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About this document
The guidance in this document is solely intended for the purpose of supporting clinicians 
taking part in approved and authorised research trials where psychotherapy is assisted 
with the use of psychedelic and related substances (PARS). It does not indicate that this 
treatment has established an evidence base as an effective treatment option, simply 
that it is important clinicians understand the importance of the psychological aspects 
of this approach and follow recognised good practice within research trials. 

The guidance should not be used for any other purpose – such as in private practice, 
which may lack the controls that are put in place within a research setting . 

This document will be updated in line with developments in the evidence base as they 
emerge. 
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Introduction
There is a growing interest in the potential use of psychedelic and related substances 
(referred to in this document as PARS) in the treatment of a range of mental health 
conditions (Carhart-Harris and Goodwin, 2017; Rucker, 2018) including depression (Galvao-
Coelho, 2021), post-traumatic stress disorder (PTSD) (Mitchell, 2023), substance misuse 
disorders (Mendes, 2022), eating disorders (Lewdos, 2023) and a variety of anxiety disor-
ders (Lowe, 2022). Their use in clinical practice has been recently approved in countries 
including Australia, Switzerland, Israel and Canada. Ketamine-assisted psychotherapy is 
available through specialist clinics in the UK. These treatments are of particular interest 
for patients for whom established treatments have not been effective.

Clinical trials exploring the potential psychotherapeutic effects of this approach 
are developing at a rapid rate internationally and within the UK. Whilst treatment 
approaches may vary within these trials there is a broad consensus that the process 
of psychological change occurs because of the interaction between the brain, the 
mind, the body and the substance, within the containment and understanding of the 
therapeutic relationship (Grof, 2008). This represents a paradigm shift within psychi-
atry, combining the administration of a powerful psychopharmacological substance 
alongside psychological therapy and support.

This guidance document specifically considers the therapeutic approach taken and should 
be read alongside the RCPsych joint position statement on psychedelic and related sub-
stances for medical use (including pharmacologically assisted psychotherapy) produced 
by RCPsych's Psychopharmacology Committee and Medical Psychotherapy Faculty.

There is evidence that these substances have widespread effects, opening and potentially 
integrating different pathways and activities across many areas of brain functioning. They 
have powerful effects upon emotions, cognitions, and perceptions. One mechanism 
of action is a rapid lowering of psychological defences and a reduction in habitual and 
potentially rigid or ruminative patterns of thinking and feeling (Carhart-Harris, 2019). The 
research has primarily focussed on the use of high doses of PARS, i.e. psychedelic peak 
therapy (Johnson, 2008; Grob & Grigsby, 2021) administered within a psychotherapeutic 
context with the specific aim of increasing the intensity and potentially transformative 
nature of the experience. This can be compared with psycholytic therapy, which uses 
moderate or lower doses of PARS (Passie, 2022) as part of ongoing therapy.

The prolonged effects of some of these substances means that therapeutic contact may 
last for 6–8 hours in a dosing session. They may induce a powerful regression to states 
of vulnerability and dependency. These realities highlight the importance of rigorous 
assessment, careful patient selection and the complexities  of informed consent, as well 
as clear guidance about the therapeutic input throughout the process (Barber, 2023). The 
term psychedelic means ‘mind revealing’ and the acute effects can include perceptual 
changes, disruption of cognitive processes, a wide range of intense emotional states, 
vivid lived experiences or memories, changes in sense-of-self including ego dissolution, 
and religious and mystical experiences sometimes classified as transpersonal (Grof, 
2008). Most current models consider that this treatment approach allows access to 
depths of the psyche that would otherwise be hard to reach (Lindegaard, 2023). Whilst 
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this may have therapeutic potential, the individual is likely to be in a highly sensitised, 
heightened and potentially suggestible emotional state during this process (Carhart-
Harris 2019). There is considerable individual variation in the nature of the material that 
emerges, which may include past traumatic experiences.

It seems crucial that the psychological understanding of the mechanisms of change is 
given rigorous consideration in research trials and clinical practice (Kamilar-Britt, 2023). 
This understanding will necessarily inform the therapeutic stance, the understanding 
of the therapeutic relationship, and the use of psychological interventions as part of 
the treatment process. Attention has been drawn to the lack of systematic study of the 
psychotherapy associated with psychedelics and lack of consensus about this aspect of 
the treatment (Aday et al., 2023). This leads to uncertainty surrounding best practice, raises 
the risk of boundary and ethical violations (McNamee & Devenot, 2023) and leaves the 
door potentially open to the introduction of idiosyncratic or non-evidence-based practice. 
Working with heightened states of emotional sensitivity, perceptual disturbances and 
suggestibility means that this work brings unique clinical and ethical challenges which 
may differ from those found within conventional therapeutic practice (Spriggs, 2023).

Despite the lack of rigorous study of the psychotherapeutic aspects of this treatment, 
there is a consensus around common therapeutic factors and codes of behaviour from 
decades of research and experience for conventional psychological therapies which may 
also apply to psychedelic work. Recognised ‘common factors’ contributing to therapeutic 
change across different therapeutic modalities include fostering hope and motivation, 
facilitating the therapeutic alliance, increasing awareness and insight, encouraging cor-
rective emotional experience, and emphasising ongoing reality testing (Luborksy, 2002; 
Twomey, 2023). There is emerging evidence that these same principles are applicable across 
psychedelic-assisted psychotherapy (Gukasyan, 2022) including the importance of the 
therapeutic alliance (Murphy, 2021; Zeifman, 2024) and of developing insight (Davis, 2021). 

It would seem realistic to proceed on the basis that what research indicates to be 
clinically beneficial across other psychologically based treatments are also likely to be 
key factors for psychedelic-assisted psychotherapy, pending further research which 
may also unearth significant differences in working with these substances given their 
powerful effects on the mind. Additionally, ethical guidance about best practice for 
mainstream psychological therapies, including the importance of boundaries and 
the role of the therapist, is provided by the main registering bodies for psychological 
practitioners and psychotherapists in the UK (BPC, 2011).

This document offers guidance about the psychotherapeutic aspects of this work and 
is based upon what is already known about ethical and effective delivery of psycho-
logical therapies, whilst also attending to the differences in the process and nature 
of treatment using PARS. Given the preliminary stages of much of the research and 
clinical findings, this is necessarily a work in progress and the guidance will continue 
to be updated in the light of emerging evidence and ongoing learning from research 
trials and clinical work using PARS.

It is important to note that much of the research so far has involved highly selected 
participant groups and caution will be needed in considering the use of PARS in clinical 
populations as their powerful effects may be experienced as destabilising or harmful 
(Jacobs et al., 2024).
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Models and current practice
Currently in the UK, the legal use of psychedelic and related substances as poten-
tial agents of therapeutic change is limited to ethically approved research trials, with 
the exception of ketamine, which is increasingly being offered as a treatment for depres-
sion in the UK. This is likely to change given the level of interest and developing regulatory 
approval for these substances internationally. The Australian Government recently 
passed legislation allowing approved psychiatrists to prescribe 3,4-methylenedioxyme-
thamphetamine (MDMA) and psilocybin for treatment-resistant PTSD and depression 
respectively from July 2023 (MAPS, 2023). The USA, Israel and Canada have legislated for 
the compassionate use of psychedelics for certain health conditions. Lykos Therapeutics 
(formerly the Multidisciplinary Association for Psychedelic Studies) are working towards 
re-submitting a new drug application after the FDA rejected their phase 3 trials data for 
MDMA assisted therapy for PTSD. In this rapidly changing landscape, it would seem 
an important priority to develop guidance supporting best practice.

The psychedelic compounds and conditions for which they are being studied continue to 
widen beyond drugs such as psilocybin, MDMA, ketamine and N,N-Dimethyltryptamine 
(DMT). More recent candidate drugs to enter early phase clinical trials include methylone 
and 5-methoxy-N,N-dimethyltryptamine (5-MEO-DMT). These substances vary in terms 
of their effects and duration of action, from 6–8 hours for MDMA and psilocybin and 15–30 
minutes for shorter acting substances such as ketamine and DMT. The patient experience 
also varies widely with some substances exerting their effects more rapidly than others.

Many research trials were initially developed within neuroscience departments with 
an emphasis upon measurement of brain functions. These trials have increasingly 
recognised the role of the therapeutic process, understanding the emerging mate-
rial and therapeutic relationships as key drivers of change in this work (Murphy, 2021; 
Zeifman, 2024; Watts, 2017). The use of high doses of the medication used in most 
research trials (‘peak therapy’ model) (Johnson 2008) increases the likelihood of highly 
sensitised and potentially suggestible states of mind emerging, which require skilled 
therapeutic attunement and containment.

There is considerable variation in the extent to which the therapeutic model and rela-
tionship is considered within trials. The US-based MAPS has led on much of this research 
and has developed an extensive training program for therapists involving theoretical 
teaching and rigorous supervision. Within the MAPS models, the therapeutic process 
is seen as the key factor within treatment, and the medication as a catalyst to this 
process within a therapeutic clinical relationship (Mithoefer, 2017).

Not all treatments with PARS employ the ‘peak therapy’ model. Some substances 
such as DMT have short-lasting effects and research trials might employ strategic 
psychoeducation/support with minimal psychotherapy (D’Souza, 2022). Ketamine is an 
interesting case in that it has many characteristics that would qualify it as a psychedelic, 
when used in the dose ranges that are typically used for treatment of depression, but it has 
been mostly employed within interventional psychiatry as a purely medical intervention, 
without psychological support. However, there is increasing interest in, and evidence for, 
the use of ketamine being informed by psychedelic therapy models (Garel, 2023). 
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Key concepts for good 
therapeutic practice:  
Broad principles from psychological 
therapies in mainstream use

The setting
For all psychological treatments, the physical setting and environment are key aspects 
of the therapeutic frame and these need to be provided within a calm, quiet, private, 
intrusion-free and consistent setting. These environmental considerations require 
support from institutions committed to the provision of these treatments.

Therapeutic stance and mindset
Hallmarks of good practice in delivering psychological treatments emphasise the quality 
of the therapeutic presence and the importance of offering a neutral, responsive, engaged, 
boundaried, confidential, consistent, supportive,  and curious relationship. The ability to 
provide this requires the therapist to be trained and supervised within a theoretical model 
which supports their ability to contain distress and to understand their role as therapists.

Working with psychological defences
Psychological defences are universal mechanisms which help the mind to manage 
anxiety and other emotions in order to function. Psychological difficulties may arise 
when the mind’s defences and learning mechanisms become overwhelmed – such as 
after trauma – or become excessively rigid and entrenched, for example in obsessional, 
ruminative or depressed states of mind. Psychological therapies frequently attempt to 
recognise, describe, and address unhelpful defences or ways of managing difficult life 
experiences. This process may reveal more of the underlying anxieties and traumatic 
experiences behind the defences, which can be destabilising but also lead to new 
learning and psychological growth.

Containment
Containment is a key aspect of working therapeutically with emotional distress. It refers 
to the capacity of the therapist to be available to disturbed and distressed states of 
mind without becoming overwhelmed; being responsive, rather than reactive, to the 
intensity of the emotions being released. Being able to think under pressure, remain 
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calm, hold space, and reflect about the emerging thoughts and emotions are essential 
features of containment. The importance of clinical supervision, addressing detailed 
session material and the clinician’s emotional responses to it, is widely recognised as 
supporting therapists’ capacity to better contain and to understand their patients. 
Equally important in this regard are appropriate psychotherapeutic training and per-
sonal therapeutic work.

Therapeutic relationship
It is widely accepted that the nature of the therapeutic relationship is a key factor in 
the process of change (Fluckinger, 2018). In addition to verbal and conscious aspects 
there are powerful unconscious aspects based upon early and other life experiences 
which inform how we relate to ourselves and others. We tend to perceive and respond 
to others on the basis of unconscious patterns based upon formative relationships in 
early life, referred to as the transference. Authority and caring figures, therapists and 
psychiatrists, can be powerful transference figures and elicit emotional responses and 
attachments based upon past patterns of relating in clinical settings. Recognising these 
processes and understanding them as a communication of unconscious aspects of 
relating can be powerfully therapeutic; without this there is a risk of acting upon these 
processes without realising what may be being repeated in the therapeutic relationship. 
Examples of acting upon these processes could include fostering an idealised view of 
oneself as the therapist, or becoming defensive if you feel misrepresented by the patient, 
rather than responding with curiosity to whom you have become in the transference.

Therapeutic boundaries
Boundaries provide safety and containment around the therapeutic work. The term refers 
to the physical setting, timing and ending of sessions, management of the ending of 
treatment, management of issues around confidentiality and privacy, the degree of 
personal disclosure by the therapist, level and form of communications and physical 
contact. It is the therapist’s responsibility to maintain boundaries and to recognise and 
seek to understand when these may be transgressed e.g. running over time. More 
major boundary violations e.g. sexual transgressions are recognised to occur and raise 
issues around professional conduct (Noble, 2022).
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Guidance for practice: 
working therapeutically 
with PARS
1.	 Training the therapists
As with all psychological therapies, previous levels of experience and training is crucial 
to consider in therapist selection. We recommend therapists are experienced working 
within mental health/therapy settings and have undertaken further training and expe-
rience in the delivery of psychological therapies. Different trials have thus far employed 
different therapeutic models. Some have been more manualised following the principles 
of more structured therapies such as ACT and CBT (Yaden, 2022). Others are more inte-
grative with greater emphasis on psychodynamic principles, such as the value of the 
therapeutic relationship in containing and understanding psychological distress and on 
unconscious processes such as transference and countertransference (Mithoefer, 2017). 

Another approach that has informed PARS-assisted therapy has been transpersonal psy-
chology, particularly the work of Stanislav Grof, whose model seeks to account for some 
of the experiences that people describe. The model accounts for experiences of a sense 
of connectedness beyond normal ego boundaries, often felt as beyond limitations of time 
and space; and encompasses mystical or spiritual experiences (Evans and Read 2020; Read, 
2021), with first person accounts and research findings suggesting that so called ‘peak 
experiences’ can be transformative. Most psychological models do not account for these 
experiences so it can be helpful to have an understanding.

Furthermore, the therapists need an understanding of the expectations of their approach 
or stance within the research trials and preparation for the experience. As with most 
psychological training, an important aspect is undertaking one’s own personal therapy 
to be aware of one’s own potential blind spots and vulnerabilities.

2.	 Therapist pairs
Given the emotionally and physically demanding nature of the work which may take 
place over many hours, working in pairs is advised. This increases safety, both for the 
therapist(s) and participant, adds additional containment and allows greater capacity 
for the digestion of intense emotional processes. In addition, the therapist pair can 
facilitate the emergence of a parental transference, illuminating early family dynamics 
and participants’ developmental challenges. 

Working in pairs is likely to be unfamiliar to therapists who will need preparation and 
open discussion in supervision to share dilemmas, consider treatment approaches, 
discuss differences, and understand conflicts which may arise. If possible, a male and 
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female pairing is recommended, with careful thought given to patient preference. Breaks 
are coordinated so that at least one therapist is present throughout the session. Material 
which may emerge when one therapist is taking a break needs to be shared with them 
once they return to the room.

3.	 Therapeutic stance
As with other forms of psychological treatment, it is recommended to use an open, 
calm, curious, responsive, and thoughtful stance in which the therapist holds back 
from personal disclosure and avoids setting an agenda themselves for what needs 
to happen during the treatment sessions. It is important the therapists can maintain 
a quality of presence and attention that allows participants to fully engage in the 
experience whilst feeling held. This includes during dosing sessions when the patient 
may be in a more withdrawn state for periods of time.

4.	 Working with non-ordinary states
As described, one mechanism of action of psychedelic and related substances may 
be to lower the mind’s defences in powerful and rapid ways. The participant may find 
themselves in a highly sensitised, vulnerable and unfamiliar state, and material may 
emerge which may be difficult to understand, some of which had been previously 
inaccessible to the conscious mind. How this is responded to within the treatment 
may be key to determining progress. Challenging aspects of the ordinary therapeutic 
relationship and process may be amplified, including complex transferential issues and 
enactments; all of which may impede improvement or lead to adverse outcomes if not 
managed appropriately (Maggio, 2023). The therapist’s receptivity, attuned responses, 
and capacity to contain intense emotional states are likely key factors influencing 
outcome, as with other forms of psychological treatments.

5.	 Preparation
The initial meeting and arrangements for this are the starting point for establishing a 
therapeutic alliance. The participant may have high expectations of the work and there 
has been extensive media coverage of these trials, which may generate excitement 
and unrealistic expectations given the participant’s history and previous response to 
treatment.  Other aspects of the preparation sessions include discussion of physical and 
relational boundaries, techniques used to manage anxiety, psychoeducation about 
common experiences under the influence of PARS, and practical aspects of the session 
such as toilet breaks and nutritional needs. It is usual to seek an agreement from the 
participant not to leave the dosing session unless the team have fully agreed the effects 
of the medication have worn off (Zeifman and Maio, 2023). 

Research trials are likely to include a placebo group and so it may be worth discussing 
with participants the potential for disappointment that may arise from the perception 
of being in the control condition. Even so, these participants are offered the same level 
of therapeutic input and other aspects of the session which may in themselves provide 
a therapeutic experience (Griffiths, 2016).
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6.	 Importance of detailed history
Material may arise which was not expected from the narrative gathered and may 
include experiences of abuse or trauma. Gathering a detailed developmental history 
as part of the assessment and preparation sessions in order to develop a com-
prehensive formulation and mitigate risks is important. It might be helpful (with 
consent) to request information from others involved in the participant’s care e.g. a 
GP or specialist services, or in some cases a member of their support network. This 
will also facilitate better communication and understanding with care providers 
as to the goals, processes, and outcomes of the treatment, as well as any ongoing 
support needed.

7.	 Setting
A predictable and reliable container is required for therapeutic work, and this refers 
to both the physical setting and state of mind of the therapist. The session should be 
conducted in a private and confidential space with as little disturbance or intrusion from 
external events as possible. When there are intrusions, this needs to be acknowledged 
as potentially disruptive to the patient.

How to manage physical health checks, scans etc when the patient is in a sensitised 
state needs careful consideration. This is commonly a challenge when working within 
the requirements of a research trial with physical health measurements such as blood 
pressure, EEGS etc. Careful discussion of how to prepare for, and to work with, the 
impact of planned interruptions is recommended. Many research trials have adapted 
clinical rooms and hospital spaces, with the use of low lighting, soft coverings of medical 
equipment, and suitably selected art.

The physical setting needs to provide conditions which keep the patient safe and 
meet their physical needs. This is more straightforward where the physical and 
organisational infrastructure is purpose-built or solely accommodating working with 
PARS. Where this isn’t the case, collaborative working with the broader care facility is 
important to ensure access to food and water at appropriate junctures, and provision 
of suitable toilet facilities (e.g. ideally en-suite and with material to cover mirrors).

It is standard practice for anxiolytic medication to be available in the case of significant 
agitation or distress that does not resolve with support/reassurance.

8.	 Use of touch
The considered use of physical touch is an aspect of working with PARS that is 
distinctive from conventional psychotherapies. This can vary from more intensive 
body work to minimal, light touch. Touch is typically used to support a participant to 
go deeper into their process e.g. moving towards challenging emotions or staying 
in a process, rather than to soothe, reassure or reduce intensity. Touch may also be 
a helpful way to provide grounding and non-verbal support.
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It is important that careful thought is given to the potential risks of using touch includ-
ing consideration of any boundary violations or sexual transgressions in a participant's 
history. Clear consent should be obtained including rehearsal of any physical contact 
beforehand and it should be made explicit that any contact is non-sexual in nature. 
The use of, or requests for touch, should be discussed afterwards with the participant 
and also within supervision.

PARS use may result in a change in one’s personal boundaries, regressed states or 
an intensification of transference relationships including the potential for an excited, 
idealised or erotised transference with potential boundary violations, especially if not 
properly understood and not worked though by the therapists and within supervision.

9.	 Supervision
Regular supervision of individual cases by clinicians experienced in both psychother-
apy and working with altered states is essential to contain and creatively work with 
the varied and often volatile material emerging from sessions. Alongside individual 
work, supervision of the clinical team is an indispensable resource to manage the 
challenging group dynamics that can emerge within the team and broader organ-
isation. As with supervision for other forms of psychological treatment this should 
involve detailed discussion of session notes or reviewing recorded sessions.

10.	Consent
Careful consideration needs to be given to the process of gaining consent, given the 
ethical complexities inherent in a treatment predicated on the possibility of powerful 
shifts in identity, cognition and metaphysical orientation (i.e. beliefs and assumptions 
about the fundamental nature of reality). Greater ethical scrutiny and interdisciplinary 
dialogue around this and other aspects of PARS therapy research, such as that embod-
ied in a new programme at the Hub at Oxford for Psychedelic Ethics (HOPE), is to be 
welcomed.

11.	 Importance of integration
Exploring the potential meaning of the material and experiences which emerge 
during the medication session is usually recognised as being important in the process 
of self- discovery and the development of new thoughts and understanding. Several 
‘integration sessions’ following the dosing sessions are therefore a crucial part of the 
therapeutic process. These sessions are best planned in a structured way as part of 
the treatment protocol and undertaken by the therapy pair.

Additional sessions may be requested and should be discussed as part of supervision. 
This might be important when there is a need to navigate the uncertainty around 
particularly powerful experiences, such as those raising questions about early life 
events and/or perturbing or disorientating experiences. Sensitivity is required from the 
therapists to simultaneously validate participants’ experiences whilst also upholding 
a curiosity about their symbolic value (versus literal veracity). In addition, familiarity 
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with one’s own metaphysical orientation and the range of metaphysical experiences 
participants can encounter is a useful tool to safely facilitate integration of these 
experiences and maximise their potential therapeutic value (Sjostedt-Hughes, 2023).

12.	Working towards ending
As with other psychological therapies the process of ending is an emotionally rich part of 
the treatment process. If an authentic therapeutic encounter is to occur, it is important 
that the ending is explicitly addressed and prepared for, allowing for potential gains 
and disappointments to be addressed realistically and openly. A key component to 
the ending is providing appropriate education and information to those services and 
clinicians taking over the individual’s care, especially if unfamiliar with the particularities 
of this therapeutic paradigm. It is likely that the participant has had an intense and 
powerful experience and strong attachments are likely to have been formed with the 
therapy pair which need acknowledging in a non-defensive and understanding way, 
linking to previous experiences of endings and loss.



References 14

References
Aday J, Horton D, Fernandes-Osterhold G, O’Donovan A, Bradley E, Rosen R and Woolley J (2023). 

Psychedelic-assisted psychotherapy: Where is the psychotherapy research? https://doi.org/10.31234/
osf.io/s3yjd

Barber GS, Dike CC (2023) Ethical and Practical Considerations for the Use of Psychedelics in Psychiatry. 
Psychiatr Serv, 74(8): 838–846. doi: 10.1176/appi.ps.20220525.

British Psychoanalytic Council (2011) Code of Ethics. Ethical Guidelines. https://www.bpc.org.uk/
professionals/registrants/ethical-framework/ [Accessed 11 October 2024].

Carhart-Harris R, Friston KJ (2019) REBUS and the Anarchic Brain: Toward a Unified Model of the Brain 
Action of Psychedelics. Pharmacol Rev, 71(3): 316–344

Carhart-Harris R, Goodwin G (2017) The Therapeutic Potential of Psychedelic Drugs: Past, Present, and 
Future. Neuropsychopharmacol, 42: 2105–2113. https://doi.org/10.1038/npp.2017.84

Carhart-Harris RL, Kaelen M, Whalley MG, Bolstridge M, Feilding A, Nutt DJ (2015) LSD enhances sug-
gestibility in healthy volunteers. Psychopharmacology, 232(4): 785–94. doi: 10.1007/s00213-014-3714-z. 

Davis A, K Barrett FS, So S, Gukasyan N, Swift TC and Griffiths RR (2021) Development of the Psychological 
Insight Questionnaire among a sample of people who have consumed psilocybin or LSD. Journal of 
psychopharmacology, 35(4): 437–446. https://doi.org/10.1177/0269881120967878

D’Souza DC, Syed SA, Flynn LT, Safi-Aghdam H, Cozzi NV and Ranganathan M (2022) Exploratory study of 
the dose-related safety, tolerability, and efficacy of dimethyltryptamine (DMT) in healthy volunteers 
and major depressive disorder. Neuropsychopharmacology, 47(10): 1854–1862.

Evans J, Read T (editors) (2020) Breaking Open: Finding a Way Through Spiritual Emergencies. Aeon Books.

Flückiger C, Del Re AC, Wampold BE, Horvath AO (2018) The alliance in adult psychotherapy: A meta-an-
alytic synthesis. Psychotherapy (Chic), 55(4): 316–340. doi: 10.1037/pst0000172.

Galvão-Coelho NL, Marx W, Gonzalez M et al (2021) Classic serotonergic psychedelics for mood and 
depressive symptoms: a meta-analysis of mood disorder patients and healthy participants. 
Psychopharmacology, 238: 341–354. https://doi.org/10.1007/s00213-020-05719-1

Garel N, Drury J, Lévesque JT, Goyette N, Lehmann A, Looper K, Greenway KT (2023) The Montreal model: 
an integrative biomedical-psychedelic approach to ketamine for severe treatment-resistant depres-
sion. Frontiers in Psychiatry, 14.

Grof S (2008) LSD Psychotherapy: The Healing Potential of Psychedelic Medicine, CA: Multidisciplinary 
Association for Psychedelic Studies.

Grob CS, Grigsby J (editors) (2021) Handbook of medical hallucinogens. Guilford Publications.

Gukasyan N, Nayak SM (2022) Psychedelics, placebo effects, and set and setting: Insights from common 
factors theory of psychotherapy. Transcultural Psychiatry, 59(5): 652–664. doi:10.1177/1363461520983684

Jacobs E, Murphy-Beiner A, Rouiller I, Nutt D and Spriggs M J (2024) When the Trial Ends: The Case for 
Post-Trial Provisions in Clinical Psychedelic Research. Neuroethics, 17(1): 3.

Johnson et al (2008) Human Hallucinogen Research: Guidelines for Safety. J Psychopharmacol, 22(6): 
603–620.

Kamilar-Britt P, Gordis EB and Earleywine M (2023) The Therapeutic Alliance in Psychedelic-Assisted 
Psychotherapy: A Novel Target for Research and Interventions. Psychedelic Medicine, 1(4): 262–266.

Ledwos N, Rodas JD, Husain MI, Feusner JD, Castle DJ (2023) Therapeutic uses of psychedelics for 
eating disorders and body dysmorphic disorder. Journal of Psychopharmacology, 37(1):3–13. 
doi:10.1177/02698811221140009

Lindegaard T (2023) Do Psychedelics Facilitate Emergence of Unconscious Psychological Processes? 
Psychodyn Psychiatry, 51(3): 270–286. doi: 10.1521/pdps.2023.51.3.270. PMID: 37712665.

Lowe H, Toyang N, Steele B, Grant J, Ali A, Gordon L, Ngwa W (2022) Psychedelics: Alternative and Potential 
Therapeutic Options for Treating Mood and Anxiety Disorders. Molecules, 27(8): 2520. https://doi.
org/10.3390/molecules27082520

Luborsky L, Rosenthal R, Diguer L, Andrusyna TP, Berman JS, Levitt JT, Seligman DA, Krause ED (2002) 
The dodo bird verdict is alive and well- mostly. Clinical Psychology: Science and Practice, 9, 2–12.

McNamee S, Devenot N (2023) Studying Harms Is Key to Improving Psychedelic-Assisted Therapy-
Participants Call for Changes to Research Landscape. JAMA Psychiatry, 80(10).

https://doi.org/10.31234/osf.io/s3yjd
https://doi.org/10.31234/osf.io/s3yjd
https://doi.org/10.31234/osf.io/s3yjd
https://www.bpc.org.uk/professionals/registrants/ethical-framework/
https://www.bpc.org.uk/professionals/registrants/ethical-framework/
https://doi.org/10.1038/npp.2017.84
https://doi.org/10.1177/0269881120967878
https://doi.org/10.3390/molecules27082520


References 15

Maggio et al (2023) Psychoanalytic Formulations in Psychedelic Therapy for Treatment Resistant 
Depression (TRD). Journal of Psychology & Psychotherapy, 13(4).

Mendes RF, dos Santos Costa C, Wiltenburg VD, Morales-Lima G, Fernandes JAB, Filev R (2022) Classic 
and non‐classic psychedelics for substance use disorder: A review of their historic, past and current 
research. Addiction Neuroscience, 3. https://doi.org/10.1016/j.addicn.2022.100025.

Mitchell JM, Ot’alora GM, van der Kolk B et al (2023) MDMA-assisted therapy for moderate to severe 
PTSD: a randomized, placebo-controlled phase 3 trial. Nat Med, 29: 2473–2480. https://doi.org/10.1038/
s41591-023-02565-4

Mithoefer MC, Mithoefer A, Jerome L, Ruse J, Doblin R, Gibson E et al (2017) A Manual for MDMA-Assisted 
Psychotherapy in the Treatment of Posttraumatic Stress Disorder. Multidisciplinary Association of 
Psychedelic Studies. Version 7.

Multidisciplinary Association for Psychedelic Studies (2023) Statement: Psychedelic-Assisted 
Therapies Allowed in Australia Through Special Access Scheme. https://maps.org/2023/02/03/
statement-psychedelic-assisted-therapies-allowed-in-australia-through-special-access-scheme

Murphy R, Kettner H, Zeifman R, Giribaldi B, Kartner L, Martell J and Carhart-Harris R (2022) Therapeutic 
alliance and rapport modulate responses to psilocybin assisted therapy for depression. Frontiers in 
Pharmacology, 12, 788155.

Noble S (2022) Statement: Public announcement of ethical violation by former MAPS-Sponsored inves-
tigators. Multidisciplinary Association for Psychedelic Studies - MAPS. https://maps.org/2019/05/24/
statement-public-announcement-of-ethical-violation-by-former-maps-sponsored-investigators/

Passie T, Guss J, Krähenmann R (2022) Lower-dose psycholytic therapy - A neglected approach. Front 
Psychiatry, 2;13: 1020505. doi: 10.3389/fpsyt.2022.1020505.

Read T (2021) ‘Psychedelic Assisted Psychotherapy’ in Seminars in the Psychotherapies. Gibbons R, 
O’Reilly J, (editors). Cambridge University Press. 2nd edition.

Rucker JJ, Iliff J, Nutt DJ (2018) Psychiatry & the psychedelic drugs. Past, present & future. 
Neuropharmacology, 142: 200–18.

Sjostedy-Hughes P (2023) On the Need for Metaphysics in Psychedelic Therapy and Research. Frontiers 
in Psychology, 14(1128589). doi:10.3389/fpsyg.2023.1128589

Twomey C, O’Reilly G, and Goldfried MR (2023) Consensus on the perceived presence of transtheoretical 
principles of change in routine psychotherapy practice: A survey of clinicians and researchers.
Psychotherapy, 60(2): 219–224. https://doi.org/10.1037/pst0000489

Watts R, Day C, Krzanowski J, Nutt D, and Carhart-Harris R (2017) Patients’ accounts of increased 
“connectedness” and “acceptance” after psilocybin for treatment-resistant depression. Journal of 
humanistic psychology, 57(5): 520–564.

Watts R, Luoma JB (2020) The use of the psychological flexibility model to support psychedelic assisted 
therapy. Journal of contextual behavioral science, 1;15: 92–102.

Yaden DB, Earp D, Graziosi M, Friedman-Wheeler D, Luoma JB, Johnson MW (2022) Psychedelics and 
Psychotherapy: Cognitive-Behavioral Approaches as Default. Front Psychol, 13:873279. doi: 10.3389/
fpsyg.2022.873279.

Zeifman RJ, Maia LO (2023) Methodological concerns in psychedelic research: The issues of nonequivalent 
psychological support and generalizability. Eur Neuropsychopharmacol, 19;78: 13–15. doi: 10.1016/j.
euroneuro..09.007. Epub ahead of print. PMID: 37864980.

 Zeifman RJ, Kettner H, Ross S, Weiss B, Mithoefer MC, Mithoefer AT and Wagner AC (2024) Preliminary 
evidence for the importance of therapeutic alliance in MDMA-assisted psychotherapy for posttrau-
matic stress disorder. European Journal of Psychotraumatology, 15(1): 2297536.

http://dx.doi.org/10.3389/fpsyg.2023.1128589
https://doi.org/10.1037/pst0000489

	About this document
	Introduction
	Models and current practice
	Key concepts for good therapeutic practice: Broad principles from psychological therapies in mainstream use
	The setting
	Therapeutic stance and mindset
	Working with psychological defences
	Containment
	Therapeutic relationship
	Therapeutic boundaries

	Guidance for research participation: working therapeutically with PARS
	1.	Training the therapists
	2.	Therapist pairs
	3.	Therapeutic stance
	4.	Working with non-ordinary states
	5.	Preparation
	6.	Importance of detailed history
	7.	Setting
	8.	Use of touch
	9.	Supervision
	10.	Consent
	11.	Importance of integration
	12.	Working towards ending


	References








