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F R O N T  M A T T E R  ·  H O W  T O  U S E

How to use this primer

The Cell Danger Response is the cell’s way of staying on guard. The nervous system has its own version of the
same  posture  —  a  sustained  state  of  threat  that  outlasts  the  original  danger.  The  two  talk  to  each  other
constantly.  Persistent  threat  signaling  from  the  brain  keeps  inflammatory  and  autonomic  tone  elevated;
persistent cellular danger keeps the brain primed for threat. Recovery often stalls when only one half of that
loop is addressed.

Everything that follows is an adjunct, not a substitute, for removing the biological driver — the exposure, the
biotoxin load, the metabolic block. These tools do not mean the illness is “in your head.” They work because
the danger response is partly a nervous-system phenomenon, and the nervous system can be retrained. Read
this as a menu, not a curriculum. Most people do best choosing one or two practices and going low and slow.

A note on language. Nothing here implies the symptoms are imagined or willed. The aim is to lower
the volume on a danger signal that has become chronic and self-sustaining — and to address the
genuine emotional injury of having been sick.

B E Y O N D  M O L D  ·  C O M P A N I O N  P R I M E R
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Why CDR illness is traumatic

Trauma is not defined by an event but by a nervous system’s response to overwhelm and helplessness — a
response that outlasts the threat and rewrites how the body reads the world. Chronic biotoxin illness delivers
overwhelm and helplessness on a loop, for months or years, which is why so many patients arrive carrying not
one illness but two: the biological injury, and the nervous-system injury of having lived through it.
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What counts as trauma here
Clinicians sometimes reserve “trauma” for single catastrophic events. The more useful frame in chronic illness
is  cumulative and relational: a steady accrual of frightening, disabling, and invalidating experiences. Three
strands recur:

Two further mechanisms are specific to this illness and matter clinically. Interoceptive hypervigilance — the
necessary habit of tracking every symptom — is adaptive for survival but trains the brain to scan, predict, and
amplify bodily signals. And anticipatory dread of the next exposure or flare keeps the threat system primed
even on good days, so the body never fully stands down.

Why the alarm will not reset on its own
Several forces lock the alarm open. Threat signaling is tonic — constant while hypersensitivity persists — while
the safety signals that would quiet it are intermittent and easily overwhelmed (the asymmetry Part Two builds
on). Repeated pairing of places, smells, and seasons with suffering produces conditioned associations that re-
fire the alarm even in clean environments. And sustained activation raises  allostatic load — the cumulative
wear of stress mediators that never switch off — which itself degrades the regulatory machinery needed to re-
cover.

The cost of leaving the second wound untreated
This is not a soft, optional layer. A nervous system held in chronic defense drives measurable physiology:
elevated sympathetic and HPA-axis tone, disrupted sleep architecture, suppressed heart-rate variability, and a
pro-inflammatory tilt — the very milieu that sustains the cellular danger response. Withdrawal and isolation,
the  natural  pull  of  feeling  unwell  and  unbelieved,  remove  the  co-regulation  that  most  reliably  calms  a
threatened  system.  Left  unaddressed,  the  trauma  layer  becomes  a  biological  perpetuator,  not  merely  an
emotional consequence.

Threat without resolution. Symptoms arrive without explanation and do not reliably end. The brain’s
threat-detection system is built to mobilize against a danger and then receive an “all-clear.” When the all-
clear never comes, the system stays armed — the psychological mirror of a cell that cannot exit the danger
response.

Medical and institutional invalidation. Normal-looking labs, dismissive encounters, the suggestion that it is
anxiety or deconditioning. Being disbelieved about one’s own body is a recognized source of trauma in its
own right — a form of betrayal that teaches the patient to distrust both the medical system and their own
perception.

Loss, grief, and precarity. Work, income, identity, energy, intimacy, and the imagined future all narrow at
once. Add financial strain and the fear of losing housing or care, and the result is chronic, realistic threat
layered on top of the illness.
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Signs the trauma layer is active

Worth screening for, because they often hide behind “just the illness”:

Validation is an intervention. Naming the illness, believing the patient, and explaining the mechan-
ism are not bedside manner — they are the first dose of safety. The encounter in which a person is
finally believed measurably lowers threat and begins to loosen the loop. Lead with it.

The illness creates the trauma; the trauma helps sustain the illness.
Loosening that loop is the work.

S E C T I O N  0 2  ·  T H E  B R I D G E

Danger biology meets the nervous system

Five ideas connect the cellular danger story to the practical skills in this primer. Together they explain why
breathing, attention, posture, and relationship can move the needle on a fundamentally biological illness —
and why the psychological arm is biology, not adjunctive comfort.

Allostatic load — the wear of staying armed
McEwen’s framework distinguishes  allostasis (achieving stability through change) from allostatic load (the cu-
mulative cost when the mediators of adaptation are over-used or fail to shut off). The mediators — cortisol,
catecholamines, and inflammatory cytokines — are protective in bursts and corrosive when chronic. Overload
shows up as a flattened or dysregulated cortisol rhythm, low DHEA, elevated CRP, suppressed HRV, and the
structural  brain remodeling McEwen documented (hippocampal  and prefrontal  atrophy,  amygdalar  hyper-
trophy) that biases the system further toward threat. Much of the mind–body toolkit is, mechanistically, load-
reduction.

Intrusion — flashbacks, intrusive memories of bad seasons, nightmares, or vivid dread on
encountering a trigger.

Avoidance — over-generalized avoidance of buildings, scents, travel, or even discussing the illness.

Hyperarousal — startle, irritability, insomnia, scanning, an inability to settle even when safe.

Shutdown — numbness, collapse, hopelessness, dissociation — the dorsal-vagal floor.
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The autonomic ladder — states, not traits
Polyvagal theory offers a clinically indispensable map of three states: a ventral vagal state of safety and social
connection; a sympathetic state of fight-or-flight mobilization; and a dorsal vagal state of shutdown, collapse,
and numbness. Porges’ concept of neuroception — the nervous system’s nonconscious, continuous appraisal of
safety and danger — explains the conditioned alarm precisely: in a sensitized patient, neuroception misreads
neutral cues as threat. Chronically ill patients tend to oscillate between the bottom two rungs (wired-and-tired,
then crashed), with little time in safety. The theory’s detailed neuroanatomy is genuinely debated; its clinical
value — locating where a patient is and which direction to nudge them — is hard to beat.

Reading the state in the room

Match the skill to the state; the wrong skill at the wrong time backfires.

Interoception and prediction — the brain builds the body
The brain does not passively read the body; it  predicts it, then updates against incoming signals (active infer-
ence). Symptoms are co-authored by these predictions. After months of illness the priors skew toward threat
and their precision is up-weighted, so neutral or minor bodily signals are amplified into alarming symptoms —
a learned perceptual habit, not imagination. This predictive-coding account is the engine behind the cognitive
and brain-retraining work in Sections 3 and 4: change the prediction and the appraisal, and you can change the
experienced signal.

Heart rate variability — the readout and the dial
Vagal efferent traffic produces respiratory sinus arrhythmia: the heart speeds slightly on inhalation and slows
on exhalation, and the beat-to-beat variation indexes vagal tone and autonomic flexibility. Higher, context-
appropriate variability tracks with resilience; suppressed HRV tracks with chronic stress, inflammation, and
poor regulation. Useful metrics include RMSSD and high-frequency power (vagal) for trend; the older LF/HF
“balance” ratio is best treated with caution. Crucially, HRV is not only a measurement — paced resonance
breathing turns it into a training dial (Section 5). It also plausibly intersects the regulators central to this work:
vagal tone gates the cholinergic anti-inflammatory pathway (vagus → splenic α7-nicotinic signaling → reduced
TNF), and autonomic state is a candidate modulator of the VIP and α-MSH axes worth watching as HRV data ac-
cumulate.

Sympathetic (hyper-arousal) — racing, anxious, flaring, restless → down-regulate (extended
exhale, grounding, resonance breathing).

Dorsal (hypo-arousal) — numb, foggy, collapsed, hopeless → gently up-regulate (orienting, light,
movement, warmth, contact).

Ventral (safety) — calm, curious, connected → the state in which retraining and reprocessing
actually consolidate.
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The integrated stress response, from the top down
All of the above converges on the switch the framework keeps returning to: a non-terminating mitochondrial
integrated stress response (ISRmt) that holds the cell short of the CDR3 all-clear. Psychological threat is not
metaphorically “stressful” here — it feeds that switch through concrete channels: glucocorticoids, catecholam-
ines, sympathetic–purinergic signaling, and cytokines. The danger arm of this signaling is tonic; the safety arm
is  pulsatile  and circadian.  A constant signal overwhelms an intermittent one unless the intermittent one is
deliberately and repeatedly strengthened.

The clinical thesis. If CDR is the cell holding its breath, the practices in this primer are ways of signal-
ing safety to the whole organism — top-down through attention, appraisal, and meaning; bottom-up
through breath, vagal afferents, posture, and movement. Safety signaling does not replace removing
the driver. It may be precisely what allows the system to finally exit the danger program once the
driver is gone.

S E C T I O N  0 3  ·  W O R K I N G  W I T H  T H E  M I N D

Insight & cognitive strategies

This family of tools changes the meaning the brain assigns to symptoms. When a sensation is reclassified from
danger to safety, the alarm — and frequently the sensation itself — quiets. None of this implies the symptoms
are imagined; it works because appraisal and prediction are real inputs to perceived bodily state.

The Sarno lineage and the neural-circuit model
John Sarno proposed that real, disabling symptoms can be generated by the nervous system rather than by
structural  damage.  His  original  mechanism  (tension  myositis)  has  been  superseded,  but  the  core  insight
matured into the modern model of psychophysiologic, neural-circuit symptoms: symptoms maintained by a
brain locked in a learned danger loop and amplified by fear and avoidance. The practical descendants teach the
brain to feel safe in the body again:

Pain Reprocessing Therapy (PRT). Alan Gordon’s structured method of somatic tracking — attending to a
sensation with curious, safe, slightly detached awareness while reappraising it as non-dangerous. A 2022
randomized trial in chronic back pain (JAMA Psychiatry) reported that a substantial majority became pain-
free or nearly so, with gains largely holding at one year — striking, though in a selected pain population.

Emotional Awareness & Expression Therapy (EAET). Lumley and Schubiner’s approach linking avoided
emotion to physical symptoms, with trial signal in fibromyalgia and chronic pain.

Curable and Unlearn Your Pain. App- and workbook-based, self-directed versions of pain-neuroscience
education and reprocessing for those who cannot access a therapist.
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Honest scope: this lineage is best validated for chronic pain and functional symptoms. In multisystem biotoxin
illness, treat it as an adjunct that lowers symptom amplification — never as a reason to stop addressing the biology
or the exposure.

Cognitive-behavioral and acceptance-based strategies
Classic CBT targets the appraisal layer: catastrophic predictions (“this flare means permanent relapse”), all-or-
nothing  pacing,  and  the  fear–avoidance  spiral  that  Vlaeyen  described,  in  which  fear  of  symptoms  drives
avoidance, deconditioning, and more symptoms. ACT (Acceptance and Commitment Therapy) is often the bet-
ter fit for chronic illness, because it shifts the goal from eliminating sensation to living meaningfully alongside it
— which paradoxically lowers the threat charge that amplifies it.  The full  cognitive and behavioral toolkit,
retyped for this illness, lives in Part Two, Sections 3 and 4; the point here is conceptual: appraisal and behavior
are levers on the same predictive system.

Expressive writing
Pennebaker’s protocol — writing continuously and privately about a stressful or traumatic experience for 15–20
minutes on three or four consecutive days — has measurable effects on stress physiology, immune markers,
and health-care use.  It  is  free,  requires no clinician,  and is  a  gentle on-ramp to the emotional  layer.  One
caution: if writing reliably raises distress without settling, it is a signal to slow down and bring the material to a
therapist rather than push.

Hold both truths. The biology is real and must be treated; the amplification is also real and can be
retrained. Cognitive work that drifts toward “it’s all in your head” will re-injure an already invalidated
patient and lose the alliance. Frame these skills as turning down a genuine, learned amplifier — not as
a verdict on whether the illness is real.

EXERCISE 3-1 · SOMATIC TRACKING REAPPRAISE

Choose a mild, non-emergency sensation. Bring relaxed, curious attention to it — temperature,
pressure, movement, location — as if studying it.

Silently reappraise: “This is a real signal, and right now it is safe. My body is not in danger in this
moment.”

If fear rises, widen attention to neutral input (sounds, the chair, the breath) and return gently. The
aim is not to banish the sensation but to be with it without alarm.

Keep sessions short (3–5 min) and frequent. Over weeks, the brain re-weights the prediction.

1. 

2. 

3. 

4. 
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S E C T I O N  0 4  ·  R E T R A I N I N G  T H E  L I M B I C  S Y S T E M

Brain-retraining & contemplative programs

These structured programs apply self-directed neuroplasticity to chronic illness, with a strong following in
mold, multiple chemical sensitivity, ME/CFS, and long-COVID communities. They share a premise consistent
with  the  neuroception  and  predictive-coding  accounts  above:  a  limbic  and  interoceptive  system  stuck  in
protective overdrive — a conditioned, kindled false alarm — can be deliberately retrained toward safety. They
differ in emphasis, intensity, and how much somatic and emotional work they fold in.

The shared mechanism
Each program, in its own vocabulary, works to (1) interrupt the conditioned threat response when it fires, (2)
substitute a deliberately generated state of safety, calm, or positive emotion, and (3) repeat this at enough fre-
quency and “dose” to weaken the alarm pathway and strengthen a safety pathway. This maps onto extinction
learning and reconsolidation, and onto the pulsatile “send-safety” logic of the whole primer.

Program Core emphasis Best suited to

DNRS
Annie Hopper

Limbic retraining via a scripted “round” that interrupts
threat patterns and rehearses elevated positive states; im-
mersion-style, repetition-heavy, with a strong incremental-
training structure.

Those who want a clear, prescriptive
daily protocol and respond to struc-
ture and consistency.

Gupta Program Amygdala/insula retraining combined with meditation,
“soften and flow,” and mindset work; app-delivered with
coaching. Has produced small controlled signals in
fibromyalgia and CFS.

People who want a gentler, more
meditative on-ramp with built-in
support.

Primal Trust
Cathleen King, DPT

Integrative membership combining limbic retraining with
vagal toning, polyvagal regulation, somatic and parts work,
and attachment/“trust” repair — the most explicitly trauma-
informed of the group.

Those who want retraining woven
together with nervous-system and
emotional depth.

Others ANS Rewire and CFS School (structured, education-for-
ward); the Lightning Process (briefer, more directive — and
more controversial; weigh claims critically).

Match to temperament and budget;
scrutinize strong cure claims.

On the evidence — spoken plainly
The  mechanistic  rationale  (neuroplasticity,  extinction,  interoceptive  reappraisal)  is  sound,  and  there  is
encouraging small-trial and large observational and testimonial signal. But rigorous, well-controlled, low-bias
data remain thin; the studies that exist are often small, unblinded, or industry-linked, and the programs are
typically self-paid and time-intensive. Present them as plausible, low-physical-risk adjuncts that suit a certain
temperament — not as proven cures.
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TWO REAL HARMS TO SCREEN FOR

Sequencing harm: a patient still in an active exposure or with untreated biology may experience repeated
retraining “failure,” because the alarm is still partly accurate. Stabilize the environment and the major
biology first. Blame harm: any program that implies more effort, or more positive thinking, would have
produced recovery can re-injure an already invalidated person and should be reframed or avoided.
Recovery is not a measure of moral effort.

How to choose — and how to start

S E C T I O N  0 5  ·  T R A I N I N G  T H E  A U T O N O M I C  S Y S T E M

Heart rate variability training

HRV biofeedback is the most evidence-supported and measurable tool in this primer. By breathing at one’s in-
dividual resonance frequency, a person drives the cardiovascular system into a single high-amplitude oscilla-
tion  that,  practiced  regularly,  raises  vagal  tone  and  autonomic  flexibility  over  weeks.  It  is  the  bottom-up
complement to the cognitive work, and the most direct way to make “send-safety” quantifiable.

The physiology, briefly
At about six breaths per minute (~0.1 Hz), respiration, heart rhythm, and the baroreflex fall into phase. Slow
breathing maximizes respiratory sinus arrhythmia; the baroreflex (which adjusts heart rate to blood-pressure
swings) resonates at roughly the same frequency; the two reinforce each other into a smooth, large oscillation
HeartMath calls coherence. Repeated practice is, in effect, strength training for the vagal brake and the barore-
flex.

Temperament fit — structure-seekers often prefer DNRS; the meditative prefer Gupta; the trauma-
laden prefer Primal Trust.

Timing — best layered in once the worst of the exposure and biology are handled, not as a first or
sole move.

Dose low and kind — start with shorter daily practice; pair with the bottom-up tools (Sections 5–7)
rather than choosing one camp.

Stop rules — if a program consistently raises distress or self-blame, that is data; adjust or change
course.

R ESTORING SAFETY

Brain-Retraining & Contemplative Programs 9



Finding your resonance frequency
Six breaths per minute is a good default, but the individual optimum usually sits between 4.5 and 6.5. To find it,
breathe for two minutes each at  6.5,  6.0,  5.5,  5.0,  and 4.5 breaths/min and note which pace produces the
largest, smoothest oscillation (and feels easiest). Train at that pace.

Element Practical guidance

Pace Default 6 breaths/min (5 s in, 5 s out); refine to your resonance frequency (4.5–6.5).

Mechanics Nasal, low and diaphragmatic, a slightly longer and unforced exhale. Effortless beats
effortful; strain defeats the purpose.

Dose 10–20 min once or twice daily for trait change; 3–5 min anytime for an acute state shift. Even
five minutes counts on low-energy days.

Training tools Real-time biofeedback: HeartMath Inner Balance/emWave; Elite HRV/CorSense with a chest
strap; Kubios or EliteHRV with a Polar H10.

Trend tools Morning readings via Oura, Whoop, or Apple Watch track the trajectory — useful for pacing,
not for in-session training.

Arc State shift within a session; measurable trait change in resting HRV and symptom tolerance
over roughly 4–10 weeks of consistency.

Evidence and interpretation
The Lehrer–Gevirtz protocol is the clinical standard, and meta-analyses support HRV biofeedback for anxiety,
depression, and stress-related conditions, with plausible benefit wherever autonomic dysregulation is central.
In CDR illness, coach patients to read their own trend, not a daily number: absolute HRV is often low and noisy,
and a sudden morning drop is best used as a same-day cue to pace down — an early-warning system, never a
scorecard to fail.

EXERCISE 5-1 · A RESONANCE SESSION TRAIN

Sit upright but relaxed, one hand on the belly. Breathe nasally at your resonance pace (start 5 s in / 5 s
out).

Let the inhale fill the lower ribs and belly; let the exhale be a touch longer and completely passive.

If using biofeedback, aim for a smooth, rounded wave rather than a high score. Continue 10 minutes.

Close with three natural breaths and notice the shift. Twice daily is the training dose.

1. 

2. 

3. 

4. 
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WHEN BREATHING IS ACTIVATING

A minority with significant dysautonomia or POTS find paced breathing initially activating or lightheaded.
Start shorter, reclined or sitting, with a gentler pace; reduce the depth before the rate; and stop if it
provokes symptoms. Build tolerance gradually rather than pushing through.

S E C T I O N  0 6  ·  S T I M U L A T I N G  T H E  V A G U S

Vagal nerve stimulation & vagal toning

The  vagus  is  the  body’s  principal  brake  on  sympathetic  arousal  and  a  central  regulator  of  inflammation.
Roughly four-fifths of its  fibers are afferent,  carrying signals from the body to the brainstem (the nucleus
tractus solitarius), which is why stimulating peripheral vagal endings can shift central state. Two routes are
available: devices that deliver a small current to vagal afferents, and maneuvers that recruit the same pathways
mechanically.

The anti-inflammatory rationale
Efferent vagal signaling drives the  cholinergic anti-inflammatory pathway:  via the spleen and α7-nicotinic
acetylcholine receptors on macrophages, it restrains TNF and other cytokines. This is the mechanistic bridge
between “calming the nervous system” and damping the inflammatory tone that  helps sustain the danger
response — and the reason vagal work is more than relaxation.

Non-invasive stimulation devices

Type How it works Status

Auricular (taVNS) A small electrode on the cymba conchae of the outer ear,
where the auricular branch of the vagus surfaces; typically
low-amplitude, ~20–30 Hz, in sessions of 15–60 min.
Devices: Nurosym, Pulsetto, Truvaga, Neuvana.

Emerging research in inflammation,
mood, HRV, and autonomic balance;
largely consumer/wellness rather
than disease-cleared.

Cervical (tcVNS) Applied to the neck over the carotid sheath in brief stimula-
tions. gammaCore is the established device.

FDA-cleared for cluster headache
and migraine; off-label interest else-
where.

Implanted VNS Surgically implanted cervical stimulator. Established for refractory epilepsy
and depression; context only — not a
self-care option.

Evidence specific to biotoxin illness is preliminary. Non-invasive devices are generally low-risk in appropriate
users; review cautions (cardiac arrhythmia, pregnancy, implanted electronic devices) and begin at low intensity
and duration.
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Vagal toning maneuvers — no device required
Several everyday actions stimulate vagal afferents or recruit the parasympathetic system, cost nothing, and
dose easily across the day:

Toning is the daily dose; devices are an add-on. For most patients, the no-cost maneuvers — practiced
briefly and often — do the heavy lifting of sending pulsatile safety. Devices such as taVNS are a
reasonable layer for those who want them, used cautiously, but they are not a prerequisite.

S E C T I O N  0 7  ·  T H E  F A S T E S T  L E V E R

Breathwork

Breath is the one autonomic function under voluntary control,  which makes it  the quickest route into the
nervous system. Slow, nasal, exhale-weighted breathing shifts the balance toward parasympathetic dominance
within minutes — and, practiced regularly, raises baseline vagal tone.

Extended exhale. The exhale is the parasympathetic phase of the breath; making it longer than the inhale is
the simplest, most reliable vagal lever.

Humming, chanting, and Bhramari (“bee breath”). Vibration of the larynx and soft palate stimulates
nearby vagal fibers; a low hum or a sustained “voo”/Om on the exhale is enough.

Gargling. Vigorous gargling for 30–60 seconds, once or twice daily, activates the palatal and pharyngeal
muscles served by the vagus.

Cold to the face. Cool water or a cold pack over the cheeks and eyes triggers the diving reflex and a vagal
slowing of heart rate. Use gentle versions; avoid in cardiac disease.

Singing, chanting, and laughter. Prolonged vocalization on the exhale combines slow breathing with vagal
vibration — and, in company, adds co-regulation.

EXERCISE 6-1 · A TWO-MINUTE VAGAL RESET TONE

Sit comfortably. Hum a low, steady tone on each exhale for six breaths, feeling the buzz in chest and
face.

Splash cool water on the face, or hold a cool cloth over the cheeks and eyes for 20–30 seconds,
breathing slowly.

Finish with three long, soft exhales. Use it as a between-tasks “downshift,” not a rescue from panic.

1. 

2. 

3. 
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Why slow nasal breathing works
Several mechanisms stack: the longer exhale lengthens the vagal (parasympathetic) phase of each breath; slow
breathing maximizes respiratory sinus arrhythmia and engages the baroreflex (Section 5);  nasal  breathing
adds airway nitric oxide and optimizes gas exchange; and gentle tolerance of mildly higher CO2 reduces the
chemoreflex-driven air hunger that feeds anxiety. Dysfunctional breathing patterns — chronic mouth-breath-
ing, upper-chest breathing, frequent sighing, and over-breathing — are common in sensitized patients and are
themselves retrainable.

Technique Pattern Use

Physiological sigh Two inhales through the nose (a short top-up on the
second), then a long, complete exhale. Repeat 1–3×.

Fastest acute down-regulation; ideal for an
anxious spike.

Coherent / resonant ~5 s in, ~5 s out (~6 breaths/min). The everyday baseline; overlaps with HRV
training.

Extended exhale Inhale 4, exhale 6–8 (any ratio with exhale > inhale). Reliable, gentle parasympathetic shift;
sustainable for micro-doses.

Box breathing 4 in · 4 hold · 4 out · 4 hold. Steadying focus before a stressor; drop the
holds if they feel activating.

Humming breath Normal inhale; hum the entire exhale. Adds vagal vibration (Section 6); calming
and grounding.

CAUTIONS FOR THIS POPULATION

Avoid intense, hyperventilatory, or breath-hold-heavy methods (Wim Hof–style rounds, holotropic breath-
work, vigorous Kapalabhati) as a starting point. Patients with dysautonomia, POTS, MCAS, or chronic air-
hunger can be destabilized by them. Favor slow, gentle, nasal, exhale-weighted breathing. If any technique
provokes lightheadedness, tingling, derealization, or panic, stop and return to normal breathing.

EXERCISE 7-1 · THE MICRO-DOSE HABIT SEND SAFETY

Because safety is pulsatile, frequency beats duration. Anchor 60–90 seconds of extended-exhale or
coherent breathing to existing cues — before meals, at transitions, after screens — three to five times a day.
The goal is many small waves, not one long session.
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S E C T I O N  0 8  ·  M O V I N G  W I T H O U T  C R A S H I N G

Movement & pacing

Movement is medicine for the nervous system — it discharges mobilized stress energy, rebuilds a sense of
agency  in  the  body,  and  (in  the  right  dose)  restores  function.  But  in  CDR  illness  with  fatigue  and  post-
exertional symptoms, the  wrong dose of movement is among the most common causes of relapse. Pacing is
therefore the first skill; gentle movement is the second.

Post-exertional malaise and the energy envelope
The cardinal danger sign is  post-exertional malaise (PEM): a delayed, disproportionate worsening of symp-
toms 12–72 hours after exertion that can last days. Where PEM is present, graded “push-through” exercise is
contraindicated and can cause lasting harm — a position reflected in the 2021 NICE ME/CFS guideline. The
organizing principle is the energy envelope: the level of activity (physical, cognitive, and emotional) a person
can sustain without triggering PEM. The work is to live within it while gently expanding it.

Heart-rate pacing
A practical guardrail is to keep activity below an individual ceiling — often estimated around (220 − age) × 0.6,
or  resting heart  rate  plus  ~15 — using a  chest  strap or  watch with an alarm, so exertion stays  below the
anaerobic threshold that provokes crashes. Two-day cardiopulmonary exercise testing (the Workwell protocol)
can document the impaired recovery objectively when needed, but is taxing and is not required to start pacing.

Gentle, nervous-system-friendly movement

EXERCISE 8-1 · FIND YOUR ENVELOPE PACE

For one week, each morning rate energy 0–10 and log activity plus any next-day symptom change.

Identify the activity level that does not produce a 12–72 h crash.

Plan days to stop before you drop — end an activity with roughly 20% left in the tank — alternating
exertion with planned, pre-emptive rest rather than rest-as-recovery-from-overdoing.

1. 

2. 

3. 

Restorative yoga and yoga nidra — supported postures and long exhales; minimal exertion, strong
parasympathetic effect.

Tai chi and qigong — slow, flowing, low-intensity; among the better-evidenced practices for autonomic
balance and well-being.

Feldenkrais and gentle somatic movement — re-educate movement and interoception without strain.

Walking — short, deliberately under-dosed bouts, ideally outdoors and paired with orienting (below).
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READ THIS BEFORE ADDING EXERCISE

If exertion reliably produces a delayed crash, do not apply general fitness advice to graded exercise. Work
strictly within the envelope, favor recovery over ambition, and treat “do less” as the safer error. The
envelope grows through consistent sub-maximal demand, never through occasional heroics followed by
multi-day crashes.

S E C T I O N  0 9  ·  G O I N G  T O  T H E  S O U R C E

Somatic & trauma-specific therapies

The tools so far regulate the nervous system day to day. Where there is significant trauma — from the illness
itself or predating it — deeper, professionally guided work can resolve what self-practice cannot. These are
referral-level modalities; the aim of this section is to help a clinician and patient choose well and refer to a
trauma-informed, chronic-illness-aware provider.

The shared frame: window of tolerance, titration, pendulation
All credible trauma work keeps the patient inside their window of tolerance — aroused enough to engage, not
so aroused as to flood or shut down. It proceeds by titration (touching distress in small, digestible doses) and
pendulation (moving between activation and calm so the system completes and discharges rather than re-
overwhelming). “Bottom-up” approaches work through sensation and the body; “top-down” approaches work
through narrative and meaning; most good therapy blends both.

Recumbent or isometric strength — very small doses, lying or seated, to counter deconditioning when PEM
allows. For orthostatic intolerance, recumbent work, compression, and clinician-guided salt/fluid strategies
help.

EXERCISE 8-2 · THE ORIENTING WALK RE-ENGAGE

On a short, easy walk, let your eyes move slowly and turn your head to take in the surroundings — sky,
trees, horizon. This orienting tells the brainstem there is no predator to scan for, shifting you toward
ventral-vagal calm. Movement plus orienting does more for the nervous system than either alone — and it
keeps the dose gentle.

Somatic Experiencing (Levine). Tracks bodily activation and supports its completion and discharge;
especially useful when trauma is held more in sensation than story.

Sensorimotor psychotherapy (Ogden). Body-centered processing of trauma held as posture, tension, and
movement, integrated with cognitive work.
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The most underused tool: co-regulation

Nervous systems regulate each other. The single most reliable safety signal is another calm, believing
nervous system. Build it in deliberately:

Isolation is a driver of the danger state; connection is treatment. Prescribe it explicitly.

STABILIZE BEFORE YOU PROCESS

Reprocessing trauma before a patient can stay in the window of tolerance can flood and worsen symp-
toms. Build resourcing and coping first (Part Two, Sections 2 and 5); reserve reprocessing for once the
patient is out of active exposure and steady — and always with a trained clinician. Watch for dissociation
and freeze as signs to slow down, not push.

S E C T I O N  1 0  ·  P U T T I N G  I T  T O G E T H E R

Building a program

Sequence beats intensity. A workable program moves through three phases, each gating the next, and is paced
to the phenotype (Part Two, Section 6) and the energy envelope. The goal is not to do everything, but to do the
right two or three things consistently enough to retrain the system.

EMDR (Shapiro). An eight-phase, bilateral-stimulation method grounded in the adaptive-information-
processing model; reprocesses specific traumatic memories, including medical trauma. (Detailed in Part
Two, Section 1.)

Internal Family Systems (Schwartz). “Parts” work that meets the frightened and protective parts of the self
with compassion, restoring leadership from a calm core (“Self”).

Polyvagal-informed therapy (Dana) and the Safe and Sound Protocol (Porges). Map and shift autonomic
state directly; the SSP is an acoustic intervention to be used cautiously and under guidance in sensitized
patients.

TRE and Brainspotting. TRE (Berceli) evokes gentle neurogenic tremor to discharge held tension;
Brainspotting is a fixed-gaze relative of EMDR. Both start conservatively in fragile patients.

A trusted clinician whose steadiness and belief are themselves regulating.

Peer connection — a support group of others who understand ends the isolation that drives
dysregulation.

Safe relationships, touch, and animals — small, frequent doses of felt safety.
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Phase one — stabilize
Reduce the load before asking the system to do hard work.  Address the exposure and the major biology;
anchor sleep and circadian rhythm (morning light, consistent timing, CBT-I where needed); and learn one or
two daily down-regulation practices — typically extended-exhale breathing plus a brief vagal-toning or HRV
routine, with slow bilateral resourcing for the trauma-laden. The milestone is simply more time in safety, and a
patient who can reliably bring their own arousal down a notch.

Phase two — retrain
Once steadier, layer in the deeper work: somatic tracking and cognitive reappraisal (Section 3; Part Two §3), a
brain-retraining  program  if  it  fits  the  person  (Section  4),  graded  HRV  training  (Section  5),  and  trauma
reprocessing where indicated and only when stable (Section 9; Part Two §1). This is where neuroplastic change
accrues — slowly, with repetition. Track a short symptom diary, an HRV trend, and one functional marker (e.g.,
tolerated activity), and let the trend — not any single day — guide progression.

Phase three — integrate
Fold the practices into ordinary life so they outlast the acute illness: pacing as a default, movement within the
envelope, the daily send-safety rhythm, and connection and meaning restored. Re-engage avoided activities
with graded exposure once environments are confirmed safe. The work is not only to remove the toxin but to
rebuild a life and a nervous system that feel safe to inhabit.

Phase Aim Core daily practices

Stabilize Lower load; gain a reliable “down a notch”
skill; protect sleep.

Extended-exhale micro-doses · vagal toning · calm-place
resourcing · sleep anchors

Retrain Accrue neuroplastic change; reprocess
where stable.

HRV resonance · somatic tracking / reappraisal · brain-
retraining or trauma therapy · pacing

Integrate Make it durable; re-engage life. Send-safety rhythm · movement in envelope · values-
based action · graded exposure · connection

EXERCISE 10-1 · A REALISTIC STARTER STACK BEGIN

Pick two, not ten. For most people: (1) five minutes of extended-exhale or coherent breathing, morning
and evening; (2) one daily orienting walk within the energy envelope. Add a weekly expressive-writing
session and a single vagal-reset habit. If you can do only one thing, do the morning breathing. Reassess in
three to four weeks; consistency at a low dose beats ambition that triggers a crash.
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When the plan stalls. Plateaus and setbacks are expected, not failure. Common culprits: an unresolved
exposure or biology, over-effort (too much too soon), poor sleep, or demoralization. Re-stabilize,
shrink the dose, protect sleep, and re-engage support before adding anything new.

When to escalate to a professional. Refer for trauma-informed care when there are flashbacks, disso-
ciation, persistent hopelessness, or trauma that predates the illness — and seek prompt help for any
thoughts of self-harm. These tools support recovery; they do not replace mental-health treatment
when it is needed.

The danger response — in the cell and in the self — is intelligence, not fail-
ure.

Scope & safety. This primer is educational and is an adjunct to, not a substitute for, individualized
medical and mental-health care or the removal of the biological driver of illness. The strength of
evidence varies considerably across these modalities; several are emerging or chiefly supported by
mechanism and observation. Patients with dysautonomia, POTS, MCAS, cardiac disease, post-exertion-
al malaise, pregnancy, or psychiatric instability should adapt or avoid specific practices as flagged and
proceed under clinical guidance.

P A R T  T W O

The Psychological & Behavioral
Arm
How trauma-based counseling, at-home bilateral stimulation, cognitive-
behavioral skills, and emotional flexibility quiet the top-down drive on the Cell
Danger Response — and the specific exercises that build durable coping.
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T H E  P S Y C H O L O G I C A L  A R M  ·  O R I E N T A T I O N

Sending safety to a sensitized system

In  the  mechanism  primer,  danger  arrives  two  ways:  bottom-up,  from  biotoxins,  infection,  metals,  and
chemicals; and  top-down, from the limbic and autonomic load of stress, fear, and unresolved trauma. Both
converge on the same switch — a non-terminating ISRmt that holds the cell short of the CDR3 all-clear. Remov-
ing the building’s mold addresses the first road in. This arm is about the second, and it is biology by another
route, not a soft addendum.

The channels of top-down danger
Psychological  threat  reaches  the  cell  through  concrete  physiology:  the  HPA  axis  (glucocorticoids),  the
sympatho-adrenal system (catecholamines and sympathetic–purinergic signaling), and neuroimmune cross-
talk (cytokines). Porges’ neuroception — the nonconscious appraisal of safety and danger — sits upstream of all
of  them,  and  in  a  sensitized  patient  it  is  miscalibrated,  reading  neutral  cues  as  threat.  The  conditioned
environmental alarm is neuroception gone awry.

The asymmetry that makes this work necessary
At the cellular level, danger signals are tonic — constant and droning while threat or hypersensitivity persists
— while the  safety signals that descend from the brain are pulsatile and circadian,  arriving in rhythmic
waves. A constant signal overwhelms an intermittent one unless the intermittent one is  deliberately and re-
peatedly strengthened. The psychological and behavioral work below is precisely how a person sends safety, on
purpose, again and again, until the danger circuits quiet enough to hear it. That is why frequency — many
small daily doses — matters more than the length of any single session.

Where this fits the clinical arc

This is the substance of the protocol’s “send safety” task and the parasympathetic-rehabilitation thread
that runs through Phase 5. It is weighted differently by phenotype:

Phenotype A — Stuck Alarm (and the A2 limbically-conditioned sub-type, where the alarm fires
even in clean spaces): the home of trauma reprocessing and cognitive restructuring of the
conditioned environmental alarm.

Phenotype D — Closed Gate (“safety signals spent”): the home of intensive parasympathetic and 
up-regulating coping work, because the engine is ready but the body cannot yet receive the all-
clear.

Phenotypes B & C (drained battery, worn-out defender): acceptance, pacing, and behavioral
activation within the energy envelope, so psychological demand never outruns mitochondrial
supply.
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S E C T I O N  0 1  ·  R E - F I L I N G  T H E  D A N G E R

Trauma-based counseling & the conditioned alarm

When an illness has been frightening, disabling, and disbelieved, the nervous system often files the experience
as trauma: the body learns that a place, a smell, a symptom, or even the memory of a bad season is dangerous,
and re-fires the alarm on contact. This is the conditioned environmental alarm — a learned, top-down PAC1/
limbic drive that keeps the ISRmt engaged long after the mold is gone. Trauma-focused counseling targets that
learning directly, and it is the natural home of treatment for the A2 sub-type.

EMDR — reprocessing, not relaxation
Eye Movement Desensitization and Reprocessing (EMDR) is a structured, therapist-delivered psychotherapy
with strong evidence for post-traumatic stress, grounded in the adaptive-information-processing model: dis-
tressing memories stored in raw, unintegrated form are re-accessed and re-filed as past. The client holds a
distressing memory in mind while attending to  bilateral stimulation (alternating left–right eye movements,
tones, or taps). Competing theories for why it works — taxing of working memory, an orienting/relaxation re-
sponse, and a REM-like memory-reconsolidation effect — remain debated, but the clinical outcome is well
replicated: the memory loses its charge. For the mold patient this can uncouple the place or smell from the
alarm.

EMDR proceeds in eight phases; the sequence itself encodes the “stabilize before you process” rule:

SCOPE & SAFETY — READ BEFORE RECOMMENDING

EMDR reprocessing is not a self-help technique. Activating a traumatic memory without containment
can flood a person outside their window of tolerance and worsen symptoms. Reprocessing should be
done with a trained, EMDRIA-certified (or equivalently credentialed) clinician who first builds stabiliza-
tion and resourcing. Patients in active CDR1 — still in the exposure, or acutely dysregulated — generally 
stabilize first (resourcing and coping in Section 2 and 5), and reprocess once safe and steadier. This
mirrors the protocol’s own rule: resolve before you push.

1–2 History and preparation. Map the targets; build the therapeutic relationship and, critically, resourcing
and self-regulation skills (calm place, container) before any reprocessing.

3–4 Assessment and desensitization. Activate the target memory with its image, belief, emotion, and body
sensation; apply sets of bilateral stimulation until distress falls.

5–6 Installation and body scan. Strengthen an adaptive belief and clear residual somatic activation.

7–8 Closure and re-evaluation. Return to stability each session; check durability over time.
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Other therapist-delivered approaches
EMDR is one option among several a referring clinician may consider; choice depends on whether trauma is
held more in story or in sensation, and on the patient’s capacity:

S E C T I O N  0 2  ·  R E S O U R C I N G ,  N O T  P R O C E S S I N G

At-home bilateral stimulation

The same bilateral mechanism that powers therapist-led reprocessing can be borrowed, at low intensity, for
daily self-regulation. Wearable tactile devices such as Bi-Tapp (and comparable tappers or apps) deliver gentle
alternating left–right taps at the wrists or ankles, set by a phone app. The crucial distinction — built into the
devices themselves, which separate a slow resourcing mode from a faster processing mode — defines how a pa-
tient should use one at home.

The boundary that keeps it safe

The boundary in one line. At home, bilateral stimulation is for resourcing and down-regulation — in-
stalling calm, strengthening felt safety, settling the autonomic system — not for processing traumatic
memories. Pair it with a present, pleasant, or neutral focus; never deliberately hold a trauma in mind
while tapping alone.

Used this  way,  a  few minutes of  slow bilateral  tapping is  a  portable way to “send safety” on the pulsatile
schedule the system needs — a deliberately generated ventral-vagal pulse. Practical settings: slow tempo (re-
sourcing mode), gentle intensity, taps at the wrists or thighs,  20–30 seconds per set,  eyes open or closed,
paired with a long exhale. Stay inside the window of tolerance — if  distress  rises rather than settles,  stop,
ground, and bring it  to your therapist.  The same slow-tapping cue can be added to almost any resourcing
practice in this primer.

Trauma-focused CBT (TF-CBT): structured cognitive work plus graded, titrated exposure to the trauma
narrative.

Somatic Experiencing / sensorimotor approaches: work with bodily activation and discharge — useful
when trauma lives more in sensation than narrative.

Internal Family Systems (IFS): meets the protective “parts” that keep the alarm on, unburdening them from
a calm core.

Brainspotting: a fixed-gaze relative of EMDR some clinicians prefer for somatically held activation.

Narrative and exposure-based therapies: for over-generalized fear of buildings, scents, or travel once
environments are confirmed safe (see Section 3’s graded ladder).
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EXERCISE 2A · CALM-PLACE INSTALL RESOURCING

Choose a real or imagined place where you feel completely safe and at ease. Bring it to mind in detail
— what you see, hear, the temperature, the texture under you.

Start slow bilateral taps. Let the felt sense of the place deepen for 20–30 seconds, then stop the taps
and rest.

Notice where the calm lives in your body. Add a one-word cue (“shore,” “calm”).

Repeat 2–3 short sets. Over days, the cue word alone begins to summon the state.

1. 

2. 

3. 

4. 

EXERCISE 2B · RESOURCE TAPPING (DEVELOP & INSTALL) RESOURCING

Build felt strength before you need it.

Recall a moment you felt capable, supported, or calm — a memory, a person, a protective figure, even
a pet.

As the felt sense arrives, add short, slow tap sets to “tap it in,” pausing between sets to let it settle.

Keep only what strengthens the resource; if anything negative intrudes, stop tapping, open your eyes,
and re-orient to the room before trying again.

1. 

2. 

3. 

EXERCISE 2C · TAPPING IN THE GOOD CONSOLIDATION

After any genuinely good moment in the day — a meal enjoyed, a symptom-free hour, warmth from a
friend — pause, re-feel it for a breath, and add one slow tap set to help the nervous system register that 
safety happened. This deliberately counter-weights the brain’s negativity bias in chronic illness.

EXERCISE 2D · CONTAINER + EXTENDED EXHALE DOWN-REGULATE

Picture a sturdy container with a lid that holds whatever feels like too much right now.

Place the worry inside and close the lid (you can return to it with support later).

Begin slow taps paired with breathing where the exhale is longer than the inhale (e.g., in for 4, out for
6–8) for one minute.

1. 

2. 

3. 
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S E C T I O N  0 3  ·  A P P R A I S A L  &  B E H A V I O R

Cognitive-behavioral strategies

CBT works the lever the threshold model already names: the  same stimulus produces opposite outcomes de-
pending on appraisal and reserve. A barometric dip, a faint smell, or a poor night’s sleep is filtered by a system
that reads it as safe — and ignites a crisis in one primed to read it as danger. Cognition is part of that primer.
The model  is  simply:  situation → thought  → emotion & physiology → behavior,  with each arrow open to
change.

Cognitive restructuring of threat appraisals
Chronic mold illness breeds a predictable family of “hot” thoughts:  catastrophizing (“this flare means I’m re-
lapsing for  good”),  fear-avoidance (“any exposure  will  destroy  me”),  symptom hypervigilance,  black-and-white
thinking, and intolerance of uncertainty. Each raises top-down drive. Restructuring is not forced positivity — it is
testing the thought against evidence and building a more accurate, usually kinder, appraisal.

Useful Socratic prompts: What’s the evidence? What would I tell a friend? What’s the most likely outcome, not just the
worst? Is this a fact or a feeling? Will this matter in a week?

EXERCISE 3A · THE SEVEN-COLUMN THOUGHT RECORD RESTRUCTURE

When distress spikes, write across seven columns:

Situation — what happened (e.g., “smelled mustiness in a café”).

Emotion (0–100) — fear 85, despair 60.

Automatic thought — “I’ve re-exposed myself; I’ll crash for weeks.”

Evidence for the thought.

Evidence against — past brief exposures that didn’t cause a lasting crash; my home is confirmed clean;
I have tools.

Balanced thought — “A brief smell is unpleasant and not the same as my home exposure; I can leave,
ground, and recover.”

Re-rate emotion — fear 40, despair 25.

1. 

2. 

3. 

4. 

5. 

6. 

7. 
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Behavioral strategies — pacing, activation, and graded exposure
Behavior is the second lever, and in a fatigue-driven illness it is often the more powerful one. The aim is to
disconfirm catastrophic predictions in small, safe steps — never to push through PEM.

EXERCISE 3B · DECATASTROPHIZING (WORST / BEST / LIKELY) RESTRUCTURE

Name the feared catastrophe in full.

Write the realistic worst case, the best case, and the most-likely case.

For the most-likely case, list the coping plan (“if I flare, I pace, use my tools, and it passes”). Fear
shrinks once a plan exists.

1. 

2. 

3. 

EXERCISE 3C · THE ENERGY ENVELOPE & BREAKING BOOM–BUST PACE

For one week, rate energy 0–10 each morning and log activity and post-exertional symptoms.

Find your envelope — the activity level you can do without a next-day crash.

Plan days to stop before you drop (quit an activity with about 20% left in the tank), alternating
exertion with planned rest. This directly protects the hypersensitive purinergic circuits from the
“scab-ripping” re-trigger of overexertion.

1. 

2. 

3. 

EXERCISE 3D · BEHAVIORAL EXPERIMENT TEST

Turn a catastrophic prediction into a test. State it specifically (“if I take a 10-minute walk I’ll be bedbound
tomorrow”), run a small, safe version, record what actually happens, and compare. Repeated gentle
disconfirmation is how avoidance loosens.

EXERCISE 3E · GRADED EXPOSURE LADDER RE-ENGAGE · POST-REMEDIATION

Only once the environment is confirmed safe (avoidance of genuinely contaminated spaces is wise, not
phobic), rebuild tolerance to over-generalized triggers — public buildings, scents, travel:

List avoided situations and rate each for distress (SUDs 0–100).

Rank them into a ladder, gentlest first.

Approach one rung at a time, staying until distress halves, paired with breathing/grounding, before
climbing higher.

1. 

2. 

3. 
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CBT for insomnia (CBT-I)
Sleep is not a luxury layer; it is when the restorative, adenosine-clearing work of recovery happens. Where
insomnia persists, CBT-I is first-line and durable:

Sleep counts as cognition. Treat sleep as a core target, not an afterthought. The structured skills of
CBT-I restore the restorative sleep the recovery cycle depends on — and good sleep is itself a powerful
nightly safety signal.

S E C T I O N  0 4  ·  E N D I N G  T H E  F I G H T  W I T H  F E E L I N G

Emotional flexibility

Restructuring changes the content of thought; emotional (psychological) flexibility changes a person’s relation-
ship to thoughts and feelings — the capacity to feel a hard emotion, not be commanded by it, and still move
toward what matters. In a sensitized system this is protective: fighting every symptom and feeling is itself a
stressor that feeds the alarm. The Acceptance and Commitment (ACT) model organizes the moves into six
interlocking skills.

Consistent sleep window. Fixed wake time daily; restrict time in bed to roughly actual sleep time, then
expand as efficiency improves.

Stimulus control. Bed for sleep only; if awake beyond ~20 minutes, get up, do something calm and dim, and
return only when sleepy.

Wind-down and light. Bright light and movement on waking; dim, screen-light, and arousal in the evening;
a brief down-regulation practice at lights-out.

Defusion — seeing thoughts as thoughts, not facts or commands.

Acceptance — allowing unwanted sensations and feelings to be present without struggle.

Present-moment contact — returning attention to now, where the body is usually safer than the story.

Self-as-context — the “observing self” that holds experience without being consumed by it.

Values — what matters, used as a compass when symptoms cannot be the guide.

Committed action — small steps toward values, sized to today’s envelope.
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When activation is too high to “work with”: distress tolerance
For acute surges, borrow DBT’s fast skills, which change physiology before they change thought:

EXERCISE 4A · NAME IT TO TAME IT (AFFECT LABELING) FLEXIBILITY

When emotion surges, silently label it precisely — not “I’m bad” but “this is fear,” “this is grief,” “this is
frustration plus fatigue.” Naming an affect measurably lowers limbic reactivity. Widen your vocabulary
over time (anxious → uneasy, dread, keyed-up); granularity itself regulates.

EXERCISE 4B · COGNITIVE DEFUSION FLEXIBILITY

Create distance from a sticky thought:

Prefix it: “I’m having the thought that I’ll never recover.” — then notice it is a thought, not a fact.

Leaves on a stream: picture each thought placed on a floating leaf and let it drift, neither chased
nor pushed away.

Thank your mind (“thanks, mind, for the worry”) and return attention to the present.

EXERCISE 4C · WILLINGNESS & URGE SURFING FLEXIBILITY

Discomfort and the urge to avoid both rise, crest, and fall like a wave. Instead of bracing or fleeing, 
breathe and ride it: locate the sensation, soften around it, watch it peak and recede. Each ride teaches the
system that the feeling is survivable — and that not every alarm requires an escape.

EXERCISE 4D · VALUES & ONE COMMITTED ACTION MEANING

Name two or three values illness has crowded out (connection, creativity, contribution, learning).

Choose one small action per day that honors a value within today’s envelope — a two-line message to a
friend, ten minutes of a craft, a short walk in nature.

Committed action protects identity and mood without demanding energy the system can’t yet supply.

1. 

2. 

TIPP. Brief cool Temperature on the face (the dive-reflex vagal brake), light Intense movement if able, Paced
breathing with long exhales, and Paired muscle relaxation.

STOP. Stop, Take a breath, Observe, Proceed mindfully — a circuit-breaker before reacting.

Self-soothe through the senses — warmth, a calming scent (if tolerated), a soft texture, a steadying sound.
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S E C T I O N  0 5  ·  T H E  W I N D O W - O F - T O L E R A N C E  T O O L K I T

Building coping skills

Coping is regulation: keeping the nervous system inside its  window of tolerance — calm enough to think,
awake enough to engage. Sensitized patients leave the window in two directions, and the right skill depends on
which way. The art is reading the state (Section 2 of Part One) and matching the tool to it.

Down-regulating skills — for hyper-arousal (anxious, wired, flaring)

Up-regulating skills — for hypo-arousal (numb, shut-down, the Closed Gate)
Phenotype D and the anhedonic side of the illness need the opposite of soothing — gentle activation that says it
is safe to come back online. Titrate; small doses only:

Radical acceptance — releasing the exhausting fight with what cannot be changed in this moment, which
itself lowers arousal.

Physiological sigh: two inhales through the nose (a short top-up on the second), one long slow exhale
through the mouth; repeat 3–5×. The fastest manual brake on arousal.

Resonance breathing: ~5–6 breaths/minute (in ~4, out ~6) for 5–10 minutes — the core of HRV biofeedback;
builds vagal tone with practice.

5-4-3-2-1 grounding: name 5 things you see, 4 you feel, 3 you hear, 2 you smell, 1 you taste — pulls attention
out of catastrophe and into the safe present.

Slow bilateral tapping (Section 2), cool water on the face, and progressive muscle relaxation (tense and
release muscle groups head to toe).

Orient with curiosity: slowly look around and name colors, shapes, something pleasant — re-engaging the
social-engagement system.

Gentle movement & light: stand, stretch, step outside; brief daylight and motion lift a flattened system.

Faster, brief bilateral taps , a cool splash, an upbeat sound, or contact with a safe person — small, titrated
doses of stimulation.

Behavioral activation: one tiny mastery or pleasure task, scheduled rather than waited-for, to break the
withdrawal–anhedonia loop.
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Coping infrastructure
Beneath the specific skills sit the foundations that lower allostatic load for free and are safe to begin on day
one: restorative sleep and steady circadian light timing; regular time in nature; and social connection and co-
regulation. These are not background niceties — they are the soil in which every skill above takes root.

S E C T I O N  0 6  ·  A ,  B ,  C ,  D

Matching the work to the phenotype

The same toolkit is dosed and ordered differently depending on where each person’s biology is stuck. The
phenotypes are not rigid boxes — people move between them — but they orient the emphasis of the psycholo-
gical arm.

EXERCISE 5A · THE SELF-COMPASSION BREAK COPING

Harsh self-talk (“I should be over this”) is a chronic internal stressor. Replace it, in three steps, when you
notice it (after Neff):

Mindfulness: “This is a hard moment.” (acknowledge, don’t amplify)

Common humanity: “Many people with this illness feel this; I’m not alone or broken.”

Kindness: a hand on the heart and one warm sentence you’d say to a friend — “I’m doing my best, and
that’s enough today.”

1. 

2. 

3. 

EXERCISE 5B · THE DAILY “SEND-SAFETY” RHYTHM COPING · KEYSTONE

Because safety is pulsatile, dose it like medication rather than waiting for crisis:

Frequency beats intensity: many small, rhythmic safety signals retrain the system better than one long
session.

Morning: 5 minutes resonance breathing + a Calm-Place tap set.

Midday & afternoon micro-doses: 60–90 seconds of extended-exhale breathing or grounding, 3–4×
across the day.

After any good moment: “tap in the good” (Section 2C).

Evening: wind-down, one self-compassion line, consistent sleep window.
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A · Stuck Alarm B · Drained Battery C · Worn-out Defender

D · Closed Gate

Phenotype Psychological emphasis Lead exercises

A — Stuck Alarm
(esp. A2, condi‐
tioned)

Reprocess the conditioned environmental alarm;
restructure catastrophic threat appraisals; down-
regulate a wired system.

Therapist EMDR · thought record (3A) · dec-
atastrophizing (3B) · resonance breathing &
resourcing (2A/2B)

B — Drained Battery Acceptance and pacing so psychological demand
never outruns mitochondrial supply; protect the en-
velope.

Energy envelope (3C) · willingness/urge
surfing (4C) · values + one action (4D) · self-
compassion (5A)

C — Worn-out Defender Stress-load reduction and sleep to support immune
recovery; gentle, low-demand coping; avoid boom–
bust.

Pacing (3C) · CBT-I · daily send-safety
rhythm (5B) · defusion (4B)

D — Closed Gate Intensive parasympathetic + up-regulating work to
receive the all-clear; safety, warmth, social re-en-
gagement.

HRV/resonance breathing · up-regulating
skills (Section 5) · behavioral activation ·
safety/social connection · supervised gated
work

A note on A1 versus A2

Within the Stuck Alarm phenotype, distinguish the driver: an A1 alarm that is still partly accurate (ongo-
ing exposure or active biology) is treated by removing the driver first — psychological work alone will
keep “failing” against a real signal. An A2 alarm that fires even in confirmed-clean spaces is the conditioned,
limbic lesion this arm targets most directly, with reprocessing and restructuring at its center.

S E C T I O N  0 7  ·  S T A B I L I Z E ,  T H E N  R E P R O C E S S

Sequencing & cautions

The order of operations protects the patient. A stepped approach — foundations for everyone, specialized work
as  readiness  and need dictate  — keeps  the  most  powerful  interventions  for  the  moments  the  system can
actually receive them.

Stabilize, then reprocess. Build resourcing and coping skills first; reserve trauma reprocessing for once the
patient is out of active exposure and steady enough to stay in the window of tolerance — with a trained
clinician.

R ESTORING SAFETY

Part Two · Matching the Work 29



RED FLAGS THAT CHANGE THE PLAN

Reprioritize toward professional and, where indicated, urgent care in the presence of: active suicidal
ideation; new or worsening dissociation; trauma flooding that does not settle with grounding; a destabiliz-
ing active exposure; or escalating panic. Stabilization and safety come before any reprocessing or graded
exposure.

The whole arm, in one line. Trauma counseling re-files the danger; bilateral resourcing, breath, and
grounding send safety on the rhythm the system can hear; cognitive work corrects the threat appraisal;
emotional flexibility ends the costly fight with feeling; and a daily coping rhythm keeps the nervous
system inside its window — together, the top-down half of closing the gate.

Educational synthesis for professional reference, intended to complement — not replace — individualized medical
and mental-health care. EMDR and other trauma-focused therapies are delivered by trained, licensed clinicians;
the at-home practices described here are self-regulation and resourcing techniques, not trauma-processing
protocols, and are not a substitute for therapy. Device names are referenced for illustration only and do not imply
endorsement. Mechanistic accounts of bilateral stimulation remain an area of active research. Not a substitute for
clinical judgment.

Send safety on the rhythm the system can hear — again and again, until the
danger circuits quiet enough to receive it.

Titrate everything. Start sub-threshold and brief; if a practice raises distress rather than settling it, shorten
it, ground, and adjust. More is not better.

Foundational skills are safe early. Breathing, grounding, self-compassion, sleep, and slow bilateral
resourcing can begin from day one, even in CDR1.

Respect the envelope. Psychological work is real work; in low-capacity phenotypes, dose it within the same
energy budget as everything else.

Know when to refer. Persistent trauma symptoms, dissociation, panic, or low mood that doesn’t lift warrant
a licensed mental-health professional; locate EMDR clinicians via the EMDRIA directory. If there is any
thought of self-harm, treat it as urgent and connect the person to professional support immediately (in the
U.S., call or text 988).
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