2023 polydrug extension reported reduced motivation for both heroin and alcohol in rats carrying simultaneous dependencies on the two substances, a model designed to mirror the polysubstance use that dominates contemporary clinical populations.10 Oxa-noribogaine, a 2026 preprint result, redesigns the metabolite itself: the chemistry replaces a carbon in the indole scaffold with an oxygen and yields a compound that reduces alcohol drinking in rats through modulation of glutamate activity in the medial prefrontal cortex (mPFC) — the front-and-center region most consistently implicated in self-related cognition — while avoiding the obvious motor and cardiac liabilities of the parent compound.11

The three analogs share a logic. Each asks whether one part of ibogaine’s pharmacology can be kept while another part is removed: anti-addictive effect kept, hallucinogenic intensity dropped; plasticity kept, cardiac risk reduced; metabolic persistence kept, cardiac channel blockade weakened. Each is preclinical. None has been tested in a clinical population. The work is best read as a test of which molecular features carry which effects, with each molecule remaining an experimental preclinical candidate.12 Whether any of them ever reaches a patient is, for now, a separate question from what they reveal about the parent.

Ibogaine falls outside the serotonin 2A receptor (5-HT2A) family (the same subtype that mediates psilocybin and LSD) that organizes classical psychedelic pharmacology. Its target spectrum is broader and harder to standardize. Ibogaine produces visions. Its metabolite noribogaine, with its own receptor profile, persists in the body for days after the parent has cleared.



Parent drug, active metabolite

Oral ibogaine is rapidly absorbed and rapidly metabolized. Run in 2015, the cleanest available human pharmacokinetic study gave twenty-one healthy volunteers a single 20-milligram oral dose under one of two conditions: placebo pretreatment or pretreatment with paroxetine, a selective serotonin reuptake inhibitor that also inhibits CYP2D6.13 In the placebo condition, ibogaine reached its peak plasma concentration within an hour or two and was largely converted into noribogaine, with the metabolite’s peak arriving at about four hours after ingestion. Plasma sampling continued out to seventy-two hours. In the paroxetine condition, the same labeled dose behaved differently. Ibogaine remained detectable across the full sampling window, the metabolic conversion to noribogaine slowed measurably, and the combined parent-plus-metabolite exposure roughly doubled. The clinical translation is plain. Most people metabolize ibogaine through CYP2D6 at a typical rate. The remainder, poor metabolizers by genotype or people taking common antidepressants and other enzyme-blocking drugs, can receive a biologically larger dose than the milligrams on the label suggest. Paicheler’s account of the pharmacology in Bois sacré states the geometry plainly: “Ibogaine binds in fat, then is transformed into noribogaine, an active metabolite whose effect lasts much longer. This transformation depends on a liver enzyme”.14
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Noribogaine has its own pharmacology and its own elimination curve. In a 2016 randomized double-blind placebo-controlled study, twenty-seven opioid-dependent patients received single ascending doses of noribogaine at 60, 120, and 180 milligrams. Exposure was dose-linear across the three dose groups, and the mean elimination half-life fell at roughly twenty-four to thirty hours, three to four times longer than that of the parent compound.15 Combined with ibogaine’s much shorter half-life of about seven to eight hours, the practical consequence is that a person who has swallowed a flood dose retains the metabolite at pharmacologically relevant concentrations through the next day and often well beyond. This is the fat-binding, slow-conversion geometry Paicheler describes in Bois sacré (quoted above).

The metabolite is a different pharmacological character from the parent. Comparative neuropharmacology shows that ibogaine and noribogaine engage different transporter and receptor profiles, with noribogaine carrying meaningfully more activity at the serotonin transporter and a different opioid-receptor signature than its parent.16 Brett’s practitioner-facing description of noribogaine as a serotonin-reuptake inhibitor with antidepressant-like activity overstates the pharmacology but gestures at something real:17 the metabolite has serotonergic action the parent compound lacks at the same magnitude. That post-acute window practitioners describe (the period of reflective lucidity and reduced craving in the days and weeks after a flood dose) is at least partly a noribogaine window, not an ibogaine one.

The split has consequences downstream. Largely driven by the parent compound during its first day, the acute experience shifts to the metabolite as ibogaine clears, while the unusual access to memory and motivation that practitioners report during the weeks that follow belongs to noribogaine and its slow tail, the post-acute window integration work addresses (Chapter 15). The QT-interval prolongation behind the documented ibogaine fatalities depends on noribogaine exposure as much as on ibogaine itself, which is why the metabolite carries as much weight in the harm-reduction account (Chapter 14) as the parent does. Noribogaine, not the parent compound, shapes most of what follows.

Ibogaine produces the visions. Noribogaine sustains the afterlife.

Both ibogaine and noribogaine are highly fat-soluble. Binding into adipose tissue, they redistribute slowly back into circulation, which is why some clinical case literature reports detectable plasma concentrations of noribogaine three to four weeks after a single flood dose.18-19 The forty-eight hours of acute monitoring that ceremonial and clinical protocols both treat as the safety window is therefore a compromise, anchored at the high-concentration end of the curve. The fat-depot tail is not a basis for the kind of cardiac alarm the early post-dose hours warrant, but it is a reason the cardiac-safety conversation runs past the first night.



Root bark, total alkaloid, hydrochloride

When practitioners and clinicians say “ibogaine,” they may be administering one of at least four chemically distinct preparations. Root bark is dried Tabernanthe iboga bark, ground to a fibrous powder, taken in ceremonial contexts in the Bwiti chapels of the central Gabonese forest and in some diaspora Bwiti practice. Its alkaloid content varies by harvest, plant age, drying method, and storage. The parent compound is delivered alongside the other ibogan-type alkaloids in the root, in proportions that are seldom measured for a particular dose. Total alkaloid extract, often abbreviated TA, concentrates the alkaloid fraction into a more dosable form but still contains the same broad alkaloid mixture. Ibogaine hydrochloride is the purified salt of the single molecule, the form used in all controlled human pharmacokinetic studies and in most clinical and quasi-clinical Western settings. Noribogaine hydrochloride is the metabolite administered directly, currently a pharmaceutical-development candidate in early clinical trials.20-21

These forms are not pharmacological synonyms. Root bark and total-alkaloid preparations deliver the parent compound at less predictable concentrations and alongside congeners whose contributions to the experience and to the safety profile remain poorly characterized. The hydrochloride forms are more standardized but lose the bark’s alkaloid complexity, which some practitioners regard as therapeutically meaningful and which some pharmacologists regard as a confound to be controlled out. Brett’s practitioner-facing handbook puts the working framing for trade readers: “The preparations noted in this chapter are (1) Root Bark, (2) TA (Total Alkaloid), and (3) Ibogaine HCL (Hydrochloride). In some (but not all) cases, the psychological and physiological effects may vary depending on which alkaloids the different preparations contain”.22-23 A clinic giving 1,000 milligrams of ibogaine hydrochloride is administering a different pharmacological event from a chapel giving the equivalent in dried bark, even when the calculated ibogaine content matches. The ratio of side-alkaloid exposure differs; the absorption profile differs; and the cultural and ritual context differs more.

A vocabulary of dose has grown up around these forms in clinical and ceremonial practice. The test dose is a small initial amount, often a fraction of a flood dose, given hours before the main dose to detect unusual sensitivity, mainly cardiac. The flood dose is the full ceremonial or clinical dose, typically reported in clinical practice at somewhere between 8 and 20 milligrams per kilogram of ibogaine hydrochloride equivalent, given as a single oral administration. The Mash cohort used 8 to 12 milligrams per kilogram.24-25 The booster is an additional smaller dose given some hours into the experience to extend the acute effect. Paicheler captures the sequence directly: “Ibogaine given in a Western medical setting is first administered as a test dose. Then comes the massive therapeutic dose. The first effects appear between thirty minutes and two hours after ingestion”.26 Frank’s handbook uses the same terms in the same order.27

Each of these terms is both useful and misleading in the same gesture. A flood dose lacks the precision of a standardized pharmacological unit. Meaningfully different active-drug exposure follows from the same milligrams-per-kilogram figure, depending on the metabolic, genetic, and pharmacological factors the next section takes up. A booster adds further cardiac-relevant exposure during a period when cardiac monitoring is often relaxed. The practical recommendation, that ibogaine sessions in any preparation belong in monitored medical settings with cardiac telemetry and ready access to magnesium and electrolyte replacement, is grounded in the pharmacology itself, not only in the case literature.



Same dose, different exposure

Several variables move the relationship between milligrams swallowed and milligrams of active drug circulating through the night.

CYP2D6 phenotype is the strongest single predictor of ibogaine exposure documented in human data. Poor metabolizers, who inherit two reduced-activity gene variants and account for roughly five to ten percent of populations of European descent, convert ibogaine to noribogaine more slowly and accumulate higher parent-drug exposure.28-29 Intermediate metabolizers, ultrarapid metabolizers, and people taking medications that inhibit or induce CYP2D6 all fall somewhere on the same curve. The paroxetine result that opened this chapter (roughly doubled combined exposure under enzyme inhibition) is the cleanest available illustration of how far the variation can extend. Contemporary protocols reflect the finding: the 2024 magnesium-co-administered ibogaine study in special-operations veterans excluded participants on psychiatric medications that block CYP2D6,30 and the atai ibogaine development trial excludes them on identical grounds.31-32

Ibogaine and noribogaine both block the hERG channel, the cardiac potassium channel responsible for repolarizing the heart muscle after each beat. Blockade slows repolarization and lengthens the QT interval on an electrocardiogram, a measurable shift that under some conditions can degenerate into a dangerous heart rhythm called torsades de pointes.33 In the noribogaine ascending-dose study, the mean corrected QT prolongation rose with concentration: roughly 16, 28, and 42 milliseconds at the 60-, 120-, and 180-milligram doses.34 The contemporary clinical risk depends on where each individual patient’s QT interval starts. Patients with congenital long-QT, with baseline electrolyte abnormalities (especially low blood potassium and low magnesium), with structural heart disease, or with concurrent QT-prolonging medications begin further to the right on the same dose-response curve, and a flood-dose ibogaine session pushes them further still.

Electrolyte status anchors the contemporary safety strategy. Pretreatment with intravenous magnesium, alongside potassium correction, raises the cardiac threshold for arrhythmia and provides a margin against the QT-interval shift. In the MISTIC veteran protocol, the contemporary clinical case Chapter 11 traces in full, dosing was staged accordingly: a small oral test dose of two to three milligrams per kilogram, escalated within a two-hour window to a total ibogaine exposure below fourteen milligrams per kilogram depending on response, with an intravenous magnesium sulfate dose roughly twelve hours later alongside oral and intravenous antioxidants and metabolic-supporting agents, and no serious or unexpected adverse events across the cohort.35 Risk is softened. It is not abolished. Magnesium-co-administered protocols are the contemporary safety story for ibogaine clinical work, and the difference between the Erasmus University fatality of 1993 and the contemporary Texas state-funded trials lies as much in this electrolyte discipline as in any other single advance.36

Patients still carrying recent opioid use, particularly methadone, face increased risk when given a flood dose, and the same elevated risk attaches to post-dose protocols that return patients to opioid use without an adequately calibrated tolerance estimate. The 2016 noribogaine ascending-dose study addressed the methadone problem by switching opioid-dependent participants to morphine before dosing, an intervention that produced a cleaner pharmacokinetic study and also documented how much the clinical state of the patient conditions the drug study.37 A toxicology review of fourteen detailed case reports and twenty-seven fatalities flagged the same variables as recurrent themes in the ibogaine adverse-event literature: liver-enzyme status, cardiac baseline, electrolyte status, and opioid co-ingestion.38

Older patients, patients with reduced hepatic function, patients with cachexia or low body weight, and patients with major polysubstance use all face higher risk for the same labeled dose. None of these variables produces a clean dosing calculator. Together they produce the argument that ibogaine sessions in any cultural or clinical setting require individualized medical screening and monitored administration, a conclusion the contemporary clinical-trial protocols have converged on independently.



Many targets, no master

Ibogaine binds at many sites in the brain. For psilocybin and LSD the organizing headline is 5-HT2A; for ketamine it is NMDA. Neither formula fits ibogaine. The molecule engages at least seven receptor and channel systems at clinically relevant concentrations, and pharmacologists have yet to crown one of them as the master target. Frank’s clinical handbook puts the receiving end of this picture in plain language: “ibogaine bonds with many of the same receptors as opiates, cocaine, alcohol, and nicotine. Ibogaine’s effect on these receptors explains why people do not experience withdrawal while on it”.39 The molecular reality is less compact than the trade summary.

Both ibogaine and noribogaine bind the NMDA receptor, the same site ketamine binds, at affinities within the range of ketamine, memantine, and dextromethorphan.40 Dissociation, perceptual fragmentation, the loosening of consensual reality: the behavioral signature of NMDA-receptor blockade is consistent with what participants report at flood doses, and several researchers have argued that NMDA-receptor blockade is the principal pharmacological mechanism behind the iboga experience.41 Direct NMDA-blockade tests on the iboga experience have not been conducted in humans, leaving the argument plausible but unproven: an inference drawn sideways from receptor affinities, a hypothesis still waiting for a flood-dose subject to test it.

Ibogaine acts at kappa-opioid receptors, one of the opioid receptor subtypes most strongly associated with dysphoria and dissociation in opioid pharmacology, and several authors have argued that this kappa engagement contributes to the dysphoric and aversive elements of the flood-dose experience.42 Kappa engagement also plausibly contributes to the anti-addictive effect, since drugs that act at kappa receptors have shown anti-cocaine and anti-alcohol effects in preclinical work that long predates ibogaine’s clinical attention.43

Mu-opioid engagement is weaker but pharmacologically real. Ibogaine has weak activity at mu-opioid receptors, the receptor subtype that handles morphine and most opioid analgesics, which has been proposed as part of the explanation for the opioid-withdrawal interruption that anchored Howard Lotsof’s original 1962 observation in a Brooklyn apartment.44 The mu engagement falls short of substituting for opioid tolerance. Patients returning to opioid use after an ibogaine session lose pre-session tolerance, which is why the post-dose overdose risk is one of the most documented harms in ibogaine practice.

Another receptor system, engaged by ibogaine at higher concentrations than its other primary targets, contributes to the experience and to potential anti-addictive effects in ways less worked out. Glick’s preferred candidate for the anti-addictive mechanism was a specific nicotinic receptor subtype, on the strength of work showing that 18-MC retains anti-addiction behavior in rodents while running more selectively at that nicotinic site and less broadly active at the other targets.45-46 Noribogaine’s activity at the serotonin transporter, finally, opens the connection to serotonergic antidepressant pharmacology that Brett’s practitioner-facing handbook overstates but that has genuine support in the comparative-neuropharmacology literature.47-48

A seventh strand, neither receptor nor channel in the classical sense, passes through neurotrophic signaling. Ibogaine increases brain-derived neurotrophic factor (BDNF) and glial cell line-derived neurotrophic factor expression in animal models, and contemporary mechanism work in the broader psychedelic-medicine field reframes this neurotrophic dimension (converging on TrkB, the receptor BDNF binds to trigger neural plasticity) as a potential common substrate for the synaptic plasticity, the physical growth of new synaptic connections, that distinguishes psychedelic compounds from conventional antidepressants.49-50 The neurotrophic story is the most actively reframed area of ibogaine receptor pharmacology in the 2024 to 2026 literature.

Ibogaine’s receptor list is a map of plausible mechanisms, not a causal account. Paicheler’s account in Bois sacré makes the same point in the practitioner-pharmacology vocabulary: “Ibogaine has a structure close to serotonin, but it does not act only there. It also involves the dopaminergic system, acetylcholine, NMDA, nicotinic, sigma, kappa, and mu receptors”.51 As of 2026 no single receptor has emerged as the master target, and the classical-pharmacology habit of crowning one does not fit this molecule. Carrying a molecule toward the clinic on the strength of effects no one can yet pin to a cause is an awkward position for pharmacologists trained on single-target stories, and ibogaine offers them no relief: the receptor list is long, every entry on it is real, and not one has been shown to be the reason the drug works.



Binding is not causality

Knowing what ibogaine binds differs from knowing what its binding causes. From two sources come the cleanest causal arguments in ibogaine pharmacology: analog studies that change the molecule and watch which effects survive, and cardiac electrophysiology that traces cardiac-channel blockade to QT change to documented arrhythmia. Both are partial, and both inform the present picture.

18-MC retains the parent compound’s anti-addictive effects on rodent self-administration of cocaine, morphine, ethanol, and nicotine while showing a narrower receptor profile, less behavioral hallucinogenic phenotype, and substantially weaker cardiac-channel blockade.52-54 Behaviorally, this implies that some part of the anti-addictive effect can be retained while other parts of the pharmacology are stripped away, arguing against the hypothesis that the full ibogaine target profile is required for the addiction-interruption effect. Tabernanthalog in 2020 follows similar logic: water-soluble, non-hallucinogenic, anti-addictive in animal models, with a neural-plasticity signature framed as a candidate mechanism in its own right.55 The Heinsbroek 2023 polysubstance model and the Meinhardt 2026 oxa-noribogaine preprint extend the line further, each redesigning the scaffold to ask which molecular features do which work.56-57

Structure-activity work can isolate features that carry particular effects, and a sufficiently selective analog program might eventually deliver a clinically useful ibogaine derivative without the parent’s cardiac liability. The caution is that 18-MC, TBG, and oxa-noribogaine are different molecules with overlapping but different pharmacologies. Positive analog results resist being read backward as definitive proof of the parent compound’s mechanism, because the part removed in the analog might have been the part producing the effect the analog accidentally accomplishes through a different route. The analog literature, on the most defensible reading, is suggestive of mechanism and useful for safer-candidate development. It has not settled what mediates which effect in the parent compound.

Cardiac repolarization is where ibogaine pharmacology offers its strongest causal chain. Ibogaine, noribogaine, and the related alkaloid voacangine all block the hERG channel at low-micromolar concentrations. 18-MC blocks far more weakly.58 Connecting hERG blockade to QT prolongation, and QT prolongation to torsades de pointes risk, is among the better-worked-out pieces of cardiac pharmacology, established across many decades of unrelated drug-safety review. Glue and colleagues’ 2016 noribogaine ascending-dose study connected exposure to QT-interval shift in actual patients,59 and the Litjens and Brunt review of case-report literature connected the same chain to documented adverse events.60 Some safety mechanisms in the ibogaine pharmacological story are better established than its benefit mechanisms. The cardiac causality moves from channel through electrocardiogram through clinical event with credible mechanistic intermediates. The anti-addictive causality moves from a receptor list to behavioral observation in animal models or to open-label clinical observation in patients, without a comparably clean intermediate chain. It is an uncomfortable asymmetry for a candidate medicine: the clearest thing pharmacology can say about ibogaine is how it might kill a patient, and the murkiest is how it might help one.

Ibogaine and psilocybin both modulate extinction of cocaine-seeking in Wistar rats, with the animals unlearning their cocaine-seeking response under conditions where the cue stopped predicting cocaine, but neither significantly alters cue-induced reinstatement once the cue is reintroduced.61 The finding leaves the broader anti-addictive evidence base intact for the indication chapters to examine at length. It does discipline any reading of the preclinical literature in which every anti-addiction sign becomes evidence of a generalized and durable addiction-interrupting effect.



Two y-axes, effect and risk

The cleanest dose-response curve in ibogaine pharmacology belongs to cardiac risk. Glue’s noribogaine ascending-dose study produced dose-linear exposure and mean QT-interval prolongation of roughly 16, 28, and 42 milliseconds at the 60-, 120-, and 180-milligram doses.62 The shape of that curve is more clearly documented than any comparable curve on the benefit side, where reductions in withdrawal and craving in monitored case series are the best evidence and where blinded randomized comparison has rarely been conducted.63
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The practitioner vocabulary of dose has accumulated around imprecise reference points. A clinical detoxification ibogaine flood dose, in the published case series, falls at approximately 10 to 20 milligrams of ibogaine hydrochloride per kilogram of body weight, administered as a single oral dose. Mash’s 191-patient cohort reported reduced opioid and cocaine craving and withdrawal symptoms in this dose range, in a medically monitored setting, without major adverse events in that cohort, and without a randomized comparator.64 Ceremonial doses, in contemporary Bwiti and Bwiti-adjacent practice, are typically given in root bark or total alkaloid form at amounts that deliver, by best estimate from the trade-book practitioner accounts and modest analytical work, broadly similar parent-compound exposure.65-66 That numerical-equivalence claim is approximate, because alkaloid content varies by harvest and the alkaloid mixture differs pharmacologically from purified hydrochloride.

A sub-experiential dose range persists in the practitioner literature as well. The mid-twentieth-century French stimulant tonic Lambarène, taken in 8-milligram tablets up to several times a day, exposed users to ibogaine at concentrations far below the threshold for visionary effect, in the dose range some twenty-first-century practitioners describe as a stimulant or microdose application.67 Whether sustained sub-experiential ibogaine produces meaningful therapeutic effects in any contemporary clinical context remains an open question. The contemporary noribogaine development programs are partly testing this hypothesis under regulated conditions.

At least two y-axes run in parallel across ibogaine’s dose-response curve. A subjective and therapeutic axis, on which dose increases produce more intense visionary experience, deeper withdrawal interruption, and a longer post-acute reflective window. And a cardiac axis, on which the same dose increases produce larger QT shifts and greater cardiac-event probability for patients with relevant baseline risk. Both curves move together. Both rise with dose. Around this dose-response geometry, a working response has accumulated in clinical and ceremonial practice: a test dose to detect unusual sensitivity, magnesium pretreatment, cardiac monitoring, continued post-dose observation, and screening for medications and conditions that move a patient further to the right on the cardiac axis. That discipline is the practical answer to a curve in which the desired effect and the documented harm lie on the same rising line.

No flood-dose number travels safely from a Mexican retreat clinic to a Texas Phase II trial to a Bwiti chapel without the protocols of the receiving setting. Between a patient with controlled electrolytes on telemetry and a patient with uncorrected low blood potassium in a hammock, the same milligrams-per-kilogram of ibogaine hydrochloride produce different cardiac-event probabilities. What changes between those two patients is not the drug.



Receptor reset and its discipline

“Receptor reset” is one of ibogaine culture’s most powerful phrases and one of its most misleading simplifications. The phrase, in the practitioner literature, names a real phenomenon: many patients given a flood dose for opioid dependence describe a striking reduction in withdrawal symptoms within hours and a markedly reduced opioid craving in the days that follow, in patterns the practitioner literature describes as a “reset” of the addicted brain’s reward and tolerance systems.68-69 Elizabeth Bast’s trade-book account from inside the experience puts the phrase carefully: “iboga essentially baptized the brain receptor sites that were locked into a toxic relationship with the drug of choice. In addition, the function of the neurotransmitters were reset to the pre-addictive state. But these actions were only what could be deciphered through our laboratory lenses. I imagined that the medicine must perform many nuanced acts of magic that we as humans cannot measure or comprehend”.70 Mash’s 191-patient cohort records the clinical end of the same phenomenon: reduced craving and reduced withdrawal in patients seeking opioid or cocaine treatment under medical monitoring, in a setting that ran each session with continuous cardiac telemetry, electrolyte correction, and post-acute observation.71

Ibogaine appears to leave receptor populations themselves largely unchanged at the postsynaptic level. Closest to mechanistic accounts available are mu-opioid receptor modulation, kappa-opioid receptor activation, NMDA-receptor blockade interfering with the reconsolidation of drug-associated memories, and the broader neurotrophic signature, anchored in BDNF–TrkB signaling and synaptic plasticity, that ibogaine shares with other compounds promoting neural plasticity.72-74 Each is plausible. None has been causally isolated. Practitioners call a reset what is, on current evidence, a reproducible clinical pattern. The mechanistic metaphor for it stays approximate.

Taken literally, the phrase can be lethal. A patient who has cleared opioid withdrawal during an ibogaine session, and who interprets the post-session period as a return to opioid-naïve tolerance, faces substantially elevated overdose risk if they resume opioid use at pre-treatment dose levels. The cardiac safety story developed through harm reduction is the first major harm in ibogaine practice. The post-treatment opioid overdose is the second, and its prevention depends on patients, providers, and post-treatment networks understanding that the reset metaphor stops at the level of tolerance in the dose-response sense. Tolerance returns rapidly with re-exposure, and an opioid dose that produced euphoria before treatment can produce respiratory depression after.

Cross-tolerance with other psychedelics remains largely unstudied. The available evidence suggests minimal classical cross-tolerance with serotonin-receptor-acting psychedelics like psilocybin and LSD, which is consistent with ibogaine’s distinct receptor profile.75 Acute tolerance to ibogaine itself, in the sense of rapid tolerance buildup within days of repeat dosing, is plausible from the parent-metabolite pharmacokinetics: the long noribogaine tail means a repeat flood dose at three to seven days would be administered against a noribogaine background, with unclear additive cardiac and serotonergic consequences. Clinical practice both inside and outside regulated trial settings has converged on substantial spacing between flood doses, with practitioners and protocols typically recommending months between sessions. The rationale is partly pharmacokinetic and partly integrative, since the practitioner literature consistently emphasizes the value of the post-acute reflective window before re-dosing.

In monitored clinical and ceremonial cohorts, ibogaine appears to interrupt withdrawal, reduce acute craving, and produce a post-acute window in which patients describe altered relationships to their drug use. Reset names that pattern. Stable tolerance reset, reliable relapse prediction, and the safety of pre-treatment opioid resumption all lie outside what monitored cohorts have demonstrated, and outside what the phrase “receptor reset” claims.



Key Takeaways


	Ibogaine is best understood as a parent-plus-metabolite pharmacological event rather than a single discrete molecule. Ibogaine itself has a plasma half-life of roughly seven to eight hours in normal metabolizers; its principal active metabolite noribogaine has a half-life of roughly twenty-four to thirty hours; and both compounds redistribute through fat depots, leaving pharmacologically relevant concentrations detectable for days to weeks after a single flood dose.76-79

	A single liver enzyme, CYP2D6, governs the metabolic step that converts ibogaine to noribogaine. Poor metabolizers, intermediate metabolizers, and people taking common medications that block CYP2D6 can carry roughly doubled combined ibogaine-plus-noribogaine exposure from the same labeled dose, which is why current clinical protocols pre-screen for genotype and for interacting medications.80

	Ibogaine engages multiple receptor systems at clinically relevant concentrations (NMDA, kappa- and mu-opioid, sigma, nicotinic, the serotonin transporter via noribogaine, and the neurotrophic plasticity signature), without a single master target. The receptor list catalogs what the molecule touches rather than explaining what each binding causes.81-83

	The cardiac risk story is the strongest causal chain in ibogaine pharmacology. Ibogaine and noribogaine both block the hERG channel, prolong the QT interval in a dose-dependent manner, and have been linked through case-report literature to torsades-de-pointes risk. Mean QT-interval prolongations of roughly 16, 28, and 42 milliseconds at noribogaine doses of 60, 120, and 180 milligrams document the shape of the curve.84-86

	Root bark, total alkaloid extract, ibogaine hydrochloride, and noribogaine hydrochloride differ as pharmacological objects. The forms differ in alkaloid composition, in dose precision, in cardiac risk profile, and in cultural and clinical context. Test-dose, flood-dose, and booster vocabulary describes practical dosing patterns rather than standardized pharmacological units.87-90

	Analog development across 18-methoxycoronaridine, tabernanthalog, and oxa-noribogaine uses structural redesign to test which features of ibogaine carry which effects, with the implicit goal of separating anti-addictive signal from cardiac and hallucinogenic liability. As of 2026 none of these analogs has been tested in clinical populations, and the analog program is best read as mechanism probing, not as the production of safer clinical ibogaine. “Receptor reset,” the practitioner phrase for the rapid withdrawal interruption and craving reduction observed in monitored detoxification settings, names a real clinical phenomenon without describing a literal reset. Patients returning to opioid use after an ibogaine session face elevated overdose risk if they resume at pre-treatment dose levels, and the harm-reduction architecture follows from this fact.91-96
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5 The Brain Under the Influence

A thirty-something former special-operations veteran lies inside the bore of an MRI scanner at a U.S. academic hospital. He has been living with traumatic brain injury and post-traumatic stress disorder for years. A technician administers a short arterial spin-labeling sequence, a measurement of how much blood is reaching each region of his brain, then a resting-state run that records spontaneous fluctuations across cortical networks. He sleeps that night, flies the next morning to a clinic in Mexico, swallows a flood dose of ibogaine paired with intravenous magnesium, passes through the long night the experience chapters trace in their own vocabulary (Chapter 7), returns home, and reports back to the scanner roughly a month later. The same sequences are repeated. He is one of the MISTIC cohort (Chapter 11).

Thirty male veterans, scanned at baseline and again about a month after the treatment trip, supply the single largest published human ibogaine neuroimaging dataset.1 All thirty had reported substantial reductions in PTSD, depression, and anxiety scores at follow-up. The imaging study asked what had changed in their brains alongside that clinical shift. That cohort, plus a 2018 SPECT case report complicated by a second-drug protocol, plus a 2025 Nature Mental Health EEG paper drawing on the same veteran cohort, plus a 2026 bioRxiv preprint on high-beta network reorganization, plus a 2021 rat EEG study from Montevideo, exhaust the published human-and-rodent imaging on the molecule.2-6

Ibogaine has been glimpsed, not mapped. The glimpses cluster in interesting places: insular cortex and anterior cingulate, gamma oscillations that look like the EEG of dreaming sleep, post-treatment reorganization of high-beta networks, regional perfusion increases across cortical, limbic, and striatal subregions. But the substance falls outside the 5-HT2A receptor family (the serotonin subtype that mediates classical psychedelics) that organizes the rest of psychedelic neuroimaging, and the classical-psychedelic findings on psilocybin, ayahuasca, and DMT scaffold what these glimpses might mean only at the level of vocabulary. The broad target profile traced through NMDA-receptor blockade, kappa- and mu-opioid receptor engagement, sigma and nicotinic receptors, and the noribogaine tail (Chapter 4), together with the cardiac-monitoring infrastructure most contemporary research operates under, and the populations researchers have managed to scan, all push the brain story toward its own ground.


What the imaging shows

The MISTIC cohort supplied the entire sample behind the strongest human ibogaine imaging study published to date.7-8 The dosing protocol and the clinical outcomes belong elsewhere in this book; the imaging arm asks a narrower question: what changed in the brains of these patients between baseline and one-month follow-up.

Arterial spin labeling, an MRI sequence that quantifies regional cerebral blood flow without a contrast agent, measures how much blood reaches each part of the brain at rest. Resting-state functional MRI measures spontaneous fluctuations in blood-oxygen-level-dependent signal, the fluctuations that organize themselves into reproducible large-scale networks (chief among them the default mode network, or DMN, the brain’s resting-state midline network associated with self-referential thought and mind-wandering) that together compose the brain’s intrinsic connectivity structure.9 Both sequences were repeated at baseline, immediately after the Mexico treatment, and at one-month follow-up.

Regional blood flow rose gradually across cortical, limbic, and striatal subregions over the month following treatment. The increases varied by region. Strongest were left insula and left anterior cingulate cortex, two regions central to what neuroscientists call the salience network, broadly the brain system that flags bodily and emotional information as relevant and routes attention toward it. Perfusion change in those two regions correlated with clinical improvement on TBI-related disability scores,10 documenting association without establishing causation. With thirty veterans, no placebo arm, and a treatment context that included the full ceremony of the clinic — set, setting, sitters, magnesium pre-loading, telemetry, and post-acute integration — the imaging finding cannot be cleanly attributed to ibogaine itself, separate from the clinical event as a whole.

Resting-state network connectivity reorganized across the same month. The changes spanned cortical and subcortical hubs and did not localize cleanly to one or two regions. Consistent with the broader psychedelic neuroimaging literature, the pattern suggests psychedelic treatment as a temporary loosening of habitual network structure that may settle into a new steady state over the following weeks. As a candidate correlate of clinical improvement, ibogaine’s specific signature still awaits a mechanistic account.11

Thirty veterans from one Mexican-clinic protocol, no placebo arm, no controlled comparison, and an imaging schedule that captures baseline and one-month follow-up but misses the night of the experience: the study’s limits are intrinsic to its design. Something measurable changed across the treatment month in a small veteran sample, and that change correlated with clinical recovery. Which receptor engagements drove which neural changes, and whether the same changes would appear in a different population, remain open.

Resting EEG in the same thirty veterans, recorded with high-density scalp arrays before and after treatment, complements the fMRI findings without resolving the causal question.12 Cortical oscillations and measures of neural complexity shifted across the treatment month. Complexity findings are statistical descriptions of how varied and unpredictable the moment-to-moment electrical activity is across the brain, and they moved in directions consistent with what other psychedelics produce, although the absolute values and the regional distribution carried ibogaine’s own fingerprint, in a small veteran sample without a placebo arm and with no civilian comparison.



A gamma profile that looks like dreaming

Rats given a flood-equivalent dose of ibogaine and recorded with intracranial EEG produce the most evocative direct measurement available on the acute state. They are rats, however, and the gap between rodent intracranial recording and human visionary phenomenology is the silent qualifier on every claim that follows. Gonzalez and colleagues in Montevideo compared cortical electrical activity from ibogaine-treated rats to the same animals’ natural states of wakefulness, slow-wave sleep, and rapid-eye-movement sleep.13 The rats remained behaviorally awake and moved, although the ataxia ibogaine produces at flood doses was visible in their gait. One frequency profile in their cortical EEG diverged from awake-rat EEG. It looked like REM sleep.

Gamma oscillations, fast electrical rhythms in roughly the thirty-to-eighty-hertz range and the band most strongly associated with binding sensory information into coherent percepts, showed larger power than in normal wakefulness, lower coherence between brain regions, and lower complexity than awake-rat gamma typically displays. Those three features together, larger amplitude paired with reduced coherence and complexity, resemble the gamma signature of REM sleep more than the gamma of waking attention.14

The Montevideo rats remained awake under ibogaine. That gamma band looked dreamlike.

Suggestive, not settled. Rodent, without direct human replication, using intracranial electrodes the human studies cannot, capturing the acute state that the Sridhar and Lissemore datasets miss: the finding carries those limits explicitly. Still, the result gives a credible biological foothold for a description ibogaine has carried in its folk-pharmacology vocabulary for decades. Practitioners in the contemporary Mexican-clinic ecosystem and in the Bwiti chapels of Gabon have long called ibogaine oneirogenic, dream-producing, and a generation of trade-book accounts and French-language ethnographic work have collected first-person reports of the experience as a waking dream. Frank, Brett, and the Bois sacré pharmacology section all reach for REM language to describe the visionary phase.15-17 The 2021 rat study demonstrates that one of ibogaine’s most distinctive phenomenological claims has an electrophysiological correlate in another mammal, without establishing that human ibogaine visions are REM sleep.

Scalp EEG in veterans, when it finally arrived, captured only the post-acute period. The same thirty veterans imaged with fMRI were recorded with scalp EEG before and after the Mexico treatment, never during the experience.18 Post-acute reorganization of cortical oscillations showed up across the days following the flood dose: shifts in the relative power across frequency bands and in measures of neural complexity, settling over the following weeks. Changes ran in directions consistent with what other psychedelics produce in resting EEG, more complexity and less rhythmic predictability, in line with the entropic-brain hypothesis researchers have built up around the classical psychedelics.19
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High-beta network topology in veterans with PTSD shifts posteriorly after ibogaine treatment, with the magnitude of shift associated with symptom improvement, according to a 2026 bioRxiv preprint.20 The high-beta band, roughly twenty to thirty hertz, falls between the alpha rhythms classically associated with relaxed wakefulness and the gamma rhythms the rats showed. Published as a preprint in 2026, the finding still awaits peer review and replication.

Under acute ibogaine, brain oscillations resemble dreaming more than ordinary waking attention. In the post-acute period, frequency bands continue to reorganize. Three pieces of evidence converge on the picture: a rat acute EEG that looks dreamlike, a human post-acute EEG that shows complexity changes, and a human post-acute network preprint that reports high-beta reorganization.21-23 Classical-psychedelic alpha-suppression findings, which organize much of the popular framing of how the psilocybin brain looks, have no clean ibogaine replication.



A single SPECT case, two drugs

A thirty-one-year-old male U.S. military veteran with alcohol use disorder entered a Mexican clinic in 2018, received a flood dose of ibogaine hydrochloride on day one and vaporized 5-MeO-DMT on day three, and underwent SPECT imaging before and three days after the program.24 SPECT, or single-photon emission computed tomography, uses a radiotracer to map regional cerebral blood flow at a coarser spatial resolution than MRI. The post-treatment scan showed perfusion increases in bilateral caudate nuclei, right insula, and several cortical and cerebellar regions. At short-term follow-up, the patient reported marked clinical improvement.

Sample size of one, two-drug sequential design, post-treatment scan timed three days after the second drug, no comparator, self-reported clinical narrative: each feature of the case-report protocol limits how far the imaging finding can be read. Timed three days after the second drug, the post-treatment scan sat well inside the noribogaine tail and well inside the post-acute period for 5-MeO-DMT as well. The clinical narrative was a self-report from the patient and the treating team. Ibogaine effects, 5-MeO-DMT effects, and the cumulative weight of the clinic setting are all confounded in the protocol.

Right insular perfusion rose in the post-treatment scan, an echo of the left insular and anterior-cingulate finding a larger and more controlled veteran sample would report eight years later.25-26 Both findings differ as studies and diverge on the precise regions. Both point at the insular cortex, a region central to interoception, emotional reactivity, and the body’s representation of itself, as a candidate site for ibogaine-associated brain change. Retrospectively, the 2018 case report signals something the 2026 data confirmed without being able to anchor.



Borrowing from psilocybin and ayahuasca

Direct ibogaine evidence covers regional perfusion, post-acute oscillations, and one rat acute EEG signature. Everything else — default-mode network changes, eyes-closed visual cortex activation, the entropic dynamical-states story — is borrowed from psilocybin, ayahuasca, and DMT, and the borrowing imposes an inferential cost. Ibogaine falls outside the serotonin-receptor family that organizes those other substances, and the classical-psychedelic findings may or may not transfer.

The DMN, a set of midline cortical regions including the anterior medial prefrontal cortex (mPFC; the front-and-center region most consistently implicated in self-related cognition), the posterior cingulate, the precuneus, and adjacent areas, shows its highest activity when a person disengages from the outside world and turns toward autobiographical memory, mental simulation, and the continuous narrative sense of self. Decreased activity in this network is the canonical mechanism candidate for the loosening of self-experience that classical psychedelics produce. The proposal has held up across psilocybin and ayahuasca fMRI work for more than a decade.27-28 Whether the same suppression operates under ibogaine remains an open question: no published study has measured DMN activity during acute human ibogaine, and ibogaine’s broad target profile fails to predict cleanly that DMN suppression should be its central mechanism. Its NMDA-receptor-blocking component might equally predict a ketamine-like signature, in which thalamic and prefrontal changes dominate over the DMN story; the kappa-opioid receptor component might predict yet another pattern; taken together, the receptor mixture predicts nothing in particular about which large-scale network will show the loudest change.

Brain entropy under classical psychedelics rises. Under psilocybin, resting-state fMRI shows the brain moving through a wider variety of dynamical configurations than it explores in ordinary waking rest.29 Developed at Imperial College London through the 2010s, the entropic-brain framework proposes a specific reading of this finding: the ordinary waking brain operates within a constrained set of high-probability states, the prediction system the brain maintains across its hierarchical networks keeping it within those states. Under a classical psychedelic, the constraints loosen, the brain visits configurations the waking baseline rarely visits, and the entropic increase indexes a temporary relaxation of the prediction structure. The framework’s predictive-coding extension, sometimes called REBUS for “relaxed beliefs under psychedelics”,30 treats this loosening as a substrate for what therapeutic accounts call the post-acute period, the stretch over which the patient’s habitual prior beliefs about self, world, and substance have been temporarily made more accessible to revision. DMT, measured with multivariate EEG, shows the same expanded repertoire over the short, intense course of the experience, with the moment-to-moment variability of the brain’s electrical signatures co-varying with the substance’s pharmacokinetics and with subjective intensity.31 A 2025 scoping review of psychedelic fMRI reached a soberly methodological conclusion: published findings vary substantially by analysis pipeline, by network parcellation, and by acute-versus-post-acute timing, and the apparent convergence at coarse grain dissolves into substantial heterogeneity at fine grain.32 At coarse grain it is real and reproducible; at fine grain it is sensitive to methodological choices.

Eyes-closed visual cortex activation under classical psychedelics approaches the magnitude of visual cortex’s response to actually viewing the world.33 Under the brew or the molecule, primary visual cortex behaves as if it were seeing what the participant sees on the inside of the eyelids. Ibogaine lacks any equivalent measurement. The visionary experience taken up later in the book (Chapter 8) is inferred neurally from cross-substance evidence and from the REM-like rat EEG profile, never measured directly in the human visual cortex under ibogaine.

Ibogaine resembles the classical psychedelics in only a limited sense. Its pharmacology, the populations researchers have managed to scan, the long noribogaine tail that splits the experience into an acute night and a multi-week post-acute period, and the clinical context most contemporary research operates under all push the brain story toward its own ground. The psilocybin vocabulary names what to look for; it cannot supply the answer.



The insula and the cingulate

In the 2026 veteran cohort, left insular cortex and left anterior cingulate cortex show the strongest ibogaine-specific human finding: regional perfusion that rose across the treatment month, with the magnitude of change correlating with TBI-related disability improvement.34 The two regions, taken together, are the cortical hubs of what neuroscientists call the salience network, the system that tags interoceptive and emotional information as worth attending to and that routes attention away from the default-mode self-narrative when something matters in the body or in the environment.

Insular cortex is a sheet of tissue folded deep within the lateral sulcus, the brain’s principal interoceptive hub. It encodes representations of heart rate, breath, gut state, and the body’s affective tone. Anterior cingulate cortex lies on the medial wall of the frontal lobe, immediately above the corpus callosum, and encodes representations of error, conflict, emotional pain, and motivational salience. The two regions are densely interconnected with each other and with the amygdala, the brainstem viscerosensory nuclei, and the autonomic outflow centers that determine sweating, pupil dilation, and gut motility.35 Anatomically and functionally, the salience network operates at the interface between the body and the cognitive narrative the rest of the brain constructs about it.

Ataxic, body-loud, hypersensitive to interoceptive sensation, occasionally nauseated, occasionally moved through autobiographical material that comes with strong bodily charge: the phenomenology Chapters 7 and 8 will take up has unusual texture along the same dimensions the salience network organizes. The post-acute period practitioners describe has something analogous, a settled access to memory and motivation, frequently described as a clearing of internal noise, sometimes described as a reorientation toward the body’s signals. The mapping from this phenomenology to the insular and anterior-cingulate finding remains a working hypothesis, one that is internally consistent in a way the DMN-and-ego-dissolution scaffold is, for ibogaine, currently unable to claim.

A correlation of the kind reported here cannot establish that the perfusion change caused the clinical improvement, that ibogaine itself, separate from the larger clinical event, drove the perfusion change, or that the same finding would emerge in a different population. The insular and anterior-cingulate finding is the place to look in the next, larger, controlled study.



What has not been measured

Acute ibogaine in humans remains unimaged. The MRI environment, even in the best academic centers, has so far been incompatible with the ataxia, vomiting, and cardiac-monitoring requirements of a flood-dose session. The visions, the autobiographical material, the body-loud peak rendered in detail later in the book have no scanner-based correlate. The very features that make the night worth studying are the ones that keep it out of the scanner. What ibogaine imaging has captured is the brain in the days and weeks after the experience, never the brain during it.

Long-term ibogaine users have never been scanned for structural changes, cortical thickness, gray-matter volume, or white-matter integrity. Long-term ayahuasca users have been studied this way. Differences in cortical thickness were reported in 2015 and have generated extensive cross-substance discussion.36 The reasons for the ibogaine gap are substantive. Ibogaine functions as an episodic medicine in every documented population: a flood-dose event taken once, occasionally re-administered after months or years, as against the daily-or-weekly ritual ayahuasca follows in Santo Daime and UDV communities. The episodic flood-dose pattern organizing both Gabonese ceremonial use and contemporary clinical use yields nothing comparable to the long-course daily-use exposure histories ayahuasca researchers examined, and the cardiac-safety profile makes recruitment of a long-term-user cohort ethically complicated. The absence of long-term anatomical data follows directly: the substance’s actual use pattern never generates the exposure profile that would license the study.

Male U.S. special-operations veterans, recruited through a single Mexican-clinic protocol, comprise the entire human ibogaine imaging cohort. Women, civilians, addiction-only populations, ceremonial users in Gabon or in diaspora chapels, and older adults remain entirely unrepresented in the human imaging literature. Whether the brain findings generalize to any population beyond male veterans with TBI and PTSD is, as of this writing, an open question no published ibogaine study has yet addressed. That the only brains so far scanned under ibogaine belong to combat veterans is less an accident of recruitment than a fact about how the drug became fundable at all. The same veteran story that moved a Texas appropriation and a White House signing (Chapter 16) is the story that put these thirty men in the scanner, and the imaging studies inherit the selection. There is a quiet irony in a molecule first carried west by a nineteen-year-old heroin user arriving at the scanner, six decades later, only inside the skulls of soldiers, because soldiers were the patients a legislature could be persuaded to fund.

Neural changes and clinical changes have correlated in the available datasets. Which of the brain changes carry which of the clinical effects is a question no one has yet been able to ask. The mediation analyses that psilocybin and ayahuasca researchers have used to argue from DMN suppression to ego dissolution to antidepressant response, and from amygdala reactivity to anxiety reduction, require sample sizes no ibogaine imaging study has yet assembled. For some years yet, the first answer to what ibogaine does to the brain will remain descriptive.

Visual cortex, default-mode network suppression, alpha rhythm changes, and the dynamical-states-and-entropy story remain unmeasured under ibogaine. Each is a study still to be done. Ibogaine’s relationship to DMN suppression and to visual cortex activation stays unstated here on the grounds of evidence alone.

Under ibogaine, the brain has been glimpsed. Glimpses cluster in regions the phenomenology would have predicted and in oscillatory features the folk-pharmacology vocabulary anticipated: insular and anterior-cingulate perfusion, dreamlike rat gamma, post-acute oscillatory reorganization. A controlled, larger study is what would turn them into mechanistic claims.



Key Takeaways


	Direct human ibogaine neuroimaging consists of one fMRI study of thirty male special-operations veterans, one Nature Mental Health EEG paper drawing on the same cohort, one bioRxiv preprint on high-beta network reorganization in veterans, and one SPECT case report complicated by a second-drug protocol. The evidence base lacks any published study of the acute brain under flood-dose ibogaine, any controlled trial with placebo arms, and any cross-population dataset.37-40

	Left insular cortex and left anterior cingulate cortex show the strongest ibogaine-specific human signal: regional perfusion that rose across the treatment month in the 2026 veteran cohort, with the magnitude of the change correlating with TBI-related disability improvement. The finding is correlational rather than causal, and it fits the body-loud, interoceptive quality of the acute experience.41

	Rat cortical EEG under acute ibogaine shows gamma oscillations with REM-like traits: larger gamma power than ordinary wakefulness, lower coherence, lower complexity. The result gives a credible biological foothold for the long-standing description of ibogaine as oneirogenic, although it remains a rodent finding and does not establish that human ibogaine visions are REM sleep.42

	The classical-psychedelic neuroimaging findings on DMN suppression, entropy, dynamical-state repertoire, and eyes-closed visual cortex activation have no clean ibogaine replication. Whether those findings transfer remains the open question. Ibogaine’s broad target profile, its noribogaine tail, and its cardiac-safety infrastructure all push the brain story toward its own register rather than into the 5-HT2A family that organizes the rest of the field.43-47

	The structural-MRI literature on long-term ibogaine users is empty, and the reasons are substantive rather than negligent. Ibogaine’s episodic flood-dose use pattern yields no obvious long-arc-exposure cohort, and the cardiac-safety profile complicates recruitment of one. The structural-imaging approach applied to long-term ayahuasca drinkers has no ibogaine counterpart.48

	The imaged populations are narrow even by psychedelic neuroimaging standards. All published human ibogaine imaging draws on a single male special-operations veteran cohort treated through a single Mexican-clinic protocol. Women, civilians, addiction-only populations, ceremonial users, and older adults remain entirely unrepresented.

	The available human and rodent imaging amounts to a handful of measurements clustered in interpretable places, not a settled account of mechanism. A controlled, multimodal, larger-sample program is what would turn these scattered signals into the kind of mechanistic claim the rest of psychedelic neuroimaging has spent fifteen years building.
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6 What Doesn’t Mix: Interactions and Contraindications

Between 1990 and 2008, nineteen people died in circumstances temporally linked to ibogaine ingestion outside West Central Africa. Ages twenty-four to fifty-four; deaths between an hour and a half and seventy-six hours after the dose.

Reviewing every documented case for the Journal of Forensic Sciences, Kenneth Alper and two New York City medical examiners found that no autopsy turned up a characteristic syndrome of ibogaine neurotoxicity. What they turned up, in case after case with adequate postmortem data, was pre-existing cardiovascular disease, opioid co-use, alcohol or benzodiazepine withdrawal, and other medical comorbidities of the kind that narrow the body’s safety margins before any flood dose is swallowed.1 The autopsies tell a harder story than a simple toxic drug would: in case after case the body that died had carried its vulnerability into the room beforehand, a fact about who was dosed at least as much as about what they were dosed with.

What does not mix with ibogaine is rarely a single molecule. It is a situation in which the heart’s electrical reset is already shortened, the liver is metabolizing slowly, the body is in withdrawal from something else, the medication list is incomplete on the intake form, or the screening was casual enough to miss any of the above. This chapter walks through five categories: cardiovascular reserve, serotonergic stacking, withdrawal traps, psychiatric vulnerability, and the diet-and-supplement edges. Replicated electrophysiology and the forensic record give the cardiovascular case its strongest legs. The serotonergic and supplement stories rest more lightly on biological plausibility and provider judgment. The psychiatric story falls between the two, with consensus broader than incidence data. Practical screening, dosing thresholds, and emergency-response design belong downstream in Chapter 14. This chapter explains the why.


The cardiovascular margin

Heart muscle relies on a brief electrical reset between beats to fire reliably. The reset, measured on an electrocardiogram as the QT interval, depends on potassium currents that carry charge back across the cell membrane after each beat’s depolarization. Ibogaine and its longer-lived metabolite noribogaine both block the hERG channel (the cardiac potassium channel introduced in Chapter 4) and slow that reset. The QT interval lengthens. At small magnitudes, the lengthening is asymptomatic. At larger magnitudes, or in a heart whose reserve is already compromised, the slowed repolarization lets the next beat’s electrical activity fall on the still-recovering tail of the previous one, and the heart can run away into a dangerous heart rhythm called torsades de pointes.2-3

Patch-clamp recordings on human induced pluripotent stem cell-derived cardiomyocytes confirm what intact human hearts show on telemetry. Ibogaine and noribogaine at therapeutic concentrations prolong the cardiac action potential in iPSC-derived human cardiomyocytes.4 The hERG mechanism is direct, replicated, and supported across model systems and intact-human findings.

Among ibogaine’s many receptor and channel engagements, this is the cleanest causal chain in the chapter.

Clinical evidence anchors the mechanism. Litjens and Brunt’s 2016 toxicology synthesis raised the Alper count to twenty-seven fatalities, with eight case reports describing ventricular arrhythmias or QT prolongation in individuals without known pre-existing cardiac disease or family history.5 A 2016 emergency-medicine case report documents a young adult who developed QT prolongation and torsades de pointes after ibogaine ingestion, an event survived only because the cardiology service intervened in time.6 A 2026 review in Addiction describes the cardiotoxic risk as rare but clinically significant, noting that case reports include both therapeutic doses and people without known pre-existing cardiac conditions, and that recent safety efforts include cardiovascular monitoring, genetic testing of CYP2D6 (the liver enzyme that clears ibogaine), magnesium pre-loading, and analog development.7

Several variables widen the danger zone for the same labeled dose. CYP2D6, the cytochrome P450 enzyme that processes codeine and many common antidepressants, converts ibogaine to noribogaine, and genotype variation and medications that block the enzyme can roughly double the combined parent-plus-metabolite exposure from the same milligrams swallowed.8 The 2024 Knuijver cohort sharpened the point in the population that would actually receive a flood dose: fourteen opioid-use-disorder patients, each given a single 10-milligram-per-kilogram oral dose, showed ibogaine clearance that ran roughly 0.8 liters per hour in patients with the slowest CYP2D6 function and rose substantially with each step up in enzyme activity. Plasma ibogaine tracked with QT-interval prolongation and with loss of motor coordination. Plasma noribogaine, for the same outcomes in the same patients, did not.9 The pharmacokinetic story and the cardiac story are therefore one story: anything that raises ibogaine exposure raises the QT effect, and the parent compound is what the heart is responding to.

Other drugs that block hERG or that lengthen the QT interval through different mechanisms compound the risk. Methadone is the most clinically loaded example, both because its half-life keeps it in plasma longer than ibogaine’s acute period and because it independently prolongs the QT interval through its own hERG blockade. Provider guidelines have long called for transitioning opioid-dependent patients to short-acting opioids before an ibogaine session, a practice that reflects both concerns.10-11 QT-prolonging antiemetics (ondansetron, granisetron, metoclopramide) and many antipsychotics, antibiotics, antifungals, and antiarrhythmics carry the same caution.12 Diuretics and other drugs that lower potassium or magnesium remove the electrolyte cushion the heart needs to tolerate any further channel blockade. The magnesium-ibogaine protocol (Chapters 4 and 11) rests on exactly this logic: pre-loading intravenous magnesium raises the cardiac threshold for arrhythmia and provides a margin against the QT shift. A 2026 safety synthesis in Addiction describes ibogaine’s cardiac risk as rare but clinically significant, notes that the most current efforts toward safer use combine dosing strategies, cardiovascular monitoring, CYP2D6 genotyping, and analog development, and recommends that any future ibogaine-assisted treatment proceed only under controlled medical supervision with CYP2D6-genotype testing and rigorous cardiovascular monitoring.13

A contemporary clinical trial of oral ibogaine in opioid withdrawal puts the cardiac caution into working language. The protocol excludes participants with clinically significant cardiovascular disease, arrhythmias, syncope of unknown origin, a screening or pre-dose QT interval above 420 milliseconds, family history of prolonged QT or sudden cardiac death, recent QT-prolonging medications or drugs that affect CYP2D6, and electrolyte abnormalities.14 The exclusion list is a useful mirror. Each item names what current clinical practice already considers risk-elevating, and the sections above explain why each one earns its place.

Self-selected first-person online reports add textural confirmation. Among 114 coded ibogaine reports, language describing physiological reactions, palpitations, racing heart, blood-pressure concern, and provider screening recurs across multiple report sources, in line with the cardiovascular pattern the forensic and toxicology literatures have established.15-16 17 The reports are self-selected and weight dramatic experiences. They tell us what users are worrying and writing about, not how often the events occur in any defined population.

Ibogaine deaths are rare in absolute terms, and the denominator (total exposures worldwide) remains unknown. The cardiac story is no less serious for being rare. The forensic series, the hERG biology, the cultured heart-cell data, the emergency-medicine case reports, and the trial-protocol exclusion criteria converge on the same picture. Ibogaine asks more of the heart than most psychiatric or psychedelic drugs, and the contemporary safety setup in clinic and trial alike (cardiac telemetry through the post-acute period, baseline electrocardiogram, electrolyte correction, CYP2D6 phenotyping, magnesium pre-loading) is built around that asking.



Serotonergic combinations

No published series of ibogaine-induced serotonin syndrome exists in the clinical literature. The serotonergic warning rests on mechanism, not on a documented case record. Noribogaine and related iboga alkaloids interact with the serotonin transporter, and a 2026 paper extends the picture by reporting that ibogaine and noribogaine inhibit the transporters that load monoamines into synaptic vesicles and the ones that pump them across the cell membrane, with noribogaine inducing partial serotonin release from synaptic vesicles.18-19 Molecular-dynamics work has resolved how noribogaine fits in the human serotonin transporter.20

From three overlapping facts, a clinical worry follows. Ibogaine’s experience extends long, twelve to twenty-four hours of acute effect followed by days of post-acute integration on the noribogaine tail. Patients seeking ibogaine for opioid-use disorder, alcohol-use disorder, depression, post-traumatic stress, or treatment-resistant mood states often arrive carrying serotonergic medications: selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake inhibitors, monoamine oxidase inhibitors, tramadol, fentanyl, dextromethorphan, triptans, certain antiemetics. Many of these drugs separately prolong the QT interval, lower seizure threshold, alter liver-enzyme metabolism, or destabilize mental state. The risk is therefore a combinatorial uncertainty that the long, body-loud, autonomically activating ibogaine state makes harder to read clinically.21

The Global Ibogaine Therapy Alliance’s clinical guidelines list SSRIs, SNRIs, MAOIs, buspirone, trazodone, selected migraine drugs, tramadol, fentanyl, meperidine, pentazocine, dextromethorphan, granisetron, metoclopramide, ondansetron, cocaine, and St. John’s wort as serotonin-increasing agents to be cleared from the body before a flood dose. Washout in this context follows a multi-half-life rule: a drug’s plasma concentration falls by half each elimination half-life, by a quarter after two, by an eighth after three, and the guidelines treat roughly five half-lives as the working threshold for clearance to a clinically negligible plasma level. Applied per drug, the window scales with the half-life that anchors the calculation, ranging across the serotonergic list from hours (tramadol, dextromethorphan) to days (fluoxetine’s norfluoxetine metabolite, monoamine oxidase inhibitors with their irreversible enzyme inactivation). The guidelines instruct clinicians to apply the calculation per drug, vary the washout period by drug criticality, and add a margin of safety where the patient’s underlying psychiatric condition is unstable enough that prolonged discontinuation poses its own risk.22 A contemporary trial protocol formalizes the same caution: the second stage of the contemporary oral-ibogaine opioid-withdrawal trial requires negative testing for selective serotonin reuptake inhibitors, serotonin-norepinephrine reuptake inhibitors, and mood stabilizers before dosing.23

Long-half-life antidepressants deserve special attention. Fluoxetine in particular, with its weeks-long active-metabolite tail, presents an unusually difficult discontinuation problem before any ibogaine session, both because the washout requires weeks rather than days, and because the underlying mood condition the drug was treating may destabilize during the gap. Monoamine oxidase inhibitors, though rarely prescribed now, are flagged for a seven-to-ten-day washout in provider guidelines.24 No per-patient washout recommendation can be made in the abstract. What can be named are the categories where the decision is consequential, with the practical screening left to a clinician familiar with both ends of the bridge.

In the online reports, language about SSRIs and antidepressant medications shows up in roughly one in twelve coded ibogaine reports, a textural signal that informal-setting users are asking the same questions clinician primers and field guidelines have been working through.25-26 27 Nothing in the thin case series exonerates the combination, which is why the washout discipline of Chapter 14 carries the practical weight the absent incidence data cannot.



The withdrawal trap

A subset of the documented deaths in the Alper forensic series traces to a single failure mode: the patient was in withdrawal from something (alcohol, benzodiazepines, methadone) that the provider either did not know about or had under-managed, and withdrawal physiology contributed to the lethal event alongside ibogaine.28 Frank names the alcohol pattern in plainer language: “As with opiate addiction, ibogaine is incredibly effective for alcohol addiction. However, ibogaine cannot prevent ‘the shakes’ that occur in people with extreme habits. Over the years, a few people have died during a session because of alcohol withdrawal. These people hid their alcohol addiction from their provider, went into withdrawal in the middle of a flood dose, and died from a seizure”.29 The same logic operates for benzodiazepines, where abrupt cessation in the days before a session can produce a seizure during the long acute phase when bedside response is harder to deliver. Brett puts the mechanism in the same plain words: “Benzodiazepines affect an area of the brain that ibogaine simply does not. Unfortunately, this was learned the hard way, in the wake of benzodiazepine-related fatalities that occurred during ibogaine treatments. Like alcohol, benzodiazepine problems have occurred not due to ibogaine per se but the onset of seizures after quitting benzos before or during the ibogaine treatment process”.30

Methadone is the most consequential opioid in this category. Its long plasma half-life keeps it in circulation past ibogaine’s acute period, and its own QT-prolonging activity stacks with ibogaine’s hERG blockade. The provider response, well established by the 2010s, was to transition opioid-dependent patients from methadone or buprenorphine to short-acting opioids before an ibogaine session, so that withdrawal could be timed and the long-acting opioid’s residual cardiac signature was not present when ibogaine’s was added. Brett’s account of how that practice was learned is concise: “In the context of ibogaine treatment, the difference between the short-acting opioids (which are more rapidly expelled from the bloodstream) and long-acting methadone and buprenorphine becomes a potentially life or death variable. Around two decades ago, observant ibogaine providers noticed that the relapse rate of methadone addicts eclipsed that of other opiates. Methadone and buprenorphine endure in the bloodstream for a longer period than ibogaine, eventually surpassing ibogaine’s staying power to suppress post-treatment cravings. The way to minimize risk is by trading long-acting opioids for short-acting opioids prior to treatment”.31-32 Frank reports that two forensic-review deaths involved opioid co-exposure, and notes separately that in some sessions patients concealed and injected heroin mid-flood with fatal results.33 The mechanism in such cases is mixed and only partly understood. The practical lesson, however, is unambiguous.

Three patterns make the withdrawal trap especially dangerous. The first is that the most lethal withdrawal syndromes for ibogaine sessions — alcohol withdrawal seizures, benzodiazepine withdrawal seizures, and the methadone-plus-ibogaine cardiac stack — happen to involve substances that addicted patients have the strongest social reasons to under-report on intake. The second is that the long acute phase of an ibogaine session, with its motor incoordination, autonomic activation, and altered consciousness, masks early withdrawal signs and complicates clinical recognition. The third is that the contemporary safety system of telemetry, cardiac monitoring, and electrolyte management was built around ibogaine’s own pharmacology. Seizures or arrhythmias that arrive on the back of an undisclosed second substance fall outside its design. The provider-culture maxim cited by van Veenendaal’s contemporary interviews puts the point bluntly: “A good blanket rule is to presume that a medication will interact with Iboga and be contraindicated unless you are certain otherwise. A famous expression within the community is ‘If you lie, you die…’ Consult with a specialist pharmacist, psychiatrist, or MD about contraindications for any of your medications, and determine a plan for being able to work with Iboga if appropriate”.34 The maxim overstates the pharmacology and gets the social fact exactly right: disclosure is the load-bearing variable across this entire category.

Opioid mentions appear in roughly a third of the coded ibogaine online reports, the highest co-use signal across the coded set, with discussion frequently concerning opioid withdrawal and the post-treatment relapse period.35-36 37 The naturalistic data confirm what the forensic and case-report studies point to: these are the substances around which the dangerous mixing actually happens, far more than the serotonergic medications the popular concern focuses on.



Psychiatric vulnerabilities

Psychiatric contraindications present a picture of consensus without much direct evidence. A 2024 clinician-facing primer in the American Journal of Therapeutics lists rare mania and rare psychosis as recognized risks of ibogaine treatment, alongside the cardiotoxicity and opioid-interaction concerns that dominate the toxicology literature.38 Global Ibogaine Therapy Alliance guidelines name a wider field of screening concerns: bipolar disorder, schizophrenia, psychosis, depersonalization or derealization disorder, epilepsy, dementia, organic brain disease, and family-history vulnerability.39 Provider-facing trade books extend the list.40-41 No ibogaine-specific incidence study has established how often, in what populations, and under what dosing and screening conditions, mania or psychosis actually emerges.

Two coordinated explanations account for the thin case literature. Ibogaine treatment frequently happens outside formal health systems, in Mexican and Costa Rican clinics, in Gabonese ceremonial contexts, in underground European and North American practices, and in solo self-administration, and adverse events in these settings are poorly captured by ordinary clinical-trial or registry mechanisms.42-43 Patients who reach ibogaine often arrive after conventional psychiatric and addiction treatment has failed them. The baseline risk of psychiatric destabilization in this population is high before any new substance is introduced. Both facts mean that low or absent published incidence rates carry less reassurance than they would in a more visible clinical setting.

Mechanistically, the case for caution rests on the experience itself rather than a single target-engagement story. Participants spend twelve to twenty-four hours in acute altered consciousness with extensive autobiographical material, body-loud sensation, motor incoordination, and altered self-experience, followed by days of post-acute integration on the noribogaine tail. In rat polysomnographic studies, ibogaine promotes wakefulness and suppresses REM sleep. Human accounts from clinical and informal settings describe sleep disruption in the post-acute period.44 Many patients arrive having recently stopped antidepressants, mood stabilizers, antipsychotics, hypnotics, stimulants, or benzodiazepines, and the destabilization that can attend any of these medication changes is folded into the ibogaine experience. Psychiatric vulnerability under these conditions is real, the clinical-prudence consensus holds, even when an ibogaine-specific mechanism for mania or psychosis remains underspecified.

Risk profiles here resist flattening. Bipolar disorder, primary psychotic illness, severe dissociative vulnerability, history of brief psychotic episodes, and stable diagnoses managed on long-term medication are not interchangeable risk profiles. Some risks are about reality testing, some about mood activation and sleep loss, some about medication transitions, and some about withdrawal states that can look psychiatric while being physiological. A blanket exclusion may be defensible in some clinical settings and overly restrictive in others. Primary psychotic illness, active mania, and family history of severe psychotic illness in young adult patients are consensus screening flags, with the consensus clear on those and largely silent on the broader diagnostic range.45-46

Stopping a psychiatric medication before an ibogaine session is itself a medical decision with risks of its own. Patients can deteriorate during the gap, particularly when the original prescription was load-bearing. Discontinuation of long-half-life antidepressants, mood stabilizers, or antipsychotics demands a clinician familiar with both ends of the bridge: the psychiatric condition the medication was treating, and the ibogaine session it is being cleared for. The screening practice itself belongs downstream (Chapter 14).



Diet, supplements, and the citrus question

Unlike ayahuasca, ibogaine has no tyramine-centered dietary chapter. Ibogaine is not a reversible monoamine oxidase inhibitor. The dietary worries that dominate ayahuasca preparation, namely aged cheese, cured meats, and fermented foods, have no clean ibogaine equivalent. The dietary and supplement cautions that do operate are organized by a different logic: avoid substances that alter liver-enzyme metabolism, that affect QT reserve, that disturb electrolytes, that raise serotonin, that stimulate the cardiovascular system, that sedate the central nervous system, or that make nausea, dehydration, or withdrawal harder for the bedside team to interpret.47-48

Grapefruit and Seville oranges appear on the trial-protocol exclusion list because they inhibit CYP3A4, another cytochrome P450 enzyme whose role in ibogaine metabolism is less central than CYP2D6’s but whose role in the metabolism of many co-administered drugs is large. The cleanest available trial protocol prohibits citrus through the dosing day and the early recovery period.49 No dedicated ibogaine-grapefruit interaction study has shown harm. Formal protocols nonetheless remove citrus to eliminate an avoidable source of metabolic variability, and the cytochrome P450 metabolism described earlier gives the conservative move its scaffolding.

St. John’s wort earns its place on the supplement caution list by belonging to two risk categories simultaneously. It induces the cytochrome P450 enzymes that ibogaine depends on, which means its presence in the days before a session can alter ibogaine clearance in directions that are hard to predict per patient. It is also serotonergic, and the same pharmacology that argues against SSRIs and SNRIs argues against St. John’s wort.50 5-hydroxytryptophan, S-adenosylmethionine, tryptophan-heavy regimens, and other serotonergic supplements carry the same conceptual caution, even where ibogaine-specific evidence is sparse.

Stimulant supplements and herbs raise the cardiovascular load on a heart already navigating ibogaine’s hERG blockade. Yohimbine, high-dose caffeine products, ephedra-containing preparations, and unlisted “energy” formulations are the predictable risks.51 Sedative supplements and unlisted sleep aids matter less because of an ibogaine-specific interaction and more because they obscure the clinical interpretation of the long acute phase. A session in which the bedside team cannot tell whether the patient’s flat affect is ibogaine, sleep-aid sedation, or something more concerning is harder to manage safely.

Electrolytes are the silent variable across all of the above. Magnesium and potassium are the load-bearing ions for cardiac repolarization, and any drug, supplement, food restriction, or pre-session purging routine that depletes them increases the QT effect from any given ibogaine dose. The contemporary magnesium-ibogaine protocol, with intravenous magnesium pre-loading and active electrolyte management through the post-acute period, addresses this variable directly. Co-administration of magnesium may reduce cardiotoxicity risk in treated patients.52 Pre-session fasting, intensive cleansing, herbal diuretics, and other preparation practices that reduce electrolytes can therefore work against the cardiac safety strategy, not with it.

The ceremonial tradition describes the same problem in different vocabulary. Bwiti tradition holds that the ritual context, with its preparation, holding, disclosure, and the trained nganga’s authority, is itself a protective setting, and that iboga without qualified supervision carries real danger. Mallendi states the credentialed-practitioner principle directly in his collaboration with Vincent Ravalec and Agnès Paicheler: “Administering iboga without the credential is the equivalent of practicing medicine without the knowledge and technical skill. Imagine if tomorrow your neighbor improvised himself as a dentist, anesthetist, or surgeon — it would be a problem”.53 Preparation for an ibogaine session is the practical work of making the body’s risk variables legible to whoever is holding the session, whether that holder is a Western clinician with telemetry or a Bwiti elder with decades of experience. The trial-protocol exclusion list and the nganga’s authority are two vocabularies for the same demand: the heart, the liver, and the medication history have to be known before the dose.



What doesn’t mix, in one sentence

What does not mix with ibogaine is the body whose risk variables nobody can read: the undisclosed methadone, the abrupt benzodiazepine cessation, the half-acknowledged alcohol habit, the antidepressant whose prescriber was not consulted, the supplement stack the intake form missed, the cardiac history the screening was too casual to surface, the magnesium that fell during a week of fasting. The contemporary safety system, in clinic and ceremony alike, exists to make these variables legible before the flood dose is swallowed.



Key Takeaways


	Cardiovascular risk is the load-bearing safety story. Ibogaine and noribogaine both block the hERG channel, prolong the QT interval dose-dependently, and have been linked to torsades de pointes and a documented mortality literature; the magnesium-co-administered protocols are built around this mechanism.54-59

	The Alper forensic review of nineteen deaths between 1990 and 2008 found them clustered around pre-existing cardiovascular disease, opioid co-use, and alcohol or benzodiazepine withdrawal rather than around ibogaine in isolation.60

	CYP2D6 variation (Chapter 4) can roughly double combined ibogaine-plus-noribogaine exposure from the same labeled dose, with corresponding QT prolongation; trials therefore exclude recent CYP2D6-active and serotonergic drugs before dosing.61-63

	The serotonergic warning rests on mechanism and guideline consensus, not a published case series. Noribogaine and related alkaloids inhibit serotonin and vesicular monoamine transporters; SSRIs, SNRIs, MAOIs, tramadol, dextromethorphan, certain antiemetics, and St. John’s wort sit on the washout list, with long-half-life antidepressants like fluoxetine the hardest to discontinue.64-66

	The withdrawal trap kills more than the ibogaine. Alcohol and benzodiazepine withdrawal seizures and the methadone-plus-ibogaine cardiac stack drive a large share of adverse events, and these are the substances patients most often hide on intake; disclosure is the load-bearing variable, and bridging long-acting opioids to short-acting ones before a session reflects it.67-68

	Psychiatric contraindications rest on consensus broader than incidence data. Primary psychotic illness, active mania, and young-adult family-history vulnerability are the standard flags, and stopping a psychiatric medication before a session is itself a medical decision with its own risks.69-70

	Ibogaine has no ayahuasca-style tyramine diet. Its diet-and-supplement cautions track cytochrome P450 metabolism, QT reserve, serotonergic stacking, stimulant load, sedative interference, and electrolyte stability. Grapefruit and Seville oranges appear on exclusion lists for inhibiting CYP3A4, and fasting or cleansing routines that deplete magnesium or potassium work against the cardiac safety strategy.71-72
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Part III — Experience



Part III

Experience








Disclaimer

The three chapters that follow describe the ibogaine experience in more detail than any other part of this book: the shape it takes as it rises and falls, the long waking dream and the life-review people report from inside it, and the forms it takes when it turns frightening or hard. They are built from what researchers measured, what ethnographers and clinicians recorded, and what people who have taken iboga have tried to put into words afterward. They describe what has happened to others, not what will happen to you, and the accounts vary so widely that no two sessions look alike.

That distinction matters most for one kind of reader: the person preparing to take ibogaine. Detailed descriptions of an altered state, read in advance, do not sit inertly in memory. They furnish the mind with images, and the mind under ibogaine reaches for what it has been given. A reader who has just studied an account of what others saw is more likely to see something like it, and to interpret the experience through the frame the page supplied, than a reader who arrives without a script. The most striking and most useful part of a session, when it comes, tends to arrive in a place no prior description could have named, and a map drawn in advance can quietly close that place off.

So if you are preparing for your own session, take this as the book’s one direct piece of advice about its own contents: the most useful thing you can do with the chapters that follow is to read them afterward rather than before. Let the experience be itself first, then come back here for the language to think about what happened. Nothing in these three chapters is needed beforehand. The preparation that does matter, the medical screening, the setting, the people present, lives in Part Five and is written to be read ahead of time.

For every other reader, the curious, the clinician, the person trying to understand what this medicine does to a human mind, no such caution applies. Read straight through. The detail is the point.




7 The Arc of an Experience

A flood dose of ibogaine starts as a chip of bitter root or a measured capsule of hydrochloride, swallowed in the late afternoon or early evening, and for the first thirty to sixty minutes it often does almost nothing. Then the first wave. In the participant’s perception, the room tilts. Sound brightens and acquires a faint metallic edge. Heaviness accumulates until standing becomes a project. By the second hour in most sessions, visions have started, often as closed-eye geometry that resolves into scenes from the person’s own life, played back at a tempo that feels both slow and unhurried. From there, the visionary phase typically lasts somewhere between eight and twenty hours. The body is prone. Motor coordination is impaired. Cardiac monitoring runs against the long shadow of QT-interval effects, while the inner life arranges itself into something that initiates, clinicians, and memoirists alike describe as a long, embodied review.1-4

Then the visions fade. Ibogaine has been metabolized to noribogaine, a compound with a half-life roughly four times the parent’s, and the next forty-eight hours move the body through what veterans of the practice call the gray day. The week after contains a continuing pharmacological presence that practitioners have begun to call a noribogaine period. A month out, clinical follow-up measurements, post-treatment imaging, and the question of whether anything that happened during the night persists all come due. Ibogaine’s distinctive contribution to the family of psychedelic substances lies less in the visionary content of its peak, which has rough counterparts in ayahuasca and yagé, than in the strange contour of its time course: a flood dose that announces itself as an event over hours and then declines to behave as an event for weeks.5-7


A clock with two hands

Pharmacology resolves a long-standing puzzle in the trade-book literature. Memoirs and provider manuals had described ibogaine sessions as multi-day events long before clinical pharmacokinetic studies confirmed that the molecule’s biology runs well past its peak. The relevant numbers are worked through in detail in Chapter 4: parent ibogaine clears on the order of seven to eight hours, the demethylated metabolite noribogaine clears on the order of twenty-four to thirty, both redistribute through fatty tissue, and the cytochrome P450 enzyme CYP2D6 drives a roughly thirty-fold spread in clearance among patients given the same labeled flood dose.8 What matters for the arc is the resulting curve. Two patients who swallow the same labeled dose move through fundamentally different exposures across the night and the morning after. What triggers the visions is not the molecule still in the body a week later. The afterglow vocabulary that classical-psychedelic writing borrowed from psilocybin and LSD describes a different pharmacological situation: in ibogaine’s post-acute period, an active metabolite is still bound to transporters and ion channels at pharmacologically meaningful concentrations.9 The arc lasts weeks, and its exact shape depends on the body the molecule has been swallowed into.

Ibogaine’s pharmacology arranges itself in four overlapping layers. The acute layer covers onset, intensification, vision, motor impairment, and the cardiac-monitoring interval. The descent and gray-day layer covers reduced visionary intensity, exhaustion, sleep difficulty, and autonomic residue. The noribogaine layer covers the multi-day period in which an active metabolite continues to engage transporters and channels at concentrations the body still notices. The integration layer covers the weeks-to-months interval in which behavior, motivation, and meaning consolidate or fade. Three of those layers are pharmacological. Practical and existential, the fourth is a different kind of time. Together they make ibogaine’s clock the longest of the substances this series treats.

What each layer feels like inside the body and mind is distinct enough that the substance produces a sequence of related experiences, each generated by the same molecule. The acute layer comes on as bodily weight, ataxia, sensory amplification, and visionary or reflective material the participant cannot ignore. By the descent, the same participant is fatigued and slowly regaining motor control while ordinary cognition remains compromised. In the noribogaine days that follow, sleep is disrupted, mood altered, withdrawal interrupted, craving reduced, and the night still has a claim on the body. Through the weeks of integration, behavior, relationships, and motivation settle around what the night surfaced. Pharmacology threads through the first three layers; what fills the fourth depends on what the participant and the people around them do with it.



The first hours

Onset is the easiest part of the arc to map. Field accounts converge on roughly thirty to ninety minutes between ingestion and the first noticeable effects, with full intensification arriving in the second or third hour. Frank’s Ibogaine Explained, written from inside Western treatment culture, describes the first hour as the come-up, the second as the rising arc into full effect, and the four-hour mark as the threshold past which a person is unambiguously in an altered state.10 Brett uses the same geometry with different vocabulary: an oneirophrenic phase that opens in waves and gradually crests, followed by an evaluative period of eight to twenty hours in which the person lies prone and the visionary or introspective material does its work.11 Nomenclature differs across the two accounts. Rough geometry holds.

In Bwiti initiation, the time scale is similar at the upper end and ceremonially organized throughout. Fernandez’s francophone essay records the initiatory dose as the contents of one to three small baskets of root bark consumed across an eight-to-twenty-four-hour period, with effects that “may last up to a week” in the lower-intensity tail.12-13 Mallendi’s account in Bois sacré divides the initiation into three days: a first day of purification and preparation, a second day in which “things turn serious” and the initiate, dosed high, enters a state of heightened sensation, dancing lights, and visionary intensity, and a third day of édika, of rebirth and return, in which the initiate dwells in transit between the world of the visions and the everyday world they must return to.14 The framing of the arc in his own voice is theological where the clinic’s is procedural:


L’initiation au bwiti est un voyage de la naissance vers la mort puis vers la renaissance d’un être nouveau, sur la voie de la clairvoyance et de la connaissance des mystères du monde. Lors de son voyage initiatique, sous l’influence de l’iboga, l’initié entreprend une remontée vers le monde originel, le monde d’en haut qui est celui des morts et des nouveau-nés. Il a des visions sur son présent, son passé et souvent son avenir.

[Bwiti initiation is a journey from birth toward death and then toward the rebirth of a new being, on the path of clairvoyance and the knowledge of the mysteries of the world. During the initiatory journey, under iboga’s influence, the initiate undertakes a return toward the original world — the world above, which is the world of the dead and of newborns. He has visions of his present, his past, and often his future.].15



Mallendi’s “world above” names a specific cosmological geography in Bwiti tradition: an upper domain inhabited by the dead and by the unborn, reached by a path the initiate walks during the visionary night, along which barriers are encountered, songs are sung, and ancestors are met. In a chapel-held initiation, the long visionary phase is organized as movement through that geography, as a route, with the generic altered state subordinated to the journey. Songs are calibrated to the candidate’s location along the path. The kombo’s interventions and the “mothers’” attention are timed to the cues that signal progress through named thresholds. The third-day édika is the structured return from the world above to the world the initiate must now re-enter.16-18

Spirit-encounter content of this kind lies outside what pharmacology can confirm or refute.

What happens inside those hours is more variable than the rough geometry suggests. Walking becomes difficult and often unsafe as the body grows heavy. Nausea is common. Vomiting is frequent and sometimes treated as ceremonial. Ataxia is reliable enough that providers plan for it. Auditory hypersensitivity ranges from a faint metallic ring to overwhelming loudness. The visual field develops closed-eye imagery that can be geometric, narrative, or symbolic, sometimes all three in sequence. Cardiac monitoring continues underneath in clinical contexts because ibogaine and noribogaine both prolong the QT interval, and the contemporary magnesium-co-administration protocols are built around the cardiac opening during these same hours.19-20 A body having visions is also a body whose electrical reset is prolonged, and the difference between an unmonitored session and a monitored one is precisely the visibility of that overlap.

Online testimony reflects the same pattern from a different angle. In a self-selected sample of 114 coded ibogaine reports, ten contained explicit onset language and five contained explicit peak language, with the modest counts reflecting how often online reporters narrate timing as a noticeable feature of the experience.21 A separate cluster of four reports described the arrival in waves and cycles, not as a single rising line, with the experience intensifying, briefly receding, and then intensifying again.22 No prevalence estimates for any population come from these accounts. They stand beside Frank’s and Brett’s field models as report-language texture that names what experienced observers have long described.

The four-phase scaffolds that practitioner texts have developed are pedagogical maps. Frank’s phases are useful in the same way that a sailor’s chart of approximate currents is useful: they tell a person what to expect without promising that the wind will hold. The Bwiti initiation arc and the clinical-protocol arc are also different objects even when they cover the same hours. The chapel watches for ancestor contact, for the right songs to sing the initiate through difficult passages, for the cues that the spirit has departed and is to be allowed to return. The clinic watches for QT prolongation, for vital-sign drift, for vomiting that risks aspiration, for the moment the patient becomes responsive enough that the morning’s withdrawal scale can be administered.

Both clocks are preceded by a pre-dose arc. A person entering ibogaine in opioid withdrawal, fear of withdrawal, or desperation begins the experience at a different psychological point than a person entering a Bwiti initiation. A veteran arriving at a Mexican clinic after years of blast exposure, intrusive memories, and accumulated disability begins somewhere else again. Plasma concentration starts its curve at ingestion. Experience starts earlier, in anticipation and trust and fear and the meaning the participant brings to what is about to happen. Practitioner literatures across Bwiti, Western treatment culture, and contemporary clinical protocols agree on a minimum pre-dose interval of days for preparation, screening, medication tapering, and the conversations that establish what the participant has come for. Contemporary cardiac-screening protocols extend this interval further to allow ECG baseline measurement and any necessary medication washout.23-24 Whatever the setting, the psychological state a person carries into ingestion shapes how the long hours that follow are met.



What an iboga-specific scale measures

Ibogaine has long had a vocabulary problem. It has been called psychedelic, dissociative, oneirogenic, visionary, anti-addictive, purgative, teacher, ordeal, reset, and medicine, and each label has caught something real while losing something else. Until recently, researchers wishing to measure the experience reached for instruments developed for other substances: the Hallucinogen Rating Scale, which was built around DMT and measures perceptual, somatic, affective, cognitive, and volitional changes; the Mystical Experience Questionnaire, which counts unity, sacredness, noetic quality, ineffability, and positive mood; the 5-Dimensional Altered States of Consciousness scale, which separates oceanic boundlessness from anxious ego dissolution and from visual restructuring; the Ego-Dissolution Inventory, which measures the dimension its name describes.25-28 Each of these scales catches part of what ibogaine does. No one of them was designed for it.

Published in 2025 in PLOS ONE, the Ibogaine Experience Scale is the first instrument built from ibogaine’s own phenomenological profile. Developed from a large self-report sample, factor-analyzed, and validated against earlier qualitative work, its 70 items resolve into seven factors that resist collapse into single-axis intensity.29 Chapter 8 takes up each factor in turn as the experience’s six interior rooms. For the temporal arc, the relevant point is more modest. Several of the factors imply temporal movement within the night. Narrative visions unfold in sequence. Discomfort rises and falls. Introspection often becomes more legible after the strongest imagery has passed. Somatic hypersensitivity may persist after vision has faded. A scale administered only at peak captures one cross-section of an experience that is moving through multiple dimensions at different rates, and the temporal arc engages the scale only at that level of resolution.

Ibogaine has also long carried a separate descriptive vocabulary: oneirogenic, dream-producing. A single rat cortical EEG study has lent the description a biological foothold by showing gamma oscillations with REM-like traits during the acute phase, with larger gamma power than ordinary wakefulness, lower coherence, and lower complexity.30 The 2025 instrument is also still early in its career. Its citation base is young, its sample is treatment-adjacent and Western, and it remains unmapped against pharmacokinetic measures, sleep, withdrawal, ECG, or longer-term clinical outcomes.31



The gray day

Practitioners have a name for the interval between roughly ten and thirty-six hours after the flood dose: the gray day. The strongest visions have faded, but the experience is conspicuously unfinished. The body remains heavy; the mind feels, in Frank’s image, “like a dishtowel that is being wrung out, over and over”; sleep often refuses to arrive at the expected hour; food returns in small amounts; the continued sense of being on the inside of the experience persists even as its visual content thins.32 Brett’s field vocabulary covers the same interval as “residual stimulation”: ataxia easing slowly, mobility partly restored, fatigue dominating, the body uncomfortable in a way the night was too intense to notice.33 Frank and Brett reach for different words for the same reliably described interval.

Sleep is the most legible variable. Across the coded online reports, 26 of 114 contained explicit sleep or next-day-state language, the strongest timing signal in the substance’s online testimony and the cluster the codebook flagged at the substantive grade above the merely suggestive ones.34 An account quoted in Stein’s memoir reports that some people went without sleep for three days after taking iboga, with rapid heart rate, persistent nausea, and buzzing in the ears persisting through the same interval.35 One of van Veenendaal’s interviewees describes being horizontal for roughly seventy-two hours with mobility limited by ongoing physical effects.36 The clinical and ceremonial literatures both describe the gray day as continuous with the night, an unbroken extension of it.

Medical risk also persists. The UK National Poisons Information Service case series covers ten years of toxicity presentations across England, Wales, Scotland, and Northern Ireland; cases range from hours to longer intervals since exposure. The report explicitly notes that the cardiovascular hazards Chapter 6 traced do not vanish at the end of the visionary peak.37 Litjens and Brunt’s toxicity review situates the same risk in the noribogaine half-life: the active metabolite remains in the body at concentrations that maintain the QT-prolongation profile after the parent compound has begun to clear.38 The participant death that ended the Erasmus University pilot project came after the visionary peak had passed.39

Gray day belongs in the temporal arc, with cardiac risk treated separately. Depleted, sleep-disrupted, and autonomically activated, the body of the second day is itself part of what an ibogaine session is, a continuation of the same event the night opened. Frank’s lay phrasing captures both the depth of the trough and the abruptness with which it can lift:


In almost all cases, people fall asleep at the end of the Gray Day feeling terrible, and wake up feeling fantastic.40



Cognition remains fragile, limbs unsteady, sleep broken; the interval sets the ceiling on what aftercare can ask of a person while it lasts, and that ceiling is low.



A noribogaine window

After the gray day comes the longer interval that the contemporary practitioner literature has begun to name. Phrasing varies. Van Veenendaal’s facilitator source puts it as the twelve to twenty-four days following treatment, “as they re-emerge after those two weeks… the Noribogaine is active, the body and mind are recovering on the physical plane”.41 Frank’s vocabulary describes a third phase of “Temporary Freedom” that can last for weeks or months, in which withdrawal relief, craving reduction, and motivational opening may be unusually accessible before the underlying conditions for relapse can return.42 The two clocks measure different things: the facilitator period measures pharmacological persistence, the Temporary Freedom period measures behavioral opportunity. They overlap, and that overlap is where the post-acute story belongs.

Noribogaine’s elimination half-life on the order of twenty-four to thirty hours, with adipose redistribution extending detectability further, keeps the metabolite at pharmacologically active plasma concentrations for several days after a single flood dose, and at lower but plausibly active concentrations for longer.43-44 Noribogaine, what the body metabolizes across the post-acute period, is not residue. Noribogaine has its own receptor profile: serotonin-transporter activity, low-affinity engagement at opioid receptors, and a contribution to the parent compound’s effect on the QT interval.45 The afterglow of classical-psychedelic writing has no exact counterpart here. In part, the week after ibogaine is the week of being on noribogaine.

Neurotrophic signaling is the candidate downstream mechanism. Working in the mid-2000s, researchers established that ibogaine increases expression of glial cell line-derived neurotrophic factor, or GDNF, in addiction-relevant circuits, with autoregulatory dynamics that may help explain why a single dose has effects detectable in subsequent behavior.46 Noribogaine itself, unlike the analog 18-methoxycoronaridine in one early comparison, mimicked ibogaine’s actions on GDNF expression and on ethanol self-administration in rats, anchoring the metabolite in the same plasticity story as the parent.47 A 2025 Frontiers in Pharmacology update and a 2025 plasticity review extended the GDNF-and-BDNF framing further, and a contemporary therapeutic-opportunity review framed the open mechanistic questions in the same terms.48-51

Direct human mediation evidence is still missing. The preclinical work supports a plausibility argument: ibogaine and noribogaine engage a neurotrophic signaling pathway that may produce an opening of altered plasticity in addiction-relevant circuits, lasting from days to weeks, against which behavior change becomes more accessible. The human evidence, including the veteran cohort imaging and the observational opioid-use-disorder outcomes that the next section traces, is correlational. No published human study has yet connected ibogaine-induced neurotrophic markers to clinical outcomes through formal mediation analysis.52-54

Readiness is a more honest word for what the opening offers than repair. Post-acute, the interval may be a period of unusual biological openness, and that openness may be useful when taken up. What follows determines what the opening becomes. Sleep, nutrition, hydration, emotional steadiness, medical follow-up, and trusted interpretation become part of how the biology is taken up. Frank’s “Temporary Freedom” is temporary precisely because the conditions that produced the original problem persist after the molecule fades. Care and biology are both at work in that period, and they stand together. Chapter 15 will return to what aftercare in this period asks of the patient and the practitioner.

Practitioners most often call this a reset. The word names a real felt discontinuity at the threshold of the post-acute interval: withdrawal has interrupted, craving has fallen quiet, perspective has shifted, and the body is suddenly available for choices that lay beyond it the week before. Useful for the felt experience, the term is dangerous for the implied mechanism. A literal reset would mean the molecule has returned the relevant systems to a baseline from which any future trajectory becomes possible, that the discontinuity persists indefinitely, and that body and mind have been restored to a state the original problem can no longer touch. The pharmacology will not warrant that claim. A weaker, more useful claim is what the data actually justify. Ibogaine creates a temporary discontinuity in withdrawal, craving, mood, and self-perception, lasting from days to weeks, during which behavior change is accessible in a way it had stopped being. Whether that discontinuity becomes durable depends on what the participant and the people around them do with the interval while it lasts. Frank’s phrase Temporary Freedom is better prose for the same observation than reset: it names both the opening and the warning that the opening is temporary.55 The popularity of the word reset is itself a clinical risk, because it promises a return to zero the pharmacology cannot deliver, and a patient who believes the count has been set back to nothing is the patient most likely to die resuming an old opioid dose against new and lowered tolerance.



Clinical clocks

How the arc gets translated into clinical endpoints depends heavily on the indication being studied. In opioid use disorder, the first measurement of interest is withdrawal: thirty patients receiving ibogaine in a Mexican-clinic setting were assessed on the Subjective Opioid Withdrawal Scale before treatment and at an average of about seventy-six and a half hours after dosing, with drug-use outcomes followed at one, three, six, nine, and twelve months.56 Falling after the gray day and before the longer behavioral arc had stabilized, that withdrawal-scale measurement captures the immediate interruption that the clinical case for ibogaine has been built on. The Noller 2018 New Zealand cohort added a parallel durability picture, though one that cannot be presented without its safety caveat: the study population included a death during treatment, recorded as a reminder that the same arc that produces measurable opioid-use reduction at twelve months also passes through medically vulnerable intervals.57

In traumatic brain injury and post-traumatic stress disorder, the endpoints shift. Participants in the MISTIC cohort showed substantial reductions in PTSD, depression, and anxiety scores immediately after treatment and again at the one-month follow-up, with parallel improvements on cognitive and disability measures. The same cohort supplied the imaging data with arterial spin-labeling perfusion changes in the left insula and left anterior cingulate that scaled with clinical change.58-59 Functioning and symptoms are what this clinical clock measures, where the OUD studies tracked withdrawal first.

Active ibogaine clinical trials remain early-phase. A 2025 cross-sectional review of registered work emphasizes attention concentrated on pharmacokinetics, withdrawal, cardiac safety, and dose-finding, with confirmatory efficacy designs still ahead of the field.60 The ClinicalTrials.gov registry entry for an oral ibogaine study in opioid withdrawal makes the trial-design structure explicit: eligibility screening, controlled administration, in-patient observation, and follow-up periods are part of the intervention. They determine what the trial measures.61 Time is a safety variable as well as an outcome variable, and the protocols treat it as both.

Functional unblinding applies to every published cohort to date. Ibogaine’s acute effects are so distinctive that participants, clinicians, and observers cannot be kept naïve about the dosing condition, and the earliest post-treatment outcomes reflect signal-with-expectancy more than placebo-controlled effect.62 Sample selection underlies the same outcomes: the participants who reach an ibogaine trial are screened for cardiac fitness, medication compatibility, and psychiatric stability, and the resulting cohorts represent a screened subset of the general patient population the conditions describe. Within those limits, the measured changes at three days, one month, and the longer follow-up periods are real reports against real instruments. The indication chapters will return to what kind of evidence each has actually accumulated.

From inside different indications, the phenomenology of the same arc reads differently. A person treated for opioid withdrawal experiences the central event of the post-acute period as the interruption of withdrawal and the disappearance of craving. The felt content of the visionary night may matter less to that person than the morning after, when the body that should have been in acute withdrawal is calm. A veteran with traumatic brain injury and post-traumatic stress disorder experiences the same arc as a change in cognition, sleep, and mood. The visionary content may be incidental to the felt return of executive function and the reduction of intrusive imagery. A Bwiti initiate experiences the arc as initiation, lineage-recognition, and instruction. The post-acute period belongs to the community that has been waiting for the initiate to return. A person treated for depression in an emerging clinical context experiences the arc as a loosening of the inner critic and a felt access to memory, self-judgment, and future possibility that depression had foreclosed. Pharmacology threads through all of them. Indication conditions which layer of the arc becomes the felt center of the experience.

The arc is also a bundled intervention, with the pharmacology entering the body inside a package of monitoring, ritual, and aftercare that conditions what it becomes. Brown and Alper studied ibogaine in a Mexican-clinic ecosystem; Noller studied it in a New Zealand observational protocol; the MISTIC cohort sat inside a magnesium-co-administered veteran package with structured travel and post-treatment assessment; the contemporary trials embed it inside eligibility screening, in-patient observation, and follow-up scaffolding.63-66 Each study reports the arc as it unfolded inside its setting. The reported one-month improvements in the veteran cohort belong to that cohort, that protocol, that magnesium co-administration, that screened population. The one-week withdrawal scores in the Mexican-clinic cohort belong to that clinic’s monitoring, dosing, and aftercare. What researchers have measured is the experience ibogaine produces inside a particular intervention package; what ibogaine would produce in a different package, with different monitoring and different aftercare, remains largely untested.



Different rooms, different clocks

Given the same flood dose, different rooms keep different clocks. In a Mexican clinic operating under contemporary cardiac-safety protocols, the arc is structured around vital-sign monitoring, ECG sampling, withdrawal scoring, and post-treatment follow-up visits; the night is divided into shifts and observed in fifteen-minute increments; the gray day is recorded as a stretch of post-acute autonomic data; the noribogaine period is a stretch of medical caution before the patient flies home. In a Bwiti chapel in Gabon, the same hours are structured by song, instruction, and communal witnessing; the initiate is watched not only for safety but for the cues that the spirit has departed and is to be allowed to return. The third day of édika gives the arc a religious meaning the clinic’s discharge summary does not contain.67-68

In the practitioner-literature vocabulary, setting has a concrete content. It means people in the room who keep watch through the hours the participant cannot, monitoring of vital signs and electrolytes, a set of expectations the participant has been allowed to absorb, food the participant may or may not struggle to eat on the second day, sleep that may come or stay away on the gray night, music or silence chosen deliberately, with the choice itself an act of care, permission to be afraid without being abandoned, and a plan for the next morning that extends the experience past the moment the visions have ended. No one of these elements is pharmacological. All of them shape what the pharmacology turns into across the long hours. Bwiti accounts of nganga-held initiation, contemporary clinical protocols, and the careful retreat literatures that have grown up around the substance in the West all share this setting vocabulary.69-72 Where the elements are present, the arc has a structure that can absorb difficulty. Where the elements are absent, the same hours can become a medical emergency, a psychological crisis, or both.

In a memoir, the arc acquires another grammar: relational time. Bast’s Heart Medicine describes ibogaine as lasting “up to twenty-four to forty-eight hours, exceptionally long for any entheogen,” and as “a daunting commitment” measured partly against what a partner agrees to be available for. The gray day belongs to the patient and the partner alike, and the days after are the period in which the first fragile conversations have to happen.73 The booster-dose variant (a smaller exposure, a journey of “only a few hours” against the multi-day flood-dose ordeal) gives the same memoir a second time scale for comparison.74 Invisible in the clinical record, this relational clock is central in the lived event.

What set and setting modulate is the meaning of the time the pharmacokinetics produce. The same eight-to-twenty-hour visionary phase becomes ordeal or initiation or treatment depending on the room it occurs in. The same twelve-to-twenty-four-day noribogaine period becomes follow-up visit or initiate’s return or partner’s wait depending on who is watching it pass. The setting question belongs to Chapter 12. The texture of set and setting belongs to Chapter 13.

Room also shapes the pre-dose and post-dose arcs. A clinic’s pre-dose arc is medical screening, baseline ECGs, medication tapering, and the conversations that establish what the patient has come for; a Bwiti chapel’s pre-dose arc is the days of preparation, fasting, dance, and the explicit assumption of an initiatory commitment; a memoir’s pre-dose arc is the relationship’s negotiation of what one partner is about to undergo and what the other is about to wait through; a research protocol’s pre-dose arc is consent, baseline assessments, and the participant’s understanding of the study design. The post-dose arcs differ similarly. A clinic’s morning after is fluids, withdrawal scoring, and discharge planning; a chapel’s morning after is interpretation, community recognition, and the édika re-entry; a memoir’s morning after is the first fragile conversation between two people who have changed in ways neither yet understands; a research protocol’s morning after is the next scheduled assessment visit, the next imaging session, the next follow-up phone call. These differences are substantive. They change what the participant notices, how fear is handled, whether risk is caught, and whether the openness of the period becomes practical change.

Among the substances in this series, ibogaine’s clock is unusually long. Plasma exposure, noribogaine’s tail, the gray day, the post-acute period, and the integration interval all unfold on different schedules through the same body. That clock runs past the night, into the days, weeks, and months that follow — the dimensions the scale measures, the hours that turn difficult, the demands aftercare makes once the period opens — and the chapters ahead take up each in turn.



Key Takeaways


	The ibogaine experience is built on four overlapping temporal layers: an acute visionary phase of roughly eight to twenty hours, a gray day of roughly ten to thirty-six hours after the peak, a noribogaine window of roughly twelve to twenty-four days, and an integration interval running weeks to months. The classical-psychedelic afterglow vocabulary, built around a six-to-eight-hour psilocybin session, does not describe the same time course.75-77

	The arc is individual rather than generic. Two patients who swallow the same labeled flood dose can move through fundamentally different exposures across the night and the morning after, with CYP2D6 driving roughly thirty-fold variation in clearance and corresponding variation in how long the body stays inside the experience. The chapter’s clock is a working approximation; the body’s clock is what the participant actually inhabits.78

	The acute phase extends roughly eight to twenty hours and contains motor impairment, nausea, ataxia, cardiac-monitoring requirements, and a multi-dimensional inner event researchers have only recently begun to measure on its own terms. The 2025 Ibogaine Experience Scale identifies seven factors (narrative and symbolic visions, visual changes, discomfort and challenge, cosmic or archetypal visions, introspection and personal transformation, somatosensory hypersensitivity, and dissociation) that resist collapse into single-axis intensity.79

	The gray day, an interval of roughly ten to thirty-six hours after the peak, is part of the experience rather than its aftermath. Exhaustion, sleep disruption, autonomic residue, and cognitive fragility dominate; the cardiovascular risk that defined the acute phase persists into the post-acute window, and the historical safety record places at least one canonical fatality there rather than during the peak.80-82

	The noribogaine window of roughly twelve to twenty-four days following treatment is a pharmacologically active interval rather than a residual one. A plausible neurotrophic mechanism, anchored in preclinical work on GDNF and on noribogaine’s own actions on plasticity-related signaling, supports the framing of the post-acute period as a window of biological readiness. Direct human mediation evidence has yet to be produced.83-86

	Clinical research measures the arc through indication-specific endpoints. In opioid use disorder, withdrawal scoring at roughly three days, drug-use outcomes at one through twelve months, and twelve-month observational follow-up are the standard windows. In traumatic brain injury and psychiatric studies, post-treatment functioning and one-month symptom-and-imaging outcomes are the standard windows. Functional unblinding and sample-selection limits apply to every published cohort to date.87-89

	Set and setting modulate the meaning of ibogaine’s time rather than its pharmacokinetics. The same long visionary phase becomes ordeal in Bwiti initiation, treatment in a clinic, commitment in a memoir; the same noribogaine window becomes follow-up interval, initiate’s return, or partner’s wait depending on the room watching it pass. The container question and the texture of set and setting are taken up in the chapters that follow.
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8 Inside the Experience: Perception, Emotion, Body, Mind, Self

A Bwiti initiate named Ndong Asseko, recorded in Fernandez’s 1982 ethnography after taking eboga at the Bwiti chapel at Kwakum, described what he had seen on the night of his initiation:


When I ate eboga I found myself taken by it up a long road in a deep forest until I came to a barrier of black iron. At that barrier, unable to pass, I saw a crowd of black persons also unable to pass. In the distance beyond the barrier it was very bright. I could see many colors in the air but the crowd of black people could not pass. Suddenly my father descended from above in the form of a bird. He gave to me then my eboga name, Onwan Misengue, and enabled me to fly up after him over the barrier of iron. As we proceeded, the bird who was my father changed from black to white — first his tail feathers, then all his plumage.1



The same scene recurs across the Bwiti record and in the Western treatment-culture accounts of the decades since: a path in a forest, a barrier, a brightness on the other side, a presence that may speak.2-3

The scene plays as a dream the body is held inside of, organized around figures and a small narrative, weighted with the felt sense that the content matters. It has the texture of specific event, specific landscape, specific encounter, far from generic psychedelic visual material. The long pharmacological course runs around the experience; this chapter goes inside it. Researchers and ethnographers have named six rooms across many sessions: what the eye sees behind the closed lid; what the body takes in as weight and nausea and stillness; what memory does when the night cracks the autobiographical file open; how fear and grief and tenderness arrive as presences instead of mood; what the self becomes when it sees itself observed instead of inhabited; and who or what is in the room when an ancestor figure or a guide takes a place in it. The walls between them are thin.


Patterned scenes and what they contain

Ibogaine visual content is patterned, but the pattern is rarely the point. In a self-selected sample of one hundred and fourteen coded ibogaine reports, entity-or-encounter language ran roughly three times as common as geometric or pattern language.4 That asymmetry mirrors the ethnographic record. Bwiti initiates describe roads, barriers, river-crossings, named landscapes, and the figures encountered along them; Mallendi’s Bois Sacré describes faces that resolve out of a fading sequence into recognized relatives, living or dead; Western treatment-culture accounts describe scenes that play out like films the participant is both inside and watching.5-7 Released in 2025, the Ibogaine Experience Scale identifies seven factors of the inside: narrative and symbolic visions, visual changes, discomfort and challenge, cosmic or archetypal visions, introspection and personal transformation, somatosensory hypersensitivity, and dissociation.8 Five of the seven describe content the eye sees or the body feels. Two describe what the mind does with that content.

What the visions are commonly about is a more useful description than what they look like. Bwiti reports place ancestors in the scenes, often dressed in white or becoming white as they appear, often guiding the initiate past a barrier impassable alone. That color cue (“white is the color of the dead”) is doctrinal in origin.9 Clinical and treatment-culture literatures describe scenes that stage childhood events, family relationships, scenes from a marriage or a long-running addiction, episodes the participant had stopped attending to or had never narrated to themselves before. The visual material is the medium. The autobiographical or interpersonal content is the message. Brett names the most stable feature of the genre, which is that the visions feel “real, if not more ‘real’ than real life,” a phenomenological quality the broader psychedelic literature recognizes as the noetic force of mystical-type experience, and which ibogaine retains in its narrative and encounter material as well.10

Visions vary substantially across participants, doses, and contexts. Many sessions contain little visual content at all and a great deal of internal review. Some sessions stay close to geometric patterning and never resolve into figures or scenes. Some pass without any visual material the participant later finds memorable. Fernandez’s ethnography acknowledges this directly, recording that the failure to see visions is itself a named outcome in the Bwiti record and one substantial enough to drive initiates from the religion.11 Frank makes the same point in lay vocabulary: some people have no visuals and still benefit, and a visually intense session is no more authentic than a quiet one.12 Among the experience’s several doors, the visual is one. For a religion built on sight, it is a genuinely surprising concession: that a person can eat the sacrament, see nothing, and have received either a reason to stay or a reason to leave, with the tradition itself holding both outcomes as real.

A reader-side caveat rests alongside the substance-side one. A person’s baseline symbolic and artistic vocabulary conditions how the experience gets narrated afterward. Bast’s account is full of vivid visionary and artistic language partly because the central person in the memoir is a working visual artist. A session reported by a participant fluent in color, archetype, and visionary art reads very differently from a session reported by a participant whose ordinary vocabulary is clinical, fearful, or body-focused.13 Cross-substance vocabulary for the perceptual changes — visual restructuring, changed meaning, altered vigilance — comes from the 5-Dimensional Altered States of Consciousness scale and the original Hallucinogen Rating Scale; the 2025 Ibogaine Experience Scale is the field’s first iboga-specific instrument and the only one whose factor structure emerged from ibogaine accounts themselves.14-16 These scenes are real perceptual events, and their specific design varies with the substance, the body, the room, and the participant’s prior vocabulary for visionary content.



The body grown loud

The body is the other half of what the visions occupy. Ibogaine produces what Fernandez’s ethnography describes as “a gross reduction in the initiate’s ability to moderate or program motor activity, the appearance of chromatic spectrum on the margin of objects in the perceptual field, and a sense of ‘objectivity’ or distancing from one’s own body”.17 The body becomes heavy, ataxic, and difficult to command. Standing is unsafe, the head turns sluggishly, and sound and light reach the participant amplified. Nausea and vomiting come and go, sometimes in waves the practitioner literature treats as ceremonial. The heart is monitored against the substance’s cardiac risk (Chapter 6). In the self-selected report sample, somatic-load language was the second-strongest signal after autobiographical review, present in a substantial minority of accounts and flagged by the codebook as substantive rather than suggestive.18

What the body does while the visions unfold belongs to the experience itself, integral to it. Interoceptive load remains loud enough to command the participant’s attention, and practitioner accounts of both Bwiti and Western treatment culture, from Mallendi to Bast, treat the body as the medium through which the inner work is registered. Mallendi’s Bois Sacré account divides the initiation into three days that map onto the body’s transit through the ordeal. The first day is purification and preparation: the body is brought into the chapel, fasted, and made ready for the departure of the spirit. The second day is the heavy dose. “Things turn serious,” in Mallendi’s phrase, and the banzi enters a state of heightened sensation in which “all his senses are heightened, sounds reach him very loudly, the lights dance.” The third day is édika and rebirth, in which the initiate dwells in transit between the world of the visions and the everyday world to be returned to.19 In Bwiti grammar, the body is the instrument by which the passage is marked and the substrate the passage transforms.

Bwiti also assigns the body ceremonial protection. The initiate during a high-dose session is given an eboka mother and an eboka father, named figures who watch over the banzi, give courage, and guard against the risk of overdose. The practitioners’ role is medical as well as ceremonial, since the body that is having visions is the body whose dose the chapel has now committed to seeing through the night.20 Western memoir records the same observation about the body in lay vocabulary. Chor’s account, recorded in Bast’s memoir as he described his own session, has him watching himself “from this other perspective, as a microscopic little guy” who could “grab all the stuff from inside my body and put it in the trash can”.21

Ibogaine’s medical reality, too, lives in the body. The same heaviness that participants describe as surrender to the medicine is the same heaviness that providers track on the ECG; the same nausea that ceremonial accounts treat as purging is, in unmonitored settings, a risk of aspiration; the long ataxic phase that participants describe as immobilization is the phase in which falls happen if a participant is left to walk to a bathroom alone.22 Chapters 9 and 14 take up this overlap from the sides of difficulty and harm reduction. Body loudness belongs to the phenomenology itself. For some participants the most consequential thing about the session is a physical event: a release, a tremor, a moment of stillness that the body had not known it could hold.



A room full of filing cabinets

The strongest single dimension of ibogaine’s inside, across every measurement researchers have used, is autobiographical review. A clear majority of the coded reports used explicit autobiographical-review language (memories, childhood scenes, trauma material, biographical reckoning), making it the strongest report-language signal in the substance’s online testimony and one the codebook flagged as a substantive signal.23 Stein’s memoir of her first session names a version of the experience that recurs across the accounts: a room “filled floor to ceiling with filing cabinets” containing “every single negative emotion, anxious experience, depressive thought I’ve ever had in my ENTIRE LIFE, all organized by date and time in chronological order,” with the participant standing inside what felt like her own brain rendered as an archive.24 The image is hers, but the experience the image renders is widely shared.

What the review tends to do is replay scenes from the participant’s life with adult mind and the original age’s emotional tone intact. Stein’s second journey gave her childhood soccer practices “reliving several soccer memories in vivid detail, experiencing them with a 29-year-olds mindset, but with the emotional capabilities of a 9-year-old”; van Veenendaal’s interviews collect the same pattern across different content (childhood trauma, family scenes, addiction history, episodes the participant had pushed aside).25-26 Frank describes the cognitive geometry inside the visionary phase as one of being able to follow the scenes with full attention while watching them as well as being inside them, a dissociated reflexivity the IES factor structure names as introspection and personal transformation alongside dissociation.27-28 The participant sees both the scene and themselves seeing it.

The encounter texture inside the autobiographical material is more varied than the filing-cabinet image alone suggests. Van Veenendaal interviewed a man named Anthony who saw himself taken into the universe by a “little alien” through a region he described in lay terms as “the stepford wives,” a place “where there was no duality” and “everything was perfect and everyone was happy”.29 The strangeness of the metaphor is Anthony’s. He had noticed something specific, a felt absence of conflict, and marked it sharply enough to name it, even in idiosyncratic borrowed terms. A separate interview with a woman named Britta reports a different texture: a series of visions of a little girl on a mountain pointing at the sky and trying to push through a hole in the clouds, fading and returning, with Britta eventually able to “let go through that hole in the sky.” The encounter material is sometimes ancestor, sometimes guide, sometimes a younger version of the participant, sometimes a figure whose ontological status the participant cannot place. Autobiographical and encounter dimensions braid. The night rarely yields only memory and rarely only encounter. The participant comes back with material that has the texture of both.

Autobiographical material carries what William James called the noetic quality: a felt sense that what is being seen is true.30 The felt certainty and the interpretive accuracy it seems to guarantee are not the same thing. A participant who emerges from a session convinced that their relationship to a parent was determined by a specific overlooked event in a specific year is reporting a phenomenological fact about the experience (the felt-knowledge quality was unusually high) and is also reporting an interpretation whose external accuracy the experience cannot itself verify. The noetic force is real. Felt certainty stops short of evidence for the historical accuracy of what the scene contained. Bast’s account of her grandmother speaking through her own lips (“I was hoping you could tell me!”), like Bwiti accounts of ancestors crossing the barrier to give instruction, like Western treatment-culture accounts of confrontations with one’s own past, all belong to the same phenomenological category and ask the same question of the participant: what to do with what has now been seen.31

The metaphors initiates and clinicians reach for to describe the cognitive structure name the same core feature from different angles. Stein’s filing cabinets sorted by date and time, Frank’s image of a participant watching the scenes from inside them, Ravalec, Mallendi, and Paicheler’s inventaire psychologique of the second-day ordeal, and the practitioner Martín Polanco’s image of “a computer being defragged” all describe a participant moved into observer position by the substance, an autobiographical archive made unusually accessible, and a structured retrieval and reorganization of material the daytime self routinely routes around.32-35 Peer-reviewed phenomenology has documented the same structure across independent research groups, samples, and methodologies. Schenberg and colleagues’ interpretative phenomenological analysis of twenty-two Brazilian patients identifies autobiographical material as the dominant feature and notes that the ibogaine experience differs from classical psychedelics in carrying a more difficult and challenging cognitive load.36 Heink and colleagues’ 5-Dimensional Altered States of Consciousness analysis confirms that ibogaine produces measurable altered-state effects that correlate with treatment outcomes.37 Camlin and colleagues’ phenomenological investigation in opioid-treatment participants extends the pattern.38 Rodger’s comparative phenomenology reads the ibogaine visionary mode against ayahuasca and psilocybin to isolate what is structurally different.39 Rodríguez-Cano and colleagues’ grounded-theory analysis of self-treaters names the experience’s active ingredients as autobiographical memories and the personal insights they produce.40 Dickinson 2023 names the felt presence the participant encounters as an interlocutor structure, with the substance experienced as actively addressing the participant.41 Across this body of work, ibogaine reliably produces a cognitive profile dominated by autobiographical retrieval, dissociated observer position, and a felt sense of being addressed by something.

What contemporary practitioners increasingly do with the same observation is reach for technology as the metaphor. Binana, a contemporary Missoko Bwiti practitioner interviewed in the MAPS Bulletin, describes the tradition as having “developed technologies to communicate with ancestors” and the chapel’s music as “a healing technology channeled through the medicine”.42 Strassman and colleagues installed spiritual technologies as the umbrella framing for psychedelics in the lineage running from Eliade’s archaic techniques of ecstasy forward.43 That vocabulary’s appearance is real. It is also a contemporary translation from inside the practice into a vocabulary Western audiences recognize, layered over the older ethnographic vocabulary the religion has used to describe itself. Fernandez’s Bwiti monograph reached for binding, path, and house of words, and the contemporary trade-book literature reaches more often for medicine, teacher, ancestor, and plant intelligence than for technology.44-46 Narby and Chanchari Pizuri’s Plant Teachers resists the technology framing for plant teachers generally on the grounds that the teacher vocabulary preserves the plant’s agency in the relationship.47 Across these accounts, the phenomenology stays consistent. Whether iboga is best understood as a teacher, a medicine, an ancestor, or a technology remains a standing open question, properly the subject of Chapter 17.



Fear, grief, tenderness, relief

Under ibogaine, emotion most often comes back as encounter. A scene from one’s life returns and the original fear comes with it. An ancestor figure speaks, and the participant feels grief at having forgotten them. A barrier in the visionary landscape produces helplessness sharp enough to collapse the body into it. Passage through the barrier produces relief the participant had no idea they were capable of. Frank traces the first long phase from fear and sadness through a period he calls Temporary Freedom to the gradual reassembly of the ego, a sequence in which emotional content rides discrete scenes, each one bearing its own affective weight.48 Validated psychedelic-research vocabulary for emotional content has been built largely from psilocybin studies. Roseman and colleagues’ Emotional Breakthrough Inventory measures dimensions including the breakthrough of “previously unfaced personal material” and the eruption of “emotions that had been suppressed,” and the inventory’s items map onto what ibogaine participants describe even though no one has yet validated the instrument on an ibogaine cohort.49

Emotional content moves in the body as well as in the scene. Bwiti accounts of the initiate’s fear describe a fear that is somatic before it is interpretable: nausea that comes accompanied by anticipatory dread; the long ataxic immobility that takes ordinary self-management offline; the heart’s awareness of its own electrical strain under the substance’s cardiac risk. Mallendi’s record of his own initiation names what died during the night as “my illusions and the dark things I carried inside me,” with the dark things felt physically as load and pressure before they became identifiable as content.50 Emotional and somatic dimensions are knit together at the level of how the participant takes in what is happening, and the relief that comes when grief or fear releases tends to be felt first as a change in the body’s posture or breathing — a moment when the chest loosens, the eyes open, the body discovers that it can move again. Frank’s “ego reassembly” picks up the same sequence from the morning side: the body that returns to function on the gray day is the body that the night’s emotional encounter has worked through.

Emotion rarely lands as uniform catharsis. Bwiti accounts report fear strong enough that initiates have abandoned ceremonies partway through. Mallendi describes his own initiation through the language of fear, naming what died during the night as “my illusions and the dark things I carried inside me”.51 Hopkins challenging-experience research established that difficulty and meaning can coexist in the same session, with difficult experiences producing both enduring benefit and, in a minority of cases in uncontrolled settings, enduring harm. The difficulty-and-harm distinction applies inside individual sessions as well as across them.52-53 Yaden and colleagues’ recent multidimensional review of clinically relevant acute subjective effects argues that mystical experience is one of several dimensions that may matter therapeutically, with emotional breakthrough, personal meaning, psychological insight, and connectedness also implicated; ibogaine fits inside that picture without yet having its own mediation studies done.54

Tenderness recurs as the emotional tone that often closes a session whose middle was hard. Bast describes the late stretch of her partner’s session as a passage from defeat to something like reverence. Stein describes the day after a difficult first journey as “the best and worst day of my life… As things got harder, they also started to get easier.” Van Veenendaal’s interview material collects similar trajectories across multiple participants.55-57 Practitioners recognize the arc readily enough to speak of it as part of the medicine’s signature, though it remains a population pattern: many sessions land there, others do not. Ibogaine emotion gets staged inside scenes; the staging is what gives the session the feel of work the participant has done rather than weather they have been through.



The self in the third person

What ibogaine does to the sense of self looks less like ego death and more like ego confrontation. Among the one hundred and fourteen coded reports, two contained explicit ego-dissolution proxy language, five contained mystical-type proxies, and sixty-two contained autobiographical review.58 The asymmetry is built in. Bast’s account names the experience plainly: “Iboga opens the door, but you have to walk through it. It will be you facing yourself. There is nowhere to run. No one to fight. You have to be 110% honest with yourself”.59

The self does not dissolve. The self is staged, observed, and asked questions it has been avoiding.

Under ibogaine, the self loses some of its boundary with the world, but not in the way classical psychedelics dissolve it. The vocabulary of ego dissolution belongs to classical-psychedelic research and finds its most precise instrument in the Ego-Dissolution Inventory (EDI), developed and validated against LSD and psilocybin.60 The instrument measures the experience of boundary loss between self and world, and it captures part of what ibogaine produces, but the iboga-specific factor structure names the same territory through dissociation alongside introspection and personal transformation, with unitive boundary loss accounting for only part of the picture.61 Brett uses the older Jungian vocabulary for the same observation: “any confrontation with such raw power is ‘always a defeat for the ego.’” A defeat differs from a dissolution: the ego is still there to be defeated, and is still there afterward to note the fact.62 The participant who reports having watched themselves grab the contents of their own body and dispose of them is reporting a dissociated reflexivity in which the self has been moved into the third person while remaining intact.

What the third-person staging often allows is a confrontation the first-person mode would have evaded. Stein’s filing cabinets vision works because the participant can stand in the room without being inside any single file. Van Veenendaal’s interview material describes facilitators who speak of the night as a period in which the participant’s habitual self-management has been temporarily disabled, allowing material to surface that the daytime self would normally route around.63-64 The post-acute window is where this third-person material becomes integrable or recedes. During the night, the agenda for aftercare gets set. Not every participant emerges with a clear instruction or a reorganized self. What the medicine more reliably produces is a temporary capacity to see oneself.

Fernandez’s francophone essay explicitly names dissociation as one of the iboga-experience domains, with reports that include physical dissociation and a split between “I am here” and “my body is elsewhere” states. That domain captures derealization, altered self-perception, and a sense of distance from the body that the participant retains the capacity to notice.65 Inside a Bwiti setting, this dissociation serves the aims of initiation and ancestor contact. The felt distance from the body is part of how the initiate’s consciousness is brought into a state where the encounter can occur. Inside a Western clinical or treatment-culture setting, the same dissociation may be described as a temporary loss of ordinary body-ownership or as a fugue-adjacent state with therapeutic uses. Inside a psychiatric setting, severe dissociation is a clinical concern. A participant who reports a dissociated experience under ibogaine is reporting a phenomenological event with the same surface features across these settings, while the settings disagree about what the event is for and what it tells the participant about themselves. How the participant interprets it will depend on the room they are in and the vocabulary they have for what just happened.

Self-displacement variants are wider than the EDI’s unitive-boundary-loss view captures. A participant may stand outside ordinary identity and watch old self-patterns from the third person; may encounter younger or wounded versions of themselves and feel grief or recognition; may feel split from the body and observe it as if from above; may return with an altered sense of identity that comes less as revelation than as quiet, durable change. None of these requires the boundary between self and world to dissolve. Dissociated reflexivity performs the function the unitive view is sometimes assumed to perform alone: the participant is moved into a position from which their own life becomes legible to them, and the legibility does the rest.



Ancestors, teachers, presences

Sacred and relational content is ibogaine’s strongest distinctive feature against the classical-psychedelic profile. Bwiti’s claim about the medicine is direct: “no one can become a Bwiti member until they have seen Bwiti for themselves,” and the only way to see Bwiti is to eat iboga, so the religion’s central rite produces, at high doses, what initiates describe as face-to-face contact with ancestors who confirm or correct the initiate’s place in a lineage.66-67 That encounter carries a doctrinal grammar: ancestors are often dressed in white, they may guide the initiate past barriers otherwise impassable, they may speak instruction the initiate is to carry back into ordinary life.68 Forty-eight of one hundred and fourteen coded reports outside Bwiti used explicit entity-and-encounter language, against five with mystical-type proxies, an asymmetry that recurs even in Western online testimony with no doctrinal vocabulary supplying it.69

What Bwiti tradition names the figures of these encounters is more specific than “ancestors” in the generic sense. Cosmology the chapel transmits to the initiate identifies a layered pantheon and a navigable geography behind the visionary scenes. The Fang creator Nzame, the Mitsogho-rooted maternal-female founder figure Dissumba, the recently and the long-dead of the initiate’s lineage, the chapel’s own founding teachers, and figures the religion treats as guardians of named thresholds along the path together populate the world the initiate walks into, and the encounters the initiate takes home.70-72 The cosmology is laid out in fuller form earlier in the book (Chapter 1). Western journeyer accounts collected in clinic and retreat settings, with no doctrinal exposure to Bwiti at all, sometimes report content that lines up with this design: white figures, a barrier crossed with assistance, a journey upward through layered worlds, ancestors who speak instruction. That convergence recurs without implying more than the observation can support. The same pattern that organizes a Bwiti initiate’s night may organize a Western patient’s night through whatever in the substance, the body, or the inherited symbolic repertoire of any human mind is producing it. Its recurrence across both contexts is a phenomenological fact researchers have documented, not a metaphysical fact they have established.73-75

A Bwiti initiate’s encounter with an ancestor at a barrier in a forest is closer to recognition than to unity. Developed in the early 1960s out of work by Walter Pahnke and Walter Stace and validated more recently in psilocybin research, the Mystical Experience Questionnaire measures unity, sacredness, noetic quality, ineffability, and transcendence of time and space. It has become the field’s standard instrument for acute mystical-type experience and has been associated with therapeutic outcomes across psilocybin trials.76-78 The instrument’s intellectual genealogy matters for how its fit to ibogaine should be read. Walter Stace’s 1960 Mysticism and Philosophy drew its categories from comparative reading across the Christian, Sufi, Hindu, and Buddhist mystical traditions, with a strong gravitational pull from Christian contemplative writing on the via negativa, ineffability, and the loss of self in God.79 Walter Pahnke’s 1962 Good Friday experiment translated those categories into the survey instrument researchers have since refined.80 The Pahnke-Stace framework’s resulting factor structure was developed in populations and contexts where unity, transcendence of time, and ineffability carried the religious weight the source tradition assigns them, and where the dissolution of the self-world boundary mapped onto a recognized mystical category. The unity factor poorly captures what the Bwiti initiate has just experienced. Having recognized a specific named relative across a specific named threshold, the participant arrives at something distinct from boundary dissolution between self and world. Yaden’s recent review across psychedelic clinical research argues that mystical experience is one acute dimension among several that matter clinically, with emotional breakthrough, personal meaning, psychological insight, and relational content also implicated.81

Fernandez’s 1982 ethnography modeled a position researchers have rarely improved on: Bwiti accounts and clinical accounts of the same event stand alongside one another, neither subordinate to the other. The Bwiti initiate’s report of having met an ancestor is a phenomenological fact about the experience. Whether the ancestor was present in any ontological sense lies outside what the accounts can establish. Ravalec’s record of Mallendi’s instruction notes that “Africans say that at the moment of initiation one undertakes a journey toward the world of spirits, the same one made when one dies”,82 and researchers have compared the experience to near-death experiences.83 That comparison stands next to the IES dissociation factor and the EDI items on boundary loss. The initiate names a death and a crossing. Instruments record dissociation and boundary loss. The night is the same night.

Sacred encounter falls into a recognizable typology. Several modes appear across the literature: ancestor, guide, teacher, medicine intelligence, cosmic or archetypal image, ordeal, moral instruction. Bwiti narratives foreground ancestor and instruction. Contemporary Western treatment-culture narratives foreground guide, teacher, and medicine intelligence. Bast’s memoir includes a moon-and-grandmother figure that braids ancestor with cosmic image. Her own night on a high dose, sitting with her teacher Mopunga, gives the encounter its most articulated form:


Then suddenly, there she was, the moon spirit, rising in the night sky before me. I floated in space, enchanted. She was so beautiful and lustrous, whiter than white. Her gossamer form was a voluptuous, feminine design, two-dimensional, like a woodcut. She was naked and pure. She danced her eternal dance with sinuous grace. Her long hair swirled against the backdrop of stars. […] “Ask the moon spirit, ‘What is the nature of God?’” Mopunga tried again. “What is the nature of God?” I repeated. And suddenly everything disappeared and I saw light. Only light. The brightest light. Life-giving, self-generating, pure, eternal light. I understand this to be her wordless answer; then the moon spirit and her star-studded stage returned to my vision. “Light,” I answered.84



Van Veenendaal’s interviews record the modern retreat vocabulary of facilitator-shaped framing in which the medicine is sometimes treated as having its own intelligence.85-86 Each label brings its own knowledge system, and each knowledge system has its own grammar for what the encounter is, what it asks of the participant, and what it tells the participant about themselves. Collapse into a single category is resisted by the modes themselves, because they carry different content and different consequences for what aftercare addresses.

Noetic quality deserves a calm sentence. Ibogaine reports often carry a felt sense of having been shown something: “I was shown,” “I understood,” “the medicine taught me,” “an ancestor told me,” “I saw the truth about my life.” That felt sense of knowledge is phenomenologically real even when the content cannot be externally verified, and it is part of what makes the experience memorable enough to consolidate behavior afterward. A biomedical account might analyze it as a confluence of confidence, salience, memory consolidation, and meaning attribution under altered neurochemistry. A ceremonial account might describe it as instruction received from an ancestor or a spirit or the medicine itself. The noetic deserves to be taken seriously as a phenomenological fact without inflating felt certainty into verified historical or metaphysical claim, and without deflating it into mistaken belief.

The six rooms communicate through thin walls. A vision becomes a memory. A memory holds an emotional charge. The charge surfaces as a presence. The presence stages a self the participant has been avoiding. The body sustains the night long enough for any of this to settle. What happens when the inside of the experience exceeds the participant or the setting comes next (Chapter 9), and what aftercare does with the material the night brought up comes later still (Chapter 15). The dimensions braid together, and a single session can move through several of the rooms in one night.



Key Takeaways


	Ibogaine’s inside is more accurately described as a waking dream with a body, a biography, and a set of presences than as decorative visuals or unitive ego dissolution. The 2025 Ibogaine Experience Scale resolves the experience into seven distinct factors spanning vision, body, challenge, introspection, and dissociation, giving the substance its first iboga-specific psychometric vocabulary.87

	Visions are patterned but rarely abstract. Bwiti accounts place ancestors at named thresholds in a recognizable landscape; Western treatment-culture accounts describe scenes that stage childhood, family, addiction history, and biographical reckoning; the visual material is the medium and the autobiographical or relational content is the message. Across the coded online reports, encounter language far outran geometric or pattern language.88-89

	The body is part of the phenomenology rather than a side effect of it. Ataxia, nausea, sensory hypersensitivity, and the long heavy stillness are how the experience is registered as well as how it is endured. Somatic-load language was the second-strongest signal in the coded online reports. The same body load is what the harm-reduction side tracks; the same body is the one the magnesium-co-administration protocols are built to monitor.90-92

	Autobiographical review is the strongest single dimension of the inside. It was the strongest report-language signal in the coded online reports; the experience commonly replays scenes from the participant’s life with adult mind and the original age’s emotional register intact; the noetic force the experience produces is real, and felt certainty stops short of verified historical accuracy.93-94

	Emotion surfaces as encounter rather than as mood. Fear, grief, tenderness, shame, awe, and relief surface inside scenes rather than persisting as an undifferentiated affective tone. Difficulty and meaning coexist within sessions and across them; the difficulty/harm distinction applies inside individual sessions as well.95-98

	Ibogaine more reliably produces ego confrontation than ego dissolution. Explicit ego-dissolution language was rare in the coded online reports, mystical-type proxies only slightly less so, while autobiographical review dominated. The self is staged and observed in the third person rather than erased, and the dissociated reflexivity the experience produces is what allows a confrontation the first-person mode would have evaded.99-101

	Sacred and relational encounter, rather than unitive transcendence, is ibogaine’s strongest distinctive register against the classical-psychedelic profile. Bwiti’s central rite produces face-to-face contact with named ancestors at named thresholds; the Mystical Experience Questionnaire’s unity-and-transcendence frame, anchored in a comparative-religion source tradition, captures part of what ibogaine produces and misses the rest. Bwiti encounter and clinical phenomenology are partly overlapping lenses on the same night.102-104
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9 When the Experience Turns Difficult

Difficulty and harm are different objects, and the distinction does serious work in any honest account of psychedelic medicine. A psilocybin session that contains an hour of fear may end with the participant grateful for what the hour taught. An ayahuasca night that contains long stretches of nausea, weeping, and self-confrontation can be remembered as the most useful day of a person’s life. From the challenging-experience literature, the first principle is that a session’s felt difficulty is a poor predictor of its eventual meaning or its eventual cost.1-2

For ibogaine the distinction stands, and it stands with an extra layer the classical psychedelics lack. Body load and cardiac risk move alongside fear. A session that is somatically loud may also be electrically dangerous. An initiate who describes a sense of impending death may be reporting the felt content of the experience and registering, at the same time, the body’s correct interpretation of strain on the heart’s electrical reset and dehydration. Bwiti has long acknowledged the overlap. The category ndemabe, the bad journey, locates the failure of a session in the carefulness of the chapel, not in the initiate alone, assigning responsibility outward. For at least a century the religion has lived with the fact that initiates can die from the dose.3-5 Western ibogaine use has lived with the same fact for thirty years, less institutionally and with more casualties.

Prevalence numbers for ibogaine difficulty remain unpublished in a form researchers can confidently quote. Validated challenging-experience rates belong to psilocybin and ayahuasca research. Ibogaine-specific evidence for persistent perceptual symptoms is thin. In the indexed literature, ibogaine psychosis rests on one case report. This chapter builds a careful typology across academic toxicology, ceremonial witness, treatment-culture writing, memoir, and online testimony. Rate estimates belong to later cohorts researchers have yet to assemble.


Difficulty and harm

Developed at Johns Hopkins from a survey of nearly two thousand psilocybin users, the Challenging Experience Questionnaire identifies seven dimensions of difficulty: fear, grief, physical distress, insanity, isolation, death, and paranoia.6 A companion survey published the same year mapped the relationship between difficulty and outcome: most respondents who described a session as among the most psychologically challenging of their life also described it as among the most personally meaningful. A smaller fraction reported lasting harm including extended anxiety, depression, and, in uncontrolled settings, rare serious outcomes that included emergency-room visits and persistent symptoms.7 Both papers estimate prevalence in psilocybin populations and leave ibogaine populations open. Both papers establish that the prose word difficult covers a range of phenomena that meaning-making, screening, preparation, support, and aftercare modulate without predicting.

The seven CEQ dimensions translate into recognizable patterns inside the room. Fear names the anticipatory dread, the panic surges in the body, the moment a vision starts to feel hostile, the sense that the participant has agreed to more than they can bear. Grief names the surfacing of loss the participant had set aside: a deceased relative, a relationship that ended badly, a version of the self that had to be left behind. Physical distress names the body’s load: nausea, vomiting, ataxia, tremor, the heart’s awareness of its own strain. Insanity names the fear of going mad, the worry that the inner world has become unrecognizable. Isolation names the felt distance from the people in the room, the conviction that the experience cannot be communicated. Death names the encounter with mortality commonly reported under ibogaine’s high doses, sometimes felt as symbolic ego-loss, sometimes as the body’s correct interpretation of its own cardiac strain. Paranoia names the failure of ordinary trust. The dimensions arrive in combination, and the participant’s difficulty is usually the specific combination of elements.

Ibogaine’s discomfort and challenge are part of the substance’s own factor structure. Published in 2025, the Ibogaine Experience Scale identifies seven factors, one of which is discomfort and challenge alongside narrative visions, visual changes, cosmic or archetypal imagery, introspection, somatosensory hypersensitivity, and dissociation. Fear, physical difficulty, and the sense of being in over one’s head load on this factor as a distinct dimension of the experience, sitting alongside the others.8 This factor unfolds within the temporal course of the session (Chapter 7). The scale supplies a vocabulary for what the difficulty contains.

What distinguishes ibogaine difficulty from psilocybin difficulty is the body’s role. A psilocybin session’s discomfort is mostly psychological. An ibogaine session’s discomfort extends across heavy ataxia, prolonged nausea, vomiting, sound and light hypersensitivity, autonomic activation, and cardiac risk that magnesium-co-administration protocols are built to mitigate.9-10 Online testimony documents the somatic load directly: in a self-selected sample of one hundred and fourteen coded ibogaine reports, thirty-two used explicit language of physical distress and thirty-nine used language of panic, terror, or dread, with the two clusters overlapping in many of the same reports.11 These counts measure how often such language appears in self-selected reports, not how often the experiences occur in any population. Set against Litjens and Brunt’s toxicology review, they add report-language texture to what clinical observation documents from the body’s side.

Bwiti has held the difficulty/harm distinction longer than the Western literature, and inside a religious framework that gives both categories a place. Fernandez records that Bwiti dosing can reach what local sources estimate at sixty times the threshold and “close to a fatal dose,” that initiate deaths are known and have produced charges of murder or manslaughter against Bwiti leaders, and that the failure to see visions is itself a recognized outcome that has driven initiates to leave the religion.12 The Mallendi tradition names the practitioner-recorded mortality count for Western ibogaine use: six known deaths as of the early 2000s, including one underground patient who had heroin smuggled in during ibogaine’s onset and died of a heroin overdose in the bathroom, her opioid tolerance having been reset by ibogaine.13 Standing alongside the practitioner count, the 2012 forensic review (Chapter 6) triangulates the same fact: pre-existing cardiovascular disease, opioid co-use, and alcohol or benzodiazepine withdrawal dominate the documented fatality cluster.14 For Bwiti, difficulty is something the chapel metabolizes; what happens when no chapel holds the session, Mallendi’s six deaths have already answered.



When difficulty persists

For most participants the difficult passages of an ibogaine session resolve within the session’s standard time course. The hard hours of the visionary night give way to the gray day. The gray day gives way to the post-acute interval. Sleep eventually returns. Food returns. The sense of being on the inside of the experience eases. For a minority of participants the difficulty persists past these standard intervals, and what happens then has been slow to map. The practitioner vocabulary calls it decompensation: psychologically brutal stretches, sometimes felt as a confrontation with material the person had pushed aside during the night, sometimes felt as the slow recognition that an expected change has stayed out of reach.15 No agreed clinical equivalent exists.

Stein’s memoir of her first ibogaine session in a non-addiction context names one common pattern. Her acute phase produced “NOTHING,” in her words: no visions, no breakthrough, no felt change. She sat in the room “terrified it didn’t work” and watched her own anxiety pattern build a negative-self-talk spiral in real time.16 Next-day work meant making sense of the panic, integrating what the silence had revealed about her own management strategies, and recovering enough trust in the medicine to consider a second session. For Stein, the session that produced “NOTHING” was the session that did its job. A session producing an emergency would have looked, in its first hours, very much the same.

Frank, in his field model, calls the late-arriving return of fear, resistance, and emotional pain “rebound”.17 The third and fourth phases of that model describe periods in which the participant who has felt withdrawal interrupted, craving reduced, or insight gained may, a few weeks later, find the old material returning in altered form. Rebound is a feature of the long recovery, not a sign that the session has failed. The weeks after a session, and the aftercare they require, can carry difficulty alongside opening.

Acute toxicology occupies the same period. Over ten years, the UK National Poisons Information Service case series documented ibogaine toxicity presentations with time-since-exposure intervals ranging from hours to roughly one month. Neurological symptoms, cardiotoxicity, anxiety, coma, convulsions, prolonged QT intervals, and torsades de pointes (a dangerous heart rhythm) appeared across the series, and the report explicitly documents that the cardiovascular hazards persist for weeks after a session.18 Litjens and Brunt’s broader toxicology review situates the same risk in the metabolite window (Chapter 4): the active metabolite remains pharmacologically present for days after the parent compound has cleared.19 In the days after a session, difficulty can be psychological, medical, or both. Only the beginnings of a vocabulary exist for telling which is which from inside the room, and the pharmacological hazard window runs long.

Cross-cultural reports of post-iboga destabilization in Western seekers have accumulated alongside the Bwiti and clinical literatures for at least two decades. Kounen, Narby, and Ravalec’s interview volume records cases of Western initiates who experienced psychiatric crisis weeks after their ceremonies, including one initiate who required psychiatric hospitalization in Gabon and was repatriated. That same source records an explicit practitioner warning against taking iboga alone.20 Van Veenendaal’s facilitator interviews note a counter-intuitive pattern that prior psychedelic experience offers no protection: participants well-versed in ayahuasca often have some of the hardest ibogaine sessions, with the same depth that ayahuasca rewarded turning, under iboga’s longer duration and bodily load, into unfamiliar ground for the participant.21 Both sources supply qualitative case evidence, and both register that the territory after the session can be harder than the territory inside it.

The territory has texture. In the same self-selected report sample, twenty-eight reports used explicit language of stabilizers (reassurance, calm support, music, time orientation, water, breath) and sixteen used language of worseners (isolation, conflict with sitters, uncertain dosing, stimulant or polysubstance context, panic research during distress).22 The categories describe what happened. The prediction work belongs to cohort designs investigators have yet to run. They capture what the people who narrated their experiences identified, after the fact, as the conditions that helped or worsened the difficult passages. Clinicians use different vocabulary for the same observations. The MISTIC protocol (Chapter 11) embeds the stabilizers as formal treatment elements: cardiac monitoring, electrolyte support, controlled environment, post-session rest, structured follow-up,23 giving formal names to what practitioners had arranged by hand for centuries.



HPPD and persistent perceptual symptoms

Hallucinogen Persisting Perception Disorder is recognized in DSM-5 as a syndrome of recurrent perceptual symptoms reminiscent of those produced during prior hallucinogen use: visual snow, palinopsia, halos around objects, geometric patterning in the visual field, micropsia and macropsia, intensified colors, persistent imagery. A 2018 review found that the syndrome is rare in the broader hallucinogen-using population, that it is unpredictable and possible even after a single exposure, that some cases resolve spontaneously and others persist for years, and that the underlying mechanism is contested between candidates that include disinhibited cortical visual processing and serotonergic adaptation.24 The visual-snow component overlaps with a distinct neurological syndrome that clinicians have begun to characterize separately on phenomenological grounds, with clinical investigations in the original cohort yielding normal neurological and radiological findings.25

Ibogaine-specific HPPD evidence in the indexed literature is thin. No published case series, registry, or prevalence study identifies an ibogaine HPPD cohort with the granularity Martinotti’s review surveys for LSD and psilocybin. What exists for ibogaine falls inside the broader hallucinogen-persisting category or appears in scattered toxicology reports. The reason for the gap is partly systemic. Ibogaine’s episodic flood-dose use pattern produces fewer chronic-exposure cases than the repeated-use patterns associated with classical psychedelics, the cardiac-safety profile complicates follow-up of users who have moved on from the medicine, and the user populations in which HPPD has been studied differ from the populations from which ibogaine cohorts have been assembled. Persistent perceptual symptoms after ibogaine are clinically possible and worth medical assessment when they appear, but no ibogaine-specific rate has been published. The symptom deserves to be taken seriously without inferring a syndrome.

Three clinical categories must be kept separate: vivid memory, intrusive imagery, and persistent perceptual symptoms. A person who remembers an ibogaine vision in unusual detail is having a memory; a person who finds an ibogaine image surfacing unwilled during the day is having intrusive imagery and may benefit from the same kind of integration support that intrusive imagery after any psychedelic experience benefits from; a person who is seeing the same kind of perceptual content their eyes have stopped registering, weeks or months later, is having a perceptual symptom that warrants evaluation. Martinotti’s 2018 review recommends medical assessment over self-diagnosis or dismissal, and that recommendation translates directly into the ibogaine setting.26

Duration is the first thing that separates what is happening for the participant and the clinician. Transient visual carryover during sleep loss or the early post-acute period (when noribogaine is still active and sleep has been disrupted) differs from persistent perceptual symptoms that continue for weeks or months and impair daily life. Type separates them next. Autobiographical images, dream-like recall, and intrusive memories of the session belong to the experience’s afterlife. Visual phenomena like trails, halos, afterimages, static, and photopsia belong to a different clinical category. Distress and impairment settle the remaining ambiguity. A remembered vision may be meaningful or disturbing without rising to clinical concern. A perceptual disorder becomes clinically relevant when it disrupts functioning, causes substantial distress, or interferes with sleep, work, or ordinary perception.27 These distinctions admit overlap. Some cases blur, and some participants experience both transient carryover and the beginnings of a persistent syndrome. The discipline is to keep them separable enough that a participant in distress does not collapse them into a single catastrophic category.

A second-order risk attaches to the panic the participant may bring to persistent symptoms. A frightened participant who searches HPPD, visual snow, flashbacks, derealization, or brain damage online may begin self-medicating with cannabis, alcohol, benzodiazepines, stimulants, or leftover psychiatric medications without supervision. The post-acute pharmacological environment ibogaine leaves behind is the worst environment for that self-medication to occur in. The cardiac-safety profile, the continuing noribogaine concentration, the participant’s altered sleep, and the residue of the experience together create an opening in which casually added substances can have outsized effects.28 The harm-reduction recommendation that ibogaine-specific HPPD research would yield, if it existed, would presumably begin with this: persistent perceptual symptoms after an ibogaine session deserve medical assessment, sleep stabilization, and honest disclosure to clinicians, before the participant tries to manage them with any substance on hand.

As a bridge category, HPPD sits between two adjacent kinds of difficulty. Prolonged distress in the earlier section was about mood, meaning, and post-session destabilization. The psychosis section addresses reality testing and the threshold at which support has to widen into clinical help. HPPD falls between them as a perceptual aftereffect that is neither, but which a frightened participant may experience as the first sign of either. Keeping the categories separate matters because the responsible next action differs in each: integration support for intrusive memory, medical evaluation for persistent perceptual symptoms, psychiatric assessment for reality-testing failure.



Psychosis at the threshold

Ordinary ibogaine visions, encounters, and life-review scenes belong to the substance’s standard phenomenology, recognizable across Bwiti, treatment-culture, memoir, and online accounts.29-32 A participant who describes meeting an ancestor figure, hearing voices that name a buried memory, or watching scenes from one’s own life play out in vivid sequence is having an iboga experience observers have documented for a century. Concern rises when the participant cannot return from the experience to the ordinary world, cannot sleep, cannot test the reality of the contents, becomes dangerously paranoid, enters mania, or acts on frightening certainties. Capacity, not content, is the distinction: a vision held inside a stable sense of self is phenomenology; a vision that destabilizes the sense of self past the participant’s capacity to reground is closer to a clinical concern.

Only one ibogaine psychosis case appears in the indexed literature: a patient with schizophrenia who experienced a psychotic episode following ibogaine use, described in a 2011 letter to the Journal of Clinical Psychopharmacology and framed by its authors as illustrative of pre-existing vulnerability rather than as an ibogaine-specific psychosis case.33 No registry-based prevalence study, no controlled prospective screening trial, and no larger case series for ibogaine-precipitated psychosis have yet been published. A single case can carry a warning; it cannot fix a rate. Screening protocols compensate by drawing on the broader psychedelic literature, where primary psychotic illness, active mania, and family-history vulnerability in young adults are the standard contraindication categories that Cherian and colleagues’ protocol applies.34

Scattered indications in the cross-cultural literature suggest that vulnerability can be precipitated by ceremony as well as by uncontrolled use. In the Kounen, Narby, and Ravalec hospitalization case in Gabon, a Western seeker received ibogaine in what the source presents as a ceremonial context and experienced a psychiatric crisis sufficient to require repatriation.35 The strongest interpretive caution against generalizing from a single case applies. The case does establish that ceremonial setting alone offers insufficient protection for participants whose underlying vulnerability is sufficient.

What screening can do for the psychosis question is limited. Self-disclosed psychiatric history depends on the participant’s willingness to disclose. Family history depends on what the participant knows of relatives. Some psychotic vulnerabilities first manifest in late adolescence and early adulthood and have no signaling history at all. Contemporary protocols that exclude primary psychotic illness, active mania, and recent psychotic-spectrum hospitalization do so on consensus broader than incidence data, and the consensus is correct in the absence of better data: the cost of screening out a participant who would have done well is low; the cost of admitting a participant who decompensates is high.36-37

When support has to widen into clinical help, a recognizable profile marks the threshold. Visions, encounters, and confrontational autobiographical material are part of the experience’s phenomenology and rarely require psychiatric intervention. What shifts the situation into a different category is the participant’s inability to test reality, sleep, regulate behavior, or accept reassurance after the noribogaine has begun to clear. Persistent inability to sleep, fixed persecutory beliefs organized enough to direct action, mania-like states with pressured speech, acting on frightening certainties without reality-checking, and suicidality or violence toward others are the canonical escalation signs.38-39 Chapter 14 sets out the protocol for sitters and facilitators at the moment the threshold is crossed.

Family members, sitters, and facilitators face a difficult position when a participant approaches the threshold. A participant in a vulnerable state may lack the capacity to assess whether they need help. People around the participant may be reluctant to act before the experience has been allowed to complete. Across Bwiti, Western treatment culture, and contemporary clinical protocols, practitioners agree that bystanders need permission to escalate before the story is fully interpreted.40-42 When a participant is becoming less oriented, less safe, less able to sleep, or more governed by frightening certainties, bringing in clinical help is the most humane response. Escalation is a care response to a changing risk profile, consistent with both the Bwiti tradition’s recognition that initiate deaths and ceremony abandonment are real outcomes and the contemporary clinical recognition that some adverse events require emergency intervention.



The topography of difficulty

Ibogaine difficulty turns on relational variables. A given dose produces different difficulty in different bodies. In different rooms, the same body produces different difficulty. Clinical researchers name the relational variables abstractly as set and setting. Practitioners name them concretely as preparation, dosing care, medical screening, ceremonial holding, sitter skill, music or sound environment, time orientation, post-session monitoring, and aftercare. The Bwiti tradition names them through the figure of the nganga who sustains the night with songs and instruction.43 The three vocabularies describe overlapping observations. The factors that make difficulty bearable or unbearable inside the long night are what the practitioner accounts and the clinical research jointly identify, and deliberately arranging them is set and setting, the work of Chapter 13.

Stabilizers cluster around the carefulness of the setting. A monitored cardiac environment converts the body’s electrical anomalies into managed variables.44 A trusted sitter who knows the participant well, remains steady through the difficult passages, and speaks rarely but accurately when speech is needed gives the difficulty a place to land. Music or chanting, used by Bwiti chapels and by contemporary clinical and ceremonial settings alike, organizes time when subjective time has stopped marking itself reliably. The Bwiti accounts of l’arpège and the named chapel songs describe the same function clinicians describe in terms of supportive listening.45 Naturalistic testimony reflects the same vocabulary from the participant’s side: twenty-eight of one hundred and fourteen coded reports used explicit stabilizer language, with the cluster overlapping with reports that also described intense panic or physical distress.46

Worseners cluster around the absence of the same things. Solo use, unscreened dose, polysubstance load, conflict with the people in the room, a setting that mixes ceremonial expectation with insufficient medical preparation, and the panic research many participants do in the middle of the experience when it begins to exceed their expectations all appear, repeatedly, in the accounts of difficult sessions that turned worse.47-48 Sixteen of the same one hundred and fourteen reports used explicit worsener language.49 Ravalec’s underground overdose case is the canonical illustration: solo isolation, a partner smuggling in heroin, an opioid tolerance reset to zero, and a death in the bathroom.50 That case names the worst-case configuration the worsener list describes only in the abstract.

Van Veenendaal’s facilitator observation about prior psychedelic experience belongs in the same topography and complicates it. Participants who have done extensive work with ayahuasca often arrive at iboga expecting a similar contour of difficulty and find that ibogaine’s longer duration and bodily load take the experience onto ground unfamiliar to them. Under iboga, the depth that ayahuasca rewarded becomes terrain the participant has to learn to inhabit anew.51 Formally unstudied, this observation has not been incorporated into screening criteria. It does mean that prior psychedelic skill is a poor proxy for ibogaine-readiness, and it argues for the same preparation, screening, and aftercare that less experienced participants receive.

Difficulty layers in ibogaine sessions are usefully named separately even when they appear together. The somatic layer is the body’s load: nausea, vomiting, ataxia, tremor, weakness, dizziness, insomnia, and the fear bodily sensations can themselves generate. The medical layer falls inside the somatic: cardiotoxicity and drug interactions are real concerns, which makes provider judgment about what is panic and what is medical instability load-bearing.52-53 The emotional layer is grief, shame, guilt, anger, fear, and sorrow, often surfacing inside specific autobiographical scenes. The cognitive layer is confusion, looping, inability to orient, fear of losing sanity, and the difficulty of knowing whether a thought is a thought, a message, or a command. The existential layer is the encounter with mortality, which can be therapeutically significant, spiritually meaningful, or medically rational depending on what the body is doing at the moment of the felt fear. The relational layer is trust or abandonment: a hard experience worsens when the participant feels alone, judged, mishandled, coerced, or unable to reach help. The spiritual layer is hostile presence, possession-like fear, attack, judgment, ancestral demand, or contact with a figure the participant experiences as threatening.

A practical layer of dependence underlies every ibogaine session. A participant in distress under psilocybin can often walk, speak, drink water, leave a room, or reach for the phone. Under ibogaine, those capacities are usually absent. The heavy ataxia, prolonged nausea, and long duration of the acute body load also create a state of practical dependence that lasts past the moment the difficulty surfaces. A frightened participant may need help reaching a bathroom, may lack the strength to safely sit up without support, may be vomiting and physically unable to monitor their own airway, may be too confused to register time or place reliably.54-55 This physical dependence on the room is part of why a badly held ibogaine session moves past emotional coldness and becomes physically unsafe. The stabilizer/worsener vocabulary practitioners use describes the setting that has to be in place for the participant to follow any advice at all, prior to any advice the participant could be given. For the better part of a day and a night the person who took the dose can do almost nothing for their own safety, so the whole of that safety has to be assembled in advance, by other people, around a body that will not be able to ask for it.

A session can be a meaningful ordeal and a medically monitored event at the same time. Bwiti chapels that hold the difficulty with songs and contemporary clinics that hold it with magnesium and ECG describe overlapping work, in different vocabularies, on the same body. What goes wrong is rarely difficulty alone. It is difficulty in a setting too small to hold it, taken on by a person whose vulnerability the room failed to anticipate, lacking the sitters, the medical infrastructure, or the time the difficulty turned out to need.



Key Takeaways


	Difficulty and harm are distinct categories, and the felt difficulty of an ibogaine session does not predict its eventual meaning or its eventual cost. Validated challenging-experience research from the psilocybin literature establishes the distinction at population level; ibogaine-specific prevalence estimates do not yet exist.56-58

	Ibogaine difficulty extends across body and mind together. Heavy ataxia, prolonged nausea, sensory hypersensitivity, autonomic activation, and the cardiac risk that the magnesium-co-administration protocols are built to mitigate move alongside fear, grief, paranoia, and the sense of impending death; an initiate’s felt experience of dying may be reporting the felt content and, at the same time, registering the body’s correct interpretation of strain on the heart’s electrical reset.59-60

	The Bwiti framework gives difficulty and harm distinct places, and has done so far longer than the Western record. The category ndemabe, the bad journey, locates failure in the chapel’s carefulness rather than in the initiate alone; Bwiti has lived for at least a century with the fact that initiates can die from the dose, and Western ibogaine use has lived with the same fact for thirty years with more casualties.61-63

	Only the beginnings of a vocabulary exist for post-session difficulty that does not resolve at the standard intervals. Practitioner language calls the worst forms decompensation; toxicology cases register medical hazards across exposure windows up to roughly one month; Western seekers have been hospitalized in Gabon and elsewhere in the weeks following ceremonial use. The clinical equivalents of these categories remain undeveloped.64-66

	Hallucinogen Persisting Perception Disorder is a recognized DSM-5 syndrome in the broader hallucinogen literature, with visual snow, palinopsia, and persistent perceptual content among its features; ibogaine-specific HPPD evidence is thin, and the responsible recommendation when symptoms appear is medical assessment rather than self-diagnosis or dismissal.67-68

	The published ibogaine psychosis literature consists of one case report in a patient with schizophrenia. Pre-existing psychotic vulnerability is the standard screening contraindication and the consensus is broader than incidence data; the cross-cultural literature contains scattered signals that ceremonial setting alone is not protective for participants whose underlying vulnerability is sufficient.69-71

	Difficulty is shaped relationally. Stabilizers cluster around the carefulness of the container: monitored cardiac environment, trusted sitter, music or sound, time orientation, post-session monitoring, aftercare. Worseners cluster around their absence: solo use, unscreened dose, polysubstance load, conflict, panic research mid-session. The same dose produces different difficulty in different rooms.72-74
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Medicine








10 Substance Use Disorders

Thirty people with opioid dependence walked into a Mexican clinic in the mid-2010s, swallowed a single oral flood dose of ibogaine hydrochloride, and stayed in the program for the next twelve months. Half were opioid-free at one-month follow-up. The abstinence rate then attenuated through the year that followed but stayed below baseline.1 Brown and Alper’s cohort is the cleanest structured human evidence yet assembled for ibogaine in opioid use disorder, and its one-month peak sets the clinical clock for everything that follows. It is also a generous reading. Thirty participants had been screened for cardiac safety in ways the unscreened opioid-using population is not. With no control arm, incomplete follow-up, and a one-month peak that fell short of the durable remission the indication will eventually have to show, the design was limited. The question is what the rest of the sentence has to say. Does the withdrawal stay stopped? Does the craving stay dampened? Does the person walk out of the clinic into a life they can hold, or into a relapse with reduced tolerance and a higher risk of dying than they had before they swallowed the dose? Half opioid-free at one month is the headline number, but the cohort’s clinical picture is more than that. It is a stack of measurements with different denominators, different follow-ups, different selection criteria, and different unrecorded losses — and reading that stack correctly is the first task that follows.

Calibration is narrow on purpose. Evidence is strongest for opioid withdrawal and short-term opioid-use reduction. It is suggestive but thinner for alcohol and stimulant use disorders. It is still too uncontrolled, across every indication, to settle the question. Decades of patient testimony and clinical observation behind ibogaine’s substance-use-disorder reputation carry weight. They are the reason serious researchers and serious clinics keep returning to the molecule. They also remain short, as of 2026, of the kind of evidence base that lets ibogaine speak in the voice of an approved medicine. The weight of accumulated observation and the absence of controlled proof are both true at once, and neither cancels the other.


How to read the evidence

The strongest human evidence for ibogaine in substance use disorders is observational. Five anchor studies between 1998 and 2018, patient cohorts ranging from fourteen to eighty-eight participants run out of clinic and underground-practice settings in Mexico, New Zealand, and São Paulo, converge on acute withdrawal relief and short-term opioid-use reduction in opioid-dependent patients, and a thinner but suggestive indication in alcohol and stimulant cases.2-6 Samples are small, designs are open-label, follow-up is incomplete in several, and populations were screened for cardiac safety in ways that diverge from the unscreened world from which most opioid patients come. The next section walks each study individually. Here the relevant point is that the five represent a particular kind of evidence, valuable for the questions the design can answer and limited to those questions.

Blinding is unusually hard for an intervention as long, as physically distinctive, and as experientially saturating as a flood dose of ibogaine. The 2026 systematic review of psychedelic randomized trials by Orsini and colleagues found widespread functional unblinding across the field and argued that expectancy and allocation awareness inflate efficacy estimates in trials in which neither patient nor rater can be kept ignorant of which arm the patient occupies.7 For ibogaine the problem sharpens. An eight-to-twenty-hour visionary state with ataxia, nausea, prolonged insomnia, and a noribogaine window that lasts weeks after the dose has been cleared cannot be mimicked by any active placebo a trial has yet proposed. Future trials will have to handle expectancy with care. Those already conducted resist retrofitting to that standard.

Safety constraints determine who gets studied. Most clinic-linked cohorts screen out people with prolonged QT intervals, structural cardiac disease, abnormal electrolytes, severe psychiatric instability, pregnancy, hepatic or renal impairment, and interacting medications, because ibogaine and noribogaine both block the hERG channel (the cardiac potassium channel Chapter 4 introduced) responsible for repolarization and the resulting QT prolongation has killed people.8-9 Screening protects participants. It also limits generalizability. The opioid-use-disorder population that reaches a Mexican or New Zealand clinic, screened for the contraindications Chapter 6 walks through in detail, differs from the unscreened population in a U.S. emergency department after an overdose reversal, and the difference matters when a claim built on the screened group migrates to the unscreened one.

A single hopeful banner can hide several different outcomes. Acute withdrawal relief is one thing, short-term abstinence another, durable remission a third, and mortality reduction a fourth, and a study that delivers the first will rarely deliver the rest along with it. Brown and Alper’s Mexican cohort showed strong acute withdrawal effects and a one-month abstinence rate of about fifty percent, with later drug-use scores improved at a smaller magnitude than the one-month peak.10 Davis’s larger Mexican-clinic survey showed self-reported withdrawal relief in roughly four of five participants and craving reduction in half, while also reporting relapse after treatment in seventy percent of the total sample — with many of the relapsers describing reduced use afterward.11 Acute withdrawal relief, short-term abstinence, durable remission, and mortality reduction stay separate, each on its own line, rather than stacked into a single percentage.

A further complication for older studies is contemporary drug supply. Much of the published human evidence was assembled around heroin, oxycodone, methadone, cocaine, crack, alcohol, and polysubstance histories. Fentanyl, xylazine, high-potency benzodiazepines, and unstable synthetic drug markets reshape both the clinical problem and the response. Older heroin and oxycodone cohorts cannot be assumed to answer what the present overdose crisis is asking. The point is to write with date and population visible, so that a 1990s heroin-cohort observation stays separable from a 2024 fentanyl-era inference, and to treat the older work as the partial answer it actually is.

Underlying everything else is the fairer-comparison question. Methadone and buprenorphine have a mortality evidence base that ibogaine lacks. A large meta-analysis of more than 122,000 opioid-dependent patients across decades of cohort studies found that all-cause and overdose mortality both fell substantially during retention in opioid agonist treatment, relative to time out of treatment.12 For opioid use disorder, durable benefit must eventually include survival, and the comparison ibogaine invites is rarely against the right benchmark. The relevant benchmark is the medications that keep people alive while they sort out the rest of their lives.

A scoping review of ibogaine therapeutics published in 2026 names the same condition in academic vocabulary. Ibogaine has a distinctive multimodal pharmacology with reported effects on withdrawal and craving, and clinical translation remains constrained by fragmented evidence, heterogeneous formulations, regulatory gaps, standardization problems, and cardiac-safety concerns.13 Pipeline candidates that have entered formal development (an oral ibogaine HCl program for opioid withdrawal under Phase 1/2a investigation and a noribogaine-related candidate in earlier-stage work for alcohol use disorder) represent corporate intent and early-stage commitment, with efficacy results still ahead.14-16 What follows works from that observational signal, which is the most the evidence currently licenses.



The five OUD studies

Thirty people with opioid dependence, treated at a Mexican clinic with a flood dose of ibogaine hydrochloride and followed for twelve months, supply the cleanest structured evidence in the field. Subjective withdrawal severity fell substantially by about seventy-six hours after the dose. At one-month follow-up, half the participants reported no opioid use in the prior thirty days. Their addiction-severity scores were improved across drug, family, and psychiatric domains at the same time point. Later follow-ups stayed below baseline but the improvement attenuated. One month was the strongest the study recorded. Later findings were real too, simply smaller.17 That pattern is the clinical rhythm in miniature. Something powerful happens in the first month. Whatever survives the first month depends on factors the study left unmeasured.


[image: Figure 10.1. Brown and Alper’s thirty-patient OUD cohort, both halves of the clinical rhythm in one frame. Left: acute subjective withdrawal score crashed from 31.0 ± 11.6 at baseline to 14.0 ± 9.8 at a mean 76.5 hours after the dose (p < 0.001). Right: the proportion of the original N = 30 reporting no opioid use in the prior thirty days, by follow-up month: 50% at one month, attenuating to 23% at twelve months. The acute signal and the durable signal answer different questions. Source: Brown & Alper 2018, abstract and Table 2.]
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Fourteen people received ibogaine legally in New Zealand and were followed for twelve months. Withdrawal reduced acutely, and among those who completed all interview points, drug-use and depression measures improved across the year.18 One enrolled participant died during treatment, and the death appears in the same paper as the benefit finding. Legal availability allowed providers to coordinate with other health professionals, follow patients across time, and record what happened, and what happened was both encouraging benefit and a death.

Eighty-eight people surveyed retrospectively after treatment at a Mexican clinic carry the largest patient-reported outcome dataset in the field. Roughly four in five said ibogaine eliminated or drastically reduced withdrawal symptoms. Half reported reduced craving, a quarter reported craving reduction lasting at least three months, three in ten said they never used opioids again after the treatment, and four in ten reported sustained abstinence longer than six months. Numbers this dramatic invite over-reading, and the design demands it: the denominator is selected, the follow-up is by self-report, and there is no control arm. Seven in ten reported relapse after treatment at some point, and roughly half of the relapsers described reduced use afterward, with about one in ten eventually achieving abstinence after relapse.19 The long-abstinent patient and the patient who relapsed five times sit in the same self-reported survey, a few rows apart.

Fifty people followed through a week-long detoxification protocol in a chart review, showing reductions in both clinician-rated and patient-reported withdrawal severity, and reductions in craving, by forty-eight hours after the dose. Many participants showed minimal objective withdrawal signs or minimal cravings at the same time point.20 Malcolm and his colleagues answer the detoxification question, narrowly read. They leave the recovery question for other work.

Seventy-five participants in a São Paulo physician-supervised psychotherapy practice, most of them polydrug users with histories spanning alcohol, cannabis, cocaine, and crack, were tracked retrospectively after one or more ibogaine sessions. Sixty-one percent were abstinent at follow-up. Median abstinence after a single session ran about five and a half months. Among participants treated more than once, the median was about eight and a half. No serious adverse reactions and no fatalities were recorded in the practice.21 The study is the main human anchor for the alcohol-and-stimulant claim, and it is also the one most tangled with treatment context: every patient received psychotherapy alongside ibogaine, and the multiple-treatment subgroup self-selected for repeat exposure. What the design cannot tell the reader is whether the effect belongs to ibogaine, to psychotherapy, to repeat exposure, or to the patients who returned for it. The finding is suggestive on all four.

The five studies answer different questions, with different samples, designs, endpoints, and follow-up patterns, and flattening them into a single percentage misrepresents the evidence. The finding in opioid withdrawal is the strongest. What the short-term opioid-use reduction data showed was real. What it did not show was durability past the first month. The finding in stimulant and polysubstance use is thinner, more entangled with psychotherapy and patient selection, and resting on a single retrospective study with a small denominator.
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What gets interrupted

Reset is the folk phrase for what ibogaine does. It captures something patients report and clinicians observe: withdrawal eases inside a day, craving for the drug of choice loosens for a stretch of weeks or months, the cues that ordinarily drive use lose some of their pull, the autobiographical record opens onto an inventory of harms and reasons, and an opening appears in which a different life seems briefly possible. Where it misleads is if it lets the reader believe a single receptor key has been turned. The clinical effect is multi-level, the pharmacology is multi-target, and the mechanism question is which of those levels can responsibly be anchored to which clinical phenomenon. Daniel Brett, writing from inside Western treatment culture, gives a popular-press image of the same effect:


A recovering heroin addict may describe iboga as the gatekeeper between the gutter and the stars, a pragmatic poet-warrior that landed a knockout punch from a velvet glove. When they awoke and the stars quit spinning, they realized iboga had rendered dope sickness a bad memory, returned them to a pre-addicted state, armed them with the tools needed to create a life, and changed the story they told themselves about themselves.22



The image compresses the multi-level effect into one sentence. Taken apart, it resolves into three questions: what gets interrupted in the body, what gets interrupted in the brain, and what gets interrupted in the autobiographical record the patient brought to the dose.

Before any of the receptor or cohort vocabulary, the felt course of an ibogaine OUD treatment has a recognizable arc across the patient and provider literature. A person who has been in opioid withdrawal for hours, days, or longer walks into a clinic or a session in a body that has been screaming for the missing drug — restless legs, sweating, nausea, anxiety racing ahead of every thought, and the recognition that the only reliable way out of the misery has been a return to opioids. The flood dose is swallowed. The first hour does almost nothing. In the second hour the room tilts and the visions begin. The body grows heavy and ataxic. During that long visionary night the patient goes through what initiates, clinicians, and memoirists describe as an embodied review of the life that brought them to this dose. Around the eighteen-to-twenty-four-hour mark the visions fade, and the patient notices that the withdrawal that was screaming twenty-four hours earlier is largely silent.23 The hunger for the drug, which had been the organizing fact of recent life, is briefly absent. What follows is an unfamiliar quiet. Through the week after, the noribogaine window keeps a continuing pharmacological presence in the body, and during it the cues that ordinarily drive use seem less commanding.24-25 No part of this is a guarantee for any individual patient, and outcomes vary substantially across patients and across sessions. The pattern recurs often enough across the five anchor studies and across the trade-book literature to constitute the phenomenology that the rest of this section’s mechanism candidates are trying to explain.

Withdrawal interruption is the best-supported clinical effect. Across the Brown and Alper, Noller, Davis, and Malcolm cohorts, withdrawal scores fall within forty-eight to seventy-six hours of the dose, often to levels that allow people to sleep, eat, and accept further care for the first time in days.26-29 What underwrites the relief is partly pharmacological (ibogaine has weak mu-receptor activity, kappa-receptor activity, NMDA antagonism, and a long-half-life metabolite, noribogaine, that occupies opioid sites for days after the parent compound clears) and partly experiential, in that a person held inside the visionary state is occupied by something other than waiting for withdrawal to lift.30-31 The receptor scaffold underwrites the relief. Here the relevant point is that withdrawal relief is the clinical effect the evidence supports most directly, and the pharmacology and the phenomenology both contribute to it.

Craving suppression is the related but distinct effect. Reduced craving has been reported across the five studies, sometimes more durably than withdrawal relief, and sometimes anchored to the post-acute noribogaine presence, not to the acute experience itself. The metabolite window introduces an additional twist: in the fourteen-patient pharmacokinetic-and-pharmacodynamic study, plasma concentrations of ibogaine correlated with QT prolongation and cerebellar ataxia but stayed flat against the severity of opioid withdrawal.32 Disrupting a simple dose-response story, that finding implies that whatever interrupts withdrawal follows something other than how much ibogaine resides in the blood: receptor kinetics, downstream signaling, the subjective force of the experience, or the post-acute window.

Drug-cue salience is the third candidate, and the most preclinical. A 2003 review of the iboga-alkaloid congener 18-MC summarized animal studies in which the analog reduced self-administration of morphine, cocaine, methamphetamine, nicotine, and alcohol. The proposed mechanism centered on a nicotinic-receptor subtype, with downstream effects on the reward pathways that drive compulsive drug-seeking.33 A rat study from the same lineage showed that noribogaine, like ibogaine but unlike 18-MC, increased expression of glial cell line-derived neurotrophic factor (GDNF, a brain growth factor implicated in reward circuitry) and that injecting noribogaine directly into the brain’s reward hub reduced alcohol self-administration.34 The studies establish mechanistic plausibility for the lay observation that the cues which normally drive a person back to the drug seem to lose some of their pull in the weeks after the session.

Life review and changed meaning are the experiential mechanism candidates researchers have begun to take seriously. The Davis survey reported that participants who described their ibogaine treatment as more spiritually meaningful also reported better psychological functioning at follow-up. Responders rated the experience as more meaningful than the non-responders did.35 That finding is correlational and retrospective. Whether spiritual meaningfulness causes durable change remains an open question. The finding does suggest that the experience itself, in its autobiographical review and its somatic insistence across the long course, may be part of how the clinical effect is mediated. Juliana Mulligan, a former opioid-dependent patient who later co-founded a peer-led harm reduction collective and now offers ibogaine integration sessions, gave van Veenendaal an account of the same mechanism from inside:


Afterwards, my life completely shifted. When I came out of my experience, I felt like a million pounds had been lifted off my shoulders. The biggest thing that Ibogaine did for me, was that it showed me that all of my years of struggling were actually my training for the work I am called to do. […] It is a completely different world, my life before and my life after working with Ibogaine. It does not even feel like I’m on the same planet.36



For the Mindfield approach, this matters. The biomedical account can describe withdrawal, QT prolongation, CYP2D6 (the liver enzyme) genotypes, and mortality benchmarks. The experiential account can describe remorse, forgiveness, the felt sense that a different life is possible, and a decision to live differently. The biomedical account is what makes the evidence answerable. The experiential account is much of what keeps clinicians and patients returning to the molecule.

Pharmacology, experience, and social context cross the post-acute window together. The metabolite window keeps noribogaine pharmacologically active for days to a week or more after a single flood dose,37 and the window the patient walks into during those weeks is partly pharmacological, partly experiential, and partly social. It is the right time to start medication for opioid use disorder if that is the chosen path, the right time to enter psychotherapy or peer support, the right time to leave a dangerous environment if leaving is possible, and a dangerous time to walk out of the clinic into the same dealer, the same pain, the same housing instability, and the same isolation. The window is the central image of ibogaine’s clinical effect, and who is waiting at the window is what carries the question forward into Chapter 15 on integration.

Saying it carefully: ibogaine appears to do several things at once, several of them at clinically meaningful magnitudes, in patient populations selected for cardiac safety. Its mechanism story is distributed. Reset is allowed as patient language so long as it gets translated into its components: a temporary interruption of withdrawal, a finite post-acute window, and outcomes that depend on what the patient walks into when that window is open.



Three lanes of comparison

Ibogaine writing most often slips at the point where comparison language enters. Three lanes have to be kept separate. The first lane is acute withdrawal relief, where ibogaine’s evidence stands at its strongest. The second is ongoing recovery and relapse. Is the evidence real? It is. Is it controlled? It is not. The third is mortality and population-level benefit, where the relevant benchmark is opioid agonist treatment, and where ibogaine remains uncompared in adequately designed studies.

For the acute lane, observational evidence is consistent across the five studies. Withdrawal scores fall, craving falls, and many patients describe the detoxification as more tolerable than they had expected from prior unmedicated attempts. A patient who has lived through opioid withdrawal without medication, or with inadequate medication, can experience the difference as life-changing. For that lane, ibogaine has a coherent and plausible claim, and the evidence supports taking it.

For the recovery lane, the picture is more variable. About half of the Brown and Alper cohort reported no opioid use at one month. About three in ten of the Davis cohort never used opioids again after treatment. About six in ten of the Schenberg cohort were abstinent at follow-up, with the multiple-treatment subgroup reporting longer median abstinence. Seven in ten of the Davis cohort relapsed after treatment, half of those reduced their use afterward, and about one in ten of all participants eventually reached abstinence after an initial relapse.38-40 The cohorts resist combination into a single rate. The patients who travel to a Mexican clinic, who pay for treatment in a São Paulo practice, who can enroll in a New Zealand legal-treatment program, share a self-selected motivation level the studies lack the design to adjust for. What the studies show, taken together, is that some patients reach durable change and others stall or relapse, and no prospective data yet predicts which will be which.

The mortality lane is the hardest. The largest meta-analysis of opioid agonist treatment found roughly threefold to fourfold reductions in all-cause mortality during methadone or buprenorphine retention, relative to time out of treatment, across hundreds of thousands of patients tracked over decades.41 Nothing comparable on mortality exists in the ibogaine evidence base, and no ibogaine study has compared its outcomes against opioid agonist treatment on overdose deaths, retention in care, or relapse hospitalizations. That is the one comparison ibogaine researchers have most carefully avoided running. A patient who chooses ibogaine over methadone or buprenorphine is, with the current evidence, choosing an intervention with a strong acute-withdrawal effect and an unproven survival benefit against an intervention with a thinner subjective profile and a strong survival benefit. The choice can be the right one for an individual patient — autonomy, life history, motivation, side-effect tolerance, and access all matter, and the underlying asymmetry in the evidence remains in place.

Naltrexone and unmedicated detoxification round out the comparison set. Naltrexone is sometimes proposed as a bridge from ibogaine detoxification into opioid-free recovery, and the bridge is medically dangerous if the patient still has opioids on board or if the transition is mistimed.42 Evidence for ibogaine plus naltrexone as a structured pathway remains thin. Residential rehabilitation and unmedicated detoxification are the comparisons ibogaine often implicitly answers, and the comparison here is fairer than the comparison against opioid agonist treatment, because the relevant outcomes are subjective withdrawal severity and short-term abstinence. A patient who has tried unmedicated detoxification twice and failed has a reasonable basis to ask whether ibogaine would carry them through a third attempt with less suffering. The observational evidence can answer that question with a cautious yes. It cannot yet say whether the third attempt’s abstinence will last.

Patient-centered outcomes (ended withdrawal, changed self-narrative, opioid-free months, repaired relationships) are real outcomes that matter to real people, and keeping the three lanes visible is the compassionate posture in this evidence base. Public-health outcomes (population-level mortality reduction, retention in care, overdose prevention, scalable safety) are real outcomes that matter to the system within which patients live. Both deserve respect. The rhetoric that casts methadone or buprenorphine as another form of addiction and ibogaine as freedom, while it resonates with some patient stories, dismisses the treatments that keep many people alive. The inverse rhetoric, which dismisses ibogaine as quackery and patient seekers as gullible, fails just as badly. The seekers are often making informed judgments inside constrained options.



Beyond opioids

Outside opioid use disorder, the evidence is thinner and the indication ranking matters. Alcohol has the best preclinical mechanistic story and the most active analog development. Cocaine, methamphetamine, and other stimulants show suggestive preclinical and retrospective data and a longer animal literature, with weaker human evidence. Cannabis, nicotine, and broader polysubstance claims retain plausibility but minimal direct study.

For alcohol use disorder, the case is a plausibility hypothesis awaiting Phase II confirmation, and the GDNF pathway gives researchers its sharpest preclinical anchor. Noribogaine, like ibogaine, increased GDNF expression in the reward circuitry of rat brains, and noribogaine injected directly into that region reduced ethanol self-administration. The related congener 18-MC did not produce the same growth-factor response, which suggested that the neurotrophic effect is part of the iboga-alkaloid family but not all members of it.43 The Schenberg practice in São Paulo included alcohol-dependent patients in its retrospective sample, with longer abstinence reported among multiply-treated patients.44 A noribogaine-related candidate has advanced into Phase 1 safety and pharmacokinetic work for alcohol use disorder.45 Patient texture comes from the trade-book literature as well. Mallendi’s Bwiti tradition has treated alcohol-related suffering as one of the legitimate motivations for an iboga session, and interview material from contemporary practice includes patients whose presenting concern was multigenerational alcoholism.46-47 Patient testimony, preclinical mechanism, and an early-stage pipeline are what the hypothesis presently rests on, none of them a controlled efficacy result. One of van Veenendaal’s interviewees, a man named Ryan who came to ibogaine after a long line of addiction and alcoholism on both sides of his family, described his intention as eliminating the cycle of addiction that passed through his lineage, and reported sustained abstinence at one-year follow-up framed as a rebirth.48

For cocaine and stimulant use disorders, the evidence is even more tentative. The Mash 1998 medication-development program included a rising-tolerance safety study in cocaine-dependent patients, and the broader development effort treated cocaine dependence as a target indication.49 The Schenberg practice included cocaine and crack users in its mixed-substance retrospective. From the 18-MC animal literature: reduced self-administration of cocaine and methamphetamine alongside opioids, alcohol, and nicotine.50 Those streams remain at the preclinical and retrospective stage, short of a controlled human cocaine or methamphetamine efficacy trial. Brett observes that stimulant neuroadaptations are not as cleanly reversible as opioid-receptor changes, and that ibogaine appears to alleviate stimulant cravings to a degree but does not reset the receptor profile the way it does for opioids.51 The stimulant claim is plausible at the level of animal models and provider-reported observation, and unproven at the level of structured human efficacy.

Polysubstance use is the unspoken default in much of the clinic literature. Many of the Schenberg participants used alcohol plus stimulants plus cannabis. Many of the contemporary van Veenendaal interviewees presented with overlapping opioid, alcohol, and stimulant histories alongside trauma. A scoping review of contemporary ibogaine therapeutics notes that polysubstance presentations are the norm in real-world ibogaine treatment, and that the evidence base does not yet stratify outcomes by substance combination.52-53 Nicotine and cannabis are mentioned across the trade-book and pipeline material, but the human evidence in those indications is anecdotal. Ranked by evidence quality, the indications fall in a clear order: opioid use disorder first, alcohol use disorder second, stimulant use disorders third, polysubstance and lesser indications fourth.



What changes a patient’s response

Patients differ in how they respond to ibogaine, and no study has yet weighted those differences with the precision of a validated response algorithm. Several factors plausibly condition outcomes, and the practical posture is to name them as candidate moderators awaiting prospective validation.

CYP2D6 variation is the most concrete biological moderator, because it determines how much ibogaine and noribogaine a patient accumulates through a given exposure. Poor metabolizers, or patients on medications that inhibit CYP2D6, accumulate higher and longer-lasting drug levels from the same labeled dose, with implications for both clinical effect and cardiac risk.54 The metabolite window is where the genotype problem becomes acute. Here the relevant point is that response and safety cannot be cleanly separated when CYP2D6, which drives blood concentrations, also drives the QT prolongation that limits dosing.

Opioid type and duration determine the clinical problem at intake. Patients dependent on short-acting opioids, including heroin and most prescription oxycodone schedules, generally present a different withdrawal clock than patients on long-acting maintenance medications. Methadone and buprenorphine endure in the bloodstream long after ibogaine has been metabolized, and the trade-book literature documents a recurring pattern: patients on long-acting maintenance medications can complete the ibogaine session without withdrawal during the acute window and then experience mild withdrawal symptoms in the days afterward, as the maintenance medication clears from receptors no longer occupied by ibogaine or fresh dosing.55-56 Some clinics manage the transition by switching patients from methadone or buprenorphine to a short-acting opioid for a brief period before treatment, an approach the trade-book literature describes as standard underground practice without proper trial evidence behind it.

Fentanyl complicates the picture further. Older clinic cohorts were assembled around heroin and oxycodone populations. Fentanyl exposure, with its high potency, short clinical half-life, and accumulation in fat depots that may release across days, changes the withdrawal clock in ways the older studies cannot answer.57 Xylazine co-exposure, which adds a distinct sedative-withdrawal profile to the opioid one, has not yet been studied in any published ibogaine cohort. What the older evidence implies for present patients on these drug supplies is unknown, and pretending otherwise would be dishonest.

Psychiatric stability matters in ways no study has measured well. Patients with active mania, untreated psychosis, suicidal crisis, or unstable bipolar disorder face elevated risk during and after an ibogaine session, and most reputable providers screen for these conditions.58-59 Patients with stable major depressive disorder, post-traumatic stress disorder, or anxiety disorders appear to tolerate the experience well in observational records, though the evidence on whether they respond differently to the substance-use-disorder effect remains thin.

Provider competence and treatment ecology are themselves moderators. Ibogaine treatment involves screening, dosing, electrocardiogram monitoring, electrolyte management, opioid-transition planning, medication reconciliation, and aftercare coordination, and the same molecule under monitored clinical conditions differs from the same molecule under a casually managed retreat. The Noller paper’s New Zealand context made provider coordination with other health professionals possible in ways that an underground U.S. provider’s apartment cannot match.60 Existing studies rarely have the power to isolate provider effects from molecule effects, and the distinction stays in view. Ibogaine names a treatment ecology as well as a compound.

Social determinants (stable housing, family support, access to medication for opioid use disorder, financial capacity to travel for treatment, legal pressure, employment, trauma exposure) decide who can use the post-acute window when it opens. A patient who returns from a clinic in Mexico to the same dealer, the same pain condition, the same isolation, and the same housing instability has a different relapse context from a patient returning to structured care, peer support, and stable employment. This is ordinary addiction medicine, and the dramatic experience of an ibogaine session leaves it intact.

Aftercare may be the most important moderator, and one of the most poorly studied. Psychotherapy, peer support, medication for opioid use disorder if the patient is willing, relapse-prevention planning, family repair work, and continuity of medical care all plausibly determine whether interruption becomes durable change. The Davis survey reported that respondents who described post-treatment psychological functioning as improved also had higher subjective well-being and spiritual meaningfulness ratings.61 Directionality is unclear, but the association reinforces the central image of the open window. Whatever fills the window is part of what the medicine has to work with.

Several factors plausibly matter, researchers have yet to weight them with precision, and patient selection remains the largest unmeasured moderator in the available evidence base. A patient who can afford a screened clinic, travel for treatment, and return home to structured aftercare has resources an unscreened underground seeker lacks, and that gap in resources is written into the observed outcomes whether or not the studies acknowledge it.



The missing trial and the window

Ibogaine’s substance-use-disorder evidence base is unusual less because it contains failed trials than because it contains too few completed ones. The bridge from advocacy into formal pharmaceutical development began in the late 1980s and 1990s, with Howard Lotsof at its center.62 The Lotsof discovery (Chapter 2) is the origin point, and Lotsof spent the next four decades trying to move the molecule through formal regulatory pathways. The National Institute on Drug Abuse’s late-1990s involvement, the Deborah Mash group’s work at the University of Miami, and the St. Kitts clinical program represented the most serious of those attempts.63-64 A 1998 medication-development paper from the Mash group described a rising-tolerance safety study for cocaine dependency and laid out the requirement to determine pharmacokinetics, dose-response, and efficacy parameters before efficacy trials.65 That bridge stalled short of a large published cocaine-dependence efficacy trial, fell short of a Phase II opioid-use-disorder efficacy result during the 2000s, and failed to generate the kind of definitive clinical-trial archive the evidence base needed. Reasons are tangled: cardiac risk, regulatory caution, funding patterns that favored patentable pharmaceutical molecules over a difficult plant alkaloid, and a treatment ecology that moved ahead in clinics and underground networks while the formal trial system stalled.

Mash’s St. Kitts cohort, reported in 2018, described observational outcomes from inpatient work that combined screening discipline with detoxification outcomes for opioid and cocaine abusers. The study reported transitions between dependence and abstinence in a screened population with structured clinical monitoring, and added a methodological note about how ibogaine clinical work might be designed to satisfy contemporary regulatory expectations.66 The 2018 paper is closer to a clinical-protocol description than a controlled efficacy result, and it represents one of the clearer attempts to bring underground-era observations into above-ground publication. A 2018 mixed-method analysis from the Davis group of persisting effects after ibogaine detoxification at a Mexican clinic added qualitative depth to the durability question, with the paper documenting that respondents who reported persisting positive outcomes most often described changes in self-perception, in relationship to addiction-related cues, and in meaning frameworks the patient had carried before treatment.67 Neither paper closes the missing-trial gap. Both extend the observational evidence base in directions the controlled trials, when they arrive, will need to take seriously.

The contemporary pipeline is real and easy to mistake for completed evidence. An oral ibogaine HCl program advanced into Phase 1/2a investigation for opioid withdrawal under DemeRx and atai Life Sciences, with dosing initiated in 2021 and the trial registered as a multi-stage safety, tolerability, pharmacokinetics, and efficacy study.68-69 A separate noribogaine-related candidate has advanced into Phase 1 work for alcohol use disorder, with the explicit goal of separating the therapeutic profile from the cardiac-safety constraints of the parent compound.70 Both programs are signs of corporate intent and investor confidence. Both programs remain short of the peer-reviewed Phase II efficacy result that would let ibogaine be discussed the way psilocybin for treatment-resistant depression or MDMA for post-traumatic stress disorder now is.

A claimed Stanford Phase II result in 120 opioid-use-disorder patients, reported in some 2026 trade-press accounts as a seventy-one percent abstinence finding at six months, traces back only to commercial treatment-guide and retreat pages. No Stanford publication, registry entry, or official press release has confirmed it. A claim of seventy-one percent abstinence at six months would, if real, be the largest clinical-trial result in the ibogaine evidence base, which is exactly why it should not be repeated as fact until a primary source confirms it.

Publication bias in ibogaine substance-use-disorder evidence is systemic. Positive observational outcomes circulate through clinic websites, memoirs, conference talks, and survey data. Deaths sometimes enter forensic and toxicology literature, including the nineteen-case series.71 Ordinary nonresponse, partial response, relapse after initial improvement, and clinic-level negative outcomes that stayed below the threshold of a death form the middle category, the least visible part of the archive. A mature evidence base would record and publish it. That discipline remains largely absent from the ibogaine evidence base. A 2018 review by Corkery argued plainly that treatment outcomes and ibogaine-related deaths both need better documentation, that many treatments occur in nonmedical settings, and that the evidence base needs the discipline of structured publication.72

Durable recovery from ibogaine treatment depends on the window the medicine opens, and on what the patient walks into when the window is open. The Brown and Alper cohort’s strongest finding was at one month and attenuated thereafter. The Davis cohort’s distribution split between thirty percent never-used-again, seventy percent relapse, and a meaningful subgroup of relapsers who reduced their use afterward; the Noller cohort’s twelve-month finding held at a year, its smallness the only thing qualifying it; the Schenberg practice’s multiple-treatment subgroup reported longer abstinence than the single-treatment subgroup, with the caveat that those who returned for repeat exposure were self-selected for response and capacity to access more sessions. Across the five studies, the pattern is consistent enough to support a calibrated claim: ibogaine appears to open a clinically meaningful window in opioid-use-disorder outcomes, lasting at least a month and sometimes longer, with substantial individual variation in how the window resolves.

Patients who reduce or eliminate opioid use after an ibogaine session lose tolerance, and the loss is the medicine’s hidden danger. A relapse to a former dose, after lowered tolerance, is more dangerous than a relapse at maintained tolerance.73-74 Opioid-agonist treatment most reliably reduces the overdose risk that an ibogaine-induced abstinence window can paradoxically heighten if the patient relapses without protection. There is a hard symmetry here that the celebratory accounts pass over: the cleaner the interruption, the lower the tolerance it leaves behind, so that the very success a clinic advertises is what makes a subsequent relapse more likely to kill. Chapter 14 develops the harm-reduction work in detail. The flag belongs here as well, because a celebration of detoxification without the tolerance-loss caveat would betray the very patients it claims to help.

Patients who return for a second or third ibogaine session report longer median abstinence than single-session patients. The Schenberg multi-treatment subgroup’s median ran about eight and a half months, longer than the five and a half months among the single-treatment subgroup. That difference cannot become a recommendation, because the subgroup was self-selected, the cardiac safety of repeat ibogaine exposure remains poorly characterized, and the practical and ethical complications of recommending a high-risk treatment for a second or third time outweigh the modest abstinence-duration difference in observational data. The repeat-treatment question belongs to the research agenda.

Some patients walk through the window. Some relapse. Some find the experience meaningful but not behavior-changing. Some are medically excluded from a safe session. What remains missing is a body of prospective controlled trials, stratified by opioid type and medication history, that measure withdrawal, craving, drug use, retention, quality of life, overdose, and mortality across at least twelve months, with explicit assessment of expectancy and blinding integrity, and with structured aftercare in both arms. The clinic ecology needs the discipline of reporting nonresponse and adverse outcomes alongside transformations. Both halves of the picture matter.



Key Takeaways


	The strongest human substance-use-disorder evidence for ibogaine resides in a handful of observational cohorts and retrospective surveys: Brown and Alper’s thirty-patient Mexican study, Noller’s fourteen-patient New Zealand cohort, Davis’s eighty-eight-patient Mexican-clinic survey, Malcolm’s fifty-patient detoxification chart review, and Schenberg’s seventy-five-patient São Paulo practice. The studies converge on acute withdrawal relief and short-term opioid-use reduction, with weaker and more variable signals on durable abstinence.

	The calibrated claim is narrow on purpose. Evidence is strongest for opioid withdrawal and short-term opioid-use reduction, suggestive but thinner for alcohol and stimulant use disorders, and still too uncontrolled across every indication to settle the question.

	The clinical effect is multi-level and individually variable. Withdrawal eases inside about three days, craving loosens for weeks, drug-cue salience may decline, an autobiographical review reorganizes meaning for some patients, and a post-acute window opens through the long noribogaine half-life. The receptor pharmacology and the experience itself both contribute. The mechanism is distributed. CYP2D6 variation, opioid type and maintenance history, fentanyl-era drug supply, psychiatric stability, polysubstance use, provider competence, motivation, and aftercare all plausibly moderate response, none of them weighted with prospective precision.

	Comparison with standard care requires three separate lanes. Ibogaine’s signal is strongest in acute withdrawal, real but uncontrolled in ongoing recovery, and absent in the mortality-and-population-benefit lane where methadone and buprenorphine retention reduces overdose deaths.

	Alcohol use disorder is the second-best-supported indication, anchored by GDNF preclinical work, the Schenberg subgroup, and the early-stage noribogaine-analog pipeline. Cocaine, methamphetamine, nicotine, cannabis, and polysubstance claims rest on weaker human evidence and longer animal literatures.

	The central evidence problem is the missing pivotal trial. Formal pharmaceutical development stalled in the 2000s. The contemporary pipeline of oral ibogaine HCl and noribogaine-analog candidates has produced corporate intent, not Phase II efficacy results. A widely circulated Stanford 120-patient claim has not been verified against a primary source.

	Ibogaine-induced abstinence lowers opioid tolerance, and relapse at lowered tolerance brings elevated overdose risk. The detoxification window can open recovery for some patients and increase mortality risk for others if integration support is absent. The handoff to integration is structural.
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11 Beyond Addiction

Thirty male Special Operations veterans, mostly mid-career, mostly with multiple combat deployments, mostly carrying the layered injuries that veterans of the post-9/11 wars typically accumulate (repeated blast exposure, mild traumatic brain injury, post-traumatic stress disorder, depression, anxiety, sleep disruption, cognitive complaints, the disability of a life that moves at half its prior speed), traveled to a clinic in Mexico in the early 2020s. Each one received a flood dose of oral ibogaine paired with intravenous magnesium under inpatient monitoring, sat through the long visionary night, and stayed for a week-long protocol of group debriefing, individual coaching, and a second ceremonial 5-MeO-DMT session at the end. They returned home, returned to their lives, and returned a month later for outcome measurements. Overall disability, measured on the WHO’s standard rehabilitation scale, dropped by a magnitude unusual for any psychiatric or rehabilitation intervention. PTSD severity dropped by enough that most of the cohort no longer met the diagnostic threshold. Depression, anxiety, and several cognitive measures shifted in the same direction. No serious or unexpected adverse events were recorded in the screened cohort.1

Open-label, uncontrolled, internationally delivered, and embedded in a treatment package that included travel, coaching, group support, and the consecutive psychedelic session at the back end, the study is the strongest contemporary signal researchers have for ibogaine’s effects outside substance use disorders, and also a single thirty-patient observational study whose design cannot isolate the ibogaine from the rest of the package. The strongest claim Mindfield can make about ibogaine for trauma, mood, and the conditions that travel with them sits inside that tension: one well-conducted observational cohort showed unusually large changes in unusually difficult outcomes, several follow-up papers using the same patients added physiological, experiential, and qualitative texture to the clinical signal, and the next decade of work will decide whether the signal survives controlled trial design.


A signal and its halo

MISTIC (the Magnesium-Ibogaine: the Stanford Traumatic Injury to the CNS protocol) is the human signal at the center of the secondary-indication evidence.2 Around it lies a halo of related but weaker evidence: the same patients re-examined through electroencephalography and functional imaging, the same patients interviewed about what they experienced, related cohorts treated with different protocols, anecdotal case reports of trauma resolution and depression remission going back decades, a small number of case reports in non-psychiatric conditions, and a preclinical body of work on iboga-alkaloid chemistry that has begun to suggest mechanisms in neurodegenerative and inflammatory disease. The halo and the signal are different evidence categories. The halo provides plausibility, texture, and mechanistic candidates. The signal provides the closest thing researchers have to a controlled estimate of effect. Mindfield reads them at the appropriate tier.

Selection and blinding are the two methodological points that belong at the front. Screened for cardiac safety, recruited from a population with both motivation to recover and access to international travel, and self-selected by willingness to undergo a difficult and physically dangerous treatment, the MISTIC cohort produced effect estimates unlikely to generalize cleanly to the broader veteran population with traumatic brain injury or post-traumatic stress disorder, much less to civilian populations with similar diagnoses. The second constraint is blinding. A flood-dose ibogaine session lasts eight to twenty hours, produces ataxia, nausea, prolonged insomnia, and visionary content, and continues a post-acute noribogaine window for weeks afterward.3-4 A systematic review of psychedelic randomized trials published in 2026 argued that blinding fails in nearly all such studies, that the failure inflates effect estimates, and that investigators will need creative active-comparator designs before anyone can be confident in the size of any psychedelic clinical effect.5 Ibogaine falls at the difficult end of that problem. The trials investigators need are harder to run than the trials already completed, and have not yet been launched.

Four follow-up papers re-examined the same thirty patients through electroencephalography, functional imaging, mystical-experience ratings, and qualitative interviews, each finding convergent associations between clinical improvement and physiological or experiential change.6-9 The convergence draws on the same cohort surfacing different facets of the same signal, and cannot substitute for independent confirmation. It still matters, because it suggests the clinical change was more than self-report optimism: brain measurements, mystical-experience ratings, and qualitative interviews all moved with the symptom scores. Short of the proof of causation a controlled comparison would supply, that is the closest thing a single-cohort signal can offer.

A 2023 prospective study at a Mexican clinical program offered trauma-exposed male Special Operations veterans consecutive ibogaine and 5-MeO-DMT, with reported reductions in PTSD, depression, and other measures across follow-up.10 Adjacent to MISTIC in population and protocol structure, the Davis cohort differs slightly in timing and cannot serve as an independent replication because the consecutive 5-MeO-DMT step confounds the comparison. What it does establish is that the veteran-cluster effect has been described by more than one group.



The veteran cohort

Each of the thirty veterans in the published MISTIC cohort had accumulated, on the most conservative count, multiple symptomatic concussions and decades of working stress. The mean baseline scores at intake placed them in the moderate-to-severe range across every measured domain: disability, post-traumatic stress, depression, anxiety, and cognition. The treatment week structured the medicine inside a setting of medical screening, electrocardiogram monitoring, electrolyte management, group preparation, and post-session debriefing. The flood dose was oral ibogaine with intravenous magnesium, the magnesium chosen explicitly to mitigate the QT-prolongation risk that has limited prior ibogaine programs. The post-acute observation window lasted several days at the clinic before patients flew home. Outcome measurements at one month included a disability scale, a clinician-rated PTSD severity scale, depression and anxiety scales, and standard cognitive batteries.11

By the standards of comparable rehabilitation literatures, the changes the published paper reports are large. Disability fell by what would conventionally be read as very large effect sizes. PTSD symptom reductions placed most of the cohort below diagnostic thresholds at one-month follow-up. Depression and anxiety dropped to mild or remitted ranges. Cognitive performance on tests of processing speed and executive function shifted in the direction of normalized scores. A clinician primer published in the same year added the practical safety context: cardiac screening before treatment, electrolyte monitoring during the session, monitoring for QT prolongation, careful management of medications that compete for CYP2D6 (the liver enzyme from Chapter 4), and management of the post-acute noribogaine window.12
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After traumatic brain injury, the brain’s dominant resting rhythm, a marker of intrinsic neural timing measured by EEG, ordinarily slows.13 In the MISTIC cohort, the rhythm shifted upward after the magnesium-ibogaine treatment, and the magnitude of the upward shift correlated with the magnitude of clinical improvement in cognitive inhibition and post-traumatic stress measures. Neural complexity, another rhythm-derived measure, also reorganized in the direction associated with healthier resting-state dynamics.14 The finding is one of the more concrete physiological correlates yet reported for a psychedelic intervention’s persistence-of-effect signal: the rhythm of the brain, as measured weeks after the dose has cleared, looks different in patients whose symptoms have improved.

Regional cerebral blood flow and resting-state functional connectivity were measured in the same cohort, with shifts clustering in the insula, the anterior cingulate cortex, and the broader network architecture that handles self-referential processing, salience monitoring, and threat detection.15 Well-anchored in the trauma literature as regions where body-state monitoring, interoceptive awareness, and emotional conflict meet,16 the insula and anterior cingulate showed persistent change at one month, suggesting the treatment leaves a network-level signature lasting weeks past the dose. The imaging finding cannot disambiguate the mechanism — whether the network shift mediates the symptom change or accompanies it without causing it — but it shows that something measurable changed in the brain’s resting architecture in the same patients whose symptoms improved.

Collected during the acute session on standard psilocybin-derived instruments, mystical-experience intensity ratings correlated with the magnitude of post-treatment PTSD symptom improvement at follow-up. Patients reporting higher mystical-experience intensity also showed larger one-month reductions in peak alpha frequency.17 Patients who reported more intense mystical experience during the ibogaine night had larger downstream symptom reductions and larger downstream physiological shifts, making the noetic quality of the session an empirically relevant variable. In the Brown paper, the Mindfield discipline of taking the noetic quality of psychedelic experience seriously as a phenomenological fact finds a piece of empirical purchase.

Four recurring themes emerged from qualitative interviews with cohort members: trauma reappraisal, in which long-carried events were re-encountered with the affective intensity partially decoupled from the memory; emotional resolution, particularly around grief, rage, and shame; altered selfhood, sometimes described as recognizing a more durable self underneath the trauma-organized self; and embodied recovery, with patients describing the body as having received something, actively engaged rather than merely processed.18 The themes converge with what providers and patients have been describing in clinic and ceremony settings for decades. The qualitative paper’s contribution is to give those descriptions empirical structure: the themes recurred with enough regularity across the cohort to constitute a phenomenological pattern.

Clinical scores, brain measurements, mystical-experience ratings, and qualitative themes all move together across the four halo papers, making the signal hard to dismiss as expectancy alone. What the convergence still cannot do is establish whether the same shifts would occur in a randomized trial with a credible active comparator, an open question the next round of work is being built to settle. A second observational cohort, treated through a Texas program in collaboration with University of Texas Medical Branch and UTHealth Houston under a $50 million state grant announced in December 2025, has begun enrolling. The program covers addiction, traumatic brain injury, post-traumatic stress disorder, and other behavioral-health conditions, with the trauma-and-TBI work particularly targeted at veterans.19 ClinicalTrials.gov lists a parallel pre-post evaluation of ibogaine-magnesium safety and efficacy in veterans with repeated blast exposure, with overall disability as the primary outcome.20



PTSD beyond the cohort

Post-traumatic stress disorder is the secondary indication with the longest pre-MISTIC paper trail, and most of that trail is anecdotal. Threading through Claudio Naranjo’s 1973 The Healing Journey, the lineage begins where Naranjo described ibogaine as fundamentally different from LSD in therapeutic tone. LSD, in Naranjo’s framing, was a window onto the open. Ibogaine was the occasion to demolish the old building and make room for a new one. Naranjo called it a work drug, a substance that supported an analytic process on the unconscious obstacles to life, distinct from the boundary-dissolving content of the classical psychedelic mode.21-22 Across the half-century since, the framing has persisted: ibogaine is described by patients and providers as a medicine that puts the user to work, often unpleasantly, on the specific autobiographical material the user has been organizing their life around avoiding.

In Howard Lotsof’s pre-2010 phrasing, iboga acts in trauma as a laser-guided smart missile that takes the user directly to the issues needing address and allows them to be addressed in a detached manner.23 Unguarded promotional language, the phrase should be read as such, and it also names something that researchers studying trauma processing in psychedelic-assisted settings have begun to characterize empirically. Daniel Brett’s 2021 synthesis of provider observation calls the relevant phenomenology detached re-experiencing: emotional material that ordinarily surfaces with the affective intensity defining the post-traumatic memory becomes available during the ibogaine session with the affect partially decoupled from the memory itself, the patient watching, no longer reliving.24 The detachment differs from anesthesia. The memory’s content remains painful and vivid. What changes is the relationship between the content and the affect, with the patient able to encounter the material without the autonomic and emotional flooding that ordinarily accompanies it. Olash et al. (2026) surfaced the same pattern in the MISTIC qualitative interviews: the trauma reappraisal theme rests substantially on patients describing the experience as receiving the material in a tone they could think with.

One Gulf War veteran had carried two decades of post-deployment depression, nightmares, uncontrolled rage, and alcoholism after witnessing the effects of American missiles on combatants in the first Gulf War. No therapy in the intervening years had helped. After a single ibogaine session in 2012, the symptoms cleared, and at long follow-up he described a partial but durable remission: “I can get angry but not rageful. I can get sad but not slip into chronic depression, and I can do things I was never able to do before due to my triggers being virtually nonexistent”.25 The pathological intensities are gone; the ordinary range of feeling stays. The same partial return of difficult emotion recurs in the MISTIC qualitative interviews and in van Veenendaal’s contemporary interview series with patients who came for indications outside addiction: patients describe a return to ordinary feeling, with the trauma-organized intensities subtracted. The case is one person, narrated by a friend writing a treatment guide, and cannot bear weight on its own. It is consistent with the MISTIC signal, with Brett’s detached-re-experiencing description, and with the qualitative themes the Olash interviews surfaced from the MISTIC cohort itself.

Frank also records adjacent observations across chronic pain and fibromyalgia: many patients report substantial pain reduction after an ibogaine session even when the dose was taken for an unrelated indication, with two contrasting car-accident cases that show the heterogeneity. One woman reported a year of significant pain reduction after her session. Another reported no change in physical pain but a transformed emotional relationship to the pain that improved her functional life.26 The observation that ibogaine’s clinical effect appears to extend into chronic-pain territory without anyone having systematically followed it up is the kind of provider-network claim that has circulated for decades without the trial infrastructure to test. The Calvey 2026 neurorestorative review essay places this kind of observation inside a broader mechanism case for iboga-alkaloid effects on inflammation and plasticity, the same case that organizes the somatic indications below.

A second observational cohort of trauma-exposed veterans, treated with consecutive ibogaine and 5-MeO-DMT at the same Mexican clinic ecosystem, also reported substantial reductions in PTSD and depression measures.27 The combination protocol described in the paper resembles what some Mexican clinics offer as a standard package for trauma-exposed veterans, and the reported reductions in PTSD, depression, and substance-related measures are consistent with the MISTIC signal at a comparable order of magnitude. The Davis paper itself is careful that it cannot attribute the effect to ibogaine specifically. It is a piece of the halo, not an independent signal.

Across the halo and the signal, ibogaine appears to produce substantial improvements in trauma-related symptoms in screened, treatment-seeking populations with severe combat-related PTSD, with the effect most strongly anchored in a single open-label cohort and convergent halo of physiological and qualitative observations. A disability drop this large in veterans this hard to help is a result worth being impressed by before it is qualified, and the honest position holds both at once: the size of the change is striking, and a thirty-patient cohort with no control arm and a stacked treatment week cannot yet tell anyone how much of it the ibogaine earned. No study has yet shown that the effect survives randomized comparison or that it generalizes beyond the heavily selected veteran population the MISTIC cohort represents. The case for trials is strong. The case for treating ibogaine as an established PTSD therapy will have to wait for the cohorts now enrolling to report.



Depression and anxiety

Depression and anxiety in the MISTIC cohort were measured as comorbid outcomes alongside the trauma signal, with the indication ranking reflecting that nesting. The shifts in depression and anxiety scores at one-month follow-up were substantial, with most participants moving from moderate-to-severe baseline into mild or remitted ranges.28 The mystical-experience paper from the same cohort found that the intensity of the experience predicted post-treatment depression improvement alongside the PTSD improvement.29 In MISTIC, the depression and anxiety improvement was measured in trauma-exposed veterans, which nests it inside the trauma-treatment story rather than standing as an independent signal.

Outside MISTIC, the depression literature is testimonial. Holly Stein’s memoir of twelve years of treatment-resistant general anxiety and major depressive disorder gives the population a first-person voice no trial has yet supplied:


For 12 years, starting in 2004, I battled general anxiety and depression. During this time I went to hundreds of therapy sessions, read countless hours of self-help books, and took all kinds of anti-anxiety and anti-depressants, to no avail. Some meds seemed to help, but eventually left me feeling numb and disconnected, like a zombie. And if I ever stopped taking them, I would feel worse than I did before. […] I knew things were really unraveling when the suicidal thoughts emerged. It got so bad that I had to ask Eric to take the gun out of the house because I didn’t know what I was capable of when engulfed in those dark moments.30



The memoir presents the ibogaine session that followed as durable resolution: “By the end of the following day, iboga had cured my depression and self-loathing. It gave me what I needed, not what I wanted”.31 The memoir is one person’s account, and the framing is unguarded. It is useful as a window into why patients seek the treatment, and the population-level effect is a separate question. Levi van Veenendaal’s interview chapters describe similar trajectories across mood, anxiety, eating-disorder, and pattern-of-self complaints, with the providers and patients consistently using “starting place” and “opens a window” instead of “cure” language.32

Alongside their neurochemical and stress-physiological substrate, depression and anxiety carry a learned-habit substrate of automatic responses to common scenarios, and ibogaine’s flood-dose experience appears to interrupt the habit at the level the patient subjectively recognizes as foundational. Holly Stein’s memoir devotes a chapter to the concept she calls pattern disruption.33 The framing extends a classic clinical observation about depression and anxiety into the territory the ibogaine experience seems to operate on. Depression is partly a habit of self-relation, anxiety partly a habit of threat-anticipation, and both habits run on the same long-organized automatic responses that trauma researchers locate in network-level brain dynamics beyond receptor-level pharmacology alone. What patients seem to describe under ibogaine is a moment at which the habit becomes legible from outside itself, which makes interruption thinkable in a way it remained inaccessible before the session. Nicolas (2025) placed this kind of mechanism inside a transdiagnostic framework, treating ibogaine as a candidate intervention for the family of conditions sharing dysregulated-reward and rigid-pattern substrates: substance use disorders, obsessive-compulsive disorder, post-traumatic stress disorder, and eating disorders all qualify. Stein’s pattern-disruption framing is theoretical, synthesizing findings across literatures without its own clinical evidence, and its vocabulary is useful for indications the clinical signal has yet to reach: on loan rather than confirmed.

Across the interviews in van Veenendaal’s collection, ibogaine’s effect on depression and anxiety is consistently described as the dismantling of a self-pattern, distinct from symptom-by-symptom remediation. David Nassim, a philosopher and interviewee, framed his depression and chronic discomfort as the consequence of being attached to a role he could find no way outside of, and described the ibogaine session as having broken the attachment fundamentally.34 A second interviewee, carrying a long history of major depressive disorder and a paired eating disorder, described the session as moving her out of the fix-me urgency that had defined her relationship to her own suffering and into a mode in which the suffering could be encountered without being mobilized into the urgency.35 Both accounts converge with Stein’s pattern-disruption framework and with the MISTIC qualitative themes around altered selfhood. None is trial evidence, and the convergence still matters for what it suggests about a mechanism no trial has yet tested.

Ibogaine appears to produce substantial improvements in depression and anxiety in selected, treatment-seeking populations, with the strongest evidence nested inside the MISTIC veteran cohort and the broader evidence carried by memoir, interview, and provider testimony. No trial has yet isolated either condition as a primary indication, so the mood signal travels, for now, only as a passenger inside the trauma story.



OCD, eating disorders, and the transdiagnostic claim

Substance use disorders, obsessive-compulsive disorder, post-traumatic stress disorder, and eating disorders share dysregulated-reward and rigid-pattern substrates, a transdiagnostic cluster that a 2025 review proposed as a target for ibogaine through a reward-system recovery framework.36 The proposal is theoretical and synthesizes findings across literatures. No controlled trial has tested ibogaine in OCD or eating disorders as a primary indication. The transdiagnostic view matters because it makes legible the patient testimony that has been accumulating in the trade-book literature for years.

Presenting under the name Chrissy, one woman turned to ibogaine for a severe eating disorder paired with major depression, the eating disorder her primary reason, the depression having persisted alongside it for years. Levi van Veenendaal interviewed her afterward. Her account moved between the urgency that had organized her relationship to herself (“Fix me! Anything to fix me! And FAST!”) and the recognition during the session that the urgency was itself part of what kept the pattern in place. She reported a durable shift over the months that followed, with explicit acknowledgment that the shift was a beginning.37 One person; one interviewee’s own framing; a one-year horizon by the time of the interview, well short of a controlled-trial follow-up. What the case is useful for is what it shows about the kind of patient who turns to ibogaine for an eating disorder, and the kind of phenomenology the medicine seems to produce in that population. It is also useful for what it warns against: the recovery language the patient uses is specifically not the recovery language the eating-disorder treatment community uses, and a chapter that took the testimony as efficacy would mislead. Brett, in a 2021 review essay in the trade-book literature, cites long-standing provider observation that ibogaine seems to help people with OCD, anxiety, depression, and other psychological hurdles, and tracks the lineage back to Naranjo’s 1973 broader indication catalogue.38-39 These reports carry the weight of testimony, and the trade-book authors are careful to mark them as such.

Kelly et al. (2021) proposed a transdiagnostic psychedelic-therapy framework placing psychedelics generally in the same Research Domain Criteria territory: psychiatric conditions sharing dysregulated reward processing, dysregulated affect, dysregulated cognitive control, and rigid avoidance patterns might respond to interventions that produce neuroplasticity, salience reconfiguration, and trauma reappraisal. Spanning psychedelics broadly beyond ibogaine alone, the framework’s empirical evidence for OCD and eating disorders rests at the level of small open-label studies for psilocybin in OCD and qualitative evidence for psilocybin in anorexia nervosa, well short of controlled efficacy for any psychedelic in either condition.40-41

Ibogaine has a theoretical place in a transdiagnostic framework for reward-system, trauma-related, and rigid-pattern conditions, with patient and provider testimony supporting clinical interest in OCD and eating disorders, and with no clinical trial evidence for either indication. Exploratory work is reasonable to pursue. Clinical use, outside the rare patient who has exhausted other options and accepts the cardiac and other risks, remains premature.

Tabernanthalog, a non-hallucinogenic analog of ibogaine described in a 2020 Nature paper from the Olson laboratory at the University of California, Davis, was designed to retain the plasticity-inducing effects of ibogaine while removing the dissociative and cardiotoxic profile that limits clinical use.42 In rodent models it produced antidepressant-like effects and reduced ethanol and heroin self-administration, while showing neither the QT-prolonging cardiac toxicity nor the cerebellar excitotoxicity that have constrained ibogaine clinical development. Still in early preclinical work and not yet entered into human trials at scale, the analog raises the question the whole analog pipeline turns on. Reproducing the therapeutic profile would tell researchers which components of the ibogaine experience were load-bearing and which were dispensable; failing to reproduce it would tell them something equally important about how the experience itself contributes to durable clinical change (Chapter 17).



Multiple sclerosis and somatic indications

Outside the trauma-mood cluster, the human evidence for ibogaine in somatic conditions is thinner and the indication ranking matters again. Multiple sclerosis has the strongest somatic foothold, at the level of two case reports. Two patients treated with oral ibogaine HCl reported substantial lesion reduction on follow-up imaging, alongside neural structural changes including shifts in diffusion values suggesting reduced inflammation.43 Calvey et al. (2026) laid out the mechanism argument in detail: iboga alkaloids, the review argued, may produce neurorestorative effects through several converging pathways, including remyelination of damaged axons, restoration of disrupted neuronal metabolism, induction of synaptic plasticity, and modulation of immune-cell signaling toward an anti-inflammatory phenotype. The mechanism case rests on the receptor profile detailed earlier (NMDA antagonism with neuroprotective implications, sigma-receptor activity, induction of two brain growth factors known to support neuronal survival and plasticity; Chapter 4) and on a thin but real preclinical literature in models of neurodegeneration. Two cases and one review essay fall short of an indication. They establish that the question is worth asking. Frank records a parallel anecdotal case from earlier in the field: a woman with severe multiple sclerosis whose symptoms went into total remission after an ibogaine session taken for opiate addiction, with explicit caution that the case is one person and should not be read as proof of cure.44

Inflammation and metabolic disease appear as plausibility-level threads. A 2018 mouse study found that iboga root bark extract failed to improve the metabolic phenotype of high-fat-fed mice, with a small reduction in one inflammatory signaling protein at low dose and cognitive concerns at higher dose, essentially a negative result for the metabolic claim.45 The neurorestorative review essay positions inflammation modulation as one of the candidate mechanisms in iboga alkaloid pharmacology, but the human evidence for inflammatory disease indications outside multiple sclerosis is absent.46

Cancer and glioma claims live in a different corner of the alkaloid pharmacology, attached to Tabernaemontana species rather than to Tabernanthe iboga itself. The cancer-active alkaloid most often studied is voacamine. A 2025 study in models of acute myeloid leukemia found that voacamine triggered a cellular self-digestion pathway in cancer cells and potentiated their death, with that mitochondrial mechanism as the proposed engine of the antitumor effect.47 A 2022 study in colorectal cancer found that voacamine acted as an inhibitor of a growth-factor receptor known to drive tumor proliferation, producing anticancer activity through the mitochondrial pathway.48 The broader 2024 ethnobotany-and-pharmacology review of Tabernaemontana species named voacamine alongside other alkaloids in the family as the focus of contemporary anticancer interest.49 New iboga-type indole alkaloids from Tabernaemontana pachysiphon described in 2025 added anti-glioma activity in cell models to the family’s preclinical chemistry portfolio.50 The compound-substitution discipline matters here. Voacamine, the new iboga-type alkaloids from Tabernaemontana pachysiphon, ibogaine, noribogaine, and whole-root iboga remain distinct compounds despite their shared botanical or chemical lineage. The alkaloid-family findings describe research directions in compounds related to ibogaine; advocacy claims about iboga and cancer should be traced back to the right compound before being repeated.

Olney’s 1997 NMDA-neuroprotection patent claims ibogaine as a candidate for reducing excitotoxic brain damage in conditions including stroke, neurodegeneration, and Alzheimer’s disease,51 a hypothesis with intellectual-property protection, not a trial. The cerebellar neurotoxicity evidence counterbalances the neuroprotection claim: the 1997 demonstration by O’Hearn and Molliver of ibogaine-induced Purkinje-cell degeneration through the olivocerebellar projection established that high-dose ibogaine poses an excitotoxic risk to specific cerebellar neurons in rodents.52 The human dose-response and clinical relevance of the rodent cerebellar damage remain contested, with modern clinical reports including the MISTIC and OUD cohorts finding no clinical signature of cerebellar injury at therapeutic doses. The neuroprotection claim and the neurotoxicity claim lie at different doses and in different evidence tiers.

Lyme disease appears at the practitioner-testimony tier only. Joseph Barsuglia, a clinical researcher interviewed by van Veenendaal, described seeking ibogaine for chronic Lyme symptoms after a prolonged period of fatigue and neurologic complaints that included involuntary tremors he described as resembling early Parkinson’s disease. The session, he reported, produced temporary relief across pain, fatigue, and cognition. He explicitly framed the experience as a starting place rather than a cure, and the relief came with the explicit recognition that the underlying disease process remained unresolved.53 The interview is useful as an honest first-person account. It motivates research questions without answering them. The same pattern recurs across the somatic-indication testimony in the trade-book literature: patients report partial relief, sometimes durable, often paired with unchanged underlying disease, and the framing converges on language that the trade-book authors and patients themselves use to resist the cure rhetoric the broader retreat marketplace has at times encouraged.



The contour of the open questions

Across the Medicine cluster, the evidence for ibogaine in non-addiction indications sorts into clear tiers. At the top: MISTIC’s thirty-patient veteran cohort, with its halo of follow-up physiological, experiential, and qualitative papers. The next tier is parallel observational work in similar populations, including the Davis 2023 consecutive ibogaine-and-5-MeO-DMT cohort and the announced Texas program. Below that, testimony and lineage: Naranjo’s 1973 framing, Lotsof’s mid-1990s language, provider-network and clinic accumulation of cases in PTSD, depression, anxiety, OCD, and related psychiatric conditions, with trade-book authors consistently using “starting place” and “opening a window” instead of “cure” language. The fourth tier is case-report and review-level work in non-psychiatric indications. Multiple sclerosis is the only condition with both a published case-report base and a contemporary mechanistic review. The fifth tier is preclinical alkaloid pharmacology, including the cancer-active voacamine and Tabernaemontana lineage that popular accounts often fold under “ibogaine” but is more accurately part of the wider iboga-alkaloid family. The sixth tier is patent-level neuroprotection hypothesis and Lyme testimony.

What a credible evidence base requires is roughly what the methods reviews have named. The 2026 systematic review of psychedelic-trial blinding integrity argued that future psychedelic trials require active-comparator designs with credible expectancy controls, prespecified blinding-integrity measurement, and longer follow-up than investigators have been able to fund.54 The 2026 scoping review of ibogaine therapeutics named the same constraints with the cardiac-safety overlay: any future controlled trial will need careful selection, intensive monitoring, stratification by CYP2D6 variation, and ECG protocols of the kind the MISTIC program already pioneered.55-56 The mechanistic studies supply a set of falsifiable hypotheses for what a future trial might measure as mechanism: the Lissemore EEG paper, the Sridhar imaging paper, the Brown mystical-experience paper, the Olash qualitative paper, the Nicolas reward-system framework, the He 2005 GDNF work, and the Cameron 2020 tabernanthalog non-hallucinogenic-analog paper.57-63

In heavily selected veteran cohorts, ibogaine seems to do something clinically meaningful for traumatic brain injury, post-traumatic stress disorder, depression, and anxiety, at the level of a single well-conducted observational study and its physiological, experiential, and qualitative halo. Large enough to justify trials, the signal is also uncertain enough to require those trials before any indication migrates into clinical guidelines or insurance coverage. In OCD, eating disorders, multiple sclerosis, and the wider somatic and neurological territory, the evidence is case reports, transdiagnostic theory, alkaloid-family pharmacology, and patient testimony. Exploratory work is reasonable to pursue while clinical claim is years away. Cancer, metabolic, and Lyme threads draw on the alkaloid family’s pharmacology or on single first-person accounts, and readers should mark them accordingly when they encounter them in advocacy literature.

Beyond addiction, ibogaine opens onto a wide and uneven landscape. Honest cartography shows a single bright signal, a wider halo of physiological and experiential corroboration, a wider testimony base, and a still-wider preclinical and patent literature, with the strongest claim restricted to the brightest tier.



Key Takeaways


	The strongest secondary-indication signal for ibogaine rests on a single thirty-patient open-label cohort of male Special Operations veterans treated with magnesium-ibogaine at a Mexican clinic. The MISTIC study reported large reductions in disability, PTSD, depression, anxiety, and cognitive complaints at one-month follow-up, with no serious or unexpected adverse events in the screened cohort.

	Four follow-up papers using the same cohort added physiological, neuroimaging, mystical-experience, and qualitative texture to the clinical signal. The convergence makes the signal harder to dismiss as expectancy alone, and it falls short of substituting for the controlled-trial evidence that has yet to be produced.

	PTSD beyond the MISTIC cohort rests on a longer lineage of provider observation and a small number of adjacent observational cohorts, with the responsible reading anchored in the MISTIC signal and supplemented by testimony.

	Depression and anxiety in the MISTIC cohort were measured as comorbid outcomes inside the trauma-exposed-veteran frame. Standalone controlled trials for either condition as a primary ibogaine indication have yet to be run.

	OCD and eating disorders appear in a transdiagnostic reward-system framework and in patient testimony from the trade-book literature. No controlled trial has tested ibogaine in either condition.

	Multiple sclerosis has the strongest somatic foothold at the level of two published case reports and a 2026 neurorestorative-mechanism review essay; inflammation, metabolic disease, neurodegeneration, and Lyme remain mechanistic plausibility, preclinical chemistry, or single-case testimony. Cancer and glioma claims attached to “iboga” most often belong to the wider Tabernaemontana alkaloid family, especially voacamine and new iboga-type alkaloids, rather than to Tabernanthe iboga or ibogaine itself.

	The near-term research agenda is randomized active-comparator trials with credible blinding-integrity measurement, longer follow-up than investigators have funded, careful stratification by CYP2D6 variation, and the cardiac-safety overlay the MISTIC program has begun to pioneer.
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12 In the Clinic, in Ceremony, on One’s Own

In a Mitsogo chapel in central Gabon, in the late afternoon of an initiation day, the candidate has taken a place on the sleeping mat at the foot of the chapel altar. Inspecting the rasped root, the nganga divides the first portion. Strung and waiting, the obaka harp has begun and will continue through the night. Elders gather near the candidate as the dose is administered and the visions begin. By morning the return will be into a community that has organized itself around the medicine’s place in the religious life of a people.1-3

Three rooms contain most of what happens when a person takes iboga or ibogaine in the world as of the mid-2020s. First among them is the chapel, and the version above belongs to the Mitsogo branch. Fang and Apindji versions vary in detail but not in the basic shape of an initiation held inside lineage, song, and community return. Beyond the Gabonese interior, the chapel container extends into a small set of diaspora retreat centers operating in Mexico, Costa Rica, Panama, Brazil, and parts of Europe, run by providers who completed Bwiti initiation in Gabon and serve under their teachers’ blessing. ETÈREO on the Caribbean coast of Mexico and Iboga Wellness Center in Costa Rica are two of the named examples the chapter will return to. The second room is a clinic bed in Mexico, New Zealand, the Netherlands, or one of the underground-but-medically-attentive houses in the United States and elsewhere, where a patient has been screened with electrocardiogram and bloodwork, where intravenous magnesium flows through a line, where a physician or trained provider stays nearby through the long visionary night, and where the morning’s return is into a discharge plan, a follow-up call, and the small army of practical questions that constitute clinical aftercare.4-7 The third room is a rented apartment, a friend’s bedroom, a hotel room, sometimes a basement, where a person has obtained capsules of ibogaine HCl or a powdered root preparation through an informal network, where a friend or peer has agreed to sit, where the screening was done by reading what could be found online and emailing a stranger, and where the morning’s return is into whatever life the person had before the dose.

Each room organizes authority, risk, and meaning along different axes. Side by side, they are parallel containers that no single ranking ladder can order. Collapsing any of the three into a variant of the others loses what matters about each. Why a person might choose any of the three, what each one protects, what each one cannot protect against, and what the moral and medical accounting actually looks like across the three are the questions the following sections work through.


Three rooms, three authorities

In a Bwiti chapel, authority flows through lineage. The nganga who administers the eboka has been initiated by another nganga, who was initiated in turn, and the chain reaches back through named teachers and the named branches of the religion to the Babongo or Mitsogo lineages that Bwiti’s own oral history names as carriers of the original encounter with the plant.8-9 Entering the chapel, a candidate has already been told something about what to expect, which songs will be sung, which spirits the dose can introduce, what the night will demand of the body. Staged across hours, the dose is administered while the nganga watches the candidate’s color, breath, and posture, adjusting the schedule, calling for stops or for further administration as the body absorbs what has been taken. Songs continue through the night. The candidate is not alone. That next morning’s return into the social life of the village is itself part of the medicine: the candidate has, in the religion’s framing, met the ancestors, and now the community recognizes the candidate as someone who has done so. Authority here flows through a long chain of trust embedded in a tradition that has sustained this practice for at least the century the Western record can verify, and longer than that by Bwiti’s own account.

Authority in a Western clinic flows through screening, protocol, monitoring, and emergency planning. A clinic offering ibogaine in 2026 — whether a licensed program like the MISTIC veteran cohort’s host site, a Mexican clinic operating under local medical license, a New Zealand provider operating in one of the few jurisdictions where ibogaine is not a controlled substance,10 or one of the underground-medical hybrid houses in the United States — will typically take a detailed medical history, reconcile every medication the patient is on, draw bloodwork including liver function and electrolytes, run a baseline electrocardiogram, assess the QT interval, ask about cardiac history in the family, evaluate psychiatric stability, and stage the dose with intravenous magnesium flowing through a line and a monitor reading the patient’s rhythm continuously through the session.11-14 A physician or experienced clinical-practice provider stays at the bedside. Dose is calibrated to body weight and to the patient’s CYP2D6 (the cytochrome P450 enzyme) genotype when that is available, with magnesium and other electrolyte support adjusted to keep the QT interval inside a safe range. Running through each procedure is the record of a known way the medicine can kill someone if that step is skipped or done badly; that is what the authority here rests on.

In a self-directed or peer setting, authority is improvised. Some peer sitters are former patients, some are friends of friends, some are strangers met through online networks, some are loved ones with no relevant training. The dosing is often based on what the supplier provided or on what the person read in a harm-reduction guide. The cardiac screening, if any, was done elsewhere and may consist of a single primary-care ECG done months earlier. The medication reconciliation, when it happens, was self-conducted. The monitoring during the session is whatever the sitter can do with a pulse oximeter and a phone. The morning’s return is into whatever life the person had before the dose, with whatever support that life contains. What authority exists in this room comes mostly from need: the person has tried other treatments and they have failed or felt impossible, or the person could not afford or could not reach a clinic, or the person wanted a spiritual reckoning the clinic could not host. Need is a real authority. It propels the person across thresholds that more carefully organized authorities would slow them at, which is what makes it dangerous.15-19

All three rooms have a real claim on the medicine. Each one has produced patients who describe the treatment as life-changing, and each one has been a site of harm. Across them the moral and medical accounting differs, and the next sections walk through each in its own terms before the closing synthesis takes up what authority does and fails to do in each.



The chapel

Oldest of the three containers, the Bwiti chapel is also the one the Western record has the hardest time describing without colonial sediment. Fernandez 1982 remains the canonical English-language source for the religion’s internal design: the named branches (Disumba, Misoko, Fang, Ngenza), the chapel space and its symbolic geography, the long night of the initiation, the categories of vision and ancestor encounter, the social reorganization of the candidate’s life after the return.20-21 Contemporary Bwiti is plural, with Disumba, Misoko, Fang, Ngenza, Ebando, and other branches each carrying somewhat different protocols, songs, and emphasis. No single Bwiti orthodoxy exists, and no single iboga ceremony could stand as representative. What ethnographers can describe is a family of practices held together by certain durable features: the lineage authority of the nganga, the staged administration of the rasped root across hours, the long visionary night of song and watching, the ancestor encounter as the central religious content, and the social reincorporation of the candidate as a person who has met what the medicine introduces.

Fernandez’s appendix on MBiri distinguishes a redemptive Bwiti model from more direct disease-diagnosis and curing practices that travel under different names in the same Gabonese landscape.22 Bwiti, in the appendix’s framing, seeks to restore an individual to an ordered cosmos through initiation, ancestor encounter, and the long social work of reincorporation. MBiri chapels and leaders more often diagnose specific agents of affliction and address them directly. Worth noting here is that ceremony is a plural noun in central African iboga practice. Some forms emphasize initiation and cosmogony. Others specialize in curing. Western retreat forms that have grown up around iboga in the past four decades borrow unevenly from both, sometimes from neither, and the borrowing has rarely been done with the lineage authority the source traditions themselves require.

The Bwiti initiation Fernandez documented in the Mitsogo and Fang chapters he visited unfolded across six recognizable stages over a span of one to two days. Stage I, the evening probe, started with a small dose to confirm the candidate’s reaction. Stage II, the long morning-into-afternoon ingestion, ran across hours with substantial quantities of rasped root taken at intervals, up to a hundred grams across the day. Stage III, the forest purification, took the candidate out of the chapel for a bath and ritual cleaning. Stage IV, the return to the chapel, continued the ingestion inside the engosie, the night-long celebration along the path of birth and death that the religion’s symbolic geography organizes. Stage V, often called the eboga death, came near midnight: the candidate collapsed, was removed to a chamber to conclude the visions, and remained there for the deepest part of the encounter. Stage VI, the morning return, brought the candidate back to the assembled membership to recount what had been seen.23 Six stages, not a recipe: they are a recognizable structure across the lineages Fernandez worked in. Recurring in the Mallendi tradition is the same shape, with an explicit duration of three days for the initiation and an emphasis on small doses afterward to maintain wakefulness through the longer ceremonies of community life.24 Fernandez’s essay on iboga’s psychedelic experience and ancestor work documents the once-or-twice-in-a-lifetime massive-dose initiation at three hundred grams to a kilogram of consumed root material spread across an eight-to-twenty-four-hour ceremony, with subsequent small doses functioning primarily as stamina aid for collective ritual, not as therapeutic micro-administration.25

Across a Bwiti initiation, dosing extends across hours rather than through a single swallow. The nganga measures small portions of the rasped root and administers them at intervals across the late afternoon and evening, watching the candidate’s physical and visionary state and calling for more or for stops as the body absorbs what has been taken. The doses in initiation typically run substantially larger than what Western clinical protocols use, with the candidate consuming what would, by Western pharmacological calculation, be a high-end flood dose distributed across hours. The Bwiti tradition has its own categories for what is happening (eboka mother and eboka father, paired ceremonial guardians who supervise the initiate through the stages and who exercise particular categories of authority over the dose decisions; the spirit teachers the medicine introduces; the ancestor encounter at the threshold), and these stand on their own terms as the religion’s own categories, independent of receptor pharmacology. They are the religion’s own description of what the night contains.26-27 A Bwiti shaman gave Peter Frank an unmediated rendering of the same cosmology:


The iboga bush is a living spirit with its own intelligence and volition. If the iboga spirit approves of a person who has eaten the plant, the spirit will transport the person to the land of the dead. Once there, he meets with his ancestors, who are his guardians. He can ask his ancestors for advice or support; he can also ask his ancestors to request a favor from God. […] God rarely listens to people who are alive, because they are too far away. God is more likely to listen to the dead — therefore, if you want God to grant your request, you should get your ancestors to intercede on your behalf.28



The structure of the night follows the structure of the cosmology, and the chapel’s authority is woven through that structure.

Songs and the obaka harps continue through the night, and so do the elders. At no moment is the candidate left alone in the chapel space. The watching has a religious purpose and a practical one. Religiously, the songs hold the candidate inside the chapel’s symbolic geography, with the ancestors locatable through the music and the elders’ presence. Practically, it is the only safety the chapel can offer: a candidate whose breathing slows or whose color changes is noticed by the people present, the dose schedule is adjusted, and the elders intervene if the body shows signs of distress. Over the century the Western record can verify, the medicine has killed initiates, including some whose deaths were attributed by the religion to ndemabe, the bad journey, a category whose responsibility falls on the carefulness of the chapel and the lineage.29-30

Morning’s return is the part of the ceremony that the Western approach most often misses. A candidate who has completed an initiation is now a person whom the community recognizes as having met the ancestors, and the recognition is itself part of the medicine’s work. New social obligations follow, along with new relationships with named teachers and senior initiates, sometimes a new name, and a new place in the chapel’s ongoing life. Integration, an explicit Western therapeutic concept (Chapter 15), is, in Bwiti, already structured into the religion. No separate “integration” step exists, because the return is integration. The candidate has entered a community that keeps them inside the religion’s ongoing work, instead of leaving the chapel into private life.

Western visitors to the chapel often want some version of the experience without the religion: the ancestor encounter as a therapeutic experience, the lineage authority as a kind of expertise certification, the integration as a structured aftercare program. Hybrid spaces that have grown up around Western seekers in Gabon, Costa Rica, Mexico, and elsewhere translate parts of the chapel into a wellness-and-medicine grammar that can read to a Western seeker as a more accessible ceremony and that can read to source-culture practitioners as a thinning of the religion the medicine is part of. Ranging from carefully and ethically attentive to opportunistic, the contemporary economy of these hybrid spaces still has the questions of consent, reciprocity, and benefit-sharing that the Bwiti-Western encounter is still working through, mapped most fully in international NGO syntheses.31-32

Within that broader landscape, a smaller set of retreat centers bears the lineage authority the chapel itself recognizes. The providers in these houses completed Bwiti initiation under a named nganga in Gabon, received the teacher’s formal blessing to administer iboga, and operate inside an apprenticeship continuum the religion can locate. ETÈREO, on the Caribbean coast of Mexico, is one current example of the strict Bwiti-lineage retreat. Iboga Wellness Center in Costa Rica, established in the mid-2000s and historically among the earliest Western-facing iboga retreats, is an earlier piece of the diaspora trajectory, operating in the Taub provider network the next section will return to.33-34 Houses in Panama, Brazil, the Netherlands, and parts of Europe operate across the same range. None of these settings are the Mexican and Caribbean ibogaine clinics the next section takes up. The clinics administer ibogaine hydrochloride under a medical-screening model designed for opioid-use disorder and adjacent indications. The retreat centers, whether in the strict Bwiti-lineage vocabulary or in the Taub-network ceremonial-treatment vocabulary, keep the candidate inside a ceremonial design, with the chapel’s dose schedule, song, and elder watching translated into a diaspora setting.35-37

In naming what serious Bwiti practitioners ask of those who would administer iboga, the Mallendi tradition is unambiguous. Mallendi writes that the nganga must have received the formal endorsement of his teachers. Administering iboga without that credential is equivalent to practicing medicine without the relevant training, and the analogy is deliberate. The seeker is asked to verify the credential before agreeing to receive the dose.38 Mallendi’s stated long-term project is to build a traditional village-hôpital in Gabon that would also serve as a training center for those who wish to learn traditional medicine, a systemic response to the worry that Bwiti’s transmission across cultures has happened without the apprenticeship and credentialing infrastructure the tradition requires for its own initiates.39 Anchored in Phase 2 interviews with twelve Gabonese Bwiti communities, the ICEERS Iboga Community Engagement Initiative has documented similar concerns at the field level and describes the contemporary Bwiti-Western interface as an ongoing negotiation still working toward resolution.40-41

A Western seeker who travels to a Gabonese chapel, or who participates in a Western-led ceremony that draws on Bwiti forms, enters a design Bwiti elders and nganga built for their own initiates. That design carries the long social-and-religious reincorporation that follows the night, a kind of experience no clinic can replicate. Without cardiac monitoring and emergency equipment, however, it cannot catch the arrhythmia that the clinic’s screening is built to prevent, and it places the visitor inside a tradition whose ongoing life that visitor is unlikely to stay and share.



The clinic bed

Youngest of the three containers, the Western clinic is also the most explicitly engineered around what is known to kill people on this medicine. Its clinical infrastructure has accumulated through forty years of underground and above-ground practice, with contemporary protocols representing a synthesis of patient deaths, near-deaths, recoveries, and clinical observation. Moving through detailed medical history, ECG, electrolyte panel, liver and renal function, medication reconciliation, urinary drug screen, psychiatric assessment, opioid-type assessment, careful staging from short-acting to ibogaine-compatible opioids when needed, baseline vitals, continuous cardiac monitoring during the session, magnesium and other electrolyte support, staff observation through the visionary phase, and discharge planning: that is the international reference standard as of 2026.42-43

Contemporary protocols converge on a small set of additions to that baseline. Intravenous magnesium co-administration, loaded before and during the session and monitored at serum-level resolution, provided additional cardiac safety margin and may reduce QT prolongation risk in treated patients.44 Staged dosing with a test dose followed by the flood and sometimes a smaller booster, calibrated to opioid type and to the timing of last use, refined the dosing schedule for opioid-use-disorder patients.45 Hospital-grade monitoring, telemetry, and structured assessment across the days surrounding the session pushed clinical practice toward inpatient discipline.46 The CYP2D6 genotype assessment as part of clinical evaluation added pharmacokinetic stratification, acknowledging that the same labeled dose produces meaningfully different plasma exposures across the genotype range.47

Mash’s St. Kitts cohort (Chapter 4) offers the clearest single picture of what an above-ground clinical container looked like during the 2000s and 2010s, before the contemporary trauma-and-TBI cohort work shifted the protocol center of gravity. Its structure — exclusion screening, opioid stabilization, telemetry, and post-session therapist-elicited narrative — makes legible what the clinic adds to the molecule. A patient who passes the exclusion screening, who is stabilized off long-acting opioids and onto short-acting ones before the session, who is monitored on telemetry through the acute peak, and who has a structured psychological holding for the narrative work afterward is in a substantially different intervention than a patient who takes the same molecule under casual conditions. Four practical phases (screening, stabilization, administration and monitoring, discharge and follow-up) are what the clinic offers. The molecule is one component among them.

A patient in a contemporary ibogaine clinic spends most of the treatment week in monitored space. From late afternoon through the long visionary night into the next morning, the patient lies prone in a bed with vital signs continuously displayed, a physician or experienced clinical-practice provider at the bedside through the dosing and the peak hours, intravenous access for emergency response, and a defibrillator nearby. Visionary content belongs to the patient. Staff hold one job: keep the body inside a safe envelope while the patient moves through the session the medicine opens. Morning’s return is into continued clinical observation: the patient stays at the clinic for additional days while the noribogaine persists, while loss of motor coordination clears enough for safe ambulation, and while the emotional and cognitive aftermath stabilizes enough for discharge.

The cardiac-safety system is what most distinguishes the clinic from the other two rooms. Ibogaine and noribogaine both block the hERG channel, the cardiac potassium channel, and QT-interval prolongation in clinical settings correlates primarily with ibogaine rather than with the metabolite.48 The MISTIC-style magnesium co-administration, the staged dosing in earlier clinical protocols, and the careful screening that excludes patients with structural cardiac disease, prior QT-related events, or interacting medications are load-bearing safety features. Each is a response to the documented ibogaine-associated deaths, almost all of which involved cardiovascular precipitants, opioid co-use, or other situations the clinical screening is designed to catch.49-50

What the clinic has historically been thinner on is the integration that follows the medicine. The clinical-care period in most programs extends from screening through discharge, with the integration handed off to therapists, peer support groups, mutual-help networks, or, increasingly, no one at all. The MISTIC program built additional coaching and a consecutive 5-MeO-DMT session into the back end of its protocol, and several programs in Mexico and elsewhere have begun adding structured post-session psychotherapy and group debriefing.51-52 Keeping the patient alive through the session is where the clinic excels. For the months of integration that determine whether the session’s opening becomes a durable change, the infrastructure is thinner and less practiced.

The clinic also typically works inside a contractual and informed-consent framework that the chapel does not use. A patient signs paperwork describing the risks, including the cardiac risk, the psychological risks, and the post-session vulnerabilities. That contract distributes responsibility along a different axis than the Bwiti chapel’s lineage authority. In its framing, the patient is an autonomous agent choosing a medical intervention with known risks. The clinic is a service provider responsible for delivering the intervention safely. The chapel draws authority from a tradition the candidate is being initiated into; the clinic draws authority from a service relationship the patient contracts for.



The room with a friend

The room with a friend, the rented apartment, the basement, the hotel suite, the parked car at the edge of a town — these are harder to write about honestly because much of what happens in them goes unrecorded. Clinical reports can describe what happens in clinics. Ethnographers can describe what happens in chapels. These third-container settings appear in the published record only when they end in death, in emergency-department visits, or in case reports written from the survivors’ accounts after the fact. Largely invisible is the middle category: sessions in informal settings that ended without medical incident and without a clinic-grade outcome record.53-56

People use ibogaine outside regulated settings for reasons the available evidence can partly reconstruct. Some are people in opioid withdrawal who cannot afford or cannot reach a clinic. Some have tried clinics and bounced off the screening: a borderline QT interval, a psychiatric history the clinic would not accept, a medication list that would require a longer washout than the person can survive, a polysubstance use pattern the clinic’s exclusion criteria would catch. Some are seekers who want a less medicalized experience and are willing to accept the risks. Some are people who have been pointed at ibogaine by harm-reduction networks, online forums, or word of mouth from friends who used it and felt helped. Some are people in extremis, with limited options, looking for any door that might open onto a different life.57

Van Veenendaal’s interview series with contemporary patients and providers organizes outside-clinic use into a four-route taxonomy that has been useful in the harm-reduction literature: traditional initiation in Gabon, Cameroon, or the broader Congo Basin; modern Western initiation using root bark, total alkaloid extract, or ibogaine HCl in retreat centers; a traveling facilitator working in a private space; and solo work, which van Veenendaal explicitly rejects as the least desirable and most dangerous route.58 Compressing those four routes onto a chapel-clinic-room axis is what the three-container framework does here. Traveling facilitators (the fourth route) fall between the chapel and the clinic in some respects and between the clinic and the informal setting in others, a fragile middle category whose risks depend heavily on the facilitator’s training, screening practices, and emergency-response capacity.

Paicheler’s chapter in Bois Sacré names one systemic reason the underground network expanded as it did. Being plant-derived and long since published, the ibogaine molecule cannot be patented as a composition of matter; only its specific applications can be. Pharmaceutical development economics depend on patent protection through the cost recovery of clinical trials, and a molecule that cannot be patented offers no major pharmaceutical company the incentive structure to take it through formal approval. Underground networks grew up in the gap that resulted, filling the access need that regulated medicine had no commercial reason to fill.59 That underlying explanation has held across decades. Contemporary pipeline candidates (the oral ibogaine HCl program at DemeRx, the noribogaine-related candidate at DemeRx NB, the magnesium-ibogaine MISTIC protocol that Stanford and a Mexican clinic partnership have carried) represent the first sustained attempts to bring ibogaine through formal regulatory pathways using either reformulation, analog development, or carefully-structured observational trial design as the routes around the patent problem.60-62

Partial documentation of the supplier-network economy of self-directed use exists in the published record. Frank’s harm-reduction guide describes the range of suppliers, the variability of preparation, and the practical questions of identifying what is actually in the capsules that arrive in the mail.63 The same volume documents Eric Taub’s central role in the contemporary underground network: Taub trained other providers and helped set up practices in Brazil, the Netherlands, Costa Rica, Guatemala, Thailand, and several cities in Mexico, with substantial parallel underground practice in the United States and Canada. By his own estimate, he had personally treated around 750 people, with affiliated clinics treating thousands more.64 The Taub network is the core backbone of the third container, and its scale is part of why harm-reduction writers such as Frank and Brett have treated informal-setting use with sustained seriousness. Brett records similar material, with attention to how clinics differ from informal settings and what minimal precautions can be improvised.65 Van Veenendaal’s interview series describes a wider range of settings, from informal Mexican retreat houses to apartment sessions in Western cities to ceremonial spaces that draw on Bwiti forms without claiming Bwiti lineage.66 Much of contemporary ibogaine practice lies outside regulated medicine, in informal and grey-market segments mapped in international NGO synthesis work.67

Unusual convergence of practitioner voice marks the solo-use question. Across Frank, Brett, Bast, van Veenendaal, Mallendi, the practitioners van Veenendaal interviewed, and the harm-reduction literature, the warning against taking high-dose iboga without a qualified attendant is delivered in similar terms. Van Veenendaal makes the recommendation explicitly: iboga should not be taken by a person alone, and the outcome of inexperienced solo work is likely to be extremely negative and potentially fatal.68 Bast cites the Bwiti shaman Mopunga’s description of the same problem: taking iboga without a qualified guide is like driving a car while blindfolded.69 Ravalec, Mallendi, and Paicheler warn explicitly that taking iboga is anything but a pleasure trip, that solo recreational use is at the user’s own risk and peril, and that the experience requires the structure of a ceremonial container with elders present.70 The convergence honors the harm-reduction discipline of being honest about risk without sliding into the moral-panic tone the ibogaine literature has historically been vulnerable to. It also names the central problem the third container always faces: the people most likely to take ibogaine alone are often the people least equipped to be safe doing it.

What gives self-directed use its weight is the fatality record. Forensic deaths Chapter 6 walked through in detail clustered in informal and minimally monitored settings, with cardiovascular precipitants, opioid co-use, withdrawal from other substances, and inadequate emergency response accounting for the deaths the post-mortem records could reconstruct.71 More recent cases extend the same pattern: ibogaine kills in informal settings most often through cardiac arrhythmia, sometimes precipitated by interacting medications or by the cumulative load of opioids and other substances the patient was on.72 A 2021 death in Serbia from a single ibogaine ingestion added an unscreened-user case with cardiotoxicity as the post-mortem mechanism.73 Short by the standards of opioid overdose mortality, the list is large enough, set against the relatively small global population of ibogaine users, to make the per-session risk in informal settings substantially higher than the per-session risk in screened clinical settings.

A patient or seeker who takes ibogaine in a room with a friend is taking on a risk profile that clinical practice exists to mitigate, and is being held by an authority structure with thinner training, thinner emergency capacity, and thinner accountability than the clinic or the chapel. Many people who use ibogaine outside clinics do so because no clinic existed for them, or because clinicians declined to admit them, or because the clinics were too expensive, or because the clinics were too far away. Those reasons are real, and so is the risk profile.

A friend with a pulse oximeter and a phone is not a defibrillator and a physician.

Harm-reduction networks that have grown up around informal use try to bridge the gap. The GITA 2016 guidelines were explicitly designed to be usable by underground providers and peer settings as well as by clinics, with the recognition that some preparation and screening is better than none.74 A network of underground providers and former patients sat down to write cardiac-screening guidelines for sessions they were never licensed to run, building the safety scaffolding that the regulated system had left them to improvise. Online communities share information about cardiac screening, drug interactions, dose ranges, and emergency response. The harm-reduction infrastructure is real and useful. It is also asymmetric to the risk: a person screened by an online checklist and watched by a friend in a hotel room rests in a thinner safety envelope than a person screened by a clinical team and watched by a physician with cardiac monitoring.

Across settings, the same asymmetry shows up in the screening behavior ICEERS and researchers have documented. In its 2019 Visions on Iboga/ine report, ICEERS observed that psychospiritual participants (patients seeking iboga outside formal substance-use-disorder treatment) were less likely than detox-track participants to receive blood tests or electrocardiograms before their sessions, and that providers themselves sometimes assumed non-detox contexts to be inherently lower-risk.75 Whether the intention was addiction interruption, grief work, initiation, or curiosity, QT prolongation appears in the same hearts. A ceremonial setting whose authority structure is religious, not clinical, carries the same cardiac risk as a clinic, with a different watching setup around it. The third container’s risk profile is similarly indifferent to the framing the patient brings to the session.

Whether the night is understood as detox, initiation, or grief work, the hERG channel responds to the dose and not to the intention behind it.



Microdosing, briefly

Noribogaine’s long half-life and dose-related cardiac risk leave ibogaine microdosing with almost no practice base to describe, which is why the subject occupies only a brief and explicit absence here. The microdosing literature for classical psychedelics has grown substantially in the 2020s, with naturalistic surveys, double-blind self-blinded studies, and small clinical trials for psilocybin and LSD producing a contested but identifiable evidence base for sub-perceptual repeated dosing.76 Ibogaine’s microdosing literature looks different. One direct publication exists: a 2022 case report of microdose use in a single patient with bipolar depression, a signal that the term circulates in clinical conversation rather than an evidence base for a practice.77

The pharmacology argues against importing the classical-psychedelic microdose framework. Noribogaine’s long elimination half-life keeps the active metabolite present for days after a single dose,78 so daily or near-daily sub-perceptual ibogaine dosing accumulates instead of producing discrete sub-perceptual exposures, with the cumulative load rising into ranges where the cardiac safety profile becomes a concern at exposures that remain tolerable for short-half-life psychedelics. The hERG block that drives QT prolongation is dose-related, and repeated sub-perceptual dosing under realistic schedules can produce QT exposure profiles that approach the levels seen in single-flood-dose treatment. Ibogaine’s effects on cardiac ion channels have been mapped in detail, confirming the mechanism and the dose-relationship.79 Repeated-low-dose schedules inherit the same cardiac risk profile as flood dosing, with the timing of the risk simply shifted across the dosing schedule.80-81

Small ceremonial doses in Bwiti practice, and clinical booster doses in some treatment protocols, should be distinguished from microdosing as the contemporary psychedelic-wellness term uses it. A small ceremonial dose taken at a Bwiti ritual occasion is ceremonial dosing inside a tradition with its own framing. A clinical booster dose given hours or days after a flood dose to extend the active period is a clinical-protocol decision inside a monitored setting. Neither maps onto the lifestyle-microdose framework of low-dose psilocybin or LSD taken on a regular schedule outside a clinical or ritual context. Both the pharmacology and the cardiac safety profile argue against the practice’s existence for ibogaine, and no evidence base supports it in any of its current forms. One case report, a single patient, confirms only that the term circulates.



Responsibility through the rooms

What the three rooms hold differently, in the end, is responsibility. In the chapel, responsibility is distributed across a tradition. The nganga who administers the dose bears the responsibility the chapel’s authority structure gives them, and the candidate who takes the dose enters a religion whose long history of practice is itself part of the responsibility structure. When a candidate is harmed, the religion has categories for what went wrong: ndemabe, the carefulness of the chapel, the inattention of the elders, the spirit interactions the candidate’s life brought into the session. The responsibility lives in the lineage.

In the clinic, responsibility is distributed across a service relationship. The clinic bears the responsibility a contract gives it, the patient bears the responsibility informed consent assigns them, and when a patient is harmed, the legal and medical system has its own categories for what went wrong: protocol failure, screening failure, judgment failure, equipment failure, patient nondisclosure. The responsibility lives in a documented chain of decisions, with the chain ending at the institutional malpractice insurance and the licensing body.

In the room with a friend, responsibility concentrates on the people least equipped to carry it. The sitter who agreed to watch is now responsible for noticing cardiac distress in a friend going through a long visionary state, with no training in cardiac emergency response and only the equipment a domestic setting can offer. The patient who took the dose has accepted a risk the sitter cannot mitigate and that the local medical system may be slow or unable to respond to when called. The responsibility distributes itself across people for whom it is simply too large.

Each container has its place, and the choice of which one suits a particular person rarely appears in a form the person can answer with full information. Some patients are best served by the chapel’s tradition, some by the clinic’s safety system, some by the informal setting’s lower barriers. Some patients have no real choice, because the chapel cannot host them, the clinic cannot accept them, and the informal setting is what is available. What each container can and cannot do, and what kind of harm each one is most likely to fail to prevent, is the accounting a person needs before the night begins.

The chapel can carry meaning the clinic cannot, and can fail to catch cardiac emergencies the clinic can catch. The clinic holds the cardiac safety the chapel lacks but provides little of the social and religious reincorporation the chapel structures. The informal setting offers access the other two withhold, while protecting against almost nothing they protect against. Each room is a genuine container for some patients and a wrong container for others. What follows takes up the parts of practice each room cannot resolve on its own: Chapter 13 on the smaller-grain question of set, setting, sitters, and music; Chapter 14 on harm reduction and the patients each container should turn away; Chapter 15 on the integration that all three rooms produce and that no room can be reduced to a substitute for.



Key Takeaways


	Iboga and ibogaine are taken in three broad kinds of container in the world as of the mid-2020s: a Bwiti chapel, whether in central Africa or in the diaspora retreat centers run by Gabon-initiated providers in Mexico, Costa Rica, Panama, Brazil, and parts of Europe (ETÈREO, Iboga Wellness Center, and others); a Western clinic operating under formal medical license; and a self-directed or peer setting outside both formal medicine and formal tradition. Each container organizes authority, risk, and meaning differently, and the three sit side by side rather than on a single ranking ladder.

	The Bwiti chapel operates on lineage authority, staged ceremonial dosing over hours, all-night song and elder watching, and a social reincorporation of the candidate as a person who has met the ancestors. The chapel offers something the clinic cannot provide and lacks the cardiac-safety apparatus the clinic provides.

	The Western clinic operates on screening, electrocardiogram and electrolyte monitoring, intravenous magnesium co-administration in the MISTIC-style protocol, structured dosing, continuous cardiac monitoring during the session, and contractual informed consent. The clinic excels at keeping patients alive through the dose and has been thinner on the integration work that follows.

	The self-directed and peer setting absorbs patients the chapel cannot host and the clinic’s staff turn away or cannot reach. The setting buys access at the cost of cardiac safety, emergency response capacity, and accountability, and the fatality record clusters in informal settings where co-ingestion, missed screening, or delayed emergency care became fatal.

	Microdosing as the term is used in classical-psychedelic wellness culture remains undeveloped for ibogaine. Noribogaine’s thirty-hour half-life accumulates across repeated sub-perceptual dosing, the cardiac risk from hERG block is dose-related, and the one published case report functions as a signal that the term circulates rather than as evidence of a practice base.

	Responsibility for what happens in each container is distributed differently. The chapel distributes it across a tradition with its own internal categories for harm. The clinic distributes it across a documented service relationship. The informal setting concentrates it on people least equipped to carry it.

	Each container is a genuine practice space for some patients and a wrong space for others. The next chapters take up the parts of practice each room cannot resolve on its own.
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13 The Container: Set, Setting, Sitters, Music

On the day before initiation, in a town in central Gabon, a candidate for the Dissumba branch of Bwiti goes to the market to assemble the ritual kit. Specific items make the list: cloths, a sleeping mat, a mirror to be placed before the eyes during the visions, a bucket for the purge the dose reliably produces.1 Each item encodes a piece of what the night will require. Supporting the long immobility is the mat. Giving the visions an external anchor when the interior visual field overwhelms attention is the mirror. Airway protection goes to the bucket.

The candidate is also, in the assembly, consenting to what each object commits them to: lying still for many hours, looking past their own gaze, vomiting in front of the people who will sit with them.

The phrase set and setting entered the psychedelic vocabulary in the early 1960s and has carried most of what people mean by ceremony, ritual, atmosphere, and care ever since.2 With ibogaine the phrase fits awkwardly. The classical reading assumes a person upright or moving, eyes open or closed, attending to a room they can see and to music they can let in, with a sitter close enough to be addressed and a session short enough to be tracked end to end. An ibogaine subject is none of those things for most of the night — lying flat and ataxic for many hours under an eye mask, scarcely able to perceive the room, monitored by a physician reading a cardiac telemetry trace the subject will never see — in a session whose pharmacology extends well past the night the visions occupy. Brett puts the point plainly: the traditional notion of set and setting advocates good people in a comfortable environment, and these remain essential, but the fact that the subject is flat out and unaware of the outside world means the formula does not apply in quite the same manner as in other psychedelic scenarios.3

What sustains a person through an ibogaine session is four things working together, any of which can be done well or badly by clinic, by chapel, or by improvised peer room: the preparation that decides what is known about the candidate; the physical and symbolic environment the body rests inside; the sound, when there is sound, that draws attention through the long inward stretch; and the people watching, who decide what gets noticed and what gets done when a body in trouble cannot speak for itself. None of the four is decorative. Each is part of the safety system and part of the meaning the night leaves behind.

The substance-specific approach matters because the medicine sets terms the generic formula was never built for. The long noribogaine period keeps the molecule pharmacologically active for many days, and the monitoring obligations must extend across that whole period. Ibogaine itself is the primary driver of QTc prolongation during the acute session, with the noribogaine-QTc correlation non-significant, but the pharmacokinetic tail means physiological and psychiatric monitoring continues well past the visionary phase.4-5 The flood dose extends eight to twenty-four hours in clinical settings and longer in the Bwiti initiation, with the candidate largely immobile for most of it.6-8 The receptor and channel pharmacology that produces these constraints belongs to Chapter 6. The screening that closes the gate on candidates whose bodies cannot tolerate them belongs to Chapter 14. This chapter falls between.


What preparation actually asks

Preparation is the part of the container the participant builds before the medicine begins, and the part most often reduced to intention setting in retreat marketing. Lost in that reduction is what preparation is for. In every serious setting, preparation begins weeks or months before the dose and proceeds along two parallel tracks: a track of disclosure, in which the candidate’s body and history become legible to whoever will hold them; and a track of readiness, in which the candidate prepares themselves to enter a long, physically destabilizing, and morally consequential experience.

Disclosure is the medical track. The GITA guidelines ask candidates to disclose every prescription and over-the-counter medication, every supplement, every recreational substance both recent and chronic, every psychiatric diagnosis and hospitalization, every cardiac event in the candidate and their family, the type and timing of opioid use where relevant, current withdrawal status, and any history of seizure, eating disorder, or syncope.9 The MISTIC cohort (Chapter 11) layered onto that baseline a structured pre-treatment medical workup, a 12-lead electrocardiogram with a QT-interval reading, an echocardiogram for candidates with cardiac history, comprehensive metabolic and electrolyte panels, and a magnesium-loading plan that begins before the dose.10 Knuijver’s pharmacokinetic monitoring confirmed that QTc prolongation and cerebellar effects during the acute session were driven primarily by ibogaine rather than noribogaine, with the noribogaine-QTc correlation non-significant.11 No part of this work is reducible to a screening form. It is the slow assembly of a clinical picture the team will trust if a rhythm changes at hour eighteen.

In the Bwiti chapel, disclosure looks different on the surface and similar underneath. For months or years before the dose, a candidate has typically been in a relationship with the nganga and the chapel, has attended other initiations, has been observed in ordinary social and ritual life, and has been judged by elders and family as ready.12-13 In Dissumba Bwiti, the kombo, the master of ceremony, prepares the initiation with the “mothers” or sponsors who will guide the candidate through the days.14 On the day before, sexual abstinence is observed. Food is light and restricted to permitted items. The kit assembly described in the opening of this chapter is itself part of the disclosure.15 The chapel performs no electrocardiograms. It conducts instead a slower and more social form of screening, in which the candidate has been observed across months by people who know them along dimensions a clinic visit cannot reach: the candidate has bought their bucket, which is to say has consented to vomit in front of the people who will sit with them.

The Western retreat scene has reproduced the social dimension of this screening unevenly. Some providers replicate it at depth: an extended pre-treatment correspondence, video calls with the candidate and where appropriate with family members, a request for full medical records released by the candidate’s primary-care physician, a refusal to accept candidates whose disclosures contain obvious gaps or whose insistence on a particular outcome looks like unprocessed pressure. Other providers offer little beyond a screening form. Van Veenendaal records a senior provider’s framing that captures what the more thorough end of the spectrum is reaching for: more and more, providers are moving toward the idea that taking iboga should involve a sponsor-initiated guide throughout the process, that in Gabon a candidate has a Papa, a nganga, and musicians, and that the whole thing is best understood as an entire community preparation.16 Few Western retreats actually offer what the framing reaches for. Few retreats run with the depth of community embedding the Bwiti chapel takes for granted, and the candidate is owed an accounting of what the available preparation actually consists of.

The readiness track is shared across all three rooms, though it goes by different names. Leo van Veenendaal, drawing on interviews with Western retreat participants and providers, describes a two-to-three-month communication period with a serious provider before the dose, with intention treated as preparation of the soil, and with a hydration plan in place because purging, sweating, and constipation can otherwise lead to dangerous fluid loss.17 The hydration plan is specific in serious programs: oral electrolyte targets across the days before the dose, intravenous access placed before induction for parenteral fluid support during the long flat hours, and a documented protocol for managing the post-dose recovery period during which the candidate’s thirst signal is unreliable and the noribogaine tail continues to affect autonomic regulation.18-19 Holly Stein’s memoir of an Iboga Sanctuary retreat opens with a fire ceremony around which participants sit and share, and the sharing is the first move of readiness: the candidate states aloud, in front of the people who will hold them, what brought them and what they are afraid of.20 Bwiti’s version of the same move is more elaborate and more bounded by tradition, but the working fact is the same. No candidate enters the medicine secretly. What the night will rest on includes the disclosure to other humans.

Expectancy needs its own paragraph because ibogaine has a reputation that preparation has to temper. Ibogaine’s public association with addiction interruption and spiritual revelation can motivate desperate candidates, and a desperate candidate can be a useful candidate — need is a real authority. That same reputation can also produce pressure to have a particular kind of breakthrough, which the medicine sometimes withholds and which the chapel and the clinic both acknowledge as variable.21-23 Subjective-experience studies and qualitative interviews with people who have undergone the treatment describe a wide range of phenomenology: autobiographical review, somatic difficulty, dense visual scenes, encounter material, fear, clarity, ordinary discomfort, and the occasional flat or uninteresting night. Honest preparation lowers the temperature of the promise. The candidate arrives expecting that the medicine may do something useful and that the integration afterward will be theirs.

Beyond the individual candidate, the marketing environment around ibogaine programs conditions expectation itself. Programs vary widely in how they describe outcomes, and a candidate moving through a high-promise environment brings that expectation into the night with them. The subjective-experience and qualitative-interview record together describes a range of trajectories: some candidates report transformative shifts in addiction, depression, or self-understanding; some report neutral or difficult nights with little lasting change; and some report negative outcomes that include psychological destabilization or, in the most serious cases, re-emergence of trauma symptoms the candidate had thought were settled.24-27 Range matters because the candidate is being asked to consent to a process whose outcome will be theirs and whose downside they will bear. Preparation that acknowledges the range tells the candidate the truth about what they are walking into.



The room and what it provides

The room is the part of the container the participant rests inside, and the part most often reduced to lighting and aesthetics. The reduction misses that the room is a knowledge system. A Bwiti chapel is laid out according to a cosmology that the candidate will move through during the night, shaped like a person crucified, with a men’s chamber on one side and a women’s chamber on the other, and at the center a fire that is the chapel’s heart, which the religion replaces with a softer lamp once the dancing begins in earnest.28 The front half of the chapel is the land of the living; the rear half is the land of mbwol, the unseen, the death half; the engosie, the all-night ceremony, is conceived as a path of birth and death along which the initiates dance, and the candidate’s movement through that geography is part of what the night accomplishes.29 Literally as well as symbolically, initiates walk that path. Dancers move the length of the chapel across the night, their movement inscribing the path the song and the cosmology together describe, and the underlying fact that the candidate has walked through the chapel’s life half and death half is part of how the ceremony’s narrative is registered in the body afterward.

The chapel building has a name in the Tsogho vocabulary, mbandja (sometimes rendered mbandza), and the building is itself a built diagram of the cosmology the candidate will move through.30-31 The central pillar that rises from the dance floor toward the roof, called the otunga in various branches, encodes the world axis along which the initiate’s spirit is understood to travel between the world of the living and the world above, and the chapel’s orientation is laid out to mark that passage in the cosmology’s terms. Gendered divisions in chapel space (men’s chamber, women’s chamber) and the front-half / rear-half division between the land of the living and the land of mbwol, the unseen, are not decorative arrangements. Both reproduce the design of the world the initiate is about to enter, in a built form the body walks through during the long night. A Western clinical room reproduces a different theory of how the medicine should be supported. A mbandja reproduces, in wood and earth and torchlight, the cosmology the medicine is understood to disclose.

Inside the larger chapel a smaller dark room, the bwengué, shelters the candidate during the deepest phase: a small, quiet space with okoumé-resin torches whose sweet smoke is believed to protect, and whose flames give the candidate the first images to work with.32 The bwengué functions as the chapel’s nearest analog to the Western dark-room-with-eye-mask, with one critical inversion. The Western clinical room subtracts visual input so the candidate’s interior visual field has room to surface. What the bwengué supplies is a low, flickering visual input (the torches against the dark) that the religion treats as a doorway into the deeper visions. Both designs rest on different ideas of how perception should be sustained across the long inward stretch, each a built environment determined by what the room’s makers believe the medicine does to attention.

Different work governs the clinical room’s layout, and the layout follows its own logic. A serious ibogaine clinic prepares an inpatient or extended-treatment space with a hospital bed, continuous cardiac telemetry leads, a pulse oximeter, blood pressure monitoring at regular intervals, intravenous access for magnesium and fluids, a vomit basin within reach, controlled access to a bathroom, low light, an eye mask for the candidate who wants one, and a sound system that can deliver music or silence according to the protocol.33-35 Brett observes that the clinical setting will likely be at night, in a dark room, with an eye mask to ensure the visual field is limited to the visions, and the same applies to noise, because the last thing the subject needs is background traffic, roadworks, dogs, or unrelated conversation.36 MISTIC added one further built-in: an emergency-response capacity within minutes of the bedside, because the cardiac risk extends past the visionary peak and the team needs to be ready for a rhythm change at hour eighteen or hour twenty-four.37-38

The MISTIC clinical room adds a useful concrete picture of what a contemporary clinical room actually contains. The treatment space at the Ambio Treatment Center in the suburban Tijuana area is a single large room with mats spread across the floor, where patients recline through the effects of ibogaine instead of lying in separate hospital beds. The room contains medical monitoring equipment for cardiac telemetry and vital-sign tracking. An adjacent nursing station stores the supplies and medications that may be needed for emergency management, including the intravenous magnesium that the MISTIC protocol administers as cardioprotection. A maximum of five patients is treated at a time, which means the room functions as a small communal space across the long flat hours. Group preparatory and ceremonial activities take place on the arrival day before the dose, and the days that bracket the session include sweat lodge, massage, yoga, reiki, breathwork, and meditation as complementary supports the program elects to offer.39 Neither the single-bed hospital protocol Mash and colleagues described nor the bwengué’s single-candidate enclosed space matches this communal floor-mat layout.

The peer or self-directed room is the hardest of the three to generalize, because the rooms vary across every dimension that matters. Some are improvised with care: a rented house with a sitter who has done this before, a bathroom near the bed, a phone with the local emergency number programmed in, and a baseline electrocardiogram done at a primary-care office in the weeks before. Some are improvised with very little. Bast’s account records a moment in which the temple at Iboga Sanctuary was a covered carport, plain enough to draw a participant’s complaint, transformed into a temple by the people present and the seriousness of the session, even when the room itself was built for cars.40 The coded online reports, drawn from self-selected accounts on Erowid, PsychonautWiki, and Reddit, contain room language across this whole range (solo, peer, ceremony, retreat, clinical, and occasional party-setting accounts that function as warnings), and the language conveys what people improvise when no clinical or ceremonial container is available.41

The room’s physical work is harm reduction in its most practical form. Ibogaine produces ataxia, vomiting, weakness, disorientation, long immobility, sleeplessness, and a recovery period that extends into days. In a safe room, the candidate who tries to reach the bathroom is less likely to fall, the candidate vomiting while supine is less likely to aspirate, and the candidate dense with visions and unable to manage interruption is less likely to lose track of where the room ends and the journey begins. A poor room intensifies all of these. Case reviews of ibogaine fatalities and adverse events repeatedly name environmental factors that a better room would have removed: candidates left alone for hours, candidates allowed to walk unsupervised, candidates whose medications were not reconciled before the dose, candidates whose cardiac history was unknown to the sitter.42-43 The room is part of the medical setup even when no monitors are running.

The two rooms most distant in surface description, the bwengué with its torches and the clinical room with its telemetry, converge on a shared intention. Both are dark. Both are quiet enough that the candidate’s interior life can land. Both are watched. Cosmology and failure modes together explain the visible difference. A chapel cannot read a QT interval. A clinic cannot place the candidate inside a chain of ancestors.

Each room does what the room can do.



Sound as direction, not ambience

In the Bwiti chapel, sound has the role of a path. The ngombi, the eight-stringed harp carved with the figure of Dissumba the first woman, hangs in a chamber above the altar and is brought down to the harpist at twilight when the ceremony begins and handed back at dawn when it ends. The harp’s music is heard, in the Dissumba tradition, as the sobs of the dead crossing from the earthly world to the world above. The mogongo, the mouth-bow, sounds the cord that links the spirits of the living to the spirits of the ancestors, and the strange communicative sound that comes from it is a language the initiates understand and that guides the candidate’s spirit toward those ancestors. The harpist sits inside a circle of grace painted or inscribed above the player, the ekat ngombi, through which the Holy Spirit and the blessing of the Sister of God shower down to give power and beauty to the music.44-45 A dozen distinct dances and several hundred chants move through the night, with the harp’s persistent rhythm sustaining the long stretches and the closing chants exalting the state of grace the morning is meant to deliver.46 The cosmology is specific. The sound is the means by which the chapel’s symbolic geography becomes navigable.

Duration matters. A Bwiti engosie extends from twilight to dawn: ten to twelve hours of continuous live music tuned to the candidate’s progress through the dose schedule. Singers, dancers, and instrumentalists rotate so the sound never breaks. Across the night’s named phases, the harp’s persistence is itself the longitudinal structure the candidate’s attention rests on, with chants shifting as each phase arrives.47-48 What the chapel offers, mechanically, is the longest sustained intentional auditory environment in the contemporary literature on any psychedelic ceremony. Western clinical protocols for psilocybin and MDMA, by comparison, deploy pre-curated playlists of six to eight hours.49 Ibogaine clinical sessions, when they use music at all, generally span shorter still, with the music selected for the acute period and silence covering the long subacute hours during which the cardiac telemetry continues.50

Retreat providers in the West have produced their own version of the claim that sound is direction. Leo van Veenendaal records a provider who put it as plainly as any clinical paper has: sound is like a vehicle, and without sound the candidate goes nowhere and stays lost. Iboga without music leaves the night drifting, while music takes the candidate to the bottom of the soul or to the bottom of the universe.51 The same provider describes the team around the candidate as a crew rowing a boat, singing, playing, and caring, working to move the candidate to where the candidate needs to go.52 Fanciful as the image is, the practical claim earns its weight. A long inward stretch supported by music that is structured, intentional, and continuous is a different kind of night from a long inward stretch left to silence or to a playlist chosen at random.

From a different vocabulary, the Western clinical scene reaches the same practical point. Mendel Kaelen and colleagues, working at Imperial College London with psilocybin-assisted therapy, characterized music as a hidden therapist in psychedelic sessions, capable of evoking autobiographical memory, organizing emotional content, and supporting the therapeutic process across the course of the session.53 Built around a phase design inherited from earlier psychedelic-therapy work by Bonny and Pahnke, William Richards, and Stanislav Grof, the Imperial playlist divided the session into pre-onset, ascent, peak, descent, and return, with the most emotionally evocative music reserved for the peak phase once the candidate felt calm and safe.54 Patient interviews described the music as a source of grounding and reassurance, sometimes in resonance with their emotional state. One participant put it most directly, that under psilocybin the music absolutely takes over. Empirically, the quality of a patient’s relationship with the music predicted the size of the antidepressant response at one week, while the intensity of the drug experience itself did not.55 Frederick Barrett, Katrin Preller, and Mendel Kaelen reviewed the neuroscience of psychedelics and music together and argued that music can drive acute experience and longer-term therapeutic outcomes through mechanisms that include emotional regulation, memory retrieval, and the organization of subjective time.56 These findings rest on psilocybin and LSD literature, and their translation to ibogaine remains partial. Ibogaine’s immobility, visionary intensity, and cardiac concerns impose different demands on what music can do, and the Kaelen phase design would need adaptation to a ten-to-twenty-four-hour dose. The underlying claim transfers all the same: music does therapeutic work.

Ibogaine-specific clinical practice has yet to produce a canonical playlist of the kind the psilocybin trials use. Holly Stein’s memoir records the sparse end of the spectrum: looped African music memorized over the long flat hours, the same few songs returning as the night unfolded.57 Brett notes that some clinical protocols use no music at all, treating silence as the safer default when the candidate is immobile and disoriented.58 The Pronovost-Morgan, Greenway, and Roseman ReSPCT guidelines, published in Nature Medicine in 2025, surveyed reporting practices for setting in psychedelic clinical trials and found large gaps in what published trials document about music, environment, and the conditions under which trial participants underwent the substance. An international expert consensus established thirty non-drug variables worth reporting, grouped under physical environment, dosing-session procedure, therapeutic framework, and subjective experiences. Basic items were among the gaps the survey identified: which music was played, who chose it, whether the participant could ask for changes, and whether the music was held to be part of the therapy or separate from it.59 For ibogaine, almost every one of those variables is currently under-reported in the published trial record, and anyone trying to assess what a particular study’s container looked like is largely guessing from descriptions written before researchers had agreed on what mattered to describe. The gaps run wider for ibogaine than for the comparator psychedelics, because the substance has been studied in fewer formal trials and the published reports rarely specify the auditory environment in any detail.

Sound for ibogaine should be chosen as a working part of the container, selected for the substance and the session. Continuous, structured, intentional music in the Bwiti tradition has a long track record inside the chapel and is the strongest single example of sound as direction. Clinical protocols that elect silence have their own coherent rationale, especially where the immobility and the medical setup make even music feel intrusive. Sound chosen casually fails the night: a playlist a friend made, a streaming service running on shuffle, traffic from outside, conversation from another room.



Who watches, and what they watch for

The people watching are the part of the container that does the practical work of safety, and the part most easily confused with the part of the container that gives the night its meaning. Related but distinct, the two roles can be held by the same person only when both competences are genuinely present. A clear container distinguishes them; a muddled container blurs them, and the blurring is where harm happens.

In a Bwiti initiation, the kombo or nganga who leads the ceremony bears ritual authority, and the “mothers” or sponsors bear both ritual and practical responsibility.60 Their watching is continuous. Nganga and the mothers touch the candidate regularly to take a pulse, because iboga can affect heart rhythm. A tradition with no electrocardiogram had already reasoned its way to the pulse at the wrist, which is the same vigilance the clinics later built into a telemetry trace, arrived at a century earlier by people watching what the root did to a body through the night. Temperature is checked. Visual and auditory thresholds are monitored across the night. And the accompanying role is considered central to whether the night goes well or badly.61 Watching and ritual are woven together: neither stands without the other. Some chapels pay such careful attention to the conditions of the ceremony that the bad journey is practically never encountered there, a chapel-by-chapel variation the Bwiti tradition recognizes and discusses as a marker of competence.62

In a Western clinic, the watching is similarly continuous and structurally different. A physician or trained clinical-practice provider stays at or near the bedside. A nurse or technician monitors the telemetry trace. The team measures vital signs at regular intervals through the acute phase; and the cardiac watch continues across the noribogaine half-life, which means the watching extends across days.63-65 Brett describes the provider’s bedside role inside a competent program as something close to a babysitter who watches from afar: the candidate is deep in realms the provider will not interrupt, and the provider’s job is to observe, to be ready, and to refrain from imposing meaning on the night.66 Gentler than the activity it names, the babysitter image nonetheless describes the stance. What it requires includes recognizing dangerous rhythm changes on the heart monitor, escalating to a higher level of care if the rhythm decompensates, and managing the medical complications a long flood dose can produce.

Alongside the medical watcher, the contemporary clinical container has begun to formalize a second role: the coach or session therapist who handles the psychological and integration dimensions the medical provider deliberately does not. The MISTIC protocol pairs each veteran with a licensed therapist familiar with, and experienced in, coaching patients undergoing ibogaine treatment. Sessions are structured. Pretreatment coaching includes intention-setting, tools for managing expectations, and methods for reducing anxieties about treatment. Post-treatment coaching helps the candidate process emotions, define meaning, and integrate insights from the experience into ordinary life. Explicitly, the protocol bounds the coaching role: no diagnosing, no delving into past traumas during sessions, no medication-based approaches to healing.67 That boundary is deliberate, holding the coaching role inside what it can responsibly do: a medical team handles the body, and psychotherapy-style trauma work is explicitly excluded from sessions.

Divergence between the roles shows most clearly when something goes wrong. A chapel that has carried a candidate through a difficult night has a vocabulary for what the night contains and a community to return the candidate to in the morning. A clinic that has caught a cardiac event in the noribogaine period has a protocol, a code team, and a hospital bed for transfer. Neither competence substitutes for the other, and most of the published harm comes from rooms that had neither: a sitter charismatic enough to inspire trust but untrained to call an ambulance, or a clinician trained to read a 12-lead but unable to hold a candidate inside a night the candidate could barely describe.68-69

Training infrastructure for ibogaine sitters and facilitators in the West is thin compared with the one that has grown up around psilocybin-assisted therapy. The contemporary psychedelic-therapist training landscape, surveyed in Janis Phelps and James Henry’s 2022 review, consists of a handful of established certificate and academic programs that run several hundred hours of coursework and supervised practice, with content on pharmacology, altered-state phenomenology, ethics, music protocols, boundaries, and integration support.70 None of these programs was built primarily for ibogaine. Their pharmacology, session length, and integration assumptions all derive from psilocybin and MDMA work, and the translation to a ten-to-twenty-four-hour cardiac-watched flood dose has been partial at best. The GITA detoxification document (Chapter 3) specifies medical and procedural competencies for providers operating in underground and quasi-legal settings, including pre-treatment cardiac and metabolic workup, intra-session monitoring intervals, transfer-of-care thresholds, and post-treatment opioid-overdose risk management. Since publication, the document has functioned as a quasi-standard among ibogaine providers, though it has no licensing authority.71 ICEERS has documented the ecosystem of providers and named where accountability is missing. Its Phase 1 and Phase 2 community-engagement reports remain the most carefully assembled descriptions of how the international ibogaine field looks from the inside.72-73 Johnson, Richards, and Griffiths, publishing in 2008, articulated what a controlled psychedelic environment requires: screening criteria, monitoring presence, room characteristics, music protocols, and the avoidance of dual relationships. Now among the most cited reference documents in the broader psychedelic literature, the guidelines have been folded into most contemporary clinical protocols, MISTIC among them.74

The chapel-by-chapel variation in carefulness, which the Bwiti name through the near-absence of the bad journey, ndemabe, in the most attentive chapels,75 has its analog in contemporary clinical and retreat settings. Some programs produce reliable nights. Others produce difficult nights or worse. The variation follows the carefulness of preparation, the discipline of monitoring, the clarity of role boundaries, and the integrity of who is allowed in the room. A candidate trying to evaluate a program has the right to ask what its track record is, who has died or been hospitalized after a session there, and how the program’s clinicians decide who to decline. The field is small enough that a program unwilling to answer these questions is a program worth declining.

Van Veenendaal states the candidate’s selection problem most directly. Iboga is not like psilocybin or LSD. It is closer in seriousness to brain, heart, and soul surgery, and the candidate should choose the surgeon accordingly. Both expert surgeons and untrained operators exist in the field, and the candidate is being asked to choose wisely between them with limited information.76 Van Veenendaal’s argument is sharp because the underlying asymmetry is sharp.

A bad sitter for psilocybin can produce a difficult night. A bad sitter for ibogaine — in a body with an inherited long-QT condition or a recent opioid dose — can produce a fatality.

Across every comparison among the three rooms, the cardiac asymmetry runs through the subtext, and the people watching are the last line of defense the candidate has when it tilts.

Three working rules survive across all three rooms. First, role overlap should be visible. A guide with ritual authority can also take medical responsibility, but only when the medical capacity is actually present. Candidates are owed clarity about what the guide handles at the bedside and what the guide defers to others on. Second, emergency competence is non-negotiable. Whoever watches the candidate has to be able to recognize warning signs and call for higher care, regardless of how skilled the ritual or therapeutic dimensions of the watching are. Third, boundaries hold without exception. Sexualized touch, dual relationships, and improvised therapeutic interpretation during the visionary peak are failure modes researchers have documented and the training literature increasingly names.77-79 The chapel, the clinic, and the peer room each have their own version of these rules, and the rules are the part of the container the candidate has the right to ask about by name.



What the container hands off

The container has one more job, taken up only briefly here because Chapter 14 and Chapter 15 develop it in detail. A container that has supported a candidate well through the visionary night is not finished when the visions end. Cardiac risk outlasts the visions by days. Cognitive recovery can extend a week. Post-acute integration, while the noribogaine tail remains pharmacologically active, can extend two to three weeks.80-81 A clinical container hands the candidate off to a discharge plan, a follow-up call, and a referral pathway. A Bwiti chapel hands the candidate to a community that keeps the morning’s return inside the religion’s ongoing life, with named teachers, named responsibilities, and a place in the chapel’s continuing work.82-83 A peer or self-directed room hands the candidate to whatever life the candidate had before the dose, which in many cases means a family, friends, or therapeutic relationships who do not understand what just happened and have no map for the weeks ahead. Most candidates underestimate the handoff before the dose; most providers underestimate it after. The integration work it opens onto, and the harder gate that closes the container against the candidates who should not pass through it at all, are where the next two chapters go.



Key Takeaways


	The classical set and setting formula transfers awkwardly to ibogaine, because the subject is immobile, eye-masked, and largely unaware of the outside room for most of the night, and the pharmacology extends the safety window across days. The substance-specific container is built around the immobility and the long noribogaine tail rather than around the subject’s moment-to-moment engagement with a visible environment.

	Preparation is two parallel tracks. Disclosure makes the candidate’s body and history legible to whoever will hold them. Readiness prepares the candidate themselves to enter a long, physically destabilizing, and morally consequential experience. The first track is medical; the second is psychological and social; both extend across weeks or months before the dose.

	The room is a knowledge system, not a setting. A Bwiti chapel encodes a cosmology the candidate moves through during the night; a clinical bedroom encodes a safety apparatus the candidate’s body needs across days; and a peer or self-directed room is defined by whatever the participants brought to it. The two careful versions — the bwengué with its torches and the clinical room with its telemetry — converge on darkness, quiet, watching, and the right to interrupt.

	Sound is direction, not ambience. The ngombi and the mogongo carry candidates along a path through the Bwiti chapel’s symbolic geography; the Western retreat scene reaches the same practical point through structured music or chosen silence; the failure mode is sound chosen casually, which lets the night leak instead of holding it.

	The people watching do the practical safety work and are often confused with the people who give the night its meaning. The two roles can overlap, but the candidate is owed clarity about which competence is actually present. Emergency readiness and clear boundaries are non-negotiable across chapel, clinic, and peer room alike. Charisma and good intentions are no substitute for either.

	The training infrastructure for ibogaine sitters is thin compared with the one for psilocybin-assisted therapy, and the candidate is being asked to choose well in a field where untrained operators and competent ones both circulate. The asymmetry of harm — a bad ibogaine sitter can produce a fatality where a bad psilocybin sitter produces a difficult night — means the candidate’s right to ask hard questions about who will be in the room is part of the container itself.
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14 Harm Reduction and Who Should Not Take It

In a Caribbean clinic, on the morning before an ibogaine session, a candidate is told that the case is workable but not workable this week. An electrolyte derangement on the baseline metabolic panel needs to be corrected first. A serotonergic medication the prescribing physician will need a long lead time to taper has not yet been transitioned. The QT interval on the screening trace rises above the threshold the provider will accept. Deferral is a form of care.

The forensic record is plain: nineteen ibogaine-associated fatalities clustered around pre-existing cardiovascular disease, opioid co-use, alcohol or benzodiazepine withdrawal, and treatment contexts without adequate medical monitoring, not around any intrinsic neurotoxicity of the molecule. That record is what a screening protocol is built to interrupt before harm happens.1 The practical implications travel through every section of this chapter.

The peer-reviewed record supports a harder gate than the casual rule of screen well and have a sitter. Real harm reduction, for this molecule, includes the right to say no, to a particular case, to a particular setting, sometimes to ibogaine altogether. The rest of this chapter walks through what that gate looks like in practice. The first section stays with the body, where the most serious risks live. The second walks through screening as proceed, defer, or decline. The third takes up drug checking, which the broader harm-reduction conversation has trained readers to think about narrowly and which ibogaine forces wider. The fourth treats dose and preparation, which collapse into each other when the material itself remains unstandardized. The fifth handles emergency response, the unglamorous events that hurt people when no monitor is looking, and the handoff to medical care when the meaning of the night has to wait until the body is safe.


What the heart can do

Ibogaine has a cardiac risk profile that casual harm-reduction language cannot contain. Both the receptor and channel mechanism (Chapter 6) and the pharmacokinetic spread that produces individual variability (Chapter 4) are taken as read here. This section takes those accounts as read and stays with the practical implications for a screening protocol. Two consequences are load-bearing. The cardiac-monitoring period cannot end when the visions end: several of the case reports of serious arrhythmia and cardiac arrest after ibogaine occurred at twelve, twenty-four, or thirty-six hours after dosing, after the person had been told the worst was over.2-7 And dose and exposure diverge: the CYP2D6 spread Chapter 4 traced means a single labeled flood dose can produce roughly double the expected ibogaine-plus-noribogaine exposure in a person whose CYP2D6 is genetically slow or pharmacologically blocked by a common medication such as paroxetine.8 Labeled-milligrams-per-kilogram dosing is an approximation. What varies in the real world is the body’s clearance capacity at the moment of dosing.

Contemporary clinical protocols try to bound the cardiac risk. Deborah Mash and colleagues described an inpatient model that included physical examination, safety laboratories, baseline electrocardiogram, continuous telemetry, vital signs closely monitored through the first twenty-four hours, and protocols for transferring out to a higher level of care if rhythm changes emerged.9 The MISTIC cohort (Chapter 11) added a magnesium infusion at induction to mitigate the QT prolongation noribogaine produces in the subacute period, and magnesium is well established in cardiology as a torsades prophylactic in the right populations.10 The Knuijver pharmacokinetic protocol (Chapter 4) added continuous cardiac monitoring through the long noribogaine tail to its dataset.11 These protocols make ibogaine safer, within a margin the published fatality literature defines: cases occurred within clinical contexts as well as at home.12

A clinical-grade protocol is more boring than the published case reports make it sound, and that is the point. The candidate arrives the day before the dose. The medical team takes a history, orders the labs, places telemetry leads, and performs a baseline electrocardiogram with the candidate at rest. A physician familiar with ibogaine reads the trace, looking specifically for slow heart rate, conduction abnormalities, and a QT interval near or above the deferral threshold. The first dose is given in the morning. Vital signs are closely monitored through the first twenty-four hours. Telemetry continues through the first night and often longer. A second electrocardiogram is performed at the QT-interval trough the noribogaine half-life predicts, typically late on the day after dosing. The candidate is moved to a step-down monitoring level only after the rhythm has stabilized through a period the noribogaine tail makes long.13-14 The MISTIC magnesium-mitigation approach adds one element to this picture: magnesium infusion before the QT prolongation develops, intended to raise the threshold a noribogaine-driven prolongation would have to clear before the rhythm decompensates into torsades.15 Procedural and unspectacular by design, the protocol is exactly what the cases the fatality review compiled lacked.16

For a reader trying to think about ibogaine for themselves or for someone they love, the accumulated evidence has one practical consequence. The cardiac risk is real, it is mechanistically grounded, it is individualized by genotype and medication, and it extends well past the night of the dose. None of these facts makes ibogaine uniquely dangerous compared to every other intervention in addiction medicine, but they do mean the threshold for proceeding is higher, and the requirements for monitoring more demanding, than the broader psychedelic-renaissance vocabulary tends to acknowledge.



Proceed, defer, or decline

Three decisions in clinical screening collapse into one in most writing, and pulling them apart is what a competent screen does. Some candidates can proceed under a competent protocol. Some can proceed only after a reversible problem is corrected, and the right answer is to defer. Some should not proceed at all, in any setting outside of an investigational trial with hospital-level monitoring and rescue capacity. Each of the three answers is a form of care, and conflating them does real harm.

Known long QT syndrome — a genetic condition affecting roughly one in two thousand people, often undiagnosed — is a hard exclusion the existing literature is most clear on.17 A QT interval above about 450 milliseconds in men or 460 in women on a screening electrocardiogram is a deferral at minimum and frequently a decline.18 Significant structural heart disease, unexplained syncope of cardiac origin, sustained ventricular arrhythmia history, uncontrolled hypertension, severe electrolyte abnormality, and severe hepatic impairment all live in this category, because each of them changes the probability that ibogaine’s channel-blocking dose will tip into torsades. Active intoxication, high-risk polysubstance exposure within the preceding window, acute alcohol or benzodiazepine withdrawal risk, current psychosis or mania, unstable suicidality, pregnancy, inability to give informed consent, and the absence of any plan for emergency response are all in this category as well. They are the systemic reasons the published cases ended badly.19-22

Reversible risk factors allow a session to proceed once corrected. Electrolyte derangement on a baseline metabolic panel can often be corrected before a session. A medication regimen that includes QT-active drugs, CYP2D6 inhibitors, or serotonergic agents can sometimes be changed by a prescribing physician with a long enough lead time. Severe dehydration, recent benzodiazepine use, ongoing alcohol consumption, sleep deprivation, undisclosed substances on a tox screen, recent illness, and incomplete medical records are all reasons to wait. Deferral can feel to a patient like denial, especially when they have flown to a treatment center and arranged time away from work. A responsible screening protocol treats deferral as ordinary. Many of the practitioners interviewed in the source literature describe variants of the same conversation, where the patient is told that the case is workable but not workable this week.

Methadone is the medication that needs the longest lead time. Methadone itself prolongs the QT interval, has a half-life of roughly twenty-four to thirty-six hours, and overlaps in its cardiac signature with the very period ibogaine widens.23 The Brown and Alper Mexico cohort instructed methadone-dependent candidates to transition to short-acting opioids for at least two weeks before treatment, a process the published protocol describes as variable in practice but standard in intent.24 The Cherian primary-care primer states the same constraint as a categorical requirement: opioid-use candidates approaching ibogaine treatment have to withdraw from long-acting opioids first.25 That transition is uncomfortable and mandatory in a competent protocol. A candidate who arrives still taking methadone and a candidate transitioned to morphine two weeks before are different cases, and a provider who treats them as the same case has narrowed the safety margin without saying so. The same lead-time logic applies, with less acuteness, to buprenorphine, to long-acting injectable naltrexone, and to any CYP2D6 inhibitor that a prescribing physician has been managing alongside the candidate’s mental-health regimen for years.

A monitored protocol that can proceed safely requires physical examination, safety labs, baseline electrocardiogram, telemetry, vital-sign monitoring, an emergency cart, and transfer pathways. The medical end of the spectrum Mash’s inpatient model, the MISTIC protocol with magnesium prophylaxis, and the Knuijver pharmacokinetic study all describe is one expression of the same logic.26-27 The GITA clinical guidelines formalize the same logic without requiring hospital-grade infrastructure: history, medication review, laboratory screening, electrocardiogram, monitoring through the acute and subacute period, and emergency-readiness expectations the provider can show.28 ICEERS publishes complementary public-facing safety guidance organized around informed consent, careful provider selection, disclosure, and avoidance of self-directed high-risk use.29-30 Outside peer-reviewed primary research, their value is practical: they convert the cardiac and metabolic safety literature into questions a candidate, a family member, or a provider can actually ask.

Psychiatric screening fits inside the proceed-defer-decline approach as its own subset. Ibogaine sessions are long, demanding, and sometimes destabilizing, and the subacute noribogaine period can sustain psychiatric phenomena well past the night of the dose. A history of psychosis, mania, severe dissociation, recent suicide attempt, uncontrolled panic, or unstable medication change should trigger deferral or decline outside a physician-led team that has a specific rationale and the resources to manage destabilization. The MISTIC primary-care primer flags rare mania and psychosis concerns alongside the more familiar cardiac warnings, and the coded online reports contain a measurable cluster of psychiatric-aftermath narratives in self-selected online accounts that should be read as report-language signals calibrated to a self-selected online population rather than as counts generalizable to ibogaine users broadly.31 32 The signal is textural, but textural signs are useful when the question is whether to proceed.

Consent and capacity are themselves screening criteria, evaluated alongside the cardiac and metabolic panel. Someone in severe withdrawal, family-pressure desperation, a legally vulnerable situation, or the immediate aftermath of relapse may say yes without the stable capacity a high-risk intervention requires. ICEERS and the GITA guidelines both treat informed consent and disclosure as prerequisites at the front of the screening protocol.33-34 Leo van Veenendaal’s practitioner interviews put this principle in human form. They are the most systematically developed harm-reduction passages in the source-book literature on iboga, and they read as a procedural checklist someone has lost arguments over: an electrocardiogram reviewed by an iboga-experienced clinician for slow heart rate and QT prolongation, a comprehensive liver panel, a family-history review for psychiatric predisposition, a hundred percent transparent medication and supplement disclosure, and a blanket presumption that an unknown drug interaction is contraindicated.35 The same passages return repeatedly to a single line. Iboga is a medicine a person should not take alone, and a sitter without ibogaine experience is not a substitute for a clinician.

The practitioner accounts describe the screening as ordinary clinical preparation.

The medical clearance in Bast’s account, recorded from her treatment in West Africa, was a full physical with an electrocardiogram, a liver test, and a kidney test, the same battery a careful surgeon would order before an elective procedure.36 Framing matters here. Clearance is what allows the case to proceed. A candidate who arrives at a competent provider expecting a fight over the labs has been prepared by the wider conversation about psychedelic medicine for the wrong encounter. The fight, when there is one, is with whatever in the candidate’s history is going to keep them from a safe session, and the screening is the form that fight takes.

Jake, a friend of Elizabeth Bast’s husband, struggled with heroin dependence for years, mail-ordered iboga from an internet source, and self-administered it alone at home several times. Each attempt grew more severe. The final session put Jake in an emergency room screaming for his life. He had no lineage, no provider, no monitoring, no cardiac-life-support backup, no second person able to call for help.37 It is the fatality literature’s whole pattern — pre-existing vulnerability, unsupervised self-administration, repeated dosing without medical context — narrowed to one man and a molecule he had no infrastructure for.

In a field full of suffering and hope, a provider who will not screen, refuse, or plan for transfer is part of the risk pattern the fatality literature describes. For ibogaine, harm reduction includes the permission to walk away.



Checking the substance and the room

A verified sample is not a screened patient. Fentanyl test strips, reagent kits, and growing access to laboratory-based community drug-checking programs are real public-health goods, and the broader harm-reduction conversation has trained readers to think of drug checking as near-shorthand for safety. Ibogaine forces the same conversation wider, because a chemical test answers only what is in the vial. Leo van Veenendaal’s harm-reduction passages give the formulation the practice literature returns to: check the substance, check the dose, check the heart, check the medications, check the provider, check the room, check the emergency plan, and check the aftercare.38 Each link in the chain answers a different question, and no one of them substitutes for any other.

What a person is about to ingest may be ibogaine hydrochloride, a total alkaloid extract from Tabernanthe iboga root bark, root bark itself, a Voacanga-derived preparation that has been chemically converted, or a poorly documented capsule of indeterminate composition. Each of these has different alkaloid content, different bioavailability, and different practical risk. Peer-reviewed studies treat this seriously. Monica Esperanca and colleagues identify preparation standardization and cardiac safety as core translational obstacles in the contemporary ibogaine research base.39 The Brown and Alper observational study from a clinic on the Mexican Caribbean coast verified the ibogaine hydrochloride used in its protocol at 94% purity by certificate of analysis, and the paper’s purity documentation models a higher standard of documentation for the field.40 The Brunt review in Human Psychopharmacology extends the same point across the contemporary literature.41

Vendor claims are the weakest tier of drug-checking certainty, because they are unverifiable and competitive. Reagent kits give limited presumptive information about the presence or absence of certain compound classes. Fentanyl test strips answer only a fentanyl question, which matters for opioid-use candidates before and after treatment but leaves the identity of ibogaine unverified. Infrared-spectroscopy testing at a drug-checking service can identify major components when the technology, the spectral library, and the operator are appropriate, but it has detection limits that vary with the matrix and requires trained interpretation.42-43 Laboratory mass spectrometry, available at a smaller number of community programs and at the laboratories the clinical protocols use, provides the strongest identity and purity information widely accessible today. No one of these tools replaces an electrocardiogram, a metabolic panel, a medication review, psychiatric screening, informed consent, monitoring through the noribogaine window, or a plan for what happens if the treatment fails.

Drug-checking access for ibogaine specifically is thinner than for the more common psychedelics. Community programs that have built spectral libraries for MDMA, ketamine, LSD, cocaine, and the synthetic-opioid landscape have only sometimes added ibogaine reference standards. A candidate sending a sample to a community service may be told the sample is consistent with ibogaine hydrochloride at a stated concentration, or told that the library does not yet cover the compound. Both answers are useful. Neither replaces the cardiac, metabolic, and psychiatric screening the patient still has to clear. The Brown and Alper contribution to this question is as methodological as it is substantive: the protocol verified its ibogaine hydrochloride by an independent laboratory analysis and documented the verification in the published report, modeling a documentation standard most clinical and retreat settings have not yet matched.44 Whether other settings can show the same is a question candidates and family members can ask before they consent.

For a person seeking ibogaine to interrupt opioid dependence, the opioid supply itself is part of the safety field, and this is where the drug-checking conversation sharpens. Fentanyl test strips matter before treatment because the candidate’s recent exposures alter the medical picture. They matter after treatment because reduced tolerance after a successful interruption can make a casual return to opioids fatal at doses that would have been tolerable a week earlier. Contemporary drug-checking researchers treat acceptability and interpretation of these tools as their own research questions,45-46 and field studies of what mixed-supply checking actually finds give those questions empirical weight, with a public-facing practice summary offering a reader an entry point into the same terrain.47-48 The post-treatment side of the same problem is documented too: opioid-use candidates who report ibogaine treatment as effective also report ongoing harm-reduction needs in the months after the dose.49

A verified product can still be inappropriate for a verified person. Drug checking strengthens two links in the safety chain, but medical suitability, setting competence, and post-treatment overdose prevention require different tools, different conversations, and different people in the room.



Dose inside an ecology of risk

Published clinical protocols describe dose ranges that worked under specific conditions, and no single safe-dose number exists. The inpatient model used ibogaine hydrochloride at roughly eight to twelve milligrams per kilogram of body weight, in the monitored setting the cardiac section already described.50 Brown and Alper’s Mexico observational study described a test-dose, flood-dose, and booster-dose structure, with long-acting opioids transitioned to short-acting opioids beforehand, ibogaine hydrochloride purity verified by laboratory testing, and continuous monitoring through the acute phase.51 The Knuijver pharmacokinetic study with opioid-use-disorder patients in the Netherlands worked from comparable principles and produced the most detailed contemporary picture of how dose, plasma concentration, and cardiac monitoring fit together over the long noribogaine period.52

Behind the test-flood-booster sequence is an intuitive logic. A test dose, given after overnight abstinence and the onset of withdrawal, probes the candidate’s individual sensitivity and gives the protocol its main estimate of dependence severity before the major exposure. A flood dose hours later delivers the main therapeutic intervention. A smaller booster of roughly three to five milligrams per kilogram, administered one to sixteen hours after the flood at the provider’s discretion, is available if withdrawal returns or if the candidate elects to extend the experience.53 Each step has a safety rationale, and each step has a way to become dangerous. The test dose is what allows the protocol to detect a slow metabolizer before the flood dose lands. Without it, the flood is dosing partly in the dark. The flood dose is the moment the cardiac risk concentrates. The booster, given when the visible peak has passed but noribogaine is still accumulating, can extend the QT prolongation further into the subacute period. A provider who treats the sequence as a customary ritual, losing sight of the staged pharmacology it represents, can administer more drug than the candidate’s body has cleared. A booster taken to chase a stalled experience is no longer following the safety logic the sequence was designed for.

Common opioid-detoxification doses lie closer to the toxic ceiling than the practice literature acknowledges, by the conservative reading of the toxicology record.54 The Esperanca scoping review folds the same concern into a current synthesis, with the additional observation that the heterogeneity of preparations across clinics and underground providers means a per-kilogram dose in one setting produces a different exposure from the same number in another.55 Cleanest reading of the literature: no single ibogaine number is a safe dose. A monitored protocol with exclusion criteria, telemetry, and trained staff produces a different exposure than the same dose bought online, taken after uncertain opioid exposure, combined with other medications, or taken by a person whose CYP2D6 function or QT interval remains unmeasured.

Ibogaine hydrochloride is the most quantifiable preparation when verified by laboratory testing, because the amount of ibogaine per capsule or per vial is what the label says. Total alkaloid extract derived from Tabernanthe iboga root bark contains a more complex alkaloid mixture, including ibogamine, tabernanthine, and ibogaline, with batch-to-batch variability that makes per-kilogram dosing imprecise.56 Root bark itself shows the same variability with the additional uncertainty of plant material that has been dried, stored, and traded through informal channels. Voacanga-derived material, semi-synthesized through chemical conversion, varies again in purity and accompanying alkaloid load. A person taking root bark in a Bwiti context is doing something different from taking a weaker version of a clinic’s ibogaine hydrochloride. A plant name on a capsule bought online supplies none of the lineage setting that root bark in a Bwiti context carries. The contemporary practice literature and the ethnographic record both make these differences visible without flattening them.57-59

A booster after the acute phase is part of several practice models, but the long half-life of noribogaine means a second dose lands on a baseline of pharmacologically active metabolite from the first. Glue and colleagues’ ascending-dose noribogaine study documented concentration-dependent QT-interval effects in opioid-dependent patients, with the effect persisting across the period the boosters are typically given in.60 Several of the contemporary case reports of prolonged arrhythmia, cardiac arrest, and dysrhythmia occurred after repeated dosing, not after a single flood dose alone.61-64 Monitoring obligations, in other words, do not reset with the booster. They extend.

Vomiting complicates absorption arithmetic in a way most clinical-trial settings can control and most retreat-or-home settings cannot. A flood dose vomited at thirty minutes differs from a flood dose retained, and a provider who assumes the dose was absorbed and gives a booster on that assumption may be administering more than the candidate’s body has cleared. The practitioner literature records this practical knowledge in narrative form, in the long descriptions of vomiting episodes that recur through Bast, van Veenendaal, and the Bois sacré fieldwork, but it also records the failure cases where the assumption went the other way.65-67 The practitioner and clinical literature agree on the frame: dose is one variable in an ecology of risk, and the ecology includes preparation, route, redosing, vomiting, CYP2D6 status, concurrent medications, prior opioid exposure, and what the staff in the room are able to do when something turns.

A safety chapter for an opioid-use candidate has one more dose to talk about: the opioid dose the candidate may take days or weeks after the ibogaine session. The Davis and colleagues survey of a Mexican retreat-clinic cohort found that many participants reported elimination or major reduction of withdrawal after ibogaine, with some sustaining the change for months.68 Relapse, when it happened, often happened at lower tolerance than the candidate had carried into treatment. A return to a previously tolerated opioid dose, in a supply that may now contain fentanyl, can be fatal at the same milligram amount the candidate took routinely six months earlier. From the pharmacology of tolerance loss, the harm-reduction implications are direct. Naloxone access, continued drug checking, lower test amounts before any return to opioid use, and access to buprenorphine, methadone, or other evidence-based care are infrastructure the treatment plan owes every candidate as part of standard post-session care. The same drop in tolerance that signals the treatment worked is what makes a later relapse lethal, which is why the post-treatment dose belongs in the safety plan alongside the session dose.



When the body gets first claim

Ibogaine produces long, demanding, sometimes terrifying experiences for which fear and disorientation are ordinary phenomenology, not warning signs. Some events are medical, however, and a setting that cannot distinguish them from the difficult-experience material puts the candidate at unnecessary risk. Concrete thresholds separate the two. Suspected arrhythmia, syncope, seizure-like activity, severe or persistent vomiting with airway compromise, chest pain or pressure, respiratory distress, abnormal vital signs that fail to correct, injury from falls or wandering, severe dehydration that resists oral repletion, acute psychiatric crisis with suicidal agitation or psychosis, and suspected co-ingestion of an undisclosed substance should each trigger medical evaluation. Manuals from the Multidisciplinary Association for Psychedelic Studies and the Zendo Project codify the standard psychedelic-support principles for the experiences inside the line. They explicitly note that those principles fall short of advanced cardiac life support, airway management, seizure response, and other medical interventions outside it.69-70

Cardiac events demand the most attention because the period is long and the warning signs can be subtle. Continuous cardiac monitoring is the practical answer in any setting that can support it, with a baseline electrocardiogram before the dose and rhythm monitoring through at least the first twenty-four hours, often longer in protocols that anticipate booster dosing. A QT-interval prolongation that exceeds a clinically meaningful threshold should trigger pause, electrolyte assessment, magnesium consideration in consultation with a clinician, and a lower threshold for transfer. The coded online reports include a cardiac-scare cluster (heart-attack fears, chest pain, palpitations, blood-pressure concern) in roughly one in twelve self-selected online accounts of ibogaine experience.71 Textural as it is, that signal lines up with what the practice and case-report literature would predict.

A developing torsades event calls for a small number of canonical moves cardiologists have long codified. Stop any agent that may be contributing: the ibogaine itself, any QT-prolonging medication the candidate is on, any antiemetic the team may have given on the assumption nausea was the worst of the body’s troubles. Correct potassium and magnesium. Administer intravenous magnesium sulfate at the standard cardiology dose. The agent is within the routine competence of any emergency department.72 Pace through slow heart rate if the rhythm has slowed enough to invite the dangerous pattern. Defibrillate or cardiovert if the rhythm has degenerated. Move the candidate to a higher level of care for advanced cardiac life support. None of these moves is exotic. All of them require an actual clinician who has done them before. Suspected torsades de pointes is a defibrillation event, and the published case reports include patients who were resuscitated successfully and patients who died.73-77 This is the fact that should sit at the center of any honest account of the molecule: the deaths in the forensic record are, for the most part, deaths that a screening trace and a defibrillator in the room would have prevented, which makes them less a property of ibogaine than an indictment of the conditions under which people keep taking it unmonitored.

The unglamorous events take more lives at the population level than any single catastrophic arrhythmia. The coded online reports flag falls and injuries, vomiting and aspiration risk, dehydration and overheating, and unsafe wandering as the most frequently detected harm-reduction signals in self-selected online accounts;78 medical-help and emergency-response language appears in roughly one in eight of the same reports.79 None of those counts can be read as prevalence in any general population of ibogaine users; they are pattern recognition. People under ibogaine may be physically impaired, nauseated, suggestible, frightened, and at the same time determined to move when they should not. Environmental and procedural, the response to that risk is specific. Someone should know where the candidate is at all times. Bathrooms need attention. Outdoor access, balconies, stairs, pools, roads, and driving should be controlled. Vomiting needs airway awareness and medical escalation when severe, persistent, bloody, or accompanied by confusion, chest symptoms, or vital-sign abnormality. Dehydration and overheating require prevention before the session as well as response afterward. A provider who treats every bodily event as symbolic purging misses the point of harm reduction. The meaning can be honored after the body is safe.

Boundary protection belongs inside emergency planning. The coded online reports include a small but meaningful cluster around sexual vulnerability and boundary risk in ibogaine settings.80 The pattern in the practice and ethnographic literature is consistent: the long acute phase, the physical impairment, the suggestibility of the candidate, and the relative isolation of underground or retreat settings together create conditions where consent in the ordinary sense is impossible to give and where a provider without strict role boundaries can do serious harm.81-82 A responsible setting requires consent rules established before the dose, sober staff sufficient in number that no single person is alone with the candidate at vulnerable moments, written boundaries that exclude sexual contact in any form, and reporting pathways that survive without the candidate’s word against the provider’s after the fact. All of these are emergency-planning items, because their absence is what enables the harm.

An ibogaine emergency may extend past the moment the ambulance reaches the scene or the acute experience resolves, and the handoff to medical care is the last and most often skipped piece of the plan. The QT interval can remain prolonged for days in some case reports. Psychiatric aftermath can emerge late, in the subacute period or weeks after the dose, when the candidate has gone home and the provider has moved on. Opioid tolerance is reduced after a successful interruption, and a relapse at a previously tolerated dose can be fatal. Shame after a medical transfer can make people hide later symptoms because they believe the transfer means the treatment failed. The emergency plan should include written information that travels with the candidate to the receiving facility: substance and preparation, estimated dose, timing of administration, co-ingestions known and suspected, current medications and recent withdrawals, baseline conditions, and provider contact. Aftercare should include naloxone access for opioid candidates, continued drug-checking access, medication-assisted-treatment options, psychiatric follow-up where the case warrants it, and integration support of the kind Chapter 15 takes up in detail. The strongest framing for the section is how to know when weird is no longer the right category. Ibogaine may produce visions, memories, teachings, and ordeals. Harm reduction’s job is to keep those meanings from swallowing the medical facts.

In an ibogaine emergency, the body gets first claim. Meaning can wait.



Key Takeaways


	The center of gravity of ibogaine safety is cardiac, metabolic, and contextual. The published fatality record clusters around pre-existing cardiovascular disease, drug interactions, alcohol or benzodiazepine withdrawal states, and treatment contexts that lacked adequate medical monitoring; the molecular basis is hERG blockade by both ibogaine and noribogaine and the QT-interval prolongation it produces.83-86

	Real harm reduction includes the right to say no. Known long QT syndrome, a prolonged QT interval, serious arrhythmia history, unexplained syncope, structural heart disease, uncontrolled electrolyte disturbance, severe hepatic impairment, active intoxication, high-risk polysubstance exposure, acute alcohol or benzodiazepine withdrawal, current psychosis or mania, unstable suicidality, pregnancy, inability to consent, and absence of an emergency plan are reasons to decline or move the case into a level of care ordinary retreats cannot provide.

	The risk window is longer than the visions. Noribogaine’s roughly thirty-hour half-life means cardiac and psychiatric monitoring obligations extend well past the acute phase, and CYP2D6 variation (genotype plus CYP2D6-inhibiting medications) can roughly double active-moiety exposure in a single dose.87-89

	Verifying the substance covers only part of the safety chain. It identifies what is in the material and at what concentration. It leaves medical suitability, setting competence, and post-treatment overdose risk to other tools. A verified product can still be inappropriate for a verified person, and a safety hierarchy from vendor claim to laboratory mass spectrometry is useful only inside the wider ecology of dose, body, room, and plan.90-92

	Dose is one variable in an ecology of risk. The clinical-protocol ranges of eight to twelve milligrams per kilogram in monitored inpatient settings are not portable to home or retreat settings; preparation, route, redosing, vomiting, CYP2D6 status, and concurrent medications all change the exposure a given milligram-per-kilogram number produces.93-96

	Medical events take priority over meaning. Suspected arrhythmia, syncope, seizure, severe vomiting, respiratory distress, chest symptoms, abnormal vital signs, injury, severe dehydration, psychosis, suicidal agitation, and suspected co-ingestion are medical events; psychedelic-support technique handles the experiences inside the line, not outside it.97-98

	Boundary protection belongs inside emergency planning. The long acute phase, the physical impairment, and the suggestibility of the candidate together create conditions in which sexual contact in any form is incompatible with consent; consent rules, sober staff sufficient in number, written boundaries, and reporting pathways are safety infrastructure.
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15 After the Experience: Integration

Three months after his iboga ceremony in central Gabon, Chor sat in the living room of his cousin’s house in California, telling his bereaved aunt and her grown children about the medicine. He had spent the previous weeks rebuilding the daily texture of his life with his wife Elizabeth Bast: yoga in the mornings, a slow return to creative work, weekly conversations with the facilitators who had sat through their flood dose, careful attention to sleep and food, a deliberate distance from the social environments that had organized their drinking. A small story, told quietly to a family in mourning, was all it was. He explained that the medicine reached emotional and spiritual healing as well as addiction. Without ceremony, the room received the story, and the moment ended. What made the telling possible was the work of the months that had preceded it.1

Integration is what has to happen after the visions fade. The flood dose completes its long course, the heart returns to baseline rhythm under monitoring, the body is discharged from whatever room contained it, and a person walks out into ordinary life carrying whatever the night gave them. The path that began in Chapter 7 closes here, and the question of the three rooms in which iboga is taken (Chapter 12) is answered, in part, by what happens after each room empties. What follows are the months that decide whether the experience becomes a memory of an extraordinary night or a hinge in the shape of a life.

Afterglow and integration are different things. The bright, opened, low-craving period that often follows a flood dose is real, and it remains an unreliable forecast of where the person will be in six months. Ibogaine’s post-acute time signature is unusually long — noribogaine’s elimination half-life runs roughly twenty-four to thirty hours,2-3 and fat-depot redistribution keeps detectable concentrations present for the better part of three weeks after a flood dose — so that integration here has to be planned for a period that lies outside what the classical-psychedelic research describes. Integration is a re-entry built from body, behavior, insight, and community, and when one of those supports gives way the others do not reliably compensate.


Beyond the afterglow window

Integration is the set of practices, relationships, medical follow-ups, environmental changes, and interpretive disciplines that make an extraordinary experience livable. Plurality is the point of the definition. Insight covers memory, ancestors, forgiveness, guilt, death imagery, and the noetic conviction that often surfaces during the visionary phase. Behavior covers medication decisions, recovery supports, sleep, nutrition, work, family repair, and the practical routines that hold a life together. Body covers fatigue, appetite, cardiac vigilance, sleep debt, movement, and the long metabolite window. Community covers who witnesses, who helps, who must be kept at a distance for a while, and who can call for emergency care when the after becomes too much.4-5

Practitioners say the same thing in plainer language. The integration chapter of The Iboga Experience opens with an unusually direct claim: integration is commonly overlooked in the plant medicine world, and it is arguably more important and harder work than the acute experience itself.6 In the provider literature, iboga is the key to a cell door, not a pardon. The recently incarcerated person still has to take the steps required to remain free.7 A garden metaphor adds an internal grammar: the medicine clears the ground, and the person still decides what to plant and what to weed each day, and a maintained garden is easier than a revived one.8 The same author offers a deliberately ordinary plan to translate the metaphor into action: read a book a month, do yoga once a week, exercise twice a week, attend therapy once a month, meditate every day.9 None of these formulations is a clinical finding, and the list’s plainness is precisely the point. Together they are the voice that has emerged from a generation of providers and initiates trying to describe what the after asks of someone, and the ordinariness of the list is part of the argument: integration is built from habits more than from insights.

Empirically, the afterglow has a measurable signature. Phase Three Temporary Freedom, roughly three months in which cravings are quiet, the mind is clear, and the emotions are stable, shows up across the clinical follow-up literature as the period of strongest improvement on substance-use outcomes.10 An observational cohort of opioid-dependent patients treated in Mexico showed large reductions in withdrawal scores during the inpatient period, the strongest drug-use effect at one-month follow-up, and family and social functioning scores that improved across the longer follow-up while the dramatic acute effect softened at later intervals.11 In the self-selected online reports, afterglow language appears in roughly one in ten coded reports while integration language appears in more than half, a textural ranking that suggests how participants themselves talk about the post-acute period.12

Phase Three is explicitly temporary, Frank warns: an opening, not a forecast. Using the energy to prepare for a life that will eventually have to function without it is the discipline of the period.13 An eighty-eight-person survey of opioid-treated participants found the same pattern. Most reported substantial subjective improvements in withdrawal, craving, and use. Most also relapsed at some point, though many of the relapsers later reduced their use or became abstinent.14 Ibogaine can interrupt a pattern of use with unusual force, and the interruption rarely builds the replacement life by itself. Building that replacement life, the daily routines, relationships, and habits that hold a person when the chemistry fades, is what integration means.



The noribogaine window

The metabolite window (Chapter 4), during which noribogaine remains detectable at active concentrations for the better part of three weeks after a single flood dose, is the post-acute period in which the nervous system continues to be measurably influenced by the treatment.15-16

Practitioner interviews have produced a working name for the same interval. The first twelve to twenty-four days after treatment, one facilitator told Van Veenendaal, are the foundation for the new life. As the body and mind re-emerge from the acute event, noribogaine is still active, and the person can begin to integrate back into the regular world.17 Practitioner language here is provider folk-pharmacology, and the specific number of days is one facilitator’s heuristic. What the heuristic points to, though, is real: a post-acute period during which the pharmacology continues to act and during which the work of returning to ordinary life happens inside a still-active drug effect.

The post-acute neurophysiology has begun to acquire its own evidence base. In the MISTIC cohort,18 resting-state brainwave recordings measured before treatment, at three and a half days after, and at one month showed increased slower-wave power, reduced higher-frequency power, a slowing of the dominant alpha rhythm, and changes in neural complexity. Several of these markers correlated with one-month improvements in executive function, post-traumatic stress symptoms, and anxiety.19 The cohort’s qualitative companion paper describes four phenomenological domains in the same period: dialogic trauma reappraisal, altered-self and mystical connectedness, emotional resolution through forgiveness and purpose, and embodied healing characterized by cognitive clarity and somatic relief.20 Mystical-experience intensity during the acute treatment was associated with greater reductions in post-traumatic stress symptoms at one month, and with the same slowing of the dominant alpha rhythm the brainwave study described.21 Small and open-label, the cohort included a second psychedelic session at the end and a week of group debriefing, leaving ibogaine entangled with the rest of the protocol; yet brainwave changes, phenomenological domains, and mystical-experience associations were all detectable and correlated with clinical outcomes at one month.

Bodily recovery continues past the visionary phase, and the work of the first weeks is somatic before it is interpretive. Rest, hydration, food, gentle movement, monitoring for cardiac symptoms, and refusing to misread weakness as spiritual failure: that is what the first forty-eight hours ask. A slow return to routine follows in the next several days, with low stimulation, medication decisions made jointly with clinicians, and watchfulness for psychiatric or withdrawal-related symptoms. By the following weeks, the practitioner language of crystallization becomes most useful: participants often report clearer thinking, rawer emotion, less tolerance for old environments, and a kind of permeability that asks for quiet.22-23 The Mallendi tradition describes the same physiology in different vocabulary: the post-initiation task is to bring the energy down into the body through sport or yoga, to settle the heart and mind, and to circulate what the experience has loosened back into a form ordinary life can hold.24 Body comes first here, because some psychedelic cultures reward dramatic insight over quiet care, and ibogaine asks for the opposite: the quiet discipline of rest, food, and sleep that gives insight somewhere to land.

Comfort and monitoring are different jobs. Comfort helps the person rest. Monitoring decides whether rest is enough. Someone close to the person should know baseline medications, recent substances, warning symptoms, and how to reach medical care. A sensation in the chest, a surge of panic, severe insomnia, weakness that lingers longer than expected, nausea, or signs of resumed opioid use require medical assessment on their own terms. The full safety picture belongs to harm reduction (Chapter 14). Integration inherits the same priorities: bodily symptoms after a flood dose remain bodily symptoms, and the same medical thresholds apply.

Environment belongs to the body’s lane too. A facilitator quoted in The Iboga Experience uses the phrase separation from the scene of the crime for the practical move that often makes the difference between a clean re-entry and a quick relapse: a person should ideally not take iboga in the same setting where their old life was organized, and after the detox should switch environments for at least an additional week or two for what the same source calls the crystallization period.25 The phrase is provider counsel, and the underlying instruction is one addiction researchers have reached from a different direction. Where the old environment is exactly the trigger ecology that produced the pattern, the noribogaine period is at minimum a chance to relocate the body before the work of long-term aftercare begins.



When the freedom is temporary

Temporary freedom ends. The energy and clarity of the first months end, sometimes gradually and sometimes abruptly, and the person re-enters the ordinary weather of their emotional life. Cravings may return. Old depression may return. Relationships and obligations that ibogaine briefly seemed to dissolve may reassert themselves. Frank’s instruction in this case is precise and humane: a relapse is a medical and behavioral event, not a moral collapse. Getting back on the treatment program is the instruction; many find conventional therapies more effective after ibogaine than before.26 A hard return is the ordinary texture of recovery, evidence of how much the replacement life still asks rather than evidence that the medicine failed.

Most people who respond to ibogaine also relapse at some point in the following year.27-28 The Noller 2018 New Zealand cohort reported reductions in opioid-use severity across the follow-up period among participants with complete data, alongside a treatment-period death that the authors used to anchor a broader argument for legal supervision and integration with the conventional healthcare system.29 Responders in a mixed-method follow-up described persisting changes in gratitude, authenticity, meaning, stress coping, and capacity to feel painful emotions, and the same respondents named post-treatment integration as the chief challenge and called for more aftercare resources.30 These studies are observational, the populations are self-selected, and the designs leave the molecule entangled with the treatment context. The convergent signal across them is that even responders find the return demanding and need more support than treatment programs typically provide.

Returned initiates describe the same trajectory in different idioms. Van Veenendaal recounts his own six months following iboga as deeply challenging: he wanted to talk to others and could find no way to communicate what he had experienced, he felt iboga radically rearranging his life, and the period was uncomfortable and isolating.31 A Mallendi-tradition collaborator describes the same weather differently: an emotional turbulence that catapults the person into an abyssal dimension of sadness onto which graft peaks of intense joy and gusts of the infinite, and which the tradition treats as normal, the iboga still doing its work.32 One of Bast’s friends, at three months out, strikes a quieter note: focused, creative, fulfilled, loving life, and still dealing with the reverb of it all.33 The after is large enough to hold both the work and the joy, and large enough to hold collapse as well, and the discipline of the period is to make room for whichever weather arrives.

Decompensation is the word practitioners use for the worst version of the difficult return. Van Veenendaal records the term from facilitators describing periods in which the gap between vision and ordinary life becomes psychologically brutal — isolation, a sense of inability to realize what was seen, and a feeling that the person has changed faster than the world around them can absorb.34 Practitioner usage, not diagnostic standing, is what the term reflects, and it should be used with care. The phenomenon it names is, in the broader psychedelic-difficulty literature, a recognizable variety of extended post-experience difficulty: existential struggle, social disconnection, anxiety, identity disruption, and the felt sense that the experience resists translation into livable form. A survey of people with difficulties lasting more than a day across psychedelics found that social disconnection, anxiety, and existential struggle were among the most common categories, and that existential struggle and diminished self-esteem could persist for many months in a subset of respondents.35 A practitioner survey identifies the same families of difficulty alongside the support strategies that practitioners report finding helpful: trauma-informed psychotherapy, grounding practices, peer support, meaning-making work, and sometimes psychiatric medication.36 These studies sample psychedelic users in general rather than ibogaine patients specifically, and any reading that treats them as ibogaine incidence data overstates what they show. They supply a vocabulary the practitioner accounts lack, and a reminder that the resources for difficulty extend well outside the integration-circle vocabulary some retreat literature suggests.

Self-selected report-language shows the same polarity. Rebound-difficulty language appears in roughly four of every ten coded ibogaine reports, while behavior-change language appears in roughly half, and the two often appear in the same report.37 Self-selected reporting texture, not user-prevalence estimates, is what these figures register, and they are load-bearing only when paired with the peer-reviewed work above. The after is, for many self-selected reporters, a mixed period in which durable change and difficult re-entry coexist. The hope and the hardship arrive in the same reports, and prose that pretends otherwise is unfaithful to the testimony.

Booster doses are a practical bridge between the metabolite window and the harder territory beyond it. The aftercare chapter of Iboga: The Root of All Healing describes the practitioner use of small, non-psychoactive ibogaine doses to extend noribogaine’s craving-suppression effect through the early weeks. Essentially a small extension of the pharmacological action the flood dose initiated, the booster is deployed at the moments when lingering cravings make a relapse imminent.38 Provider-practice is all it is, and its evidence base is the same kind of observational testimony that supports much of the ibogaine aftercare literature. Brett places the booster within a wider point: the medicine has, in the practitioner literature, accumulated a small repertoire of post-acute interventions for the moments when the freedom phase wobbles. These interventions are useful and modest. They do not relieve the person, or the people around them, of the work that integration still requires.



A container after the container

The term container names the people, the room, the music, and the social agreements that hold a person during the acute experience (Chapter 13). The container continues past the dose. A person who has been through a long visionary night returns into a social field, and the field has to be capable of holding the change. The traditional Bwiti model makes this most visible: in a village, the candidate who has met the ancestors comes back to a community that has organized itself around exactly what a returned initiate needs, including what they cannot do alone. Clean import into a clinic in Mexico or a rented apartment in California is not possible. But the underlying truth survives the translation. Integration is a negotiated re-entry into a world that may still have no idea what happened, and the work of choosing which people get to help translate the experience, which people must be kept at a distance for a while, and which professionals need to be close enough to intervene is itself a load-bearing part of aftercare.39

Clinical cohorts give this claim a measurable foothold. The Brown and Alper cohort showed improvements in the family and social functioning domain alongside the drug-use outcomes, an index of relational repair that follow-up workers track for its own sake.40 Responders in the Davis follow-up reported improved relationship quality, capacity to love openly, and connection to interpersonal life, and the authors framed recovery as a joint product of family, mutual-aid groups, and integration resources alongside the molecule itself.41 These observational designs cannot show that community support causes durable change. People for whom the treatment works tend to be people whose lives include the kind of social field that can hold the change.

What counts in a community is its functions. A recovery meeting, a family member, a therapist, a ceremonial elder, a sponsor, an integration group, a sober friend, an online peer group, or a clinic discharge nurse can each help, and any of them can fail. The functions that matter are practical safety, sober companionship, reality testing, transportation, follow-through on appointments, medication support, boundary protection, relapse planning, grief support, and the willingness to escalate to medical or psychiatric care when the situation calls for it. A qualitative study of psychedelic integration groups found that participants described real benefit from community, normalization, and shared language, and they also identified group-process risks around facilitator training and group dynamics.42 Pragmatically, a community is good when it helps the person tell the truth, stay safe, and make durable changes. It fails when it normalizes distress, discourages medical care, pressures someone to read every symptom spiritually, or binds a vulnerable person to a charismatic figure. The grammar of the difference is recognizable in advance, and a person preparing for re-entry should be able to name which kind of community they have.

The Bwiti village teaches something the contemporary West has to rebuild deliberately. Van Veenendaal records facilitator advice that the modern Western substitute for traditional community is a deliberate construction: close friends, family, trained psychological professionals, sponsors, and integration programs assembled before the treatment so they are ready to receive the person on return.43 Brett’s aftercare chapter argues for group therapy as a counter to the loneliness that can pull a person back into using, with the we-are-all-in-this-together tone doing the collective work the individual therapy hour cannot do alone.44 The Mallendi tradition names le suivi, the follow-up, as one of the secrets of the ngenza initiation, repeated constantly in the tradition: follow up; keep following up.45 Vocabulary resists clean transfer; the discipline it points to travels easily. After a flood dose, the person simply needs other people to keep showing up for months.

One risk in the contemporary integration field deserves naming. The integration economy that has grown up around psychedelic medicine includes well-trained therapists, peer integration circles, and credentialed coaches. It also includes charismatic individual practitioners, retreats with weak supervision, and groups whose structure encourages dependency. Risks that the harm reduction chapter named for the acute setting reproduce themselves in the post-acute period, often more quietly. Boundary violations, financial pressure, isolation from skeptical family or clinicians, and the spiritualization of medical symptoms all become more likely once the formal session has ended and the person is in the long open weather of return. When those warning signs appear, the corrective is the same harm-reduction one: defer to medical and psychiatric professionals, support the person’s return to the rest of their life, and remain a community that can be questioned.



What integration cannot carry alone

Integration language has limits, and naming them is part of the discipline. The boundary is medical first, psychiatric second, and contextual third, and the order matters.

Medical symptoms remain medical symptoms. Chest pain, palpitations with instability, fainting, seizure-like events, severe vomiting, significant dehydration, confusion that fails to clear, dangerous insomnia, and symptoms that follow resumed opioid or sedative use require medical assessment. Noribogaine’s metabolite window keeps the cardiac-risk profile active well past the visionary phase,46 and the post-detox period brings an elevated overdose risk for anyone whose opioid tolerance has dropped during treatment and who returns to a prior dose.47 A facilitator or community that meets these symptoms with grounding exercises or extended meditation, instead of calling for medical evaluation, fails the person, regardless of how warm the environment otherwise feels.

Psychiatric symptoms have a parallel threshold. Mania-like activation, psychosis-like symptoms, suicidal thinking with intent or plan, severe dissociation, panic that resists grounding, and any pattern that interferes with the person’s ability to keep themselves safe or fed need to be met with professional support, sometimes urgently. Psychedelic experiences can surface trauma material that the person is unprepared to hold, and the post-acute openness can intensify both the contact with old wounds and the difficulty of recruiting ordinary defenses against them. Robinson and Argyri’s practitioner surveys make the same point in different vocabulary: extended post-psychedelic difficulties can need trauma-informed psychotherapy, grounding, peer support, meaning-making, and in some cases psychiatric medication. The practitioner’s ethical task is to know when integration is the right response and when it is the wrong one.48-49 An integration worker who refuses on principle to refer to a psychiatrist or a hospital is the wrong worker.

Environment is the third boundary. The follow-up data and the practitioner accounts converge on a practical claim: a person leaving treatment and returning immediately to old drug environments, abusive relationships, or chaotic housing faces a predictable environmental risk that demands practical response. For people leaving opioid treatment, the right response is a change of address, a change of phone, a change of routine, a change of company, naloxone in the house, and a documented relapse plan that includes medications for opioid use disorder.50-52 The GITA clinical guidelines make the institutional version of the same claim: discharge belongs inside treatment design, and continuity of care belongs inside the standard of treatment.53 The harder version of the same point, the one that survives outside any guideline, is that ibogaine has often been administered to people whose lives lack the infrastructure that good aftercare requires, and the absence of that infrastructure is one of ibogaine treatment’s most consequential failures, and the molecule alone cannot make up the deficit.

Integration is the ordinary life that the extraordinary experience has to enter. Constructing a daily form in which the change has somewhere to live is the work of the after: ordinary life around an extraordinary memory, with the visions held privately and worked through quietly. Those visions belong to the initiate. Sharing them is a delicate art form, and the most important sharing is often confined to a competent facilitator, elder, or therapist before any wider audience.54 The quiet living-room conversation that opened this chapter had been earned by months of exactly this kind of work. The garden being tended was the kind that needs daily care: walking, sleeping, eating, the slow accumulation of new habits, a few intimate witnesses, and the willingness to ask for help when the weather turned. Most of what happens during integration is mundane in exactly that way.



Key Takeaways


	Integration begins where the visions end. Ibogaine’s roughly twelve-to-twenty-four-day noribogaine window — driven by fat-depot redistribution that sustains active concentrations well past the twenty-four-to-thirty-hour elimination half-life 55 — gives the post-acute period a distinctive pharmacological texture, and the body, behavior, insight, and community lanes of aftercare have to be planned for that longer window rather than for the much shorter afterglow described for the classical psychedelics.56

	Afterglow is real, and it is a window. Across the substance-use follow-up literature the strongest signal is concentrated in the first month and softens later, and most cohorts include both responders and relapsers who often coexist as descriptions of the same person across follow-up intervals.57-59

	The body comes first. Rest, sleep, hydration, food, gentle movement, medication continuity, and cardiac vigilance constitute the safe re-entry the metabolite window asks for, and a culture that rewards dramatic insight over quiet care misreads what ibogaine needs.60-62

	The practitioner accounts and the magnesium-ibogaine veterans studies converge on a wider integration register. Phenomenology, neurophysiology, and qualitative testimony in the first month after monitored treatment describe autobiographical reappraisal, embodied healing, and meaning-making in the same window.63-66

	The temporary freedom phase ends, sometimes gradually and sometimes abruptly. Practitioners call the worst version of the difficult return decompensation, and researchers studying psychedelic difficulty name existential struggle, social disconnection, anxiety, identity disruption, and sometimes lasting self-esteem loss as recognizable post-experience patterns that may need clinical resources rather than only integration support.67-70

	Community is a safety technology. The functions that matter are practical safety, sober companionship, reality testing, follow-through, boundary protection, relapse planning, and the willingness to escalate to medical or psychiatric care. The form (recovery meeting, family, therapist, group, ceremonial community) is less load-bearing than whether the actual functions are present.71-74

	Integration language has limits, and the responsible discipline is to know where they are. Medical symptoms, severe psychiatric symptoms, and unsafe environmental returns belong to healthcare and to environmental change rather than to interpretive practice, and the integration worker’s ethical task includes the willingness to step out of the integration frame when the situation calls for medicine, psychiatry, or relocation.75-77
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16 Legal Status and the Regulatory Moment

On April 18, 2026, the White House issued an executive order titled “Accelerating Medical Treatments for Serious Mental Illness,” authorizing Right to Try pathways for breakthrough-designated psychedelic drugs, directing the FDA to issue National Priority Vouchers, and pushing federal-state collaboration on research and access.1 The federal Schedule I status of ibogaine was unchanged. The pathways around it had moved.

Whether ibogaine is legal has three answers in 2026, and they do not resolve into one. In the United States, ibogaine is a Schedule I substance under the Controlled Substances Act, drug code 7260, with no FDA-approved product as of press date.2 In some other jurisdictions, including New Zealand and Canada, ibogaine is a prescription-status medicine, available to a small number of physicians under controlled conditions while remaining unapproved for any specific indication.3-4 In Gabon, the country whose forests grow Tabernanthe iboga and whose Bwiti tradition has practiced with the root for centuries, the plant is a patrimoine national whose export the government has restricted since a February 2019 Journal Officiel order, and whose ceremonial standing is woven into Gabonese law in ways no Western regulatory framework can fully translate.5-6

All three regimes act on the same molecule, and each is doing different work. The Schedule I listing classifies ibogaine as a drug of abuse with no currently accepted medical use. Prescription-medicine routes treat ibogaine as a pharmaceutical that licensed clinicians may use under physician judgment without a country-wide indication. Gabon’s export regime treats the plant as a sovereign cultural resource. All three are operating on the present.

As this book goes to press, the American regulatory landscape is moving faster than at any point since the 1970 Controlled Substances Act. The April 18 executive order is one piece of a broader acceleration. On April 24, the Department of Health and Human Services and the Food and Drug Administration accelerated agency action under the order.7 The state of Texas appropriated fifty million dollars in late 2025 for a multicenter ibogaine research consortium, and the state of Kentucky enacted Senate Bill 77 as Acts Chapter 158 on April 14, 2026, creating an ibogaine research and intellectual property fund.8-10 The federal Schedule I status remains in place. The pathways around it have moved.


A substance in three regimes

Almost every regime that touches ibogaine controls it. Almost none accepts it for any specific medical use.

Where control and acceptance pull apart, the regulator can live with the gap indefinitely; the patient seeking treatment is the one who has to cross it.

Ibogaine falls outside the principal international drug-control treaty. The 1971 Convention on Psychotropic Substances and its accompanying International Narcotics Control Board Green List enumerate the substances under formal UN scheduling. Ibogaine is absent from that list.11 This negative fact is doing more work than it first appears. Many national prohibitions begin as obligations under the 1971 Convention. Ibogaine’s absence from the Green List means the national regimes that do control ibogaine have chosen to do so under their own authority, absent any UN obligation. The international map that follows is therefore a map of national choices, charted independently of treaty compliance.

Timing and administrative attention, more than any judgment about the substance, explain why the UN system left ibogaine alone. The 1971 Convention was drafted around amphetamines, barbiturates, and hallucinogens already in widespread Western recreational use. Ibogaine was an obscure ethnobotanical curiosity in 1971, with a small medical-research literature and no consumer market that would have flagged it to delegates. The plant’s later association with addiction interruption emerged through Howard Lotsof’s underground work in the 1980s and the small Western clinical literature that grew up around it in the 1990s. By the time those developments became publicly visible, the 1971 framework had already settled into its enumerated list, and no signatory state subsequently proposed adding ibogaine to it. Modern legal status has therefore developed through a patchwork of national listings (France, Sweden, Switzerland, Denmark, the United Kingdom) and regulatory decisions (New Zealand, Canada, South Africa), with no overarching treaty pressure toward harmonization.

Practitioners describe the legal situation in their own voices. The official line, Brett notes, is that iboga remains illegal because of its powerful psychoactive effect, and in the United States it remains a Schedule One drug in all but a handful of states and counties, despite the addiction-recovery literature.12 Frank treats the Schedule I listing as historical artifact: ibogaine was classified that way because the government classified almost every known drug as Schedule I in 1970, and Congress has done nothing since to reexamine the law.13 Each framing names a real force holding the Schedule I listing in place.



The American baseline

Ibogaine remains a Schedule I controlled substance under Title 21 of the Controlled Substances Act, drug code 7260, alongside heroin, LSD, peyote, psilocybin, and MDMA.14 For ordinary patients and providers, the federal baseline is unchanged. Federal law has determined that ibogaine has a high potential for abuse, no currently accepted medical use in treatment in the United States, and a lack of accepted safety for use under medical supervision. That classification dates to 1967, when the FDA regulated ibogaine under the expanded authority granted by the 1965 Drug Abuse Control Amendments to the Federal Food, Drug, and Cosmetic Act. Three years later the Controlled Substances Act carried ibogaine into Schedule I, and Congress has yet to revisit the underlying determination despite five and a half decades of changing clinical evidence.15

States have moved more visibly than the federal floor. Colorado voters passed Proposition 122, the Natural Medicine Health Act, in 2022, creating a natural-medicine regulatory framework that includes ibogaine among the substances eligible for personal use and for an eventual regulated-service design. The act covers psilocybin, psilocyn, DMT, mescaline (other than peyote), and ibogaine. The Department of Regulatory Agencies is directed to license healing centers, facilitators, and cultivation, and to establish a framework for regulated use among adults aged twenty-one and over.16 State-level natural-medicine reform leaves federal scheduling intact and stops short of authorizing a market under federal law, which means a Colorado healing center licensed by the state remains operating in tension with the Controlled Substances Act unless and until a corresponding federal action is taken. Texas Senate Bill 2308, passed in the 2025 regular session, established a consortium to conduct FDA-recognized drug-development clinical trials with ibogaine. The bill required patient screening and cardiac safety protocols, required the consortium to pursue an Investigational New Drug application and breakthrough therapy designation with the FDA, and built an intellectual-property revenue structure into state law.17 UTHealth Houston announced the formation of the resulting IMPACT consortium with UTMB Health in December 2025, funded at fifty million dollars over two years for trials in addiction, traumatic brain injury, and behavioral health.18 Kentucky Senate Bill 77, enacted as Acts Chapter 158 on April 14, 2026, created an ibogaine research and intellectual property fund and a public-private drug-development trial authority, though the original opioid-abatement appropriation was removed in committee substitute.19 The policy form across these states is consistent. Each is building FDA-facing research and intellectual-property structures, stopping short of any direct access market.

The April 18, 2026 executive order is the most current federal anchor for the regulatory moment. It authorizes Right to Try pathways for breakthrough-designated psychedelic candidates, directs the FDA to issue National Priority Vouchers, and pushes federal-state collaboration on research and access for serious mental illness.20 HHS and the FDA accelerated agency action six days later, with framing centered on pathway acceleration and direct rescheduling left untouched.21 The order changes what the FDA, the Drug Enforcement Administration, and state research programs can do for a breakthrough-designated psychedelic candidate. Legalizing possession, opening clinics, and approving a product all remain outside its scope. Rescheduling at the federal level stays a separate and slower process, one that proceeds through successful Phase 3 trials, FDA approval of a specific drug product, and a subsequent DEA rescheduling action keyed to that product.

Two clinical literatures drive the policy moment. The opioid-use-disorder cohorts of Chapter 10 provide the longer record: observational data in Mexico, New Zealand, and offshore clinic contexts reporting reductions in withdrawal, craving, and drug use across one-month to twelve-month follow-up windows.22-26 Neither literature is FDA-grade evidence for any specific indication, which is why the trials the order now funds matter. The MISTIC cohort (Chapter 11) anchors the traumatic-brain-injury and veterans literature, with rapid one-month improvements in disability, post-traumatic stress disorder, depression, anxiety, and cognitive measures across thirty patients at one Stanford-affiliated clinic in Mexico.27-28 A University of California, Irvine research team has since announced an observational imaging study in which participants independently receive treatment at a licensed clinic outside the United States.29



How the April signing came together

On April 18, 2026, Joe Rogan stood in the Oval Office alongside Health and Human Services Secretary Robert F. Kennedy Jr., Food and Drug Administration Commissioner Marty Makary, W. Bryan Hubbard of Americans for Ibogaine, and the former Navy SEAL Marcus Luttrell as the president signed the order.30-31 More cleanly than most regulatory histories, that roster of attendees told the chain of events. The order looks the way it does because of a confluence of figures visible in the public conversation for years before the document arrived.

At the chain’s origin was a personal conversation. Marcus Luttrell, whose memoir Lone Survivor became a 2013 film, told Rick Perry, the former Texas governor, that he intended to travel to Mexico with other veterans to seek ibogaine treatment for post-traumatic stress and traumatic brain injury.32 Perry was initially skeptical. He reviewed the clinical literature, including the MISTIC cohort and the longer opioid-use-disorder cohorts the previous section described, and called the evidence indisputable. Perry then framed the political project around veteran care with explicit strategic intent: presenting ibogaine through the lens of veteran suffering, he later said in public remarks, made the issue approachable to the conservative legislators whose votes would determine whether access expanded.33

Perry’s collaborator in the project was W. Bryan Hubbard, the Kentucky lawyer whose earlier work had built much of the policy design the executive order would later codify. From 2021 through December 2023, Hubbard served as chair and executive director of the Kentucky Opioid Abatement Advisory Commission, the body charged with allocating Kentucky’s share of the national opioid-litigation settlement. In May 2023, under Republican Attorney General Daniel Cameron, Hubbard proposed directing forty-two million dollars of that settlement, matched by a private drug developer, toward an FDA-approved Kentucky clinical trial of ibogaine for opioid use disorder. He pitched it to Cameron as a “Manhattan Project opportunity”.34 The proposal was the first major American attempt to convert opioid-settlement money into ibogaine research funding, and Texas would borrow and scale the template two years later. A new attorney general, Russell Coleman, demanded Hubbard’s resignation in December 2023, and the original Kentucky proposal stalled in its forty-two-million-dollar form.35 Hubbard took the cause to other state legislatures through 2024, co-founded Americans for Ibogaine with Perry, and became its inaugural chief executive officer in June 2025. Kentucky Senate Bill 77, enacted on April 14, 2026, is the partial revival of his 2023 lineage on a different statutory design.36

With Hubbard and Perry both in place at Americans for Ibogaine, the joint advocacy moved into the popular conversation. The two men appeared together on The Joe Rogan Experience twice, in episode 2251 in January 2025 and episode 2477 on April 1, 2026, seventeen days before the executive order was signed.37 The Texas fifty-million-dollar research consortium came together in the interval between those two podcasts, the Kentucky 2026 research-and-intellectual-property fund followed within two weeks of the second appearance, and by the time representatives from fifteen states convened at the inaugural Aspen Ibogaine Meeting earlier in 2026, the multi-state research framework was already substantially built.38-40

Rogan had sent the president information about ibogaine treatment for veterans. The reply, by Rogan’s account, came back: “Sounds great. Do you want FDA approval? Let’s do it.” Rogan described the exchange as literally that quick.41-42 By that point the Texas appropriation, the Kentucky bill, the Aspen meeting, and the two podcast appearances had already assembled the research and advocacy infrastructure. A single presidential sentence connected a sitting administration to it.

Robert F. Kennedy Jr.’s parallel track ran inside the Department of Health and Human Services. Months of internal HHS discussion on alternative mental health treatments preceded the April signing, and Kennedy used the ceremony to acknowledge that veterans had been traveling to Mexico for ibogaine treatment.43 Six days later the HHS press release accelerating agency action under the order was the first concrete implementation step.44 FDA Commissioner Makary confirmed that an Investigational New Drug clearance had been granted for ibogaine, which means domestic Phase 1 trials may begin for the first time since the National Institutes of Health discontinued funding in the 1990s.45-46

Marcus Luttrell, the original conversation’s starting point, said of his own ibogaine treatment at the signing: “It absolutely changed my life for the better”.47 The order’s specific provisions, including Right to Try pathways, National Priority Vouchers, ARPA-H funding for state-federal research partnerships, and FDA-VA data sharing, took the form they did because a veterans-and-trauma framing built the political coalition, and because the people who built that coalition had a podcaster’s direct line to the president. The sequence deserves to be stated plainly: the money and the coalition arrived ahead of the pivotal trial, and the strongest single study the order leans on remains thirty patients at one clinic, which makes this a regulatory moment built on opioid-settlement dollars, veteran testimony, and a podcast booking rather than on the evidence the same order is now paying to generate.

The confluence has its own brakes. Scientists and advocates quoted in coverage of the signing worried that direct White House involvement in psychedelic research risks politicizing the field and undermining the credibility of the trials the order is meant to accelerate.48 The executive order remains an administrative action, a step below the statutory threshold; an order can be rescinded by the next signature in a way a statute cannot, and the story of how it arrived belongs to the same convergence the later sections describe.



The international map

National choices structure the international map, independent of international treaty obligations. The United States is the restrictive baseline, and the choices below describe how other regimes have arrived at different answers.

France criminalizes ibogaine through its narcotics schedule. A March 12, 2007 order added Tabernanthe iboga, Tabernanthe manii, ibogaine, ibogaine isomers, esters, ethers, salts, and preparations to the national list of substances classified as narcotics, and the Conseil d’Etat upheld the listing against an administrative challenge in March 2009.49-50 What prompted the listing was the 2006 death of a French male with a history of drug abuse who had self-administered root bark while also carrying methadone and a benzodiazepine. The autopsy showed findings consistent with drug overdose, and Tabernanthe iboga and ibogaine were added to the controlled-substances list the following year.51-52 In spirit the French regime is the closest to the United States Schedule I framework, with both substances treated as drugs of abuse with no accepted medical use.

New Zealand and Canada route ibogaine through prescription-medicine controls, sidestepping narcotics scheduling. In November 2009, the New Zealand Medsafe Medicines Classification Committee considered ibogaine and noribogaine and classified them as prescription medicines under the Medicines Act of 1981.53 Health Canada’s Prescription Drug List added ibogaine and its salts, derivatives, or analogues in May 2017, with the explicit notice that ibogaine is not authorized for use in Canada.54 Both regimes share a built-in feature with significant clinical consequences. Legally available to a licensed prescriber for clinical practice, ibogaine simultaneously remains unapproved for any indication, which means the prescriber is operating in an off-label and unapproved space whose evidentiary support comes from the clinical literature alone, with no regulatory dossier behind it. Frank describes the New Zealand result with admiration as the only formal legalization for the substance, though a careful reading of the Medsafe minutes shows the agency was classifying for the purpose of controlling supply, with no indication-level endorsement involved.55-56

South Africa schedules ibogaine under Schedule 6 of the Medicines and Related Substances Act, which is the country’s prescription-medicine schedule.57 Brazil’s regulatory landscape is permissive without being affirmative: ibogaine is neither prohibited nor scheduled in Brazil. It has no commercial registration with ANVISA and may not be sold, but it can be imported as a non-registered medicine for physician-prescribed personal use,58-59 and a long-running effort by the São Paulo psychiatrist Bruno Rasmussen to reach a formal prescription classification continues.60 The Brazilian framework recognizes ibogaine as a research-and-treatment compound that can be administered by licensed clinicians and imported under controlled conditions, while leaving its commercial form unclassified in a way that has allowed a small ibogaine-treatment economy to develop around São Paulo without producing a national approval.

Mexico and the Netherlands appear in the clinic literature as permissive or grey-area destinations whose national medical authorities have yet to formally approve ibogaine for any indication. Clinic infrastructure that grew up in these jurisdictions explains a substantial share of the cohort data the American policy moment now leans on. Several of the longest-running treatment programs — the Tijuana and Rosarito centers in Baja California, the offshore clinics in Costa Rica and Saint Kitts (including Mash’s St. Kitts cohort, Chapter 4), the Dutch programs operating in a tolerated grey zone — together account for the bulk of the observational data the Brown-Alper, Davis, Mash, and Noller papers analyze. In any straightforward sense, the clinical evidence base motivating the American policy moment is a foreign evidence base. It is the product of permissive or grey-zone regulatory designs in other jurisdictions, and the trial pipelines that the executive order and the state research programs are now standing up represent researchers’ effort to convert that observational base into the kind of evidence U.S. regulators can act on.



Gabon and the source-culture turn

Gabon belongs in a different paragraph from the prescription-medicine countries. Growing in Gabonese forests, Tabernanthe iboga anchors a Bwiti religion that the Gabonese state recognizes as practiced by Gabonese citizens. In September 2000, President Omar Bongo declared iboga a patrimoine national and produit stratégique, instructing the administration to protect the plant internationally and to suspend illicit export.61 President Ali Bongo Ondimba incorporated Tabernanthe iboga into the country’s Nagoya Protocol obligations, which created the first binding legal framework for safeguarding both the plant and the traditional knowledge associated with it.62 On February 4, 2019, the Gabonese Ministry of Forests, the Environment, Climate Change Protection, and Sustainable Development published Arrêté No. 001/MFEPC/CAB-M, suspending the export of Tabernanthe iboga in raw or derivative form except under special government authorization, with the stated purpose of sustainable management and continuity.63

The Gabonese regime does work the European and North American regimes cannot do. It treats the plant as a sovereign and cultural resource under a wholly separate logic from the pharmaceutical one, and it puts the burden of justification on export, leaving access largely unburdened. The political economy this creates is consequential for the contemporary research moment. A clinical trial of ibogaine in the United States that sources its active pharmaceutical ingredient from Gabon now does so through a permit process whose terms are set in Libreville, beyond the reach of Washington’s regulators. A retreat center in Costa Rica that sources root bark from a Gabonese supplier faces a customs question that is at the same time a benefit-sharing question. Texas intellectual-property provisions and the Gabonese export controls belong in the same room because the modern regulatory moment is also a sovereignty and benefit-sharing moment.64-66

Gabonese sovereignty over iboga has been articulated in the trade-book record and the legal record with unusual clarity. Ravalec, Mallendi, and Paicheler note the state framing in 2000 — President Omar Bongo, in September of that year, declared iboga a national patrimony and a strategic product, and instructed the administration to put in place every measure necessary to protect the resource at the international level and to halt its illicit export — and add the practical aside that bringing iboga back to France from a Gabonese initiation conflicts with both the French narcotics listing and the Gabonese patrimony classification.67 They locate the source-culture turn in the longer Gabonese history of post-colonial sovereignty over plants and practices that European interest has periodically threatened to absorb. Lambarène’s withdrawal from the French market in 1966 and the United States FDA prohibition in 1967, formalized under the 1970 Controlled Substances Act, ended the first wave of Western pharmaceutical interest in Tabernanthe iboga. Four subsequent decades of Gabonese state attention to the plant are the country’s measured response to the second wave.68

By 2021 the Nagoya / Bwiti reciprocity ledger (Chapter 3) had begun to take institutional form. ICEERS’s two-phase community-engagement reports, grounded in Gabonese stakeholder consultations, document the conversation between Gabonese tradition-holders, Western researchers, European and North American regulatory agencies, and the patient communities treated with ibogaine outside Gabon.69-70 Any account of ibogaine’s legal status that stops at the United States Schedule I listing stops too soon: Gabon’s Nagoya Protocol obligations and the 2019 export order now sit inside the same regulatory negotiation as FDA breakthrough designation and Texas intellectual-property law.



Religion as a different legal object

When readers encounter Bwiti and the contemporary American interest in psychedelic religious freedom, the temptation is to write “religious exemption” as if the existence of a ceremonial tradition makes domestic legality simple. The legal design refuses that simplicity. Several legal objects must be held at the same time. Gabonese ceremonial legitimacy, United States statutory religious liberty under the Religious Freedom Restoration Act, federal controlled-substances enforcement, and public-health risk are doing distinct kinds of legal work, and they do not stack into a single permission slip.

Two anchor points define American case law on psychedelic sacrament. The first is the exemption established under 21 CFR 1307.31, implementing the American Indian Religious Freedom Act Amendments of 1994, which authorizes the religious use of peyote by the Native American Church.71 The exemption is specific to peyote, to the Native American Church, and to the bona-fide ceremonial setting, and creates no general rule for psychedelic sacraments. The second is Gonzales v. O Centro Espírita Beneficente União do Vegetal, the 2006 Supreme Court decision that the federal government could not enforce the Controlled Substances Act against the União do Vegetal’s importation of hoasca tea without satisfying the strict-scrutiny test under the Religious Freedom Restoration Act.72 As the closest psychedelic-religious-liberty precedent to a hypothetical ibogaine case, O Centro stops short of a blanket exemption. It requires a specific religious organization to show sincere religious exercise, the government to identify a compelling interest, and the court to evaluate whether the means are the least restrictive available.

Ibogaine has no settled federal religious exemption analogous to either the peyote regulation or the O Centro ruling. The closest contemporary attempts have come through small religious organizations claiming RFRA standing, and the federal courts have yet to produce a settled answer for ibogaine specifically. A religious exemption for ibogaine remains a possible legal future awaiting its case, while the contemporary research moment is operating on the medical pathway alone, with the religious-liberty pathway running on a separate track. Both routes coexist as distinct legal vehicles, and the people working on each kind of question are largely different people.

Bwiti operates inside a separate legal design. Recognized as a religion in Gabon and practiced by Gabonese citizens, it holds iboga at its ceremonial center. Gabonese citizens are exempt from arguing for a religious carve-out from a narcotics law because the substance lies outside the narcotics schedule and the ceremonial framework is woven into the Gabonese cultural and legal order. The interesting legal question is what happens when a non-Gabonese practitioner, initiated into Bwiti by a Gabonese nganga and returned home, claims a religious entitlement to import or possess root bark in a jurisdiction that controls it. Trade-book authors describe practitioners who have made versions of this case, and the case law to date remains unsettled. American courts, when they have considered Bwiti claims, have generally required the same RFRA-specific showing the O Centro ruling demanded, and the public-record rulings have been mixed and small in number.



Convergence, not arrival

Six recent developments are pointing in the same general direction. FDA’s 2023 draft guidance on psychedelic-drug clinical investigations gave sponsors a procedural framework for IND filings and trial design.73 The MISTIC cohort moved ibogaine into the trauma and veterans research conversation and out of opioid use disorder as researchers’ exclusive concern.74-75 Texas’s $50 million program and the Kentucky 2026 fund created state-level public-private vehicles for FDA-facing research and intellectual-property development.76-78 The April 18, 2026 executive order created federal priority and pathway acceleration for breakthrough-designated psychedelics.79-80 Colorado’s natural-medicine design moved a U.S. state into a regulated-service framework that includes ibogaine.81 And the Gabonese 2019 export order plus the Nagoya Protocol incorporation moved the source-culture and benefit-sharing dimension into a binding regulatory structure.82-83

Brakes inside each of these developments slow the convergence. FDA draft guidance stops short of approving any product. State funds require successful trial execution and FDA approval before they yield a marketed medicine. The executive order accelerates pathways and leaves federal scheduling intact. Requiring authorization for movement but stopping short of an outright ban, the Gabonese export regime leaves the special-authorization process as the chokepoint that will determine how much source-culture sovereignty translates into clinical-supply control. The MISTIC cohort remains one thirty-patient observational study at one clinic,84 and the strongest cohort signal in ibogaine research is still the kind of evidence that motivates trials rather than approves products. Convergence is the right word for six developments that pull in one direction and have each, so far, stopped at the brake just named.

Running in parallel is the semi-synthetic ibogaine analog 18-methoxycoronaridine, or 18-MC. For the legal landscape, what matters is that it includes both natural-product ibogaine programs (the MISTIC pathway, the New Zealand prescription practice, the Texas and Kentucky public-private research) and synthetic-analog programs aimed at the same indications without the same compound. Both tracks share the indication map and divide the regulatory load. A synthetic compound bears fewer of the cardiac concerns ibogaine’s effect on the hERG channel generates (the cardiac-safety chapters take up that potassium channel),85 and a natural product retains the ethnographic and traditional-knowledge weight the analog lacks.

U.S. psychedelic-regulation design, as of press date, operates at three levels at once. Federal scheduling remains tight. State experimentation is increasingly active. The FDA’s individual-application pathway is more permissive than it has been at any prior moment. The interaction between those three levels will determine what happens next. A successful Phase 3 trial under an IND with breakthrough designation could move a specific ibogaine product through FDA approval and a subsequent DEA rescheduling action keyed to that product, without requiring Congress to revisit the underlying CSA scheduling at all. A failed Phase 3 trial, or a cardiac safety signal large enough to halt a program, would push the policy moment back to where it was in 2019. Neither outcome is certain; the next edition of this volume will be written with the trial readouts that are still, at this press date, in the future.

Brett, Frank, and Ravalec et al. read the moment warily, each from a different angle. Brett acknowledges that the debate over why iboga and its derivatives remain outlawed in so many places goes deep, and that the official line about psychoactive effect coexists with the volumes of evidence on addiction recovery.86 Frank offers the hopeful counterpoint: ibogaine may eventually become legal through the religious-sacrament pathway, the medical-prescription pathway, or some combination of the two, and the Gonzales v. O Centro precedent suggests the religious pathway is at least possible.87 Ravalec, Mallendi, and Paicheler register a different temperature, recording iboga’s classification as the first French tableau and the difficulty of declassification, and the political work the Reagan-era War on Drugs did to harden Schedule I against the kind of evidence ibogaine’s clinical advocates have spent four decades accumulating.88 The American moment is moving, and the moving is uneven, and four decades of accumulated clinical evidence have yet to dislodge a single line of the 1970 statute.



Key Takeaways


	Ibogaine operates under three coexisting regimes: a U.S. Schedule I controlled-substance status with no federal medical recognition, a prescription-medicine status in some jurisdictions (notably New Zealand and Canada) that allows licensed use without an approved indication, and a patrimoine national sovereign-and-cultural-resource status in Gabon with export restricted by a 2019 Journal Officiel order. The three frames act on the same molecule and do not resolve into a single hierarchy.89-92

	Ibogaine is not on the 1971 Convention’s INCB Green List, which means national prohibitions are national choices, not treaty obligations. The international landscape is therefore a map of choices, not a uniform regime.93

	The contemporary U.S. regulatory acceleration has three load-bearing components: the April 18, 2026 executive order on serious mental illness with HHS and FDA agency action six days later, the December 2025 fifty-million-dollar Texas IMPACT consortium and the April 2026 Kentucky research-and-intellectual-property fund, and the FDA’s 2023 draft guidance on psychedelic clinical investigations. None of these legalizes possession or approves a product. Each opens pathways the prior framework lacked.94-99

	The clinical evidence base motivating the policy moment is observational and concentrated. The opioid-use-disorder cohorts from Mexico, New Zealand, and offshore clinics constitute the longer literature; the MISTIC cohort constitutes the strongest signal outside opioid use disorder. Both literatures move research forward and fall short of the evidence that would anchor a product approval.100-103

	Religious-liberty exemptions in the United States are anchored in 21 CFR 1307.31 for peyote and in Gonzales v. O Centro for ayahuasca. Neither creates a settled federal exemption for ibogaine, and a hypothetical exemption would require a RFRA-specific showing, not analogical extension.104-105

	The Gabonese source-culture turn is now a regulatory fact, not a rhetorical gesture. The Nagoya Protocol incorporation and the 2019 export order make benefit-sharing and sovereignty load-bearing for any contemporary research program sourcing root bark or its derivatives from Gabon.106-107

	The present is convergence, not arrival. Six trends are pointing in the same direction (FDA pathway access, state research programs, the executive order, Colorado’s natural-medicine design, the MISTIC research base, and the Gabonese export regime), and each contains its own brake. Eighteen months after press, the picture should show movement rather than a convergence that has settled into a single regulatory destination.
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17 Open Questions and the Cultural Moment

In May 2026, the Gabonese Council of Ministers convened in Libreville and elevated iboga from patrimoine national, the status it had held since the September 2000 Bongo decree,1 to patrimoine stratégique national, with a sovereign iboga fund announced to manage the resource and its international relations.2-3 The action came in a year already accelerating on a different track. The April 2026 White House executive order on psychedelic treatments for serious mental illness, the Texas Legislature’s fifty-million-dollar appropriation in December 2025 for a multicenter ibogaine research consortium, the FDA’s clearance of a noribogaine investigational new drug application for alcohol use disorder, and the magnitude of the Stanford-led veterans cohort that anchors the chapter ahead together describe a regulatory and clinical inflection moving in parallel with the Gabonese move.4-7 The legal design, the clinical evidence, and the safety record that still organizes everything else are the subject of earlier chapters.8-9 The molecule’s institutional life is moving in Washington, Austin, and Sacramento.10 The plant’s source-culture life is moving in Libreville. The two tracks have not converged. Research has accelerated.

Ibogaine’s chemistry, brain effects, experience, indications, practice, harm reduction, integration, and legal status now stand rendered as carefully as the present evidence allows. What remains is a map of where the science is still unsettled rather than a story of arrival. The questions that remain genuinely open as of the press date sort into three registers that the pages ahead hold apart. Future trajectories are a watchlist: press releases and executive orders shift the landscape, while efficacy evidence comes from completed trials, and the two move on separate schedules. Open scientific and clinical questions stay alive in their own register, resisting the pull toward a single optimistic or cautionary narrative. And the source-culture and conservation question stays in view alongside the analog-development question, because Western acceleration can evade the Gabonese reality only at the cost of everything the ethics conversation has established.


A signal short of a treatment

The strongest contemporary clinical signal for ibogaine outside opioid use disorder lives in the MISTIC cohort, the largest non-addiction outcome study to date and the case Chapter 11 traces in full: large one-month improvements in disability, post-traumatic stress, depression, anxiety, and cognition, with no serious or unexpected adverse events in the screened sample.11 Four follow-up papers from the same research program added neurophysiology, mystical-experience, functional-imaging, and qualitative texture to the clinical picture, each drawing from the same thirty-patient sample.12-15

Veterans, policy advocates, and state funders have converged on ibogaine because of this signal. Its limit is equally load-bearing. Open-label and uncontrolled, the study took the disability score at immediate post-treatment as its primary outcome and placed one month as the secondary follow-up timepoint. Magnesium was co-administered. The treatment package included travel to Mexico, a week of group debriefing, individual coaching, and a second psychedelic session at the back end. Thirty patients drawn from a population motivated enough to travel internationally for an off-label psychedelic intervention made up the cohort. As the current spark for ibogaine research, that finding remains short of evidence that ibogaine has become a regulated treatment.16 An executive order, a fifty-million-dollar state program, and a sovereign national fund have all moved with a single open-label cohort of thirty as the strongest clinical evidence beneath them. It is an unusual weight of institutional consequence to rest on a finding a calmer moment would call preliminary.

Functioning, post-traumatic stress disorder, depression, anxiety, cognitive complaints, EEG measures, and blood-flow connectivity all moved in clinically interesting directions, yet the cluster of papers does not yet separate the contributions of its components. Whether the acute subjective experience, the noribogaine pharmacology, the magnesium-mediated risk mitigation, the participants’ prior motivation, the supportive retreat context, or the consecutive 5-MeO-DMT session is the load-bearing mechanism remains an open scientific question; the papers function as hypothesis generators, not as mechanism accounts. A Stanford-led observational imaging study, in which participants independently receive treatment at a licensed clinic outside the United States, is now standing up to begin separating these contributions.17-19



Open scientific questions

Safety remains the scientific question that policy cannot outrun. The 2012 forensic review, the toxicology synthesis, and the metabolite window together complicate any simple story that medical monitoring solves ibogaine’s risk profile, even after the pharmacokinetic and harm-reduction groundwork already laid in Chapter 4.20-22 The open frontier is individualized dosing keyed to CYP2D6 (the cytochrome P450 enzyme), repeated-dose pharmacology where the metabolite accumulates instead of clearing, the development of safer analogs that uncouple anti-addictive effects from cardiac liability, the establishment of emergency-response thresholds inside and outside clinical contexts, and the recognition that monitored-trial conditions and the global clinic market are not the same patient experience.

Mechanism is the second open frontier. Which of ibogaine’s pharmacological activities is doing therapeutic work in which indication remains unsettled, even with the post-acute imaging and electrophysiology already mapped (Chapter 5). NMDA antagonism, action at kappa receptors, monoamine effects, and noribogaine-driven serotonin-transporter activity all rest alongside neurotrophic and plasticity-related signaling that preclinical researchers have begun to map. The MISTIC cohort’s imaging and brainwave data show measurable post-acute changes in cortical oscillations, a slowing of the dominant alpha rhythm, and connectivity, while the receptor-level mechanism behind these changes in human patients remains to be anchored.23-25 The mechanism question is now several questions, and the next decade of preclinical and translational work will determine which receptor-level account survives.

Durability of effect is the third frontier, and it runs underneath the temporal course, the opioid-use-disorder evidence base, the MISTIC cohort’s halo at one month, and the integration window alike (Chapter 10). The same underlying question recurs in each. Whether ibogaine produces a period during which the work of recovery becomes more tractable, or whether it produces a durable behavioral or neurobiological change that persists for years without further intervention, has different implications for aftercare, for dosing strategy, and for what the next generation of trials needs to measure. Davis and colleagues’ persisting-effects work suggests that responders describe lasting changes in meaning, gratitude, and relational quality, which fall short of clinical-trial endpoints and tell a different durability story than relapse rates alone.26-28

Indication boundaries are the fourth open question. The MISTIC cohort showed effects across substance use, trauma, mood, anxiety, and cognitive complaints in the same patients, and qualitative studies describe integration outcomes that touch identity, relationship, meaning, and somatic relief. Whether ibogaine is best understood as a treatment for a specific indication or as a transdiagnostic intervention affecting cross-cutting mechanisms (reward learning, autobiographical processing, neuroplasticity) is at present unsettled.29-31 Which indications survive controlled testing and which were artifacts of the open-label observational designs is what the clinical-trial pipeline the executive order and state research programs are now standing up will have to reveal.

Promising but fragile, the neurorestorative and somatic frontier runs on case reports and review essays rather than controlled data. Multiple sclerosis case reports and neurorestorative-mechanism reviews make remyelination and metabolic restoration visible at the level of plausible mechanism and isolated case description. No controlled clinical evidence of disease-modifying effect in any neurological indication has yet been produced; these are early signals.32-33 Oxa-noribogaine, tabernanthalog, and the broader iboga-inspired analog chemistry point toward a wider family of compounds, each carrying the design wager that plasticity and anti-addictive effects can be preserved in a safer scaffold.34-36



The analog and metabolite pipeline

A parallel future for the field proceeds through compound development around the parent molecule. Tabernanthalog, the non-hallucinogenic ibogaine analog reported by the David Olson laboratory at UC Davis in 2020, established the design wager: keep plasticity and anti-addiction effects while removing the cardiac liability and the long visionary phase.37 A 2026 review expanded that wager into a broader scaffold for what it called “silent neuroplasticity,” with preclinical work suggesting that tabernanthalog and structurally related compounds may produce neurorestorative effects in the absence of a subjective psychedelic experience.38 Oxa-noribogaine reduces alcohol drinking in animal models through aversion learning and prefrontal glutamatergic alterations.39 In April 2026, the DemeRx noribogaine program received FDA acceptance of an Investigational New Drug application for alcohol use disorder.40

A successful analog program could move FDA approval forward faster than the parent compound by avoiding the hERG channel (the cardiac potassium channel) effect and the CYP2D6 variability that have defined ibogaine’s safety profile. A successful analog program could also move research away from the substance the ceremonial and clinical narratives have treated as therapeutically central. Whether the subjective experience is mechanism, side effect, or therapeutic ingredient is the deepest scientific question the analog pipeline puts on the table, and its resolution will require a sustained program of trials over a single decisive one.41

The 18-MC analog line (Chapter 2) is the longer history of the same wager. Subsequent corporate development at Savant HWP, MindMed, and later sponsors moved through the IND pathway for an earlier ibogaine-analog candidate.42-43 The track’s accumulated lessons inform the current generation of analog programs. They also remind researchers and developers that compound development is patient work measured in decades, not months, and the optimistic 2026 announcements should be read against the slow pace of the underlying science.



Open ethical and policy questions

Reciprocity is the deepest open ethical question. The executive order, the FDA follow-up, the Texas IMPACT consortium, the Kentucky research fund, the DemeRx IND, and the Optimi Health manufacturing initiative collectively show that ibogaine has become administratively legible in the United States and in North American supply chains.44-49 No one of these facts automatically answers who shares benefits with Bwiti communities, who protects wild Tabernanthe iboga populations, who sets training standards for facilitators, who pays for monitored care, or who bears liability when something goes wrong.

The Nagoya / Bwiti reciprocity ledger has begun to take international institutional form. Blessings of the Forest has cast conservation, fair-trade channels, and Nagoya Protocol obligations as practical infrastructure. May 2026 brought the Gabonese Council of Ministers action that elevated iboga to patrimoine stratégique national and announced the creation of a sovereign iboga fund.50-54 That design is incomplete, yet more developed than at any prior moment, and the next two-year cycle will reveal how much of it becomes binding on Western research and treatment programs.

Access is the second policy question, and it pulls against safety. Medically serious ibogaine settings are expensive: cardiac screening, electrolyte monitoring, electrocardiogram supervision through the long acute phase, emergency readiness, and structured post-session follow-up are essential infrastructure. If federal approval or expanded access comes through hospital-grade settings, many people with substance-use disorders may be priced out of the treatment the molecule made possible. If informal clinics stay the practical access route for the patients who cannot afford the hospital-grade alternative, the warnings in the safety literature persist and the fatality record’s risk patterns stay in play. The Department of Veterans Affairs evidence brief on psychedelic medications names the tension precisely: the ibogaine evidence base includes observational signals, a small randomized literature, and serious adverse-event concerns, and how the substance can be fitted into standard care is unsolved.55

Training and scope of practice are the third policy question. The contemporary North American treatment ecosystem includes physicians, nurse practitioners, psychotherapists, licensed integration coaches, Bwiti-trained practitioners, peer facilitators, and self-trained underground providers, with varying degrees of overlap and accountability. The clinical-trial pipeline will likely produce standards of practice for medical settings, and the Texas IMPACT consortium (Chapter 16) has already named cardiac safety protocols, IND filings, and trial design as load-bearing components.56-57 The standards developed inside trials will likely diverge from those practiced in ceremonial, retreat, and informal settings, and the resulting two-tier ecosystem will require regulators and practitioners to make explicit decisions about which standards apply where.

A specific Bwiti question deserves naming inside the policy discussion. Twentieth-century ethnographic work and contemporary practitioner interviews have documented the cultural and ceremonial standing of iboga in Gabon, and the recent institutional design around Gabonese sovereignty has begun to convert that standing into legal and economic instruments.58-60 What Western policy has yet to develop is a corresponding instrument for the question of who can speak for Bwiti in international research and treatment contexts. Through the patrimony declarations of 2000 61 and 2026 and the Nagoya Protocol incorporation, the Gabonese state has spoken.62-63 Bwiti lineages, with their own internal authority structures around initiation, nganga lineage, and ngenza practice, are a separate voice from the state, and the distinction matters because state-to-state benefit-sharing agreements may underrepresent the religious tradition the substance comes from. Trade-book interviews record practitioners skeptical of every Western framing of iboga, including those that gesture toward respect.64-65 That skepticism is the right instinct, because a great deal of the Western respect on offer is the cheap kind, performed in a press release and abandoned at the point where it would cost a sponsor a patent or a margin, and a sovereign fund in Libreville is worth more than every acknowledgment the acceleration has so far paid the tradition in words. Developed in detail in Chapter 3, the ethics, stewardship, and ownership conversation now has institutional consequences for every program in the contemporary acceleration, and programs operating without an explicit position on Bwiti standing should expect the question to be put to them.

A related open question goes deeper than policy or sovereignty: what iboga is, in the metaphysical and categorical sense, has yet to settle across the vocabularies the preceding chapters have carried. Medicine, teacher, ancestor, plant intelligence, and root are the terms the practitioner accounts reach for predominantly.66-69 Classical ethnography reaches for binding, path, and house of words.70 In interviews directed at Western audiences, the contemporary Bwiti emic voice has begun to reach for technology, framing the chapel’s music as a healing technology and the tradition’s accumulated practice as a developed set of techniques for communicating with ancestors.71 Contemporary clinical-phenomenology vocabulary treats the experience as having an interlocutor structure with information-processing features.72 Narby and Chanchari Pizuri’s Plant Teachers resists the technology framing on agency grounds.73 This chapter does not adjudicate. It is the kind of question instruments were not built to settle. Whether iboga is best understood as a teacher whose lessons survive translation into clinical vocabulary, as a technology whose operations the West can responsibly take up, as a medicine whose proper setting is ceremonial and indigenous, or as an ancestor whose claims on the people who consume it reach further than Western legal categories yet recognize, is one of the questions the next two-year cycle is unlikely to close. What researchers and regulators reach for in 2027 and 2028 will determine what clinicians and developers are permitted to do with the plant, and that choice of vocabulary is itself a substantive question.

Commercial structure is the fourth open question. The intellectual-property revenue provisions in the Texas legislation, the patent landscape around analog compounds, and the pharmaceutical-industry investment in DemeRx, MindMed, and other sponsors create a commercial future that operates on different timescales and different incentives than the source-culture and patient-access concerns above.74-75 Whether the commercial vehicle that brings ibogaine or its analogs to FDA approval can also carry benefit-sharing, conservation, and accessible-care commitments is, as of this writing, the most consequential unanswered governance question in ibogaine research.

The naturalistic-language layer adds cultural texture in place of evidence. Coded reports in the ibogaine online-report sample split across drug and trip vocabulary, medicine and teacher vocabulary, lineage and practitioner terms, retreat and tourism language, and legal and cultural-moment language, with each cluster appearing in a distinct minority of reports and several clusters often coexisting inside the same account.76 That split records a vocabulary tug-of-war: the same substance is talked about as a recreational drug, as a medicine, as a teacher, as a tourist destination, and as a cultural-political object, often by the same speakers in the same paragraphs. What the naturalistic data cannot establish is what ibogaine does, how often it helps, or whether a particular policy choice is wise. In self-selected online testimony it maps vocabulary, not outcomes, and the drug/medicine/teacher/retreat/legal split is itself one data point in the cultural conversation the earlier sections of this chapter are mapping.



Future trajectories

Four trajectories are most likely to move fastest over the next two years. Positioned to produce the largest government-funded ibogaine dataset to date, the Texas IMPACT consortium has cardiac-safety protocols and multi-indication trial design embedded in the appropriating legislation.77-78 Federal policy may translate the April 2026 executive order into concrete regulatory pathways if the FDA’s noribogaine IND action is followed by early-phase data and if subsequent rescheduling actions on specific products advance.79-81 Analog programs may move tabernanthalog-class compounds, oxa-noribogaine, and noribogaine-derived candidates into human studies, potentially producing the first FDA-approved iboga-inspired pharmaceutical even if the parent molecule remains Schedule I.82-84 And Gabonese conservation and sovereignty moves may push source-culture questions into the center of Western development conversations, through the Nagoya Protocol design and the May 2026 sovereign iboga fund announcement.85-86

Press releases and executive orders shift the landscape. Efficacy evidence comes from completed trials, and the two move on different schedules, so each of the four reads best as a watchlist item rather than a forecast. Phase I or IND movement reaches a milestone short of approval. Case reports illustrate possibilities that controlled clinical programs would have to confirm. Preclinical analog success in rodent or non-human-primate models is a starting point for translational work, several steps removed from evidence of patient benefit. A population enthusiastic about a treatment can still be harmed by it, and an enthusiastic moment intensifies the responsibility on the screening, monitoring, and emergency-care infrastructure these chapters have described. Revisited in 2027 or 2028, some of the watchlist items will likely have moved substantially while others have stalled, and the speed of any individual development will be a poor predictor of the speed of the others.

Alertness, holding clear of both cynicism and hype, is the right final posture. Ibogaine is a field where the next edition could have radically better answers, and where moving quickly without the right questions would reproduce the very harms the preceding chapters have worked to make visible. Enthusiasm without screening, supervision, and emergency readiness has historically been fatal for patients; the cardiac fatality record from the 1990s and 2000s is a standing reminder. The molecule and the plant and the practice come from somewhere with its own claims, and the Gabonese sovereignty turn keeps that reminder in view. The post-acute integration window — twelve to twenty-four days on the noribogaine tail, followed by months of integration — is where most of the work happens.87 The dramatic session is the small part.



Key Takeaways


	The MISTIC cohort is the strongest contemporary clinical signal for ibogaine outside opioid use disorder, and it is one open-label thirty-patient cohort whose magnitude is unusual and whose design leaves entangled the contributions of magnesium co-administration, complementary care, expectation, and the ibogaine itself. The signal motivates the next wave of trials. It falls short of the kind of evidence that anchors product approval.88-91

	Safety remains the scientific question that policy cannot outrun. The hERG effect, the inherited CYP2D6 variation that drives clearance differences, the QT-interval and motor-coordination effects during the acute session that correlate with ibogaine rather than with the metabolite, and the long noribogaine pharmacological tail that extends monitoring obligations well past the visions together make individualized dosing, repeated-dose protocols, safer analogs, and emergency-response thresholds the open safety frontier for ibogaine research.92-94

	Mechanism is now several questions. NMDA antagonism, action at kappa receptors, monoamine effects, neurotrophic signaling, and post-acute connectivity changes each support different therapeutic stories, and the work of separating them in human patients has barely begun.95-97

	The analog and metabolite pipeline is a parallel future for the field. Tabernanthalog, oxa-noribogaine, the DemeRx noribogaine program, and the 18-methoxycoronaridine track may each yield FDA-approved iboga-inspired pharmaceuticals on a different timeline from the parent compound, and the deepest question they raise is whether the subjective experience is mechanism, side effect, or therapeutic ingredient.98-101

	Reciprocity, access, training, and commercial structure are the four largest open policy questions. The contemporary regulatory acceleration in the United States leaves unanswered who shares benefits with Bwiti communities, who pays for monitored care, who sets standards for facilitators across clinical and ceremonial settings, and whether commercial vehicles can carry source-culture and conservation commitments alongside profit.102-106

	The cultural moment is real and asymmetric. The molecule has become administratively legible in the United States while remaining largely unknown in the broader public, with knowledge concentrated in veteran communities, addiction-recovery networks, and the small subculture that has followed psychedelic research since the 2010s. The next two years are likely to bring the substance further into mainstream conversation, and the responsibility of that conversation is to keep the cardiac record, the source-culture sovereignty turn, and the integration-window pharmacology visible alongside the institutional acceleration.

	Future trajectories should be read as a watchlist. The Texas IMPACT consortium output, federal regulatory translation of the April 2026 executive order, analog-program trial progress, and Gabonese sovereignty-and-conservation moves are the four most likely fast-changing areas. Press releases and executive orders shift the landscape; efficacy evidence comes from completed trials.
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What We Don’t Yet Know

A consolidation of the open empirical, clinical, ethical, and regulatory questions each chapter left unresolved, brought together so a reader can see the shape of what this volume has not yet settled.


Chapter 1: The Substance and Its First Uses

The deepest gap in the early-use record is material archaeology. No residue analysis, dated artifact, or iconographic record has surfaced to provide a deep horizon for Tabernanthe iboga use in the Congo basin. The popular two-thousand-year figure, which appears in trade-press and practitioner-handbook treatments, lacks anchoring to a verifiable primary source. It may turn out to be conservative, generous, or wrong. The second gap is archival precision around the early Western record: the dates, names, and exact quotations from the nineteenth-century French naval, missionary, and colonial-administrative literature still need checking against the primary documents. The third gap is the chemistry-history sequence around structure and synthesis in the 1950s and 1960s, where recent chemistry-history audits caution against compressing structure-and-synthesis into a single dated event.

A more substantive open question concerns the relation between the alkaloid family and the experience. Bwiti initiates have always taken the full alkaloid mixture in the bark, processed through their own metabolism into a long-tailed pharmacology that includes noribogaine and several minor metabolites. Whether and how the experience produced by the bark differs, qualitatively and pharmacologically, from the experience produced by ibogaine hydrochloride, by a noribogaine-only preparation, or by a tabernanthalog-class analog is a question the source-culture and laboratory archives have yet to answer jointly. The pharmacology and the phenomenology of that difference remain open.



Chapter 2: Lineages and the Westward Journey

The historical record this chapter draws on has uneven coverage. The first-generation research lineage is reasonably well documented in the peer-reviewed pharmacology and toxicology literature, but the offshore clinic ecosystem of the 1990s and 2000s has no centralized data; total treatment numbers, mortality, and outcome statistics have to be reconstructed from individual provider reports and the self-organizing accountability work of GITA and similar networks. The Erasmus University pilot project is documented in trade and practitioner literature, with sparse peer-reviewed record; the Dutch authorities’ investigation of the participant death lies in primary archives outside the open literature. The estimate of 3,414 treatments by 2006 remains the last comparable count anyone has produced, and contemporary annual volumes can be estimated only loosely. On the source-culture side, lineage claims by Western-facing teachers and providers in the contemporary retreat market have yet to face a systematic verification effort by the nganga and chapels that hold the religion’s actual authority, and the standing of those claims often stands at a remove from the written record.



Chapter 3: Ethics, Stewardship, and Ownership

Audited reciprocity remains the largest gap in ibogaine ethics. The ibogaine community has commitments, frameworks, and organizations; a published accounting of what flows back is still missing. No peer-reviewed study, as of 2026, has measured the proportion of clinic supply derived from Tabernanthe iboga versus Voacanga africana or synthetic routes; the share of pharmaceutical research budgets or retreat-center revenue returning to Gabonese communities and Bwiti lineages; the proportion of harvested root bark moving through Nagoya-compliant export channels versus informal supply; or the rate at which provider organizations actually adhere to GITA-style standards in clinics outside the small number that publish their protocols. The data we lack is the data that would let researchers grade the ibogaine community’s compliance. Public verification of current claims is also a moving target. Export-licensing practice, community agreements, conservation programs, and federal-acceleration outcomes can shift between drafting and reading; near-publication checks on legal and organizational status are part of how this chapter ages well.



Chapter 4: The Molecule, the Receptors, and the Dose

The mechanism story contains substantial uncertainty. No human study has causally isolated which of ibogaine’s many receptor engagements mediates which of its effects, and the analog literature, while suggestive, has yet to be extended into clinical comparison. The relative contributions of NMDA-receptor blockade, kappa-receptor activation, nicotinic-receptor effects, and neurotrophic signaling to the anti-addictive signal remain unsettled, as does whether noribogaine alone, administered without the parent compound’s visionary intensity, retains clinically meaningful anti-addictive activity. The pharmacokinetic literature is small: the cleanest enzyme-genotype study used twenty-one healthy volunteers at a 20-milligram dose, the noribogaine study used twenty-seven opioid-dependent patients, and population pharmacokinetics in older, medically complex, polysubstance-using treatment-seeking patients, the population that would actually receive ibogaine in any future regulated indication, has yet to be published. The mid-twentieth-century stimulant-tonic Lambarène dose range has never been formally re-tested in contemporary clinical settings. And the long-term consequences of repeated flood-dose exposure, including possible motor-coordination effects at very high animal doses, remain inadequately characterized in humans (Ravalec, Mallendi, and Paicheler 2004).



Chapter 5: The Brain Under the Influence

The acute neuroimaging of ibogaine in humans is the largest open question in this corner of psychedelic research. No fMRI, EEG, MEG, or PET study has captured the brain during the visionary peak, partly because ataxia and cardiac monitoring complicate scanner access, partly because the regulatory and safety architecture for such a study has yet to be assembled. Whether the rat gamma signature transfers to a human brain at the height of flood-dose ibogaine, whether default-mode-network suppression appears in the acute ibogaine state, whether the visual cortex behaves the way it does under psilocybin and ayahuasca, and which receptor engagements drive which neural changes all remain unsettled. The post-acute imaging that does exist draws on a population narrower than any reasonable claim about ibogaine in general would require. The mediation question, which neural changes mediate which clinical effects, awaits a sample size and an analytic framework no ibogaine study has yet produced. Until a larger, controlled, multimodal study of acute and post-acute ibogaine in a broader population arrives, the available findings have to remain candidate correlates rather than proven mechanisms.



Chapter 6: What Doesn’t Mix: Interactions and Contraindications

The denominator gap is the largest single uncertainty in the chapter. The forensic and toxicology literatures document fatalities and severe arrhythmia cases, but the total number of worldwide ibogaine exposures, the distribution of dose quality, screening rigor, electrolyte status, and co-medication load across those exposures, and the rate of unreported non-fatal adverse events remain unknown. Risk architecture can be described. Risk rates cannot be calculated from the case counts. The serotonergic case literature is sparse enough that no defensible incidence figure for ibogaine-induced serotonin syndrome exists. The psychiatric case literature is similarly sparse, and the populations most often exposed to ibogaine — addicted patients in informal settings — are exactly the populations whose adverse events are most likely to be misattributed or under-captured. Compound heterogeneity adds another layer: root bark, total alkaloid extract, ibogaine hydrochloride, noribogaine, and magnesium-co-administered protocols are different pharmacological objects, and the interactions documented for one form may not transfer cleanly to another. Until larger, controlled, multimodal safety datasets in broader populations arrive, ibogaine’s contraindication warnings remain mechanistic and consensus-based rather than incidence-quantified.



Chapter 7: The Arc of an Experience

The most consequential evidence gap is precision. No published study has integrated dense pharmacokinetic sampling, ECG and electrolyte monitoring, repeated withdrawal and symptom scales, an iboga-specific phenomenology instrument, sleep architecture, and clinical follow-up in the same participants across a single arc. The pieces exist, scattered across healthy-volunteer pharmacokinetic work, opioid-use observational treatment, toxicity case series, the veteran neuroimaging cohort, and trade-book accounts; the integrated study that would let investigators test, rather than triangulate, the multi-layered arc has yet to be done. Adjacent open questions follow from the same gap. The neurotrophic mediation hypothesis remains untested in humans. The phenomenological factors of the Ibogaine Experience Scale have not been mapped against plasma noribogaine concentrations or against clinical outcomes. The post-acute window’s effective duration in different bodies and indications remains a working assumption rather than a measured interval.



Chapter 8: Inside the Experience: Perception, Emotion, Body, Mind, Self

The most consequential gap is integrated measurement. No published ibogaine cohort has combined the Ibogaine Experience Scale with the Mystical Experience Questionnaire, the Ego-Dissolution Inventory, the 5-Dimensional Altered States of Consciousness scale, the Emotional Breakthrough Inventory, the Challenging Experience Questionnaire, pharmacokinetic sampling, ECG and sleep monitoring, and clinical outcomes in the same participants. Without that, the chapter cannot say which dimensions of the inside predict which outcomes, whether the autobiographical-review density that recurs across the accounts correlates with therapeutic benefit, whether the encounter content has the noetic force that mystical experience has been argued to produce for psilocybin, or how the somatic load aligns with any of the above. Adjacent gaps follow from the same situation. The mystical-experience construct’s fit to ibogaine’s relational and encounter material remains untested; the ego-dissolution proxy’s sparseness in online testimony has not been validated against a structured ibogaine cohort; the autobiographical-review signal’s relationship to specific therapeutic indications has not been formally mediated. The chapter has had to describe the six rooms before investigators have built the instruments to measure how they connect.



Chapter 9: When the Experience Turns Difficult

The most consequential gap is rate estimation. No published ibogaine-specific cohort has measured challenging-experience prevalence on a validated instrument, post-session distress duration in any structured form, persistent perceptual symptom incidence, or psychiatric decompensation rates against an unmedicated comparison. Screening protocols operate on consensus broader than incidence data; toxicology studies document serious medical danger in case-series form rather than in cohort estimates; the practitioner vocabulary names patterns that no validated instrument has yet measured. Adjacent gaps follow from the same situation. Whether prior psychedelic experience modifies ibogaine difficulty in either direction has not been studied formally. Whether the magnesium-co-administration protocols reduce psychological difficulty in addition to cardiac risk remains an open mechanistic question. Whether sub-clinical perceptual aftereffects of ibogaine occur at rates the broader hallucinogen research would predict has not been measured. The patterns are describable; the prevalence numbers that would anchor them remain unmeasured at scale.



Chapter 10: Substance Use Disorders

Adequately powered randomized trials with credible blinding controls, prospective measurement of expectancy, and stratification by opioid type, maintenance history, and contemporary drug supply do not yet exist. No published study has compared ibogaine outcomes head-to-head against methadone or buprenorphine on mortality, retention, or relapse. The mechanism question of which combination of withdrawal pharmacology, post-acute noribogaine presence, drug-cue salience modulation, and experiential meaning produces the durable component of the clinical effect remains open at the level of mediation analysis. The prediction question is similarly open: no validated response model exists for who will benefit and who will not, and the predictor candidates are plausible, not proven. The fentanyl-era question is unanswered in any published cohort. The repeat-treatment question is unresolved, and the safety profile of multiple lifetime ibogaine sessions has not been characterized. The widely circulated Stanford Phase II claim remains untraceable to any primary source and should not be treated as evidence.



Chapter 11: Beyond Addiction

Adequately powered randomized trials are missing in TBI, PTSD, depression, anxiety, OCD, eating disorders, or any non-substance-use indication. No independent cohort has yet reproduced the MISTIC signal under the same protocol; the Texas trial in development and the second observational pre-post cohort listed in ClinicalTrials.gov will be the first attempts at replication. How the clinical effect is mediated, whether through pattern disruption, neuroplasticity, oscillatory reconfiguration, mystical-experience intensity, or post-acute noribogaine pharmacology, is still a theoretical question. Generalizability across sex, gender, civilian populations, racial and ethnic groups, and patients with different trauma histories is still open. Repeat treatment, given the cardiac-safety profile, is unresolved. For multiple sclerosis, inflammatory disease, and neurodegeneration, the evidence is preclinical and case-report level. The cancer-related claims attached to Tabernaemontana alkaloids and to ibogaine itself are alkaloid pharmacology rather than clinical evidence.



Chapter 12: In the Clinic, in Ceremony, on One’s Own

The contemporary record cannot say what proportion of ibogaine sessions globally occur in each of the three containers, because the chapel and the informal setting both produce sessions that fall outside any formal record. The relative per-session safety profile of the chapel versus the clinic is unknown in any controlled comparison. The available data is observational and confounded by selection. The contemporary economy of hybrid spaces that translate Bwiti forms into Western retreat contexts has been mapped by the ICEERS Iboga Community Engagement work, but what counts as legitimate transmission, what counts as appropriation, and what counts as a thinning of the tradition remains contested and culturally specific. The integration question (how the three rooms differ in producing durable change at six months, twelve months, and beyond) remains unstudied across container types in any systematic comparison. The microdosing question may eventually develop if cardiac-safer analogs emerge that decouple the QT-prolongation risk from the therapeutic profile, but the contemporary evidence base does not support the practice in any of its current forms.



Chapter 13: The Container: Set, Setting, Sitters, Music

No controlled study has measured how container variables affect ibogaine outcomes. No trial has compared a music-rich Bwiti-derived auditory environment with silence in a matched-cohort clinical setting; none has tested whether magnesium-mitigation protocols allow safe operation under provider configurations that would otherwise be borderline; none has quantified what proportion of adverse events trace to environmental versus medical versus interpersonal failures of the container, partly because the published case literature is too small and partly because the underground-clinical record is not reportable in the same way. The reporting guidelines published by Pronovost-Morgan, Greenway, and Roseman in 2025 are a recent attempt to make setting variables consistently visible in psychedelic trial publications, and whether they change what ibogaine trials actually record about the rooms their patients sat in is a question the next two-year revision cycle will be able to answer (Pronovost-Morgan, Greenway, and Roseman 2025).



Chapter 14: Harm Reduction and Who Should Not Take It

The largest open question is whether a regulated treatment pathway with magnesium-mitigation protocols, mandatory cardiac monitoring through the noribogaine window, and genotype-guided dosing can lower the per-case risk into the range that contemporary psychedelic-assisted therapies for other indications have reached. The MISTIC protocol for traumatic brain injury and the Mash inpatient model offer evidence that the cardiac signal can be contained inside trial-quality monitoring, but no Phase 3 trial has yet shown this at scale or in a broader patient population than the carefully screened cohorts of those studies (Cherian et al. 2024; Mash et al. 2018; Knuijver et al. 2024). The contemporary research base on next-generation analogs — tabernanthalog and related compounds that have shown anti-addiction effects without measurable cardiac liability in animal models — is at an earlier stage of human translation than its public profile suggests, and the analog story remains a research bet rather than a safety solution today (Cameron et al. 2020). The harm-reduction literature on naturalistic-setting use is also thin in a particular direction: the published case reports document the catastrophic events, and the practice and ethnographic literature documents the experiential texture, but rigorous prevalence estimates for non-fatal serious adverse events in retreat and home settings have not been produced. Until such estimates exist, the right operating assumption for any reader considering ibogaine outside an investigational protocol is that the risk profile is more demanding than the comparison classes most readers will reach for.



Chapter 15: After the Experience: Integration

The integration evidence base for ibogaine is observational, small, and self-selected. No randomized comparison of intensive aftercare versus minimal aftercare has been conducted with ibogaine-treated patients, and the practitioner claim that the first twelve to twenty-four days constitute a uniquely consequential crystallization period rests on facilitator heuristic and pharmacological plausibility rather than on a controlled study of timing. The post-acute neurophysiology in the magnesium-ibogaine cohort is suggestive and cannot yet be generalized across the wider patient population the molecule serves. Predictors of who responds durably, who relapses, who experiences a decompensation period, and who emerges with the kind of relational repair Davis and colleagues described remain poorly characterized, and most of what researchers can say about them comes from clinical observation rather than from prospective design. The cross-cultural question of whether and how the Bwiti integration vocabulary translates into Western aftercare practice, beyond the structural truth that a returned person needs other people, is open. The right next decade of work will need long-form prospective cohorts that follow ibogaine-treated patients through the post-acute window with paired clinical, phenomenological, and biological measures, and randomized comparisons of aftercare intensity sufficient to test whether the differences are large enough to detect at trial scale.



Chapter 16: Legal Status and the Regulatory Moment

The single largest open variable for U.S. federal status is the outcome of Phase 3 trials under FDA breakthrough designation. A successful Phase 3 result on a specific ibogaine product would trigger a DEA rescheduling pathway keyed to that product, and the gap between Schedule I and Schedule II or III for an approved psychedelic product could close in a way that twentieth-century reschedulings have rarely modeled. A cardiac safety signal large enough to halt a Phase 3 program would push the policy moment back to where it was before the MISTIC cohort. Either outcome is possible, and the chapter cannot predict which will arrive first. State-level adoption of natural-medicine frameworks may continue past Colorado into other state ballot initiatives or legislative actions, and the federal-state interaction under Schedule I will continue to produce litigation that the next edition of the volume will have to map. The Gabonese export regime’s terms are stable in 2026, and the special-authorization process is at present the chokepoint through which legitimate clinical supply must pass; whether the chokepoint expands, formalizes, or further restricts is open. Religious-exemption case law for ibogaine remains undeveloped, and the current consensus is that the medical pathway will reach approvals before the religious pathway produces a stable settlement. The international map will likely continue to diversify, not converge. Whether any major jurisdiction will produce a formal indication-level approval for ibogaine during the two-year update cycle remains the most consequential unanswered question for ibogaine researchers.



Chapter 17: Open Questions and the Cultural Moment

The terminal open questions are partially redundant with the open questions of every prior chapter, and that redundancy is itself the point. No one has yet isolated the mechanism of ibogaine’s therapeutic effects. Durability across years, beyond the one-month and twelve-month follow-up windows researchers have so far run, is unmeasured. A cardiac safety threshold below which routine outpatient treatment becomes responsible has not been established; the 2012 forensic record still sets the upper limit of what can be said honestly about risk. The indication boundary that separates ibogaine-responsive from ibogaine-unresponsive patient populations is unmapped. An integration design that converts the post-acute period into durable life change awaits controlled head-to-head comparison across modalities. The intellectual-property and benefit-sharing framework that the Gabonese state’s sovereignty turn invites is still waiting on a binding instrument Western research programs and pharmaceutical sponsors uniformly accept; the May 2026 sovereign-fund announcement is the architectural sketch, and the implementing instruments lie ahead. The training, credentialing, and scope-of-practice design that a regulated ibogaine ecosystem would require has yet to be built. The clinical-research pipeline that would convert observational evidence into FDA-grade evidence has been funded and awaits execution. The cultural conversation about ibogaine has begun in veteran networks, addiction-recovery communities, and the psychedelic-research subculture; the broader publics in mental health, primary care, and policy have yet to enter it. These gaps remain open while the field advances, and no honest account can predict when they will close.





Further Reading

An annotated reader’s guide to the most useful next steps from each chapter. Each entry names what the source does well and what its limitations are; the chapters of this volume cite many additional works (collected in the bibliography), and the entries below are the curated subset most worth a reader’s time.


Chapter 1: The Substance and Its First Uses


	Fernandez, James W. 1982. Bwiti: An Ethnography of the Religious Imagination in Africa. Princeton: Princeton University Press. The foundational ethnographic source for Bwiti and its origin traditions; the place to read the discovery legend in its multiple branch-specific versions, the Pygmy-attribution and Bantu-adoption chain, and the disciplined treatment of mythic origin as social memory rather than as failed archaeology.

	Ravalec, Vincent, Mallendi, and Agnès Paicheler. 2004. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. The volume’s strongest tradition-holder voice; Mallendi’s ngenza perspective sits beside Paicheler’s botanical and pharmacological chronology, making the book the volume’s best bridge from inside-the-religion meaning to French-language scientific history.

	Pope, Harrison G. 1969. “Tabernanthe iboga: An African Narcotic Plant of Social Importance.” Economic Botany 23: 174–184. The early academic ethnobotanical consolidation of the plant; useful as evidence that Tabernanthe iboga’s social and ceremonial importance was legible to Western ethnobotany decades before the modern ibogaine clinic.

	Wasko, Michael J., Paula A. Witt-Enderby, and Christopher K. Surratt. 2018. “DARK Classics in Chemical Neuroscience: Ibogaine.” ACS Chemical Neuroscience 9 (10): 2475–2483. The most accessible modern review of ibogaine chemistry, history, and pharmacology, useful as a single-source map of how the contemporary chemical-neuroscience literature remembers the substance’s century-long arc.

	Hughes, Gerald, Julia Hamelink, and Craig A. Townsend. 2024. “Disrupting Substance Use Disorder: The Chemistry of Iboga Alkaloids.” European Journal of Organic Chemistry. The most recent chemistry-history audit, important for its caution against compressing the structure-and-synthesis sequence into a single dated event and for its placement of ibogaine within the wider iboga-alkaloid family that contemporary analog programs continue to mine.





Chapter 2: Lineages and the Westward Journey


	Alper, Beal, and Kaplan 2001. “A Contemporary History of Ibogaine in the United States and Europe.” In The Alkaloids: Chemistry and Biology 56: 249–281. The most thorough account of the prohibition-era network in print, written by participants close enough to the field to document what conventional biomedical institutions left out of their records; the proximity is also the source’s main limitation, which the paper handles with reasonable candor.

	Alper, Lotsof, and Kaplan 2008. “The Ibogaine Medical Subculture.” Journal of Ethnopharmacology 115 (1): 9–24. The four-way typology of treatment models (medical, lay-provider, activist self-help, religious-spiritual) and the 2006 treatment-volume estimate are the most useful structural facts on record; the paper is also the clearest in-network acknowledgment of the safety problem the underground was facing.

	Fernandez 1982. Bwiti: An Ethnography of the Religious Imagination in Africa. Princeton: Princeton University Press. The foundational ethnographic source on the religion, with the discipline on origin legends and the documentation of branch proliferation that this chapter rests on; the volume’s length is a genuine investment, but the discipline of the prose makes the investment worth it.

	Mash 2023. “IUPHAR Invited Review: Ibogaine, A Legacy within the Current Renaissance of Psychedelic Therapy.” Pharmacological Research 190: 106620. A long-form report from a research career organized around ibogaine and noribogaine; the most useful single source for what the pharmacology community knows about the compound’s mechanism, kinetics, and cardiac liability.

	Ravalec, Mallendi, and Paicheler 2004. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. The strongest practitioner-voice source in the field; Mallendi’s account of his own initiation under Ehoumou and his stance on opening the practice for preservation purposes is the chapter’s primary anchor for the ngenza lineage and for the documented apprenticeship model.





Chapter 3: Ethics, Stewardship, and Ownership


	Brett 2021. Brett, Daniel. Iboga: The Root of All Healing. Carries the volume’s clearest account of conservation economics, price displacement, Voacanga substitution, Nagoya integration, and the Gabonese export-authorization regime; the source for the eight-to-ten-times root-bark price increase and for the foundational quotation about the moral shape of extraction.

	Ravalec, Mallendi, and Paicheler 2004. Ravalec, Vincent, Mallendi, and Agnès Paicheler. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. The volume’s normative anchor for the epistemic braid; Mallendi’s voice bears the molecule-versus-plant critique and the North-South asymmetry with greater authority than any Western source can.

	ICEERS 2020. International Center for Ethnobotanical Education, Research and Service. Iboga Community Engagement Initiative Phase 2 Report. Fifty-six interviews across twelve Bwiti communities; the leading attempt to make source-culture engagement institutionally accountable rather than rhetorically referenced.

	Cameron et al. 2020. Cameron, Lindsay P., et al. “A Non-Hallucinogenic Psychedelic Analogue with Therapeutic Potential.” Nature 589: 474–479. The contemporary analog literature’s flagship paper; the chapter cites it as the strongest current case for the analog logic the molecule-versus-plant distinction interrogates.

	Marazziti et al. 2026. Marazziti, Donatella, et al. “Psychedelic-Assisted Pharmacotherapy: Clinical Applications and Regulatory Considerations.” Expert Opinion on Pharmacotherapy. The most current general statement of the regulatory and equity questions any psychedelic medicine will have to answer; functions as a checklist of the issues federal acceleration tends to defer.





Chapter 4: The Molecule, the Receptors, and the Dose


	Glue et al. 2015. Glue, Paul, Helen Winter, Kira Garbe, Hannah Jakobi, Alexander Lyudin, Zoe Lenagh-Glue, and Chih Hung. “Influence of CYP2D6 Activity on the Pharmacokinetics and Pharmacodynamics of a Single 20 mg Dose of Ibogaine in Healthy Volunteers.” Journal of Clinical Pharmacology 55, no. 6 (2015): 680–687. The controlled-condition human pharmacokinetic study that grounds this chapter; the paroxetine inhibition arm makes the liver-enzyme phenotype legible as a clinical variable.

	Glue et al. 2016. Glue, Paul, Gavin Cape, Donna Tunnicliff, and colleagues. “Ascending Single-Dose, Double-Blind, Placebo-Controlled Safety Study of Noribogaine in Opioid-Dependent Patients.” Clinical Pharmacology in Drug Development 5, no. 6 (2016): 460–468. The only randomized double-blind study of noribogaine in opioid-dependent patients; documents the dose-linear QT-interval relationship that anchors the contemporary cardiac-safety conversation.

	Alper et al. 2015. Alper, Kenneth R., Rong Bai, Nian Liu, Susan Fowler, Xi-Ping Huang, Silvia G. Priori, and Yoram Ruan. “hERG Blockade by Iboga Alkaloids.” Cardiovascular Toxicology 16, no. 1 (2015): 14–22. The patch-clamp study that establishes the channel-level mechanism for ibogaine’s QT-prolongation risk and that documents 18-MC’s substantially weaker cardiac-channel profile.

	Baumann et al. 2001. Baumann, Michael H., John Pablo, Syed F. Ali, Richard B. Rothman, and Deborah C. Mash. “Comparative Neuropharmacology of Ibogaine and Its O-Desmethyl Metabolite, Noribogaine.” The Alkaloids: Chemistry and Biology 56 (2001): 79–113. The comparative-pharmacology review that distinguishes ibogaine and noribogaine receptor profiles and that remains the cleanest single source for understanding why the metabolite is its own pharmacological character.

	Litjens and Brunt 2016. Litjens, Ruud P. W., and Tibor M. Brunt. “How Toxic Is Ibogaine?” Clinical Toxicology 54, no. 4 (2016): 297–302. The toxicology review that connects liver-enzyme status, cardiac-channel blockade, electrolyte status, and opioid context into a coherent account of where ibogaine adverse events come from.





Chapter 5: The Brain Under the Influence


	Sridhar et al. 2026. Sridhar, Malvika, Azeezat Azeez, Andrew D. Geoly, and colleagues. “Neural Correlates of Ibogaine: Evidence from Functional Neuroimaging of Military Veterans.” Biological Psychiatry: Cognitive Neuroscience and Neuroimaging (2026). The single largest human ibogaine neuroimaging dataset published to date; the insular and anterior-cingulate findings anchor the chapter’s strongest ibogaine-specific claim.

	Gonzalez et al. 2021. Gonzalez, Joaquin, and colleagues. “EEG Gamma Band Alterations and REM-like Traits Underpin the Acute Effect of the Atypical Psychedelic Ibogaine in the Rat.” ACS Pharmacology and Translational Science 4, no. 2 (2021): 517–525. The cleanest available electrophysiological account of the acute ibogaine state; supplies the biological foothold for the substance’s long-standing oneirogenic description.

	Lissemore et al. 2025. Lissemore, Jennifer I., and colleagues. “Magnesium-Ibogaine Therapy Effects on Cortical Oscillations and Neural Complexity in Veterans with Traumatic Brain Injury.” Nature Mental Health 3, no. 8 (2025): 918–931. The first peer-reviewed human EEG paper on ibogaine; documents post-acute reorganization of cortical oscillations and neural complexity in the same veteran cohort imaged with fMRI by the Sridhar group.

	Cherian et al. 2024. Cherian, Kirsten N., Jackob N. Keynan, Lauren Anker, and colleagues. “Magnesium-Ibogaine Therapy in Veterans with Traumatic Brain Injuries.” Nature Medicine 30 (2024): 373–381. The clinical parent paper for the veteran cohort the imaging studies draw on; necessary context for how the imaging was actually collected and what clinical reality the brain findings rest alongside.

	Benes et al. 2025. Benes, Michal, Tomas Palenicek, and Jiri Horacek. “What fMRI Studies Say about the Nature of the Psychedelic Effect: A Scoping Review.” Frontiers in Neuroscience (2025). The most methodologically sober recent review of psychedelic fMRI as a whole; provides the framework for reading ibogaine findings against the broader field without overstating cross-substance transfer.





Chapter 6: What Doesn’t Mix: Interactions and Contraindications


	Alper, Stajic, and Gill 2012. Alper, Kenneth R., Marina Stajic, and James R. Gill. “Fatalities Temporally Associated with the Ingestion of Ibogaine.” Journal of Forensic Sciences 57, no. 2 (2012): 398–412. The forensic-review anchor for the chapter; documents the nineteen deaths between 1990 and 2008 and their distribution of pre-existing cardiovascular disease, opioid co-use, and withdrawal-state contribution.

	Litjens and Brunt 2016. Litjens, Ruud P. W., and Tibor M. Brunt. “How Toxic Is Ibogaine?” Clinical Toxicology 54, no. 4 (2016): 297–302. The toxicology review that links pharmacokinetics, potassium-channel blockade, and the eight case reports of ventricular arrhythmias in individuals without known pre-existing cardiovascular disease.

	Alper et al. 2015. Alper, Kenneth R., Rong Bai, Nian Liu, Sandra Fowler, and colleagues. “hERG Blockade by Iboga Alkaloids.” Cardiovascular Toxicology 16, no. 1 (2015): 14–22. The patch-clamp study that establishes the channel-level mechanism behind ibogaine’s QT-prolongation risk, and that documents 18-MC’s substantially weaker effect on the same channel as a target for analog development.

	Global Ibogaine Therapy Alliance 2015. Clinical Guidelines for Ibogaine-Assisted Detoxification. The broadest available provider-consensus document on screening, washout, electrolyte management, and contraindicated medications; functions as the de facto standard for clinical and quasi-clinical settings, even where formal regulatory guidance does not exist.

	Brunt 2026. Brunt, Tibor Markus. “Rare but Relevant: Ibogaine and Cardiovascular Complications, Prolonged QT Interval and Ventricular Arrhythmias.” Addiction (2026). The most current cardiovascular-safety synthesis available; positions contemporary monitoring, liver-enzyme genotyping, magnesium pre-loading, and analog development as the active responses to the documented risk.





Chapter 7: The Arc of an Experience


	Glue et al. 2015 and 2016. Glue, Paul, et al. “Influence of CYP2D6 Activity on the Pharmacokinetics and Pharmacodynamics of a Single 20 mg Dose of Ibogaine in Healthy Volunteers.” Journal of Clinical Pharmacology 55, no. 6 (2015); and “Ascending Single-Dose, Double-Blind, Placebo-Controlled Safety Study of Noribogaine in Opioid-Dependent Patients.” Clinical Pharmacology in Drug Development 5, no. 6 (2016). The two New Zealand studies that anchor the pharmacokinetic backbone of the chapter: parent-compound and metabolite half-lives, the role of the liver enzyme that varies across patients, and the dose-dependent QT-interval signal that the safety story rests on.

	Knuijver et al. 2024. Knuijver, Thomas, et al. “The Pharmacokinetics and Pharmacodynamics of Ibogaine in Opioid Use Disorder Patients.” Journal of Psychopharmacology 38, no. 5 (2024). The flood-dose pharmacokinetic study in the population that actually receives ibogaine in clinical contexts. The thirtyfold liver-enzyme-driven spread in clearance is the single strongest piece of evidence that the arc is individual rather than generic.

	Gonzalez Espejito et al. 2025. Gonzalez Espejito, Francisco, et al. “The Ibogaine Experience Scale (IES): Development and Psychometric Properties of a Multidimensional Measure of Ibogaine’s Subjective Effects.” PLOS ONE 20, no. 10 (2025). The first ibogaine-specific phenomenology instrument. The seven-factor structure is itself the chapter’s strongest argument that the experience cannot be collapsed into a single intensity rating or into a mystical-experience score borrowed from other substances.

	Cherian et al. 2024. Cherian, Kirsten N., et al. “Magnesium-Ibogaine Therapy in Veterans with Traumatic Brain Injuries.” Nature Medicine 30 (2024). The single largest contemporary clinical study of ibogaine in a non-addiction indication, with immediate and one-month outcomes across psychiatric, cognitive, and functional domains. The study’s magnesium co-administration protocol is the contemporary working answer to the cardiac-safety problem that has organized ibogaine research for thirty years.

	Ravalec, Mallendi, and Paicheler 2004. Ravalec, Vincent, Mallendi, and Agnès Paicheler. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. The only named living tradition-holder voice in the practitioner literature; Mallendi’s three-day initiation account gives the chapter its ceremonial counterclock to the clinical and experimental literature. The book is in French and not available in translation as of 2026; the chapter’s renderings are translations.





Chapter 8: Inside the Experience: Perception, Emotion, Body, Mind, Self


	Gonzalez Espejito et al. 2025. Gonzalez Espejito, Francisco, et al. “The Ibogaine Experience Scale (IES): Development and Psychometric Properties of a Multidimensional Measure of Ibogaine’s Subjective Effects.” PLOS ONE 20, no. 10 (2025). The first ibogaine-specific phenomenology instrument and the chapter’s strongest single anchor. Its multifactor structure is itself the evidence that ibogaine produces a compound experience rather than a single-axis intensity.

	Fernandez 1982. Fernandez, James W. Bwiti: An Ethnography of the Religious Imagination in Africa. Princeton: Princeton University Press, 1982. The deep ethnographic source for the chapter’s sacred-and-relational material. Fernandez’s Bwiti account of initiate visions, the vocabulary of “seeing Bwiti,” the ancestor encounters at barriers in named landscapes, and the recognition that failure to see visions is itself a named outcome anchor the chapter’s Bwiti register and prevent the substance’s content from being collapsed into a generic psychedelic phenomenology.

	Ravalec, Mallendi, and Paicheler 2004. Ravalec, Vincent, Mallendi, and Agnès Paicheler. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. The only named living tradition-holder voice in the practitioner literature. Mallendi’s account of his own initiation, the three-day ceremonial frame, and the role of the nganga in holding the night gives the chapter its strongest interior-of-Bwiti reading, complementary to Fernandez’s outside-observer ethnography.

	Stein 2017. Stein, Holly. Healing with Iboga: How I Overcame Anxiety, Depression, Insecurity and Self-Loathing Using the Ancient Plant Medicine Iboga. Self-published, 2017. The chapter’s clearest first-person memoir of autobiographical review in a non-addiction context. Stein’s “filing cabinets” vision and her account of reliving childhood scenes with adult mind and original-age emotional register are the chapter’s most legible illustrations of what the cognitive dimension of ibogaine commonly stages.

	Yaden et al. 2024. Yaden, David B., et al. “Clinically Relevant Acute Subjective Effects of Psychedelics beyond Mystical Experience.” Nature Reviews Psychology 3, no. 9 (2024). The multidimensional review of psychedelic acute effects that locates mystical experience as one of several dimensions that may matter clinically, alongside emotional breakthrough, psychological insight, personal meaning, and connectedness. The review gives the chapter the frame for treating ibogaine’s encounter and autobiographical content seriously without subordinating either to a single mystical-experience construct.





Chapter 9: When the Experience Turns Difficult


	Barrett et al. 2016 and Carbonaro et al. 2016. Barrett, Frederick S., et al. “The Challenging Experience Questionnaire: Characterization of Challenging Experiences with Psilocybin Mushrooms.” Journal of Psychopharmacology 30, no. 12 (2016); and Carbonaro, Theresa M., et al. “Survey Study of Challenging Experiences after Ingesting Psilocybin Mushrooms: Acute and Enduring Positive and Negative Consequences.” Journal of Psychopharmacology 30, no. 12 (2016). The two papers that establish the challenging-experience vocabulary the chapter inherits: seven dimensions of difficulty, the meaning-and-cost distinction, and the consistent finding that screening, preparation, support, and follow-up modulate outcome more than felt difficulty does.

	Martinotti et al. 2018. Martinotti, Giovanni, et al. “Hallucinogen Persisting Perception Disorder: Etiology, Clinical Features, and Therapeutic Perspectives.” Brain Sciences 8, no. 3 (2018). The reference review for HPPD across the hallucinogen literature: clinical features, mechanism candidates, the lack of clear dose-response, and the medical-assessment recommendation that translates directly into the ibogaine setting where ibogaine-specific data is thin.

	Houenou et al. 2011. Houenou, Josselin, et al. “Ibogaine-Associated Psychosis in Schizophrenia: A Case Report.” Journal of Clinical Psychopharmacology 31, no. 5 (2011). The single published ibogaine psychosis case in the indexed literature. The report is illustrative of the pre-existing-vulnerability framing that the contemporary screening protocols put in place; the lack of larger series remains the most important gap in the evidence base on ibogaine-precipitated psychiatric crisis.

	Ravalec, Mallendi, and Paicheler 2004. Ravalec, Vincent, Mallendi, and Agnès Paicheler. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. The only named living tradition-holder voice in the practitioner literature; Mallendi’s account of the six known Western ibogaine deaths and of the underground overdose case bears the chapter’s strongest moral weight on what unprotected use has cost.

	Edwards et al. 2025. Edwards, Ella P., et al. “A Case Series of Ibogaine Toxicity Reported to the UK National Poisons Information Service over a 10-Year Period.” Clinical Toxicology 63, no. 3 (2025). The contemporary toxicology baseline for ibogaine adverse events in a Western context, with exposure windows ranging from hours to roughly one month and a clinical profile that includes neurological symptoms, cardiotoxicity, anxiety, coma, convulsions, prolonged QT intervals, and torsades de pointes (a dangerous heart rhythm).





Chapter 10: Substance Use Disorders


	Brown and Alper 2018. Treatment of Opioid Use Disorder with Ibogaine: Detoxification and Drug Use Outcomes. The American Journal of Drug and Alcohol Abuse 44 (1): 24–36. The cleanest structured opioid-use-disorder outcome study available, with twelve-month follow-up and the most reliable rhythm of one-month peak and later attenuation. The chapter’s clinical clock is Brown and Alper’s clock.

	Davis et al. 2017. Subjective Effectiveness of Ibogaine Treatment for Problematic Opioid Consumption. Journal of Psychedelic Studies 1 (2): 65–73. The largest patient-reported outcome dataset in the field. The right place to see both the magnitude of the abstinence signal and the relapse-and-reduced-use complexity that any honest reading has to hold together.

	Knuijver et al. 2024. The Pharmacokinetics and Pharmacodynamics of Ibogaine in Opioid Use Disorder Patients. Journal of Psychopharmacology 38 (5): 481–488. The contemporary pharmacokinetic anchor for the dosing-and-genotype problem. The finding that ibogaine concentrations correlate with QT prolongation and cerebellar effects but not with withdrawal severity, which complicates simple dose-response stories.

	Sordo et al. 2017. Mortality Risk During and After Opioid Substitution Treatment: Systematic Review and Meta-Analysis of Cohort Studies. BMJ 357: j1550. The standard-of-care mortality anchor any ibogaine writing has to honor. The meta-analysis that establishes why methadone and buprenorphine retention remain the benchmark against which ibogaine has to be measured for opioid-use-disorder population benefit.

	Esperanca, Gomes, and Campos 2026. Ibogaine: Therapeutic Potential, Cardiac Safety, and Translational Perspectives in the Treatment of Substance Use Disorders: A Scoping Review. Molecules 31 (3): 545. The most recent scoping synthesis of the evidence base, useful for orienting in 2026 to the fragmented evidence base, the pipeline status, and the standardization and cardiac-safety constraints that continue to shape what researchers can and cannot say.





Chapter 11: Beyond Addiction


	Cherian et al. 2024a. Magnesium-Ibogaine Therapy in Veterans with Traumatic Brain Injuries. Nature Medicine 30 (2): 373–381. The MISTIC anchor paper, with the protocol, screening, monitoring, and one-month outcome data for the thirty-veteran cohort. The chapter’s central signal is this paper’s clinical signal; every halo paper draws on the same cohort.

	Lissemore et al. 2025. Magnesium-Ibogaine Therapy Effects on Cortical Oscillations and Neural Complexity in Veterans with Traumatic Brain Injury. Nature Mental Health 3 (8): 918–931. The EEG halo paper, useful for the alpha-frequency-and-clinical-improvement bridge and for the mechanistic vocabulary the chapter borrows.

	Brown et al. 2026. Mystical Experiences during Magnesium-Ibogaine Are Associated with Improvements in PTSD Symptoms in Veterans. Journal of Affective Disorders 395 (Pt B): 120722. The mystical-experience halo paper, useful for the experiential-mediator question and the noetic-quality discussion the chapter elsewhere honors.

	Nicolas 2025. Ibogaine and the Recovery of the Reward System: A Transdiagnostic Framework for Substance Use, OCD, PTSD, and Eating Disorders. Frontiers in Pharmacology 16: 1744383. The transdiagnostic-framework essay that maps the secondary-indication landscape across PTSD, depression, OCD, and eating disorders. The right place to see the theoretical case for why one molecule might speak to several conditions at once.

	Calvey et al. 2026. Neurorestorative Properties of Iboga Alkaloids: Linking Multi-Receptor Affinities to Remyelination and Metabolic Restoration. Acta Neuropsychiatrica 38: 1–36. The mechanistic review essay that frames the somatic and neurological hypothesis for ibogaine and its analog family, particularly relevant for the multiple-sclerosis case-report context.





Chapter 12: In the Clinic, in Ceremony, on One’s Own


	Fernandez 1982. Bwiti: An Ethnography of the Religious Imagination in Africa. Princeton: Princeton University Press. The canonical English-language ethnography of the Bwiti religious tradition, with detailed treatment of named branches, chapel architecture, ceremony, candidate initiation, and the religion’s internal categories for ancestor encounter and harm. The chapter’s chapel section reads from Fernandez first.

	Dickinson et al. 2016. Clinical Guidelines for Ibogaine-Assisted Detoxification. Global Ibogaine Therapy Alliance. The international reference standard for clinical ibogaine protocols, with detailed screening, monitoring, and emergency-response specifications. The most concrete window into what authority looks like in the clinic-bed room.

	Cherian et al. 2024a. Magnesium-Ibogaine Therapy in Veterans with Traumatic Brain Injuries. Nature Medicine 30 (2): 373–381. The contemporary MISTIC-protocol anchor, with magnesium co-administration as a core cardiac-safety feature, structured assessment, and the framework for what a 2020s clinical container looks like in practice.

	ICEERS 2019. Visions on Iboga/ine: From the Traditional Use of Iboga to the Medicalization of Ibogaine. Barcelona: International Center for Ethnobotanical Education, Research and Service. The international NGO synthesis of the contemporary iboga and ibogaine ecology, with attention to source-culture engagement, the medicalization arc, and the hybrid-space and underground segments that the chapter’s third container occupies.

	Frank 2012. Ibogaine Explained. Self-published harm-reduction guide. The most-cited underground-and-self-directed reference, with the long view of informal-setting practice from a longtime sitter and harm-reduction worker. The right place to see the third container from inside, with the honesty about what informal use can and cannot do.





Chapter 13: The Container: Set, Setting, Sitters, Music


	Brett 2021. Iboga: The Root of All Healing. Brett’s chapter on set and setting offers the clearest articulation yet of why the classical formula transfers awkwardly to ibogaine, written from inside the contemporary clinical scene. The single best starting point for the substance-specific reframe.

	Ravalec, Mallendi, and Paicheler 2004. Bois sacré: Initiation à l’iboga. Vauvert: Au Diable Vauvert. Mallendi’s account of Bwiti-ngenza initiation, in French, gives the most detailed contemporary description in print of the chapel’s preparation, ritual kit, song architecture, and continuous monitoring by nganga and “mothers.” Pairs with Fernandez for the source-culture container in its own voice.

	Fernandez 1982. Bwiti: An Ethnography of the Religious Imagination in Africa. Princeton: Princeton University Press. The canonical English-language ethnography of Bwiti chapel architecture, song, and ceremonial geography, written from a year of fieldwork in Gabon in the 1960s. The chapel-as-body symbolism, the engosie as a path of birth and death, and the cosmology of the ngombi all come from this work.

	Cherian et al. 2024. “Magnesium-Ibogaine Therapy in Veterans with Traumatic Brain Injuries.” Nature Medicine 30 (2): 373–381. The published MISTIC-protocol paper documents the contemporary state of a carefully assembled ibogaine clinical container — disclosure, magnesium loading, continuous monitoring, post-dose follow-up — for readers who want to see what a competent Western clinical setting actually does.

	Pronovost-Morgan, Greenway, and Roseman 2025. “An international Delphi consensus for reporting of setting in psychedelic clinical trials.” Nature Medicine 31: 2186–2195. The first formal guideline document on how setting should be reported in psychedelic clinical trials. The paper’s diagnosis of how much published trials have failed to record about the rooms their patients sat in is itself a useful summary of how thin the reporting has been, and the framework will likely shape how future ibogaine trials describe their containers.





Chapter 14: Harm Reduction and Who Should Not Take It


	Alper, Stajic, and Gill 2012. Alper, Kenneth R., Marina Stajic, and James R. Gill. “Fatalities Temporally Associated with the Ingestion of Ibogaine.” Journal of Forensic Sciences 57, no. 2 (2012): 398–412. The forensic anchor for every responsible discussion of ibogaine safety; the paper that taught researchers to think about ibogaine fatality as a pattern of comorbidity, co-exposure, and context, not as evidence of intrinsic neurotoxicity.

	Koenig and Hilber 2015. Koenig, Xaver, and Karlheinz Hilber. “The Anti-Addiction Drug Ibogaine and the Heart: A Delicate Relation.” Molecules 20, no. 2 (2015): 2208–2228. The cleanest review of the cardiac-ion-channel evidence and its implications for clinical translation; pairs the cellular hERG-blockade work with the human toxicology record.
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Chapter 16: Legal Status and the Regulatory Moment
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About the Series

Mindfield Guides is a series of single-substance reference volumes on psychoactive substances, written for educated general readers and updated on a two-year cycle.
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