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1. A New Model for Psychedelic Therapy
Research into psychedelic therapy was thriving from 
the 1950’s until the late 1960’s when cultural and polit-
ical factors brought the field of study to an abrupt halt. 
With this rebirth of clinical research, there are new ca-
pacities in science that are yielding a better under-
standing of these remarkable therapeutic substances. 
However, one area that has remained constant from 
the 50’s until now is the non-directive, non-interaction-
al psychotherapy model that is used in clinical trials, 
and subsequently, in treatment. Here is an excerpt from an abstract that summarizes this approach: 

The drug session itself is given in a room with soft ambient lighting and a comforting soundtrack 
(which may contribute to the therapeutic value as well). There are generally two therapists pres-
ent in the room (ideally one male and one female) who are there to provide reassurance, medical 
cover, and care. They only talk with the patient if the patient wants them to, which they generally 
do not. It is important to note that there is no expectation of conversation during the “trip” and 
no direction by either therapist of the patient’s speech or thought. It is the next day in the “inte-
gration” session that the content of the trip is discussed and interpreted and psychotherapeutic 
benefits derived.1 (Nutt, 2019)

The assumption underpinning this approach is that the psychedelic substance provides a pow-
erful experience that is later turned into therapeutic benefit during the integration phase. The main 
purpose of the therapists is to create a safe, trusting and supportive environment to allow the client 
to let go into the psychedelic experience. The following day, participants gain insight into them-
selves and make meaning of the experience. What we know is that psychedelic therapy utilizing 
this approach does, in fact, reliably yield positive results. What we don’t know is whether this is an 
ideal approach or, if and to what degree, we can improve upon it. Are there certain populations or 
conditions that require a different modality? We also don’t know how much this approach adds to or 
possibly even takes away from the beneficial qualities of the substance. The non-directive, non-inter-
actional model has been the default in psychedelic treatment because, we speculate, interventions 
from traditional therapeutic modalities such as cognitive behavioral therapy (CBT) or narrative based 
talk therapies do not pair well with and can even interrupt the non-rational, non-linear, frequently 
non-verbal, and non-ordinary consciousness generated by psychedelic substances. In the spirit of 
scientific progress, this paper explores the possibility of developing a more therapeutically engaged 
modality that actively embraces the unique features of psychedelic consciousness allowing more 
therapeutic processing during the actual therapy session. This White Paper will explore one poten-
tial model, Psychedelic Somatic Interactional Psychotherapy (PSIP), that we feel provides a deeper 
penetration into the core of anxiety, depression, dissociation, PTSD and complex relational trauma. 
As renowned neuroscientist and psychedelic researcher, Robin Carhart-Harris, notes, “A future chal-
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lenge will be to learn how psychological interventions can maximize the advantages of the psyche-
delic state.” It is our goal to provide an alternative option to the classic non-directive, non-interactive 
mode of psychedelic therapy.  

In this summary article, we will describe what is taking place neurologically during a psychedelic 
state as it relates to mental health treatment. We will also describe a variety of PSIP interventions that 
have been designed to target and support the inherent, self-correcting healing processes that arise 
within the altered state of psychedelic consciousness.

2. Modes of Human Consciousness

Human cognition can be divided into two dis-
tinct types that are each underpinned by two dif-
ferent ways the brain is able to operate. Primary 
consciousness is an evolutionarily early type of 
cognition. It does not conceive of time or think ab-
stractly, it is based in body sensations, emotions, 
imagery, nondeclarative memory (i.e non-verbal 
and non-conscious memory), and it is a more un-
constrained, animalistic form of cognition. It is a 
fundamentally visceral, embodied type of aware-
ness. There is a self here but it is not conscious, 
rational or verbal. It is what we call an implicit self, meaning it is hidden and operates underneath 
your conscious awareness. It operates under your explicit conscious sense of identity. Think of your 
dog, or cat, or toddler: there is a self, a personality, there that operates and perceives the world 
very differently than your adult conscious mind does. There are a number of researchers whose work 
has independently led them to the conclusion that we have an unconscious, yet situationally and 
relationally sensitive self, with its own implicit cognition, implicit emotions, implicit communication, 
implicit homeostatic healing mechanisms and implicit perceptions of the world. 

The brain networks that make up primary consciousness and the implicit self are also evolu-
tionarily old, and we share them with other animals such as fish, amphibians, reptiles and mam-
mals. Roughly speaking, the areas of the brain that make up this network are the brain stem (the 
earliest part of the brain), the limbic system (emotional centers), the emotional motor system 
and the autonomic nervous system to name just a few. The important thing to know is that even 
though your mind doesn’t operate in this mode most of the time, it’s still very much there un-
der the surface. The processes and type of memory that are stored in primary consciousness are 
foundationally important to making you who you are. A great deal of your psychological func-
tioning, and core programming about yourself, your relationships, and the world are stored here. 
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Despite the designation of the verbal left hemisphere as “dominant” due to its capaci-
ties for explicitly processing language functions, it is the right hemisphere and its implicit 
homeostatic-survival and communication functions that is truly dominant in human exist-
ence.2 (Schore, 2003)

In contrast, secondary consciousness is a mind operating in an ordinary, everyday, adult manner. 
It is capable of self reflection, abstract meaning making, cognitive thought, and goal orientation. It 
is verbal, rational, linear. It perceives time and generates a conscious, explicit sense of self that you 
identify as being you.

The brain regions that generate this type of consciousness are made up of higher-order cortical 
networks (i.e the more recently developed parts of the brain). The default mode network (DMN) 
is the central and hierarchically dominant system that organizes and synchronizes different parts 
of the brain to produce this secondary consciousness. The DMN is the conductor of an orchestra, 
and the music that orchestra makes is your ordinary, everyday consciousness. One of the ways the 
DMN achieves this organizing of experience is by suppressing the higher energy, more flexible, 
less stable or, as Carhart-Harris says, “higher entropy” order of primary consciousness, along with 
the activity of the brain networks that produce primary consciousness. 

 
It is argued that this entropy suppression furnishes normal waking consciousness with 
a constrained quality and associated metacognitive functions, including reality-test-
ing and self-awareness. Moreover, this leads to the proposal that the brain of modern 
adult humans differs from that of its closest evolutionary and developmental anteced-
ents because of an extended capacity for entropy suppression.3 (Carhart-Harris, 2014) 
 

The suppression of the more chaotic order of primary consciousness is what makes humans hu-
man. The purpose of secondary consciousness and the unique evolutionary brain development that 
allows it is the ability to understand, predict and manipulate the world around us. It is a survival 
mechanism that seeks to meticulously detail reality. Modern civilization, medicine, literature, engi-
neering, physics and landing on the moon are all thanks to the evolution of the DMN and movement 
into secondary consciousness from primary consciousness. The DMN and its subordinate cortical 
networks filter out information that is not filtered out of primary consciousness. The DMN deems 
this information unnecessary noise in order to generate a stable, understandable, predictable, ma-
nipulatable reality. 
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3. Interruptive Mechanisms

Secondary consciousness is remarkable. More so than speed, armor, venom, camouflage, flight or 
other evolutionary advantages, our ability to comprehend and manipulate nature has proven a very 
successful strategy. However, there is a heavy price to pay. Secondary consciousness’ suppression 
of primary consciousness means we lose access to the self correcting, auto-regulatory mecha-
nisms that are an inherent part of mammalian biology. There are biological components involved 
in primary consciousness that are able to process anxiety, depression, PTSD, emotions and traumatic 
memory far more effectively than the verbal, abstract cognitive processes of secondary conscious-
ness. Consider that mammals in the wild 
frequently experience survival level threat-
ening experiences that would qualify as 
traumatic. It is well documented that these 
animals, if they survive, involuntarily engage 
mechanisms that biologically process trau-
matic charge. These mechanisms, among 
others, are features of  primary conscious-
ness which get suppressed in secondary 
consciousness, and it is these mechanisms 
that PSIP targets during a psychedelic state. 

In addition to the suppression of the homeostatic functions just mentioned, we also lose connec-
tion with the emotional, sensory, implicit self of primary consciousness, and the sense of novelty, 
mystery and awe that is not filtered out by the DMN. Research has found that an over functioning 
DMN correlates with a rigid, less permeable ego structure and a depressive personality.4 We know 
that DMN activity is not detectable in infancy and so children having very little or no suppressive 
functioning are able to experience the world through primary consciousness as fresh, new, timeless 
with magical thinking.5 They are sensory beings learning about their environment by interact-
ing with it viscerally. They are not outside of, or removed from, their environment through 
abstract cognitive processes. They are not chess players looking down upon the game, ana-
lysing the game. They are fundamentally in the game, in flow. Contrast that with an adult whose 
DMN has become over expressed: this person is likely to experience the world as known, rutted, 
lacking in mystery. They are likely to experience themselves as separate from the world and their 
own experience, removed from it as an observer.   

This, of course, leads us to speculate if having an overactive DMN is a random fact of maturation 
or if environmental factors such as traumatic life events can cause individuals to need more control, 
more boundaries, and seek more predictability in their environment thereby creating a feed forward 
loop that encourages the development of a more suppressive DMN as a defensive, safety mecha-
nism.
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4. The Effect of Psychedelic Substances 
on DMN & Consciousness

Carhart-Harris has noted that psychedelic substances desynchronize and disrupt the smooth func-
tioning of the default mode network, and the suppressive organization it exercises over conscious-
ness. In fact, the serotonin 2A receptor upon which classic psychedelic substances such as psilocy-
bin, mescaline, DMT and LSD act is located primarily in the cortex. This receptor is most densely 
expressed in higher level nodes of the DMN, and is hardly found in subcortical regions such as the 
brainstem and motor (movement) cortex. This is to say that the effect of psychedelic substances 
is on the networks that generate secondary consciousness, not on subcortical networks that 
generate primary consciousness or on biological functioning. We know that non-classic psyche-
delic substances such as cannabis and MDMA, while having different pathways of action, still have a 
disruptive influence on the DMN. 

Imagine a spectrum where on one side is a mind with a highly organized and filtered cognition, 
and on the other side is a mind with more unconstrained, unfiltered, more unstable cognition. Both 
sides taken to an extreme have their own pathology (psychosis is the extreme of an unconstrained 
mind, and ego rigidity, epileptic seizure and depression are the extreme of an overly organized 
mind). Psychedelics temporarily disrupt the DMN and shift a highly organized mind towards disor-
ganization (this is why it is not recommended for people with a history of psychosis to engage in 
this work). As the DMN disintegrates, we see an unconstrained form of cognition arise. We see a 
mind that has more communication, or more activity, between brain regions. When the DMN’s man-
agement and filtration of reality has been disrupted, we see the rise of what is in large part, a less 
curated, less managed, less filtered primary consciousness. 

SIMPLIFIED ILLUSTRATION OF GLOBAL BRAIN CONNECTIVITY WHILE RECEIVING  PLACEBO (A) 

AND PSILOCYBIN (B)6
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It is also proposed that entry into primary states depends on a collapse of the normally 
highly organized activity within the default-mode network (DMN) and a decoupling be-
tween the DMN and the medial temporal lobes (which are normally significantly coupled).

These studies provide some useful clues about the mechanisms by which psychedelics 
alter brain function to alter consciousness. ...Although none of the analyses formally meas-
ured entropy, they spoke to a general principle that psychedelics alter consciousness by 
disorganizing brain activity.³ (Carhart-Harris, 2014)

While there are significant questions about how psychedelic consciousness is generated, the 
prevailing therapeutic understanding is that psychedelic substances do not create anything new in 
your system. They give you deep access to what has been underneath the entire time: namely, your 
implicit self and all the experiences that have gone into creating it. This is why we relate to psyche-
delics as a catalyst evoking your own internal world and engaging your own natural biological, psy-
chological and spiritual processes. 
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CHAPTER  2

THE BODY
At the core of the PSIP model is the psychobiological intelligence of the 
autonomic nervous system. It is this ancient mammalian structure that 
activates during primary psychedelic consciousness and is a self correcting 
foundation of transformation.

22
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5. Defense Cascade & Autonomic 
Foundations of Mental Health Symptoms

The interactions between psychedelic substances, the DMN and primary and secondary con-
sciousness are an important foundational understanding. Now let’s shift our attention to the psy-
chotherapy modality that interfaces with these elements. If the purpose is to address mental health 
conditions, a psychotherapeutic process that embraces the non-rational, non-linear, non-verbal, im-
plicit, embodied functioning of primary consciousness will be important. The dominant forms of 
psychotherapy, cognitive behavioural therapy (CBT) or traditional talk therapy, were not designed 
to embrace such altered features of psychedelic consciousness. These modalities are primarily de-
signed to manage symptoms through cognitive restructuring, reality testing, introspection, insight, 
or a verbal retelling of difficult or traumatic experiences. These interventions were designed to work 
within and strengthen secondary consciousness. They are seeking to ground the client in that stable 
reality to decrease symptoms. The DMN is deeply connected to the verbal processing areas of the 
cortex, and allows us to exert voluntary control over elements of primary consciousness.7 Needless 
to say, these processes of traditional psychotherapy run somewhat counter to the neurologi-
cal direction psychedelic substances are taking the brain. Even as helpful as these traditional 
modalities can be under normal circumstances, the psychotherapy of ordinary, waking con-
sciousness is not the psychotherapy of altered psychedelic consciousness. These substances 
require their own non-ordinary state psychotherapy (NOSP). 

Psychedelic Somatic Interactional 
Psychotherapy is an autonomic nerv-
ous system based, body modality that 
speaks the language of primary con-
sciousness which is sensation, emotion, 
imagery, autonomic nervous reactivity 
(anxiety, panic, depression, dissoci-
ation), and operates within the vast 
world of implicit non-verbal memory. 
Of the various directions a psychedelic 
substance can take an individual, the 
PSIP modality is designed to: 1) keep 
the focus on the personal (versus mys-
tical or transcendent) and relational as-
pects of a client’s psychological func-
tioning, 2) activate psychobiological 
autonomic nervous system based, self 
correcting mechanisms to process anx-
iety, stress, depression, dissociation, PTSD, and complex relational trauma, and 3) establish a body 
based processing pathway that is preferentially engaged by psychedelic medicines due to it being 
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more robust than the cognitive processing channels of secondary consciousness. 

While there are a number of different healing agents that we gain access to in primary conscious-
ness, we focus on a particular system, the defense cascade, that generates many of the mental 
health symptoms that cause people to enter into psychotherapy. The defense cascade is a well 
known phenomenon that scientists leading back to Darwin have documented through the observa-
tion of animal behavior. What we present here is our articulation of the defense cascade enhanced 
to include other research on the mammalian autonomic nervous system (ANS).8 There is a series of 
escalating, involuntary defensive reactions an animal’s nervous system engages when it is under real 
or perceived threat. The greater the threat, the greater the organism’s nervous system reaction to 
it. Given that we share the same basic mammalian ANS setup with other mammals (a system that 
evolved over millions of years in a state of nature with frequent threats), the defense cascade applies 
to humans as well.  

The first ANS state is a condition of neutrality (State-0) that exists in the absence of threat. So 
imagine you are a zebra on the African plains. You are with your herd eating grass, it’s a nice sunny 
day. The physical, emotional and mental conditions that accompany this state are warmth, ease, 
neutrality and wakefulness. Now let’s say there is some rustling in the tall grass. When you are in a 
state of nature, rustling grass can be the wind or it could be a predator. We have an initial freeze, 
deer in the headlights, response until we realize it’s only the wind and we go back to State-0. After 
some time, there is more rustling in the grass to which we have the same reaction but now, we see 
that it is a lion stalking us from a distance. So, the threat has gone up and the entire herd moves into 
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a state of hypervigilant mild stress or State-1. This is a condition where danger is present but not 
imminent. To put this in a human context, imagine walking down a dark ally in a city at night. There 
is no imminent danger but you are on edge nevertheless: you’re a little afraid, you feel some anxiety, 
your gut and breathing become tight, and you are very aware of any sounds and movement around 
you. Notice how you did not voluntarily choose any of these reactions, your ANS involuntarily turns 
these responses on as they are appropriate to your situation. It is the same with the zebras. Their 
movement into State-1 is involuntary. The symptoms of State-1 are:   

Now, let’s increase the threat level again and see what happens. Let’s say that the lion has picked 
out the perfect zebra to hunt. When she finally positions herself and takes off, the zebras also take 
off. Everyone in the situation, the lion and the zebras, are now operating in high stress (State-2) de-
fined as maximum fight or flight arousal or maximum activation of the sympathetic nervous system. 
This is a full survival level threat - the zebras run or fight or die. This is the realm of explosive energy, 
of adrenaline, a sprint for life, a panic attack level of fear or rage generated by the nervous system 
to help escape the threat.   

                                
In the human context, war zone experiences generate such levels of threat, but so do car acci-

dents, and events or family patterns in infancy where neglect or abuse are experienced. This is due 
to the very low capacity children have for defending themselves. The dynamic that we are pointing 
to here is that the level of threat an organism experiences is dependent on that organism’s abilities 
(i.e. speed, strength, intelligence) to successfully resolve that threat. Schauer refers to these abilities 
as an organism’s “battlesomeness”.9 What is threatening to an adult is going to be very different 
than what is threatening to a child. Parental support and protection are a child’s primary defense, 
and if it is lacking, otherwise mild threats can generate State-2 reactions in children. The physical and 
psychological reactions in this state include: 

• mild agitation  
• restlessness
• increased energy
• irritation
• muscle tension
• anxiety 
• fear
• excitement

• increased pulse
• increased blood pressure 
• hypervigilance
• anger 
• fast thinking
• insomnia
• fidgety movement

State-1 
Symptoms

• panic
• severe muscle contraction 
• sensations of heat
• shaking 

• terror  
• rage
• hypervetilation
• sweating
• very fast thoughts

State-2 
Symptoms
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This nervous system state is relatively short lived. It involves a high energy burst, a sprint versus 
a marathon. The lion will have gotten her prey or she will not have, but either way - the chase is over 
relatively quickly. That is why we draw it as a flat line versus States 0, 1, 3 and 4 which we draw as 
troughs because they are stable nervous system states that we have the capacity to exist in for years. 

Now, if we add yet more threat to the system, we see there is a movement to the next stable state 
of moderate trauma (State-3) as denoted by depression. This is not the same type of depression we 
noted earlier that is related to an over-active DMN. This is threat induced depression. The addition 
or continuation of threat past State-2 means that an organism’s maximum active efforts at escape or 
defense have failed. When active defenses fail, the nervous system recognizes this fact, and engag-
es passive defensive responses. Once the point of overwhelm is reached, the nervous system and 
brain release natural kappa opioids that generate a shutdown, collapsed, dissociative, depressive 
response.10 “Non-opioid analgesia accompanies the ‘active’ defense responses (flight or fight), and 
opioid analgesia accompanies the ‘passive’ defense responses (freezing, tonic immobility, collapsed 
immobility, and quiescent immobility)” (Kozlowska K, Walker P, McLean L, Carrive P. Fear and the 
Defense Cascade). The end result is a very common condition of PTSD: a state characterized by both 
hyper- and hypo-arousal, anxiety and depression, feeling reactive and collapsed or hopeless at the 
same time. This is when the lion takes down the zebra, and this same animal that was full of fight, 
terror and explosive reactivity moments ago is stunned, immobile or numbed. 

…A vast literature on combat trauma, crimes, rape, kidnapping, natural disasters, acci-
dents, and imprisonment has shown that the trauma response is bimodal: hypermnesia, 
hyper-reactivity to stimuli, and traumatic re-experiencing coexist with psychic numb-
ing, avoidance, amnesia, and anhedonia. These responses to extreme experiences are 
so consistent across the different forms of traumatic stimuli that this bimodal reaction 
appears to be the normative response to any overwhelming and uncontrollable experi-
ence.11 (van der Kolk, 1994)

Even though we are using a survival example to illustrate the defense cascade, State-3 respons-
es are quite common for us. Excluding impulses to seek parental or group protection, dissociative 
collapse or numbing is the very next defensive response for children. If threats are coming from a 
person’s family of origin, overwhelm and subsequent depressive numbing are common. Even adults 
after significant loss or shock will exhibit dissociative symptoms. State-3 symptoms include:

• dissociation (moderate)
• collapse
• sensations of weight
• slowed movement
• hopelessness
• visual distortion

• depression  
• lethargy
• sleepiness
• feeling cold
• slowed speech
• suicidal thoughts
• psychological fragmentation 

of memory and experience

State-3 
Symptoms
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There is a very good adaptive survival reason State-3 exists in the mammalian ANS. Carnivores 
frequently need to be stimulated by resistance to have a kill response so the involuntary immobility 
of State-3 is still defensive in that ‘playing dead’ may just possibly lead to escape.7 

Furthermore, State-3 is defined by circumstances being dire but there may yet be a possible 
solution, a lucky break. Let’s say the lion, after tackling the zebra, is distracted by a threat to her cubs 
or another predator wants to steal her catch. If a window of escape opens during this period of dis-
traction, the zebra’s ANS still has access to the explosive energy of State-2 which can quickly turn on. 
Placing this ANS state in a human context, consider the situation of a child who is being neglected or 
abused at home but on some weekends, she gets to go to her grandma’s house. Grandma’s house 
is safe, it’s comforting, it’s a solution to what’s happening at home. Unfortunately, she wasn’t able to 
live with grandma or get to her house frequently enough to avoid the trauma. This situation will pro-
duce State-3 symptoms because a solution exists in the world of this child, it just wasn’t achievable. 

Finally, if we add yet more threat to the system, an organism’s ANS will move to the final position 
of severe trauma (State-4) defined by a more thorough flattening of sensations, emotions, and reac-
tivity. This is where the lion begins biting into the zebra or six other lions show up for the meal. At this 
point, there is no possible solution or lucky break that will rescue the zebra so the ANS releases more 
internally generated opioids for a more profound dissociation. State-4 is defined by a complete lack 
of solution, and the ANS reacts with a larger opioid dump leading to more profound numbing. It’s a 
world in which there is no grandma’s house. The symptoms of State-4 are: 

We frequently see client’s cognitive abilities undisturbed in State-4 as this feature is appears to 
be unencumbered by emotional or physical numbing. As you imagine this state, think about sitting 
with someone who is numbed on an opioid drug or pain medication. They might be talking to you 
but they are not going to be feeling much or able to relate through the numbing reaction. It is com-
mon for clinicians to mistake ANS 4 for ANS 0 simply because behaviorally, they are both identical in 
terms of appearing calm. However, the internal experience between these states could not be more 
different. State-0 is an associated calm where clients are able to describe their present moment 
experience even if it’s neutral (a body in a neutral state still has sensation and feedback). State-4 is 
a dissociative calm where clients have an abstracted, one step removed idea of themselves or what 
they might be feeling. They will say, “I’m fine” but that is an abstracted thought versus an embodied 

• body parts feel absent
• feeling disconnected
• vision changes
• feelings of unreality
• out of body experiences
• visual distortion
• floaty
• 3rd person perspective of 

events
• respite

State-4 
Symptoms

• blank affect  
• numbness
• sleepiness
• spaciness
• slowed speech
• suicidal thoughts
• larger endogenous 
 opioid release
• body feels  

disintegrated
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reporting. State-4 is enacting the ultimate solution of non-existence which is why suicidal thoughts 
and impulses are not a symptom of this state. The ANS at State-4 has already achieved non-exist-
ence so there is no need to look for an end to the misery of State-3. The depressive numbing of 
State-3 is composed of difficult emotions and sensations that are still in the realm of feeling, whereas 
State-4 is outside of the feeling world. 

While most animals in the wild do not survive State-4 threats, we frequently see clients in psycho-
therapy who have these deeply dissociative responses in their system either persistently or that turn 
on with common triggers such as intimacy or relationship. People with childhood abuse, neglect, 
insecure attachment, children who have been orphaned, people who have a parent with addiction 
or mental illness will almost certainly have some degree of state 4 in their system. More likely, they 
will have lived significant parts of their childhood inside of this state. 

Van der Kolk described this phenomena when he observed veterans dissociate twenty years 
after the Vietnam war when they were exposed to some echo (image, sound, smell) of the war. Van 
der Kolk’s team found that these vets achieved the same level of numbing that is produced with 
an injection of 8 mg of morphine.10 Lesser doses of morphine are used in hospitals to treat severe 
breakthrough pain. This means that our internal pharmacy is involuntarily secreting powerful opioids 
to physically, emotionally and psychologically numb us out even decades after a trauma has taken 
place. This is true for war veterans; this is true for adults who grow up in stressful, neglectful or cha-
otic families as children. Dissociation is not mild, it’s not invented, it’s not a placebo. It is a very 
real neuro-chemical shift in the brain that can be measured. Yet, it is implicit: operating below 
your conscious awareness. The last person to know they have dissociation is the person who 
has dissociation. It is one of the more complex phenomena in mental health, and it is one of the 
main factors leading to treatment resistance. This is all the more true if you spent an entire childhood 
in dissociative states. It becomes the water you swim in, and it can be very difficult to know there is 
a feeling world outside of that protective layering. 

There are no widely adopted modalities that are designed to notice, much less successfully ad-
dress, dissociation. Neither your mind nor most therapists are trained to notice it (which is not a 
personal failing; the field of psychology is simply not prepared to work with such an implicit nervous 
system condition). You can see and feel stress, you can feel what is upsetting; it is much more chal-
lenging to see and feel blankness. We are not trained to look for what should be there but is oddly 
missing. Even psychedelics do not by their own nature crack the invisible, highly resistant nut that is 
dissociation. Consider the scenario of someone seeking psychedelic treatment and who unknowing-
ly, also has State-4 symptoms from childhood: they will be taking a powerful psychedelic medicine 
to address the pain their life, and at the same time, their neurobiology will be releasing a large dose 
of numbing heroine like opioids specifically designed to protect them from their traumatic memory. 
The mind is very well organized to not see dissociation, their system has been doing this for 
years (perhaps even from infancy). It’s good at it, and it’s not going to stop today. What might 
happen when a psychedelic response runs straight into an opioid response? Just like antipsy-
chotic medication will shut down a psychedelic process, so will your natural opioids. People 
with significant State-4 may have very little or no response to substances as powerful as MDMA or 
psilocybin. They will feel sober, or bored or sleepy as if they could get up and go about their day. If 
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a therapist wasn’t in the room, they might fall asleep during the height of an MDMA session which 
is a remarkable thing. The point here is that there are human psychobiological processes that can 
confound psychedelics medicines. These substances can greatly accelerate the clearing of dissoci-
ation but they require individual focus and therapeutic guidance. This is not something that can be 
self directed or happen in a group process. 

How does the defense cascade relate to psychedelic medicine, the DMN, primary consciousness 
and overall mental health? It is evident from the list of symptoms that we see arise as part of the 
defense cascade that many of the conditions that cause people to enter into psychotherapy have 
a psychobiological basis as a response to threat. These are not random reactions. Large scale, 
reputable research such as the Adverse Childhood Experiences study conducted by the Center for 
Disease Control show that many significant adult mental health conditions do not take place in a 
vacuum.8 They need a foundation of childhood stress and trauma to express later in life. We refer to 
the reactions in States 1 through 4 as symptoms you might get treatment for, but if you were actually 
under conditions of threat, these would be very sensical and welcomed reactions. You would want 
the explosive energy and adrenaline of State-2 if you were being assaulted. However, if you are not 
in danger and this nervous system state emerges, it is considered a disorder to be managed. To a 
significant degree, many mental health symptoms are natural and involuntary responses to current 
or past events generated by the ANS. 

...because humans use their minds to create internally generated representations of 
threat—images of feeling states and events from the past or images of the imagined fu-
ture—which, like real external threats, have the capacity to activate the body’s defense 
systems in the absence of external threat. Fear states can therefore be induced by com-
binations of internal and external triggers, some of which will be accessible to conscious 
processing, and some not.7 (Fogel, 2009)

The problem is not that these ANS states exist, remember they are adaptive. It’s not necessarily 
even a problem that these states needed to be invoked at different times in our lives. The problem 
is that we do not readily return back to neutrality (State-0) from activation. Just as the ANS naturally 
shifts us into these states, the ANS also has the capacity to naturally shift us back to zero. This is a 
homeostatic function of your nervous system. Just as your body sweats to cool you down when you 
overheat, or your body releases the right amount of insulin to balance your blood chemistry when 
you eat sugar, so it is that your body knows how to homeostatically return to State-0 after you have 
been stressed or traumatized. There are many such self correcting, homeostatic mechanisms that 
are part of your intelligent, unconscious biological system that are operating constantly without your 
volition or awareness. Even as you sleep, your autonomic nervous system is actively engaged. It’s 
not surprising to most people that these homeostatic mechanisms which run the machinery 
of the body exist. What is surprising is that this same principle of homeostatic self correction 
applies to our mental health.   

It is both biologically expensive and debilitating to maintain an organism in stress and trauma 
states which is why the mammalian ANS not only has the capacity but also the impulse to return to 
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State-0. We see this with wild mammals in nature: they move into an involuntary, visceral, non-verbal 
and non-insight based processing mode after surviving a threat. Their nervous system is involuntarily 
shifting them back from State-4 to 3 to 2 to 1 to 0. There are many details we will not discuss in this 
paper about the conditions necessary for this to happen or what the process entails. Just know that 
autonomic resolution operates on very different principles than does modern psychology and the 
verbal, insight based mechanisms of secondary consciousness. This ANS resolution pathway evolved 
over millions of years, it is an essential feature of our biology. It is an essential feature that can ignite 
during primary consciousness. 
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CHAPTER  3

INTERVENTIONS FOR 
PRIMARY CONSCIOUSNESS
An exploration of PSIP interventions designed for altered 
states of psychedelic consciousness.
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6. ANS Resolution Interruption, Selective 
Inhibition and Waves

However, we don’t see this autonomic resolution very easily in humans, or rather, we see it fre-
quently interrupted. Our speculation based on observation is that interruption of this process takes 
place on two levels. The first interruptive source is our own voluntary avoidance. ANS resolution is 
not pleasant, it involves moving through the physical, emotional, imagery, thoughts and memories 
that have been trapped in each of the ANS states. We also tend to avoid the loss of voluntary con-
trol. Traumatized populations especially do not trust body processes of which they are not in charge. 
Allowing involuntary reactivity is a necessary component of ANS processing. Moving through 
these nervous system states is an involuntary biological shift, it is not choreographed or orchestrat-
ed action taken by your conscious, rational mind any more than you can direct the release of insulin. 
You also don’t think, reason, understand or talk your way from one ANS state to another. You feel 
your way through these states. Your body is able to negotiate its way through these states. The ANS 
is a concrete, biological mechanism generating much of your mental health that you can’t purpose-
fully interact with purely from secondary consciousness. 

The second major source of ANS 
interruption is the suppressive ac-
tion of the default mode network. We 
believe that ANS resolution is one of 
the subcortical features of primary 
consciousness that is suppressed by 
the DMN. We say this because the 
somatic resolution pathway be-
comes far more available, fluid and 
responsive, during a psychedel-
ic state than it is when secondary 
consciousness is dominant. As pri-
mary consciousness comes online, 
so does this resolution feature of the ANS. This is very exciting news for us in the mental health 
world. Instead of the verbal, insight focused, thought based management systems that we employ 
from the position of secondary consciousness to manage ANS reactivity, there is an actual biologi-
cal, evolutionarily ancient, homeostatic, mammalian pathway for resolution that is potentiated by a 
psychedelic disruption of the DMN. In our estimation, this is a holy grail for mental health. What is 
emerging here are two systems, primary consciousness and ANS resolution, that are hard wired into 
our evolutionary biology, ancient in origin, that potentiate one another’s effectiveness and depth, 
and together address many symptoms of mental illness which are themselves biological in nature. 
We are suggesting something fairly radical here which is based on sound information and 
reasoning: a good deal of mental health originates in, and can be resolved through, primary 
consciousness and the psychobiologal brain networks that give rise to it.

PSIP session courtesy of Innate Path, Denver
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An important difference between the PSIP model and the default non-directive approach men-
tioned at the beginning of this paper is when and how processing takes place in each model. In 
the non-directive, non-interactional approach, the processing and therapeutic benefits are derived 
primarily during the integration session following the psychedelic session. The nature of the bene-
fit is insight, long held belief systems are challenged (cognitive restructuring) and new meaning is 
constructed here. These are all very useful in terms of mental health and they are secondary con-
sciousness processes. Hence, the integration phase is key in this model to yield benefit. In contrast, 
the majority of  processing in the PSIP model happens during the psychedelic session through a 
biological process. The autonomic nervous system’s processing of memory and the progression 
through the defense cascade to neutrality is not a function of insight that happens in integration, 
rather it is a biological function that should happen during psychedelic use. If this is handled well, 
integration is something that unfolds easily and naturally. The client is left with a much less 
reactive, much less symptomatic nervous system that requires much less management by sec-
ondary consciousness. We find that thoughts are much more easily shifted when the biologi-
cal underpinning is neutral and fluid. The assumption here is that biology is foundational and 
thus primary to the functioning of our psyche, while thoughts, belief systems, and meaning 
are secondary.  

In our clinical experience, the caveat to what we’ve described is that ANS resolution does not typ-
ically just restart by itself during a psychedelic state. There still needs to be a therapeutic interaction 
that activates this function. Consider that this feature has been suppressed (voluntarily and involun-
tarily) and unknown for years if not an entire lifetime for many people. It’s akin to a muscle that has 
atrophied from lack of use. However, it is readily available to most people once they uncover it, not 
cognitively but through experience and their felt sense of their own body. PSIP uses a process called 
selective inhibition (SI) to get the ANS resolution process restarted during a psychedelic therapy 
session (as well as during preparation sessions). 

Selective Inhibition involves the suppression of voluntary distractions, avoidance or coping strat-
egies to allow for the nascent involuntary autonomic nervous system responses to emerge and 
complete. Coping mechanisms yield short term relief and do not involve processing, whereas SI is 
designed to initiate autonomic resolution moving a person through ANS states. It involves associat-
ing a client to their experience, and is therefore a container for expressing the unconscious as much 
as it involves active inhibition. The different channels through which SI is used include physical, emo-
tional, mental, and relational inhibition.

SI differentiates between and amplifies involuntary sensations, emotions, muscle contractions, 
and impulses for movement (ANS based reactions) over voluntarily directed signals which are usually 
coming from our own desire to avoid, manage or calm reactivity. For example, let’s say you were in a 
PSIP session working through a particular traumatic memory: your gut might tighten, your breathing 
becomes short and fast, your neck is pulling you to the right, and you are feeling irritated (possibly 
the beginnings of a State-1 or State-2 resolution process). You have an impulse to take a few deep 
breaths or think about your upcoming vacation. Your PSIP therapist, using selective inhibition, would 
ask you to notice and inhibit the impulse for a deep breath and the mental escape while drawing 
further attention to your tight gut, shallow breathing, the details of the muscles in your neck pulling 
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you, and the irritation. They might even ask if the irritation is directed at them to include a projective 
relational layer of processing if the original events were relational in nature. They would coach you to 
track these symptoms without altering them in any way. You would allow the autonomic sensations, 
contractions, emotions, thoughts, and relational projective signals to emerge, which they would of 
their own accord when distractive coping is inhibited. These elements would follow a wave pattern 
of growing symptom intensity, peaking and then calming without any voluntary shaping of the re-
sponse. Eventually, the autonomic signal would become louder and clearer in the areas of the gut, 
breath, neck, irritation, and turn into a full autonomic expression appropriate to the original events. 
This unmanaged wave phenomena is the natural resolution process of the ANS. 

However, the PSIP therapist is non-directive when it comes to the organic expression that emerg-
es in that protected container. The PSIP therapist is non-directive, however, when it comes to what-
ever emerges in that space. The intelligent, healing response that arises is trusted and allowed to 
run its course. It’s equivalent to creating certain conditions that are needed to fall asleep such as 
quiet, darkness, no added stimulation that we can be directive about implementing. However, once 
the person has fallen asleep, the dream that arises has its own intelligence and internal logic that we 
can trust. Our clinical experience suggests that psychedelic therapy requires both a directive and 
non-directive component; the skill is in knowing which is appropriate when.

Another dynamic we have seen is that 
once this autonomic pathway has been 
uncovered and traversed successfully a 
few times by a client, it quickly becomes 
intuitive and one of the primary chan-
nels that psychedelic medicines will take 
through a person’s psyche. The client be-
comes more trusting of their body and 
less avoidant of the reactivity it holds. 
Consider that many therapy clients deep-
ly distrust their own bodies and internal 
experience because this is where the fear, 
horror and powerlessness of their past 
was most clearly felt. Even in the mo-
ment, the body is holding the memory of those experiences expressed as reactivity and symptoms. 
Once a pathway to resolution has been demonstrated, clients learn to trust strong reactivity, be 
it panic or deep dissociation, knowing that they are equipped to get to the other side. Their sys-
tem is getting the signal that there is a solution, that grandma’s house exists, and avoidant coping 
mechanisms, such as addiction, can ease their grip simply by being much less necessary. There is a 
profound empowerment from knowing that not only are they not broken, but in fact possess 
remarkable innate healing intelligence that asks for more contact, more self intimacy, more 
embodiment rather than self avoidance or management to achieve stability. Clients learn to 
differentiate between involuntary and voluntary impulses, and they become able to intuitively con-
duct their own selective inhibition. This pathway is certainly not exclusive: human psychological 
functioning is complex and other healing tendencies will be catalysed by the psychedelic process as 

Training session courtesy of Trauma Dynamics

22Copyright © 2020 Psychedelic Somatic Institute



well. However, insofar as the defense cascade and mental health conditions are the focus, the ANS 
pathway is a very essential feature in that system. 

7. Dissociation, Selective Inhibition & the 
Unique Potential of Cannabis

Concerning the complexities of working with 
dissociation that we outlined earlier, engaging se-
lective inhibition involves accessing the dissocia-
tion by bringing blankness, flat affect, nothingness, 
boredom, sleepiness or sobriety into focus. The 
trick to working with dissociation is to not ig-
nore the gold that is boredom in favor of oth-
er evocative pieces that are more interesting 
to the mind but may ultimately be distractions. 
The client and the therapist will be tempted to pro-
vide something evocative to get the session going 
but the blankness is incredibly valuable. This seem-
ing non-response is the response. It is the ‘here and now’ visceral manifestation of the internal 
reality of dissociation, and an access point to go deeper. The blankness is what the psychedelic is 
revealing. Eventually, the dissociation will crack. In non-drug assisted therapy, this could take weeks 
or months of weekly sessions, or it might not happen at all. In a psychedelic assisted session, it might 
take staying with it from minutes to a full day long session, but it will crack. When it does, there is 
an entire universe underneath that was being hidden from awareness by the dissociation. This is 
the material that will begin to emerge to be processed. Remember, the reason why the dissociation 
became active in the first place was that overwhelming, threatening, solutionless experiences were 
taking place. These overwhelming and impossible experiences are what the client will now begin to 
feel. The emergence of material from dissociation into association is frequently a significant, reac-
tive experience. The merely stressful or panic-inducing events live in states 1 and 2, the much more 
formative and difficult to resolve sources of symptoms are the events that live in the numb regions of 
our body-mind. There is an old story where a man is looking for his key under a street lamp at night. 
Another man arrives and helps him look. After some time of not finding it, the helper asks, “Are you 
sure this is where you lost it?” to which the first man replies, “no, I lost it in the dark but the light is 
better over here.” Basically, to truly resolve symptoms, we have to look in the blank places where 
there are no words, sensations, hope or light, not in the states the mind can see, feel and is familiar 
operating inside of.  

One very interesting finding that informs the PSIP protocol is that not all psychedelic medicines are 
equally effective at processing dissociation. We don’t know why this is the case. Different medicines 
combined with psychotherapy have different responses to this defensive phenomenon. Psilocybin, 
for example, is not an ideal substance for resolving dissociation. Through our own observations at 
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our Amsterdam program along with interviewing other researchers and clinicians who work with 
psilocybin, we discovered there is a minority of people who are non-responders to this medicine (or 
mescaline or ayahuasca for that matter). For these non-responders, regardless of dose, psilocybin 
will provide prosaic images of water, flowers, some visual distortion perhaps, but nothing involving 
the client personally or connecting to their therapeutic process. This requires more investigation but 
our best theory so far is that psilocybin is a more advanced psychedelic and its action is more sus-
ceptible to being shut down by dissociation. Put in psychotherapeutic terms, the level of transforma-
tion psilocybin asks of the client is more profound than what the client is capable of if their nervous 
system is heavily compromised by dissociation. The medicine seems to simply pass over a person 
with this structure. We see this in individual psychotherapy settings as well as in group ceremonial 
settings. In contrast, MDMA and cannabis which do not act as potently on the 2A serotonin receptor 
are much more effective at processing dissociation. Again, not inherently but with an appropriate 
therapeutic focusing of the session, they can 
dissolve the dissociative defense. Cannabis in 
particular, more so than any medicine we 
have seen when combined with selective in-
hibition, changes its nature from a calming, 
symptom management experience to an ex-
cavating, nervous system response inducing 
medicine. People begin to feel and have active 
defensive responses to events that under any 
other circumstance would generate State-4 
dissociative symptoms. The rapid clearing of 
psychological numbing is a remarkable ther-
apeutic opportunity requiring significant thera-
peutic engagement since it is fundamentally destabilizing. It can also be a potential pitfall for the 
same reasons. Gaining conscious access to material that was previously hidden will be destabilizing 
and require varying levels of support outside of the session. In either case, cannabis is a fast track 
involving the emergence of powerful and frequently difficult sensations, imagery, emotions, and 
significant ANS processing with very little capacity for executive functioning or insight. We speculate 
that cannabis is such a thorough interrupter of executive control that any voluntary management 
capacity that might normally arise during a psychotherapy session is effectively disabled. Needless 
to say, therapeutic guidance is essential when cannabis is being used in this capacity. 

We realize this description of cannabis is quite alien to most people familiar with this plant. As we 
noted earlier, it changes its nature drastically depending on context. We see this excavating prop-
erty arise most clearly when the autonomic processing channel has been established in a person’s 
system. Based on these findings, the protocol that we’ve incorporated into working with psilocybin 
at PSI Amsterdam is to conduct three cannabis assisted SI sessions over two days as preparation 
for all of our clients prior to the introduction of psilocybin. This practice primes clients, regardless 
of whether they naturally would respond well to psilocybin or if they are non-responders, to make 
better use of the psilocybin when it is introduced on the third day.

PSIP session courtesy of Innate Path, Denver
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8. Interactional Component

As we mentioned at the beginning of this paper, the default in psychedelic research which has 
made its way into psychedelic therapy has been the non-directive, non-interactional model where 
the therapeutic benefits are primarily derived during integration. The PSIP model articulated in this 
paper suggests the possibility of a far more relational therapeutic engagement from the clinicians. 
What we have is the possibility of a therapist using interventions that are congruent with the psy-
chedelic state, playing an active role in the client’s relational psychedelic consciousness. Why is 
this relational participation by the therapist important? This 
is because when it comes to mental health, most of our 
wounding is relational in nature. We occasionally work with 
people whose symptoms come from non-relational events 
such as a car accident where you don’t know the other peo-
ple involved, and you are not going to have an ongoing 
relationship with them. However, the vast majority of ex-
periences that cause symptoms come from events or long 
term, repeated patterns that have taken place in a person’s 
family of origin. In other words, what is encoded as part of a 
traumatic memory is not just the events that happened, but 
your relationship with the people involved in those events. 
Your very definition of family, your sense of who a mother is and what she does, your sense of father 
and what fathers do are formed by these experiences and encoded into memory. Your very defini-
tion of love, touch, intimacy, relationship are encoded as part of traumatic memory since the events 
took place with the people that were closest to you on the planet, and it is these relationships that 
give meaning to these concepts. This can be very positive programming that gets enacted later in 
life or it can be encoded as part of traumatic memory leading to symptoms and relationship strug-
gles. Attachment disorder for example, is one of the most well researched phenomenon in all of 
psychology. Your attachment style is an implicit level of programming that determines a great deal 
about your life, your adult relationships, how you will parent, how you see the world, even your level 
of education and income, and it is completely relationally determined by the bond between mother 
and infant before the age of two.12 Human relational wounding requires human relational engage-
ment to be healed. Being a healthy human is not purely an internal intrapsychic or transcendent en-
counter with oneself or the greater world. Psychedelic medicines are catalysts that support relational 
healing, they are not a substitute for it. You need a responsive, attuned human being in that space 
with you to work through familial, relational material. 

What might this relational interaction look like in a psychedelic therapy session? The psycho-
dynamic concept of transference is useful here. Simply put, transference is when the client places 
the perceptions, feelings, thoughts, sensations, or expectations that are part of their unresolved 
relational past onto the therapist or other current relationships in their life. Think of it like an old film 
negative of the past laid on top of present moment reality. It becomes difficult for the client to dis-

PSIP session courtesy of Innate Path, Denver
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cern what perception is coming from where. When that film negative is thick because it is a charged 
traumatic memory, you will be seeing and responding to more of the past than you are to the person 
in front of you in the present moment. Working with charged relational transference is both a difficult 
and necessary level of healing when it comes to psychological symptoms because as we’ve noted, 
the vast majority of mental health disorders do not occur in a vacuum but are relationally derived. 
Stressful, chaotic, neglectful, traumatic early relationship patterns prime the pump for later physical 
and mental disease processes.13 As such, processing relationships that we hold in memory is crucial 
to symptom resolution.

In the MAPS Phase 2 research trials for 
MDMA that the author was involved in, 
the topic of relational transference and the 
need for training around it came up very 
frequently in the clinical team meetings. 
Past relationships, good or bad, are held 
as part of the programming in primary con-
sciousness that expresses as transference 
when the door to primary consciousness 
is opened. It can arise slowly in traditional 
therapy but arises more quickly and pow-
erfully during and around the psychedelic 
session. There are interventions that can decrease relational projection and other interventions, 
such as SI, that can evoke it. If this transference is traumatic in nature and the therapeutic container 
allows for it, the client will begin to have reactions towards their therapist that they had towards their 
parents or family members. This may be some version of a neglectful, incompetent caretaker who 
the client believes is not capable of helping or holding them through their psychedelic session. The 
client may believe the therapist doesn’t care about them or see what they are going through. As we 
saw in the clinical trials with male therapists and female clients who have had male perpetrators, a 
good deal of fear, anger and reactivity can arise when perpetrator transference is contacted in the 
session. The client may see their therapist as dangerous, and all the ambivalence and complications 
of loving someone who is dangerous will arise. Again, if held well, working with transference in the 
psychedelic session is a profoundly helpful therapeutic opportunity. 

Alternatively, clients may have overly positive, idealized parental transference towards their ther-
apist. The person sitting with them can do no wrong, they are the parent the client secretly wished 
they had. Crucially, even in this scenario, the negative transference is still in the client’s system and 
unless it is dealt with in the therapeutic relationship, the client will direct it towards their unsuspect-
ing and ill equipped spouse (or other significant relationship). Integration sessions in the PSIP model 
can often be couples or family sessions helping the system that is the client’s relationship or their 
family prepare for significant changes and the possibility of transference expressing at home. Trans-
ference is a non-declarative, very implicit, very invisible feature of primary consciousness memory 
that will be evoked with psychedelic therapy. 

As much as possible, it is ideal if this transference layer is brought forth and dealt with in the ses-
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sion. Working with relational transference is more complex than dealing with the type of reactions 
we described in the defense cascade section, but it can still be processed through the same auto-
nomic pathway. Instead of just involuntary body sensation, emotion, imagery and thoughts being 
the focus of selective inhibition, the therapeutic relationship also becomes the focus. The client’s 
system, even without much prompting, will hand a relational role or script to the therapist of 
who the client needs them to be. Once this charged projection is active, the therapist works 
with it by not rejecting or correcting the projection but allowing it to be there, exploring the 
details of the relational memory and responding as if it is true. Again, the focus in psychedelic 
therapy is not truth, but the processing of the client’s truth. The processing of how memory, 
relationships, and the world lives in the client’s system. The projection is involuntarily emanating 
from the client’s system so we trust and support its expression. Having the client notice the relational 
transference while staying connected to the body will allow the ANS to enact defenses and process 
the relational memory. 

These can be unpleasant, ugly relationships that the client is holding in their relational memory. It 
will not be easy for therapists who are generally empathic, helper types to accept these roles from 
the client. This is all the more true if clinicians have not done their own work to achieve their own ego 
fluidity, and if they do not have experience working with transference. The charge of psychedelically 
uncensored negative transference is powerful. It is also a gift to the client that this relational aspect 
of their traumatic memory can be fully brought forth and held in the psychedelic session. As with 
other processes we’ve mentioned, the client’s psyche will make an unconscious assessment of their 
environment and the person they are working with to judge the safety and appropriateness of ex-
pressing this relational layer. It will either not express or be muted and managed if the circumstances 
are not able to hold the expression of the memory.   

 
In addition to processing relational traumatic charge, the interactional therapist can provide cor-

rective emotional and physical experiences. They can interact with you in a way that lets you know 
you are being attuned to, responded to, accepted, seen for who you are. Your therapist can be a 
source of warmth and love for you, or even physically hold you in your session. This is profound work 
because the parts of the client that need these experiences are at the surface and available to new 
learning during a psychedelic session. 

This is the relational, interactional component of PSIP. A human being stepping into a psyche-
delic session will naturally shift that session away from transcendent, mystical and cosmic to 
human and relational which we believe is useful in terms of a tiered, graduated approach to 
working with psychedelic medicines.  

27Copyright © 2020 Psychedelic Somatic Institute



9. A Tiered Developmental Approach for 
the Western Psyche

We are developing a sense of how these medicines interact with the psyche and a possible 
recommended trajectory for people seeking to engage with them in a productive and integrable 
manner. We envision a three tiered approach where the first tier involves psychobiological healing 
to develop a healthy, functioning ego structure. The focus here is nervous system health, the pro-
cessing of traumatic memory, healing of psychological splits, and the establishment of an ego that is 
not purely based in secondary consciousness repression but is permeable and informed by primary 
consciousness. The psychedelic substances at this level include cannabis, MDMA, and ketamine. 
These medicines typically have a smaller scope of focus insofar as they can be honed to work with 
the events in a person’s life. These substances allow us to focus on events that have created defense 
cascade symptoms, and biological compromise of the nervous system, while avoiding deeper levels 
of personality change, mystical experiences, ego transcendence, and unity consciousness. Tier-1 
work and medicines are not less powerful or relevant than Tier-2 or 3 work, Tier-1 work is more de-
velopmentally and psychobiologically appropriate for individuals at the start of their psychedelic 
healing work. We experience for example, cannabis as being an equal partner to psilocybin in mov-
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ing individuals through this tiered system. 

The thinking behind this tiered structure is developmental in nature. Various models of human 
and spiritual progression suggest a movement from pre-egoic states to healthy egoic states prior 
to entering trans egoic states.10 We are suggesting through this tiered model that attempting to 
manage ego dysfunction and suffering by transcending ego is a spiritual bypass of a developmental 
process.  In other words, you have to be someone before you can be no one, and jumping ahead is 
not ideal. This bypassing of a wounded, underdeveloped ego into mystical states yields experiences 
that are difficult to integrate into that still unhealed ego. This can lead to peak experiences of lib-
eration, peace and beauty that are un-integrable into waking consciousness and lead to a need to 
repeatedly visit transpersonal states.

The focus of Tier-1 is psychobiological integ-
rity, a foundational requirement for further sta-
ble, integrable psychological and spiritual de-
velopment. Imagine a scenario where someone 
has very unhealthy eating habits, they are eating 
nothing but sugar. They are not making neuro-
transmitters and their basic biology is not get-
ting what it needs. Can this person conduct legit-
imate psychological or spiritual development on 
this foundation? Would it be appropriate for this 
person to try and resolve depression stemming 
from their lack of nutrition by having mystical ex-
periences? Of course not, and the same is true of operating with a foundation compromised by a 
charged nervous system, unprocessed traumatic memory, dissociation and split subpersonalities.

While the second tier is less about your biological foundation, Tier-2 is still focused on your au-
tobiographical self. It is not a trans egoic phase. The depth of work that can take place at this level 
is more significant than what is aimed for in Tier-1. Once you are not having a massive opioid dump 
in response to the events in your life, the classic psychedelic substances like psilocybin can get trac-
tion in your system. Once you are much less biologically compromised by trauma, your system is 
far more capable of the shifts psilocybin beckons. Whereas Tier-1 deals with the events in your life, 
Tier-2 deals with the identity, the ‘I’ that was created in response to those events. There is a  disman-
tling and restructuring of your very fabric of reality. This is a constructed level that you are not even 
aware you are operating inside of. It is truly the unseeable and therapeutically unchangeable water 
we swim in, yet, Tier-2 psychedelic work has the capacity to make this aspect of your mind visible 
and alterable. Of course, this is a very destabilizing phase as the reference points and touchstones 
of reality you once knew, even as problematic and symptom inducing as it was, fall apart. A familiar 
reality, even a painful one, is something we will choose over groundlessness. This tier will typ-
ically be a months long process that your system intelligently will not allow unless you have enough 
of a healthy and stable internal foundation along with appropriate ongoing external support for it. 
Clients with mental health conditions short of a full Axis II personality disorder (i.e borderline, narcis-
sistic) are able to successfully engage this tier. 

PSIP session courtesy of Innate Path, Denver
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Even with personality disordered clients, we have seen Tier-2 work be effective. These are diag-
noses that the world of conventional treatment has very little to offer beyond symptom mitigation 
because the core personality kernel of the client was disrupted early on which is believed to be 
unchangeable. Noting that Tier-2 work can address personality disorder does not mean we have a 
protocol for this or even recommend it. The amount of internal and external resources needed to 
work with a person with this diagnosis through Tier-1 and contain the enormous reactivity unleashed 
in Tier-2 are profound. The point here is that Tier-2 has the capacity to operate in the realm of core 
structural, personality level change. 

Tier-2 is becoming a full self in the world. It is operating with an integrated primary and secondary 
consciousness, drawing on the strengths and intelligence inherent in each mode. It is embodied, 
fluid, relationally present moment focused versus event memory based. It is being here to know the 
deliciousness of the world and our place in it: an embedded, alive, emotional, empathic, spiritual 
intelligence as a foundation through which secondary consciousness is engaged as the useful cog-
nitive tool that it is. Putting this dynamic in more concrete terms, would you want your surgeon or 
airline pilot flying the plane you are on to be steeped in secondary consciousness? Absolutely. Does 
that mean you should derive your core sense of meaning, identity and worth from secondary con-
sciousness? Our answer based in clinical experience is “no”. Meaning appears to be an emergent 
property of being in the world. It is something that arises out of direct contact with existence. Sec-
ondary consciousness is abstractly disconnected. It does not seem to naturally generate a sense of 
meaning which leaves us struggling, working hard to find, invent, construct meaning in a seemingly 
meaningless void. The Western psyche makes an art form out of this alienation from self and other 
elements that are inherent in primary consciousness. We undergo all sorts of secondary conscious-
ness contortions in an attempt to create solutions for meaninglessness. In contrast, we see meaning 
and identity inextricably, organically arise in Tiers 2 and 3. 

Tier-3 is composed of two different 
directions, neither of which are pointedly 
psychological or autobiographical in na-
ture as the first two tiers were. These tiers 
are essentially what are available today in 
terms of a group ceremonial, communal, 
spiritual experience conducted at retreat 
centers or an individual, high dose, ego 
transcending, unity consciousness induc-
ing, mystical experience with non-direc-
tive, non-interventional facilitators. Which 
of these is engaged first seems a matter 
of preference, but either will be more ac-
cessible, navigable, sensical and integrable if entered with a sound, foundationally stable self in 
place. Focusing on the high-dose, ego dissolution experience for a moment, we believe this is 
something that requires individual attention, and significant integration afterwards. It is the default 
approach at research settings using psilocybin to achieve benefit through contacting mystical states. 
As the ego fully fades away, what is left is an ever present sense of connection to everything that is. 
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There is an existential reconciliation that can take place here. As many writers, mystics and visionar-
ies have stated, this experience is beyond words and is in the domain of the ineffable. We suspect 
the likelihood of very difficult sessions is decreased if participants have completed Tier-1 and 2 work 
but this remains to be seen. 

[Mystical experiences are] those peculiar states of consciousness in which the individual 
discovers himself to be one continuous process with God, with the Universe, with the 
Ground of Being, or whatever name he may use by cultural conditioning or personal pref-
erence for the ultimate and eternal reality.14 (Watts, 1970)

The ceremonial groups are typically conducted with various psychedelic medicines. The tradition-
al setting of the circle utilizing sacred plant medicines stretches back through eons of time through-
out multiple cultures. The sharing of a psychedelic state in a highly relational, spiritual, community 
format can unite one with many. ‘It is not therapy, it’s worship’ is one way to conceive of this setting. 
Some elements of the psychological may emerge into this experience for people, especially if they 
have not engaged tiers one and two, but the setting is primarily designed for something quite dif-
ferent. It is designed to be a joyful experience in a sacred container - a collective movement towards 
wholeness, gratitude, awe, and love. For both of these higher tier states, there is a wordless, pro-
found depth and transformation that can occur. 

Our hope in constructing this tier system is to provide a map, as untested as it is, for the western 
psyche to move through it’s unique illnesses and alienated sense of existence to successfully engage 
in core biological, psychological, existential, and spiritual transformation. While the PSIP model is 
mostly geared for tiers one and two, it positions the individual to successfully navigate higher tiers. 

10. Conclusion

As part of the scientific evolution of ideas, we proposed a new model of somatic, interactional 
psychotherapy that is designed to operate within and increase the inherent healing potential of the 
altered state of neurological functioning induced by psychedelic substances. While the default 
non-directive, non-interactional model has proven a significant improvement over current 
psychiatric and psychotherapeutic interventions, we propose that developing a therapeutic 
model which specifically targets psychobiological and relational factors involved in human 
well being will yield even more significant improvement in outcomes. Psychedelic medicines 
being catalysts for a wide array of innate human healing tendencies coupled with a psychotherapy 
that targets specific areas implicated in mental health such as defense cascade symptoms (anxie-
ty, panic, depression, dissociation), developmental patterns, and relational family of origin based 
trauma holds the potential for a more efficient, more thorough, more precise and ultimately more 
effective treatment. 

The primary focus of psychedelic research has been on gaining governmental approval for the 
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use of these substances. Focusing on improving the psychotherapy component which is coupled 
with the psychedelic substance is a relatively unexplored area, and holds a great deal of potential for 
advancing the field. A significant example of this is the use of PSIP’s selective inhibition with cannabis 
which evokes a radical shift in its nature from being a calming agent to an excavation and somatic 
processing medicine. Cannabis is widely frowned upon by the mental health profession since it is 
counter productive to generating insight, narrative storytelling, executive functioning and can be 
used as an avoidance tool. If we engage the same plant with a psychotherapy that values a detailed 
felt sense contact with the body, that relies on interrupting higher level coping strategies, and which 
supports autonomic processing, cannabis becomes an ideal therapeutic experience. Furthermore, 
it is widely medicinally and recreationally available, it does not require FDA approval, nor does it 
require a medicalized treatment framework to be used. In other words, through the adoption of a 
therapy model specifically designed for psychedelic use, we see a drug as common and available as 
cannabis become the accessible psychedelic medicine for private practice clinicians in the US. We 
see the possibility for cannabis assisted psychotherapy to have wide adoption and use in private 
practice psychotherapy settings, thus significantly expanding the availability of psychedelic therapy.  

We also see the three tiered approach to psychological and spiritual development successfully 
addressing one of the unique and primary ailments of the western mind: an over-expression, an over 
reliance and valuation, of secondary consciousness yielding alienation from emotional, psychologi-
cal, spiritual and natural phenomena we don’t control. Our suggestion is that the traditional use and 
practices of indigenous peoples using plant medicines evolved in the context of their societies and 
for their ailments. Some of these of course overlap with ailments of the western mind but we have 
a unique scenario in how profoundly we have embraced secondary consciousness. We have disa-
vowed the value, the reality, the self contact, the processes of primary consciousness in such a way 
that we have psychobiological deficits and egoic wounding that is perhaps unique to our culture. In-
dividuals don’t need much guidance, psychotherapy, or protocols at the higher end of the tiers, but 
at the lower end where we rely on human relational processes for health, we do. We believe our heal-
ing, the healing of western culture, is going to require something different from what has evolved in 
other cultures. While the path we have suggested in this paper will take longer, our experience is that 
the foundational work allows the empathy, intelligence, gratitude, mystery, awe and loving ground 
of psychedelic consciousness to abide, integrated into who we are as a people. What we see reliably 
arise from underneath the jagged, guarded, often hierarchically oriented, competitive and painful 
‘I’ that we walk around with, identify with and protect is a much softer, much more alive existence of 
simply being in the world. A self that is aware, appreciative and loving of its own depth. A self that 
feels kinship and experiences empathy for the other. A being that is part of the world, that gains 
meaning and inherent worth simply by participating in existence, that is existentially and viscerally 
reconciled with the mystery.

32Copyright © 2020 Psychedelic Somatic Institute



11. References
Endnotes
1 Nutt D. Psychedelic drugs-a new era in psychiatry? Dialogues in Clinical Neuroscience. 2019 
;21(2):139-147. DOI: 10.31887/dcns.2019.21.2/dnutt.
2 Allan N. Schore Ph.D. (2011) The Right Brain Implicit Self Lies at the Core of Psychoanalysis, 
Psychoanalytic Dialogues, 21:1, 75-100, doi: 10.1080/10481885.2011.545329
3 Carhart-Harris RL, Leech R, Hellyer PJ, et al. The entropic brain: a theory of conscious states 
informed by neuroimaging research with psychedelic drugs. Front Hum Neurosci. 2014;8:20. Pub-
lished 2014 Feb 3. doi:10.3389/fnhum.2014.00020
4 R. L. Carhart-Harris, K. J. Friston, The default-mode, ego-functions and free-energy: a neu-
robiological account of Freudian ideas, Brain, Volume 133, Issue 4, April 2010, Pages 1265–1283, 
https://doi.org/10.1093/brain/awq010
5 Peter Fransson, Beatrice Skiöld, et al. Resting-state networks in the infant brain. Pro-
ceedings of the National Academy of Sciences Sep 2007, 104 (39) 15531-15536; doi: 10.1073/
pnas.0704380104
6 Petri, G., Expert, P., Turkheimer, F., Carhart-Harris, R., Nutt, D., Hellyer, P. J., & Vaccarino, F. 
(2014). Homological scaffolds of brain functional networks. Journal of the Royal Society, Interface, 
11(101), 20140873. https://doi.org/10.1098/rsif.2014.0873
7 Fogel, A. (2009). The Psychophysiology of Self-Awareness: Rediscovering the Lost Art of 
Body Sense, 1st Edn., New York, NY: W.W. Norton.
8 Kozlowska K, Walker P, McLean L, Carrive P. Fear and the Defense Cascade: Clini-
cal Implications and Management. Harv Rev Psychiatry. 2015;23(4):263-287. doi:10.1097/
HRP.0000000000000065
9 Schauer M., Elbert T. Dissociation following traumatic stress etiology and treatment. Journal 
of Psychology. 2010; 218(2): 109–127.
10 Lanius UF. Dissociation and endogenous opioids: a foundational role. In: Lanius UF, Paulsen 
SL, Corrigan FM, eds. Neurobiology and treatment of traumatic dissociation: toward an embodied 
self. New York: Springer, 2014: 81–104.
11 van der Kolk, BA: (1994) The Body Keeps the Score: Memory and Evolving Psychobiology 
of Posttraumatic Stress. Harvard Rev Psychiatry.  Volume 1, Number 5
12 Ainsworth, M. D. S. (1973). The development of infant-mother attachment. In B. Cardwell 
& H. Ricciuti (Eds.), Review of child development research (Vol. 3, pp. 1-94) Chicago: University of 
Chicago Press.
13 Felitti, V. J., Anda, R. F., Nordenberg, D., Williamson, D. F., Spitz, A. M., Edwards, V., Koss, 
M. P., & Marks, J. S. (1998). Relationship of childhood abuse and household dysfunction to many of 
the leading causes of death in adults: The Adverse Childhood Experiences (ACE) Study. American 
Journal of Preventive Medicine, 14(4), 245–258. https://doi.org/10.1016/S0749-3797(98)00017-8
14 Watts A (1970). Psychedelics and Religious Experience In Aaronson B & Osmond H (Eds.), 
Psychedelics: The Uses and Implications of Hallucinogenic Drugs (pp. 131–144). New York: Anchor 
Books.

33Copyright © 2020 Psychedelic Somatic Institute



12. PSI Founders
Psychedelic Somatic Institute Founders

Saj Razvi, LPC

Saj Razvi, LPC. is a psychotherapist and Director of Education at 
PSI, a psychedelic therapy training institute and psilocybin based 
intensive treatment program in Amsterdam. He was a clinical re-
searcher in the MAPS Phase 2 trial of MDMA-assisted therapy. Saj 
is the primary author of the Psychedelic Somatic Interactional Psy-
chotherapy (PSIP) treatment manual. He has taught trauma studies 
as faculty at the University of Denver as well as being a nation-
al topic expert for PESI education seminars focusing on complex 
trauma. Saj’s primary interest is in the development of psychother-
apeutic interventions that maximize the healing capacity of psy-
chedelic medicine, and the grass roots adoption of psychedelic 
therapy through the use of cannabis by private practice clinicians.

Steven Elfrink

Steven Elfrink is the Director of Community Outreach for PSI. 
He was also the Founder and Executive Director for OmTerra, a 
non-profit focused on psychedelic therapy advocacy and educa-
tion. Steve was a participant in the Phase 1 FDA Pharmacokinet-
ic Study of Psilocybin at UW-Madison. Through this experience 
Steve had a first-hand experience of the benefits and shortcom-
ings of the current model used in psychedelic therapy. Steve 
also brings 30 years of education and marketing experience to 
PSI. Steve is excited to share his incredible passion for psyche-
delic therapy and his commitment to helping people who are suffering.

34Copyright © 2020 Psychedelic Somatic Institute



13. About Us

Psychedelic Somatic Institute

PSI is a mission driven organization that views the responsible, skillful use of psychedelic medicines 
as the singularly most important development in modern psychological, spiritual and cultural health. 
Our mission is the advancement of high quality psychedelic treatment, and the accessibility of these 
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