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Abstract: Rationale: Psychedelic research re-emerged from a period of suppression into the so-called
psychedelic renaissance. In parallel, most media reporting has shifted from the overstatement of
the risks of psychedelics to overly positive hype. As the empirical evidence is more equivocal
than frequently portrayed, the conclusions about the effectiveness of psychedelics should be con-
sidered preliminary. Poor science communication about psychedelics’ therapeutic potential may
lead potential participants or patients to feel misled and policy decisions to be misinformed. An
evidence-informed characterization of their risks and benefits is needed. Objectives: This article
assesses the state of psychedelic research for treating depression and the effect sizes of psychedelics
on therapeutic outcomes, the risk of bias, and the prevalence of adverse effects. We review research
on the risks and benefits of psychedelics and discuss how the following depression treatments have
shown decreasing effect sizes over time: (1) cognitive behavioral therapy, (2) mindfulness interven-
tions, (3) selective serotonin reuptake inhibitors, and (4) ketamine. We speculate that a similar trend
may occur for psychedelic treatments. Results and conclusions: It is likely that larger and better-
controlled psychedelic trials will demonstrate smaller effect sizes that are more comparable to other
conventional and emerging treatments for mood disorders. Clear science communication is critical
for setting public expectations and psychedelic policy. With this evidence-based assessment, we
aim to cut through the misinformation about the benefits, risks, and future prospects of psychedelic
treatments.

Keywords: psychedelics; media hype; mindfulness; psychotherapy; ketamine; effect size; adverse
effects; depression

1. Introduction

In recent years, the therapeutic effects of psychedelics have been investigated for mul-
tiple mental health conditions, and public interest in the potential benefits of psychedelics
has grown. While these results are promising, more research is required to more precisely
identify the factors that foster positive therapeutic outcomes from psychedelic-assisted
therapy [1–3]. Despite the preliminary nature of the research quantifying the risks and
benefits of psychedelics, this field has attracted a substantial amount of hype or atten-
tion, coinciding with inflated expectations, echoing the hype around mindfulness-based
interventions that occurred a few years ago (i.e., in an article called “Mind the Hype” [4],
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which we directly acknowledge in the title of the present article). The hype surrounding
psychedelics may lead to expectancy effects and selection bias. Given the growing number
of psychedelic clinical trials and highly publicized results, it is time to critically assess the
current hype around psychedelics.

Psychedelics are a group of psychoactive substances that can temporarily alter percep-
tion, emotions, cognition, and the sense of self [5–9]. Classic psychedelics (or serotonergic
psychedelics) are marked by their characteristic 5-HT2a partial agonism [10] and include
psilocybin, lysergic acid diethylamide (LSD), mescaline, and N,N-dimethyltryptamine
(DMT). These substances are considered physiologically safe and largely non-addictive [10].
After decades of prohibition and suppressed research on psychedelics, a new resurgence of
psychedelic research is occurring [11]. Over the past few years, the number of publications
on psychedelics has increased dramatically (Figure 1), including a growing number of clini-
cal studies demonstrating the promising therapeutic potential of psychedelics for treating a
broad range of conditions [2,12–15], such as major depressive disorder [5,16–20], anxiety or
depression due to a life-threatening diagnosis [21–23], and substance use disorders [24].
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Figure 1. Number of scientific articles with any of the following terms in the abstract, title, or key
words: psychedelic, LSD, psilocybin, DMT, ayahuasca, mescaline. The search was performed in
Scopus for articles published between 1955 and 2022.

The representation of psychedelics in public media has moved from alarmism about
their risks (for the past several decades) to hyping their potential benefits (in just the past
few years). The exaggeration of potential harms due to psychedelics led to overly negative
expectations of psychedelic drugs’ effects, including the perception that psychedelics
routinely triggered psychotic episodes and dangerous behavior, or even blatant scare-
mongering related to long-term DNA damage (for which there is no evidence). This
alarmism was driven by anecdotes and misinformation [25] and resulted in punitive public
policies (e.g., the “War on Drugs”) and restrictions on research [26–28].

In contrast, exaggeratedly positive expectations have become common in major media
outlets during the recent resurgence of psychedelic research. The potential benefits of
emphasizing positive drug effects include the provision of a corrective to decades of
overly negative propaganda [29]; however, some representations inflate the evidence of
their potential benefits [30]. Dubbed the “Michael Pollan Effect”, such pervasive positive
messaging about psychedelics has led to heightened expectations regarding the efficacy
of psychedelics [25]. Participants may enter a trial with expectations regarding both their
experience of the treatment as well as the treatment outcomes, and these expectations likely
interact with both the treatment process and the therapeutic response [25].
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These two forms of exaggeration regarding psychedelic drug effects, overly positive
and overly negative, can both have negative epistemic consequences regarding the pub-
lic perception of their risks and benefits that are disconnected from empirical evidence.
Overly negative perceptions of psychedelics delayed research progress for decades, and
overly optimistic representations of psychedelics may compromise the trust in psychedelic
research when outcomes do not match inflated expectations. An evidence-based recali-
bration of these expectations of the potential risks and benefits of psychedelics is needed
to inform the public about psychedelics. As part of this recalibration, the risks and bene-
fits of psychedelics should be quantified and ideally compared in various ways to other
relevant psychiatric treatments and psychological interventions. This narrative review
examines the reported benefits and risks of psychedelics for the treatment of depression,
including an analysis of the published effect sizes and a Cochrane risk of bias analysis.
It then argues that bigger and better trials may well show decreased effect sizes, as has
been found over time with other treatments and interventions: (a) cognitive behavioral
therapy (CBT), (b) mindfulness interventions, (c) selective serotonin reuptake inhibitors
(SSRIs), and (d) ketamine. Additionally, this manuscript will discuss the methodological
shortcomings of the research, including placebo effects, bias in the conduct and reporting
of trials, the breaking-blind problem, and publication bias. Finally, recommendations are
provided regarding standardization for future trials and the science communication related
to psychedelic-assisted therapy.

2. Methods
Narrative Review Strategy

The peer-reviewed literature was searched for major meta-analyses of randomized con-
trolled trials (RCTs) of psychedelics, CBT, mindfulness, and SSRIs on depressive symptoms.
The key results from these papers are briefly summarized. From these meta-analyses, the
following data were extracted from each individual trial: the year of publication, compound,
dose, number of sessions, primary outcome measure, and comparison group. Between-
group effect sizes were imputed using the Webplot Digitizer version 4.7 tool to extract
data, if not reported directly in the original manuscript or available in the Haikazian et al.
meta-analysis [31]. Effect sizes, which indicate the magnitude of the difference between
the groups being compared, are reported as either Cohen’s d or Hedge’s g [32]. These two
measures of effect sizes are similar and comparable, though, due to differences in their cal-
culation methods, Hedge’s g is less subject to bias with small sample sizes [32]. Psychedelic
clinical trials’ data were described to show the magnitude of the benefits observed so
far (through the effect size of primary and secondary outcomes) and risks (through the
incidences of adverse events), by year of publication. A qualitative comparison of these
risks and benefits relative to other treatments was conducted to show how the risk/benefit
profiles of other treatments have generally become worse over time and, therefore, might
be an expected trajectory for psychedelics. We also conducted a quantitative Cochrane risk
of bias assessment to analyze the domains of bias for the psychedelic trials. The specific
measures and analyses of interest in this review are (1) between-subject studies comparing
psychedelics with control groups, (2) open-label and within-subject studies assessing the
pre–post changes in measures of depression due to psychedelics, and (3) assessments of
the adverse effects of psychedelics.

3. Results
3.1. Overview of the Benefits and Risks of Psychedelics

The effects sizes of psychedelic treatments, as well as the prevalence of adverse
events, vary over different conditions and disorders. A recent systematic review that only
included double-blind placebo-controlled clinical trials found that a treatment with a classic
psychedelic compared to a placebo resulted in lasting improvements 1 day, 1 week, and
3–5 weeks following the intervention, with between-group standardized mean differences
(SMDs) ranging from 1.36 to 3.12 [33].
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The risks of psychedelics in controlled therapeutic settings are primarily driven by
drug-induced changes in perception, cognition, and emotion, with the side effects of
short-term mood instability and possible sensory disturbances [34,35]. Reviews of the
psychedelic literature show that when administered in a regulated or medical context, the
medical risks of psychedelics are low and adverse events requiring medical intervention
are rare [25,36,37]. A recent systematic review and meta-analysis found low rates of
serious adverse events (SAEs) overall, with no SAEs after psychedelic administration in
healthy participants and with around 4% of participants with pre-existing neuropsychiatric
conditions experiencing SAEs [37]. According to Carbonaro et al. in 2016, after more
than 380 sessions of psilocybin administrations (doses of 20 mg/70 kg or higher) with
about 250 research participants at Johns Hopkins, only three participants (0.9%) showed
disorientation during a session to a level that might have put them or staff members at risk
without adequate supervision [38]. In the research, no completed suicides, hallucinogen
persisting perception disorders, or persistent psychotic symptoms have been reported
following the administration of moderate to high doses of classic psychedelics [39].

In what follows, we provide a more focused view on the benefits and risks of psychedelic
treatments.

3.2. Overview of Individual Psychedelic Trials for Depression

The treatment of depression is an important field of application for psychedelic-
assisted therapy. Nine controlled trials of psychedelics for treatment-resistant depression
or major depressive disorder (MDD), published between 2014 and 2023, have been sum-
marized in Table 1 and in Figure 2, some of which have shown large effect sizes (typically
considered ≥0.8). Note that while the primary outcome in Gasser et al. was anxiety, de-
pression was highly comorbid in the study sample and the results were reported using the
Hospital Anxiety and Depression Scale. The sample size of these trials ranged from 12 to
233 participants and follow-up times ranged from two weeks to twelve months (Table 1).
All nine trials reported between-group effect sizes (Table 1). Seven trials used psilocybin
as the primary intervention (with varying dosages) and the remaining trials used LSD or
ayahuasca as the psychedelic intervention (Table 1). The placebo condition varied; four
studies used inactive placebos, four studies used active placebos, and one study used a
delayed treatment group comparison (Table 1). Eight different scales were used to mea-
sure depression across all eight trials; versions of the Hamilton Depression Rating Scale
(HAM-D) were the most common (used in three trials). The between-group effect sizes at
the final follow-up ranged from a Cohen’s d of 0.43 on the Quick Inventory of Depressive
Symptomatology (Self-Report) scale to a Cohen’s d of 5.2, also on the Quick Inventory
of Depressive Symptomatology (Self-Report) scale (Figure 2). As a function of the year
of publication and the time of follow-up, the sample size for psychedelic trials tends to
grow over time, while there currently is no quantitative trend of a decline in effect sizes
(Figure 2).
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Table 1. Clinical randomized controlled studies on the effects of psychedelics on depression and disease-related depression and anxiety.

Study Compound and Dose Primary Outcome
Measure Follow-Up Time Sample Size Comparison Groups Standardized Mean

Difference a

von Rotz et al., 2022 [20] Psilocybin, 0.215 mg/kg
(1 session) MADRS, BDI 14 days 52 (26 psilocybin,

26 placebo)

Randomized, double-blind,
placebo-controlled clinical trial:

psilocybin vs. placebo

MADRS:
0.92 (Day 14)

Goodwin et al., 2022 [40] Psilocybin, 0.215 mg/kg
(1 session) MADRS Week 3

233 (79 receive 25 mg,
75 received 10 mg,
79 received 1 mg)

Randomized double-blind,
controlled trial: single dose for
each group (1 mg vs. 10 mg vs.

25 mg)

MADRS: 0.61 (Week 3)

Davis et al., 2021 [18] Psilocybin, 0.29,
0.43 mg/kg (2 sessions)

GRID-HAMD,
QIDS-SR Weeks 1 and 4

27 (15 immediate
treatment, 12 waiting list

control)

Randomized,
waiting-list-controlled clinical

trial: treatment condition group
vs. delayed treatment condition

group

GRID-HAMD: 2.21
(Week 4)

Griffiths et al., 2016 [22]

Psilocybin,
High dose 22 or

30 mg/70 kg, low dose 1
or 3 mg/kg (2 sessions)

GRID-HAMD
HAM-A

Week 5 and
month 6 51

Randomized double-blind,
cross-over trial: comparison of

low versus high psilocybin dose

GRID-HAMD: 1.25
(Week 5)

Ross et al., 2016 [23] Psilocybin, 0.3 mg/kg
(1 session)

BDI
STAI-T 7 weeks 29

Randomized, double-blind,
placebo-controlled, crossover trial:

psilocybin vs. placebo
BDI: 0.87 (Week 7)

Gasser et al., 2014 [21] b LSD, 200 µg (2 sessions) STAI-S
STAI-T

2 months and
12 months 12 Randomized, double-blind, active

placebo-controlled pilot study
HADS-D:

2.7 (Week 8)
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Table 1. Cont.

Study Compound and Dose Primary Outcome
Measure Follow-Up Time Sample Size Comparison Groups Standardized Mean

Difference a

Palhano-Fontes et al.,
2019 [41] b

Ayahuasca,
1.0 mL/kg

(0.36 mg/mL of DMT,
1.86 mg/mL harmine)

(1 session)

HAM-D 1 week 29 (15 placebo,
15 ayahuasca)

Randomized placebo-controlled
trial: treatment vs. placebo HAM-D: 1.46 (Day 7)

Raison et al., 2023 [17] Psilocybin, 25 mg
(1 session) MADRS 43 days 104 (53 placebo,

51 psilocybin)

Randomized Phase II
double-blinded active

placebo-controlled trial
MADRS: 0.92 (Day 43)

Carhart-Harris et al.,
2021 [16]

Psilocybin, 25 mg
(2 sessions) QIDS-SR 6 weeks

59 (29 escitalopram and
1 mg psilocybin placebo,

30 psilocybin)

Randomized Phase II
double-blinded

placebo-controlled trial
QIDS-SR: 0.36 (Week 6)

Note: This selection of studies includes randomized, controlled studies researching the effects of psychedelics on depression or disease-related depression and anxiety in comparison to
placebo, waitlists, or other controls. Follow-up time is recorded as primary endpoint. a All values extracted from Figure 2 in Haikazian et al. [31] unless otherwise noted. b These values
were calculated using the Webplot Digitizer tool and Excel. Calculations available in the Supplementary Material.
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Figure 2. Overview of the effect sizes of psychedelic-assisted psychotherapy at different follow-up
measurement points. The vertical axis represents the effect sizes. The horizontal axis represents the
year of publication. The different follow-up measurement points are represented in differently-shaded
circles: a darker shading indicates a later measurement time point. The sample size of each study is
represented by the size of the circle: a larger circle indicates a larger sample size [16–18,20–23,40,41].

A Cochrane risk of bias 2.0 analysis was conducted for all eight of the psychedelic trials
by two authors (M.G. and R.E.) and any coding differences were resolved through group
discussion (Supplementary Table S1). The domains of bias evaluated included potential
biases due to the randomization process, deviations from intended interventions, missing
outcome data, the measurement of the outcome, the selection of the reported result, and
the overall risk of bias. The risk of bias was estimated for each trial and for each domain
across all trials. Any study with a high risk of bias in any individual domain was recorded
as generating some concerns about bias in the overall assessment of that study. Any study
with a high risk of bias in two or more individual domains was recorded as having high
risk of bias in the overall assessment of that study. The risk of bias calculation for each
bias domain was weighted by study sample size. Risk of bias plots were created using the
robvis package in R Studio Version 2023.06.2+561 [42].

Three quarters of all psychedelic trials were at a low to moderate overall risk of bias,
with the remaining 25% were graded as having a likely high overall risk of bias (Figure 3).
Four trials had at least one domain in which there was a high risk of bias, and half of
all trials had only one domain of some concern while all other domains were judged as
having low risk of bias (Figure 3). All trials were considered to have a low risk of bias in the
selection of their reported results, and no trials were at high risk of bias in the missing data
domain. The deviations from the intended intervention domain had the highest number
of trials with a high risk for bias, which was due to the likelihood that blinding may have
failed for the participant and/or assessor due to the chosen control condition.

Figure 4 displays the proportion of the risk of bias categories across all trials at low
risk, unclear risk, and high risk of bias, weighted based on the sample size of each study.
Across all trials, the domain with the lowest risk of bias was the selection of the reported
result, and the domain with the highest risk of bias was bias due to deviation from the
intended intervention (Figure 4). Other bias domains display a predominantly low risk
of bias (Figure 4). The overall risk of bias is low, although moderate or high risks of bias
remain present in the published psychedelic trials for depression (Figure 4).
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3.3. Overview of Meta-Analyses for Psychedelic Trials for Depression

Recent meta-analyses are summarized here to provide a wider and more systematic
overview of the existing literature on psychedelic trials. In a meta-analysis of 14 studies
assessing the effects of psilocybin (11 studies), ayahuasca (2 studies), and LSD (1 study)
on depressive symptoms, standardized mean differences (SMDs) were calculated. Large
between-group effect sizes were reported as follows: SMD = −1.36 (95% CI [−2.50, −0.22],
k = 4 studies) at day 1 post psychedelic administration, SMD = −1.37 (95% CI [−2.41,
−0.34], k = 3 studies) at week 1, SMD = −3.12 (95% CI [−6.19, −0.04], k = 3 studies) at
weeks 3–5, and SMD = −1.52 (95% CI [−3.55, −0.51], k = 3 studies) at weeks 6–8 [33]. This
meta-analysis demonstrated a statistically significant reduction in depressive symptoms
with clinically meaningful implications at all timepoints after psychedelic administration,
with the exception of weeks 6–8 [33]. A 2023 systematic review and meta-analysis of
psilocybin-assisted therapy for depression had a pooled sample of nine trials with a total of
596 participants (n = 340 in the psilocybin group and n = 256 in the control conditions) [31].
This study reported a large overall effect size favoring psilocybin over the placebo for
decreasing depressive symptoms (SMD = −0.78, p < 0.001), though this is lower than the
effect sizes found by Ko et al. [31]. Additionally, this study calculated the risk ratios for
response and remission, finding an overall risk ratio of 2.63 (95% CI: 1.84, 3.77) for the
response to treatment and an overall risk ratio of 3.13 (95% CI: 2.22, 4.41) for remission [31].
Thus, Haikazian et al. found that those receiving psilocybin were more than twice as likely
to have a treatment response and more than three times as likely to remit than those in the
control group.

3.4. Adverse Effects of Psychedelics

The risks of psychedelic treatments for patients with depressive symptoms are rela-
tively low when evaluated in terms of the prevalence of adverse events (AE) and serious
adverse events (SAE) after the administration of psychedelic substances during clinical tri-
als. Transient AEs have been reported frequently in several clinical studies on psychedelic
treatments of depression. Among the AEs, the most common psychiatric adverse event was
transient anxiety [16,22]. The most common medical adverse events included non-clinically
significant elevations in blood pressure and heart rate [18,23], headaches/migraine, and
nausea [5], as well as vomiting, specifically for ayahuasca [41,43]. All reported adverse
events were transient and rarely lasted longer than the acute effects of the psychedelic
substance (or longer than the following day in the case of headaches).

Goodwin et al. recently reported 14 treatment-emergent serious adverse events
(TESAEs) across nine participants within their large randomized controlled study of
psilocybin for treatment-resistant depression. These TESAEs included suicidal behav-
ior, intentional self-injury, and suicidal ideation, which are frequently observed in this
patient population [19]. We note, however, that in the published literature there appears to
be a lack of consistency and transparency in the reporting of adverse and serious adverse
events in response to psychedelic therapy, including how adverse events are defined [36].

3.5. Comparing Psychedelics to Other Treatments and Interventions

In addition to examining the benefits and risks of psychedelic treatments in the
extant literature, it is useful to consider the likely trend of this research. For this, we
briefly describe the research trends of other evidence-based depression treatments that
also received substantial hype in the past decades, such as (a) cognitive behavioral therapy,
(b) mindfulness-based interventions, (c) SSRIs, and (d) ketamine. Given the heterogeneity
of the literature in terms of study designs, control groups, and outcome assessments, our
intended formal quantitative comparison of the risks and benefits was not possible, thus a
narrative comparison was conducted instead. This heterogeneity is an important ongoing
limitation for addressing the population-level risks and benefits of psychedelic treatments.
Nevertheless, this qualitative comparison serves as a baseline and reference for future
research as the field of psychedelic treatments grows. If psychedelic treatments follow the
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trend of other psychiatric interventions in studies with larger sample sizes, as discussed
below, their effect sizes will decrease over time and adverse event reporting will likely
increase.

3.6. Cognitive Behavioral Therapy

CBT is the most researched form of psychotherapy for adult depression [44] and
is considered by some as the current gold standard of psychotherapy [45]. CBT is a
directed, skills-based treatment modality aimed at modulating maladaptive emotional
responses by changing thoughts and/or behaviors [46]. CBT is typically a time-limited
treatment, wherein a complete course of CBT may last between 5 and 20 h long sessions
has demonstrated efficacy in treating post-traumatic stress disorder, generalized anxiety
disorder, and major depressive disorder [46,47].

Two meta-analyses of CBT for depression were reviewed, Cuijpers et al. in 2013 [44]
and Johnsen and Friborg in 2015 [48]. Cuijpers et al. conducted a meta-analysis of 94 com-
parisons from 75 controlled studies on the short-term efficacy of CBT for adult depression.
Studies were eligible for inclusion if they evaluated CBT in which cognitive restructuring
was the core element of the treatment, and for which at least two of the following other
components were mentioned: behavioral activation, social skills training, relaxation train-
ing, or coping skills training [44]. The included studies were published between the years
1977 and 2010, the primary target group across all studies was the general adult population,
and most studies conducted between 8 and 16 therapy sessions. In this analysis, CBT,
in addition to pharmacotherapy, was found to be more effective than pharmacotherapy
alone [44]. However, CBT alone was not found to be more or less effective than other
forms of therapy or pharmacotherapy individually [44]. The average effect size for CBT
was a Hedges g = 0.71, which was reduced to 0.53 after adjusting for publication bias and
study quality (with lower quality studies demonstrating higher effect sizes) [44]. Subgroup
analyses demonstrated that effect sizes tended to be larger in studies run in the United
States, and that effect sizes were small in studies using clinical samples and for the general
adult population rather than a specific subgroup (e.g., postpartum women) [44].

Some have argued that the CBT literature has shown a decline in efficacy over time [48],
although others have disputed this [45]. Johnsen et al. conducted a meta-analysis of
70 studies (both randomized controlled and uncontrolled) on the effects of traditional
CBT techniques on unipolar depressive disorders. CBT effect sizes were reported for both
patients (BDI) and therapists (HRSD). The included studies were published between 1977
and 2014, had an average of 34.6 patients per study (range: 7–217, standard deviation = 34.1),
and the majority of participants were female (69.1%). Evidence of publication bias indicated
that studies with smaller sample sizes testing BDI changes had larger effect sizes than
studies with larger samples, although this was not seen for studies testing HRSD changes.
Overall, this meta-analysis showed large average effect sizes of a Hedges’ g = 1.58 for the
BDI and Hedges’ g = 1.69 for the HRSD [48]. Crucially, based on metaregression, Johnsen
and Friborg found that the efficacy of CBT has declined over time when measured based
on patient reporting, clinician reporting, and rates of remission [48].

Notably, the large difference in effect size between the meta-analyses of Cuijpers
et al. and Johnsen et al. may be due to the inclusion of within-group comparisons in
the Johnsen et al. analysis, which are expected to inflate effect sizes in comparison to the
between-subject comparisons focused on in Cuijpers et al. [44] As with psychedelic studies,
blinding is a likely cause of bias in CBT trials. Even when outcome assessors are blind to the
intervention, if a participant guessed their treatment allocation, they may have responded
differently during their outcome assessment. There are additional similarities with the bias
observed for psychedelic trials, e.g., related to creating an active control for a therapy-based
intervention, as any other form of therapy offered may have its own therapeutic effects [49].

In yet another re-analysis by Ljótsson et al. [50], the authors conclude that the effect
sizes fell for a couple of decades before leveling off. Thus, there appears to be evidence
that, over time, we are gaining a more accurate estimate of the efficacy of CBT, which is
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moderately effective for the treatment of depression. Despite evidence of its efficacy for
treating depression, there is a risk of deterioration and adverse events with CBT. Deteri-
oration is broadly defined as a case in which patients or control groups score higher on
symptom severity after treatment than they did at baseline [51]. A meta-analysis of the
deterioration rates from 11 studies of CBT for adult depression compared with control
groups [51] showed a pooled risk ratio of 0.39 for deterioration in CBT vs. control groups,
leading to a risk difference of 0.05 (p = 0.98). However, only 6% of psychotherapy trials
report deterioration rates. Similarly, the older literature on CBT rarely reported rates of
adverse events, although adverse event reporting is increasing and becoming standard
research practice [52]. However, what constitutes an adverse event in psychotherapy is
still ill-defined [53,54]. A recent study provided evidence to suggest that the most common
therapy-related adverse events were stigmatization and interpersonal problems [55].

3.7. Mindfulness Interventions

Mindfulness meditation is a practice that has moved from a fringe practice to a house-
hold word, including in psychotherapy contexts [4]. While there is no universally accepted
definition of “mindfulness”, in modern Western interpretations it is most frequently de-
fined as a deliberate practice involving the cultivation of moment-to-moment awareness
with an attitude of nonreactivity and nonjudgment [56]. Mindfulness meditation-based
interventions are commonly based on the Mindfulness-Based Stress Reduction course,
which typically consists of a 9-week program of one multi-hour session per week in a
small-group setting [57]. Mindfulness meditation has been shown to reduce depressive
symptoms and substance use compared to active control interventions [57].

Both a systematic review and a meta-analysis investigating mindfulness interventions
are reviewed here. The first, a recent systematic review of 44 meta-analyses of randomized
controlled studies on mindfulness-based interventions, reports 160 effect sizes, summariz-
ing 336 randomized controlled trials (RCTs) published between 2010 and 2019 comprising
30,483 participants [58]. This meta-analysis demonstrated that mindfulness-based interven-
tions were superior to active controls and had a moderate effect size on depression (d = 0.54,
95% CI [0.36, 0.73], k = 16). Evidence suggests that mindfulness interventions performed
better than other evidence-based modalities for preventing depressive relapses [58]. Poten-
tial sources of bias across the literature included a moderate to high risk of heterogeneity
and publication bias, both of which may have inflated the effect sizes of mindfulness inter-
ventions [58]. Larger effect sizes for mindfulness interventions compared to active controls
have been associated with a higher risk of bias [59]. Thus, in meta-analyses, studies without
active control conditions may inflate their overall effect size and, as better-controlled studies
emerge, the effect sizes of mindfulness interventions may decline. This potential trajectory
may emerge for psychedelic studies as well, for similar reasons related to improving the
design of controlled conditions, as the science advances.

Multiple meta-analyses demonstrate the robust, moderate effect sizes of mindfulness
interventions on depression. These effects were found in the meta-analyses of pre–post
studies (Hedges’ g = 0.69, 95% CI [0.52, 0.86]) [60], waitlist-control studies (Hedges’ g = 0.53,
95% CI [0.32, 0.73]) [60], and non-specific control conditions (Cohen’s d = 0.71, 95% CI [0.47,
0.96]) [58]. The meta-analysis with the smallest effect sizes evaluated improvements in
depression at 8 weeks (Cohen’s d = 0.30 (95% CI [0.00, 0.59]) and at 3–6 months (Cohen’s
d = 0.23 (95% CI [0.05, 0.42]) [61].

The potential for harm in mindfulness interventions appears more difficult to assess
due to the small number of studies that have systematically investigated the adverse events
related to mindfulness interventions [62]. Within these constraints, one meta-analysis
identified 36 randomized controlled studies (25 studies using MBSR and 11 using MBCT),
which found that no study reported any serious adverse events and only three studies
reported six (0.49%) intervention-related adverse events from among 1231 participants.

In contrast to general adverse events, another recent study has systematically assessed
the prevalence of meditation-related side effects (MRSEs), i.e., meditation effects with a
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negative valence and/or negative impacts [63]. While distinct from adverse events, MRSEs
may be important to capture the full spectrum of risks related to mindfulness interventions.
In Britton et al. (2021), 83% of the mindfulness-based program sample reported at least one
MRSE. In the sample, meditation-related adverse effects occurred with negative valences
(58% of the time) or a negative impact on participants’ functioning (37% of the time). These
effects endured in 6% to 14% of the sample and were associated with signs of dysregulated
arousal (hyperarousal and dissociation) [63].

3.8. SSRIs

SSRIs are a class of medications often used as first-line pharmacotherapy for depres-
sion [64]. SSRIs exert their effects through inhibiting the reuptake of serotonin, thereby
increasing serotonin availability [64]. Typically, these medications are taken daily and may
take six weeks or more to exert their effects [64]. SSRIs are indicated for major depressive
disorder, generalized anxiety disorder, and post-traumatic stress disorder, among other
conditions.

Three meta-analyses of SSRI pharmacotherapies for depression, conducted over the
last decade, were reviewed. The primary outcome in Leucht et al. [65] was relapse between
7 and 12 months, and 65 trials were analyzed (6493 total patients). Leucht et al. [65] found a
Cohen’s d = 0.32 for major depressive disorder when comparing SSRIs to a placebo [65]. In
a meta-analysis of SSRIs (in 552 participants) compared to a placebo (562 participants) for
the treatment of depression in a primary care setting, the chance of improvement was 1.37
with a weighted mean difference of −3.68 [66]. While not only including SSRIs but antide-
pressants in general, a more recent meta-analysis found an overall SMD for antidepressants
versus placebo of 0.29, 95% CI [0.27, 0.31], over 390 comparisons, k = 253 studies [67]. These
meta-analysis results, with moderate to strong effect sizes, indicate the efficacy of SSRIs for
treating depression. However, early studies of SSRI treatments were commonly sponsored
by the pharmaceutical industry, and such studies have a five times higher likelihood of
finding significant effects than non-sponsored studies [68]. A re-analysis of existing datasets
suggests that some of the therapeutic efficacy of antidepressants may be driven by the
placebo effect and the breaking-blind problem, where the researcher and/or participant
have guessed whether the participant received an active drug [69]. This analysis also indi-
cated that antidepressants are primarily effective for the severely depressed. A systematic
review and meta-analysis determined that all 131 randomized placebo-controlled trials
evaluated had a high risk of bias, and none of the trials used either an active placebo or
an intervention as a control [70]. This is in contrast to psychedelic studies for depression,
where the majority of trials were assessed as having lower than a high risk of bias. Further-
more, this review found limited reporting of long-term outcomes, including the long-term
data on adverse effects. While longer term (>1 year) data are emerging for psychedelic
studies, most of the data currently available do not track participants for a year or more.
Thus, despite the effect sizes seen for SSRIs and depression, bias may play a significant role
in driving the results.

There is robust evidence to suggest that SSRIs cause side effects that may affect quality
of life [71]. Among the most frequently reported side effects of SSRIs are gastrointestinal
disturbances (>15%), anxiety (10.1% to 15.0% for Fluoxetine), and agitation (5.1% to 10.0%
for Sertraline) [71]. The most troubling adverse effects during long-term SSRI therapy are
sexual dysfunction (55% of patients), weight gain (mean weight gains of 15 lb./6.75 kg
for sertraline, 21 lb./9.45 kg for fluoxetine, and 24 lb./10.80 kg for paroxetine after 6 to
12 months of therapy), and sleep disturbance [71]. The prevalence of these side effects
may be underestimated but may often lead to a discontinuation of the medication [72].
Furthermore, the Food and Drug Administration issued a black box warning for SSRIs in
2004 due to a potential risk of increased suicidality in populations up to the age of 25 [64].
Other serious but rare side effects include cardiac complications such as coagulopathy and
arrhythmia [72].
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3.9. Ketamine

Ketamine is a glutamate receptor antagonist with dissociative and anesthetic proper-
ties. Ketamine has strongly mind-altering effects on consciousness while being subjectively
distinct from classic psychedelics [73]. Recent research has found that ketamine is effi-
cacious in treating depression, and, based on consistent results, the U.S. Food and Drug
Administration (FDA) has approved the clinical administration of intranasal esketamine
(the S-(+) enantiomer of ketamine) for treatment-resistant depression (U.S. Food and Drug
Administration, 2019).

In a review of nine studies on the effects of ketamine on depressive symptoms (includ-
ing 192 patients with major depressive disorder and 34 patients with bipolar depression),
depression scores were significantly decreased in the ketamine groups compared to those
in the control groups (SMD = −0.99, 95% CI [−1.23, −0.75]) [74]. A systematic review
by Coyle and Laws of 21 studies, including 437 participants receiving ketamine, showed
large and significant overall pooled effect sizes for various time points, with a Hedges’
g = −1.67 (95% CI [−2.85, −0.49]) 12–14 days after ketamine infusions [75]. A systematic
review of 49 randomized controlled trials of ketamine for major depression found that most
studies had a low or unclear risk of bias [76], which is similar to the risk of bias analysis in
this manuscript. The effect sizes of ketamine may have been inflated due to publication
bias and underpowered trials [76]. Small sample sizes for both ketamine and psychedelic
studies may lead to smaller effect sizes over time when larger trials are conducted.

The adverse effects of ketamine comprise several side effects that are commonly tran-
sient and disappear completely within 60 min after the end of administration. Among them
are general psychiatric symptoms (e.g., thought disorder, anxiety–depression, hostility–
suspiciousness), psychotomimetic symptoms, dissociative symptoms, perceptual distur-
bances, and transient physical adverse effects (such as light-headedness, headache, nausea,
diplopia, drowsiness, and dizziness) [77]. An analysis of the pooled data from three clinical
trials showed that 4 of 205 infusions (1.95%) were discontinued due to adverse events.
There is also significant evidence that long-term ketamine use can be addictive, causing
craving and difficulty quitting after increased tolerance [78,79].

3.10. Summary of the Comparisons between Treatment Modalities

All treatment modalities evaluated demonstrated their efficacy in treating depression,
with a range of effect sizes. The largest effect sizes found for psychedelic treatments, as re-
ported by Ko et al., ranged from SMD = 1.36 to SMD = 3.12 for 1-day, 1-week, and 3–5-week
follow-up treatments [33]. These are followed by cognitive behavioral therapy (Hedges’
g = 1.37) [48,50] and ketamine (Hedges’ g = −1.67 after 12–14 days) [75]. Mindfulness
interventions showed an effect size of Hedges’ g = 0.53 at the end of the intervention [60].
The smallest effect sizes were found for SSRIs, with a Cohen’s d = 0.32 at the end of treat-
ment [65]. However, we reiterate that a clean quantitative comparison is not possible
between these various treatments, so we urge caution in interpretating these effect sizes as
the control conditions varied a great deal between the studies on different treatments.

A trend towards smaller effect sizes is seen as time progresses and larger studies are
conducted, in each of these research areas, on treatments. Again, due to the significant
heterogeneity within the scientific literature, it was not possible to make formal comparisons
across different treatments. Given the importance of making direct comparisons, this is an
area for improvement and a future direction for the field. Evaluating between-treatment
comparisons may be especially important for psychedelics as an emerging yet potentially
controversial treatment modality. This informal comparison of effect sizes for the treatment
of depression between psychedelic treatments, CBT, mindfulness interventions, SSRIs, and
ketamine is summarized in Table 2.
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Table 2. Overview of some recent meta-analyses and the effect sizes of various forms of treatments
for depression.

Psychedelic
Treatments

Cognitive-Behavioral
Therapy

Mindfulness
Interventions SSRIs Ketamine

Cohen’s d = 1.46 at
day 7 [31]

Hedges’ g = 0.53 at the
end of the

treatment [44]
Cohen’s d = 0.59 [58]

Cohen’s d = 0.32 at the
end of the

treatment [65]

Hedges’ g = 1.29 (after
4 h) [75]

Cohen’s d = 0.92 at
day 14 [31]

Hedges’ g = 1.37 at the
end of the

treatment [48]

Hedges’ g = 0.53 at the
end of the

intervention [60]
Cohen’s d = 0.29 [67] a Hedges’ g = 1.24 (after

24 h) [75]

Cohen’s d = 2.21 at
week 4 [31]

Cohen’s d = 0.30 at
8 weeks [61]

Hedges’ g = 1.06 (after
7 days) [75]

Cohen’s d = 2.7 at
week 8 [31]

Cohen’s d = 0.23 at
3–6 months [61]

Hedges’ g = 1.67 (after
12–14 days) [75]

a Munkholm et al. [67] included in their meta-analysis studies the testing of a variety of antidepressants including,
but not limited to, SSRIs.

The type, frequency, and severity of adverse events varies significantly by treatment
modality. The quality of adverse events differs significantly, where some adverse events
are more psychological (e.g., anxiety and psychedelics) and some of a more physical nature
(e.g., weight gain and SSRIs). The nature of the therapy influences the nature of the
adverse events/side effects, and some modalities may carry a social stigma that negatively
influences the participant. Adverse effects from mindfulness interventions differ from
those arising during psychedelic treatments, e.g., 6–14% experienced mindfulness-related
transient dysregulated arousal [63] vs. a range of 26–100% experiencing psilocybin-related
transient anxiety [16,22]. The duration of the adverse event also varies, from under a day
for psychedelics and ketamine (which are administered only once or several times) to over a
year for SSRIs (which are taken daily). Over time, the frequency and type of adverse events
seen for each modality are progressively better described and becoming more commonly
known.

4. Discussion

To better balance the expectations around psychedelic treatments with the available
evidence and compare it to existing treatments, we have provided a review of the evidence
of the efficacy and risks, as well as analyzed the extent of bias, in a subset of psychedelic
studies. In general, at present, psychedelics demonstrate superior effect sizes and a rela-
tively low incidence of adverse events compared to other evidence-based treatments. Most
psychedelic trials have a low overall risk of bias, but there are still notable biases across
trials in terms of outcome reporting and deviations from intended interventions (primarily
due to blinding concerns). However, psychedelics are the newest of these treatments; many
psychedelic trials are small, have unmasked control conditions, and use highly screened
study samples (for a critical review, see van Elk and Fried, 2023) [80]. The early state of this
research calls for caution about predicting the long-term reproducibility and generalizabil-
ity of psychedelic treatments for depression. Based on our review of other interventions that
received a great deal of hype, as psychedelic research progresses, its effect sizes may also
decrease while its adverse events will likely increase due to improvements in study design,
generalizability, larger sample sizes, and more reporting. However, based on the current
available empirical evidence no, such trend can be observed at this point (see Figure 2).
As the literature on psychedelics is still emerging, its trends over time may change the
status of the comparison between psychedelic effects and adverse events relative to other
treatment modalities. Balanced science communication is critical for promoting public
understanding of the risks and benefits of psychedelics and avoiding overly pessimistic or
overly optimistic predictions that are not grounded in evidence.
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Why Might Effect Sizes Decrease over Time?

There is a general trend of effect sizes being higher in earlier studies with small sample
sizes [81,82]. The effect sizes of all psychiatric treatments tend to decrease over time: for
CBT, meta-regressions on 70 studies from 1977 to 2014 showed temporal trends indicating
that its effect sizes have declined linearly, as assessed through patients’ and clinicians’
ratings and remission rates [45,48,50]. Multiple factors may lead to declining effect sizes,
likely including regression to the mean, the tendency to conduct larger studies over time,
publication bias, different study designs, and evolving research standards. Blinding,
expectancy bias, a lack of long-term follow-up, and the placebo effect are discussed in
greater detail below.

5. Study Design Considerations
5.1. Blinding and Expectancy Confounders in Psychedelic RCTs

Blinding is a particularly important reason to be cautious about the interpretation of
psychedelic trial effect sizes. While psychedelic RCTs have generally shown promising
results, with large effect sizes reported, Muthukumaraswamy et al. argue that the treatment
effect sizes in psychedelic RCTs are likely overestimated due to the de-blinding of partic-
ipants and high levels of response expectancy [83]. This effect is especially increased in
participants with previous psychedelic drug experience, rendering selection bias especially
relevant in psychedelic clinical trials [25]. These concerns are not unique to psychedelics
but also occur in research with CBT, mindfulness, SSRIs, and ketamine. As the field of
psychedelic research develops a set of standardized procedures for dosing and control
conditions, including more effective blinding procedures, the effect sizes of psychedelic
treatments will likely further decrease. It is important to emphasize to the public that the
field is still developing and experimenting with treatment modalities, given the likelihood
that increased harmonization across the field may impact these results over time.

5.2. Lack of Long-Term Follow-Up Measurements

The lack of long-term follow-up measurements in most of the studies cited is another
concern. It is estimated that around 53% of prevalent cases of untreated depression remit
spontaneously within one year [84]. Without longer term follow-up measurements, it
remains an open question whether the effects of psychedelic-assisted psychotherapy and
other treatments are only short-term or persistent. Follow-up measurements of over a
year are required to test the long-term treatment effects of psychedelics on depressive
symptoms.

5.3. Placebo Effect

Another concern regarding the efficacy of psychedelics relates to the placebo effect.
A meta-analysis of 96 antidepressant trials, encompassing 9566 patients under a placebo
condition, demonstrated an effect size of d = 1.69 (95% CI [1.54, 1.85]) at the primary
outcome follow-up time point [85]. These base rates of placebo effect sizes are a useful
context for understanding within-group effect size estimates. For example, in Palhano-
Fontes et al. [41], the placebo effect size is d = 0.46, 95% CI [−0.27, 1.18]; lower than is
typical in other treatment-resistant depression trials. This substantial difference in placebo
effect sizes between this psychedelic study and other treatments (d = 0.46 vs. g = 1.05)
may reveal a nocebo effect in the control group participants in their psychedelic trial (i.e.,
patients being disappointed they did not receive the ‘active’ treatment). This might be
another indicator of the inadequacy of control conditions in psychedelic depression trials.

6. Communicating Psychedelic Research Results
6.1. Overestimations in Published Effect Sizes Due to Publication Bias

Published estimates of effect sizes may be too large due to publication bias [86–88].
To address this issue of exaggerated effect sizes, Gelman and Carlin have provided a
method to formally assess publication bias through a set of statistical calculations that
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estimate what could happen under hypothetical replications of study designs based on
external information [89]. Their probability model is based on assessing the probability of
a replicated effect size estimate being in the wrong direction (Type S error) and of the factor
to which an effect might be exaggerated (Type M error or exaggeration ratio) [89]. With the
current state of psychedelic science, there is too little data to formally assess these estimates
of publication bias. However, with the rapid increase in the number of publications in the
field, the calculation of Type S errors and Type M errors may soon be possible and able to
provide informative insights for interpreting the effect sizes of current psychedelic trials.

6.2. Science Communication about Benefits and Risks

Research integrity is enhanced through responsible science communication [90]. Re-
sponsible science communication promotes public trust in research and promotes evidence-
based science policy. Science communication plays an essential role in characterizing public
expectations regarding the relative risks and benefits and therapeutic uses of psychedelic-
assisted treatments. This expectancy bias may directly affect who is most likely to partici-
pate in psychedelic research and influence trial results [91]. For decades, overly negative
communication has dominated, with a bias towards the potential risks of psychedelics,
resulting in anti-psychedelic policies. With the recent resurgence of psychedelic research,
this tendency has shifted towards more positive communication, with a bias towards the
potential therapeutic uses of psychedelics [1,30]. Critical claims regarding the efficacy of
psychedelic treatments are gaining ground, both in the popular press (e.g., blog posts such
as Jesse Singal’s July 2023 article ‘So it looks like psychedelics research is a big mess’) and
in the research literature (e.g., the Van Elk and Fried ‘History repeating: A roadmap to
address common problems in psychedelic science’). However, currently, the majority of
mainstream outlets remain on the positive hype spectrum, whereas new negative articles
are still limited to the cultural vanguard. A swing back to the other end of the spectrum,
with extremely negative and fearful media messaging, as seen in decades past, is also
possible. For reasonable public understanding and informing policy and decision mak-
ing, as well as for the safe potential integration of psychedelics into therapeutic contexts,
both positive and negative extremes are best avoided to the extent that they are out of
keeping with the empirical evidence. Therefore, it is important to provide a transparent
and balanced view of the potential benefits and the potential risks to reduce the harm of
psychedelics and to communicate about and continue to investigate their potential bene-
fits. Recalibrating public expectations is fundamentally the responsibility of the scientists
involved in conducting these studies, but also extends to other stakeholders involved in
science communication.

7. Conclusions

Depression is a debilitating disease that causes a massive amount of suffering and
disability around the world, and new interventions are urgently needed. Psychedelics
may provide a novel treatment or at least provide an avenue for productive research.
Over the past few decades, psychedelics have attracted both overly negative alarmist
statements about their risks and overly positive statements about their benefits, a dynamic
that continues with frequent overly extreme statements coming in both directions. When
compared to other treatments of mood disorders, in terms of their risks and benefits,
psychedelics compare favorably. Yet, larger clinical trials with more heterogeneous samples
and active controls are needed. Psychedelics may not be exceptional in their efficacy when
considering that early unmasked studies with small sample sizes tend to have larger effect
sizes. These factors will likely result in smaller effect sizes for the psychedelic studies in
more rigorous trials in the future. While it is yet to be seen whether psychedelic treatments
are superior to existing treatments, the effect sizes and risks reported so far are a cause for
cautious optimism and further curiosity about the therapeutic potential of psychedelics.



Psychoactives 2024, 3 231

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/psychoactives3020014/s1, Supplemental Table S1: Effect Sizes,
Supplemental Data.

Author Contributions: Conceptualization: D.M., D.B.Y., M.v.E., S.M.N., H.D.A., P.R.B. and M.S.;
project administration: D.M. and R.E.; data curation and formal analysis—R.E., X.F. and M.G.;
writing—original draft preparation: D.M.; writing—Review and editing: D.M., R.E., M.G., S.M.N.,
H.D.A., M.v.E., P.R.B., M.S., X.F. and D.B.Y.; Visualization: X.F., H.D.A. and M.v.E. All authors have
read and agreed to the published version of the manuscript.

Funding: This research was supported by the Swiss National Science Foundation (Spark Grant
CRSK-1_196833, to Daniel Meling and Milan Scheidegger; Doc.CH Grant P0ZHP1_191935, to H. D.
Aicher), by the BIAL Foundation (No. 333/20, to Daniel Meling and Milan Scheidegger), and by the
Reconnect Foundation (grant to Daniel Meling). Support for David B. Yaden and Sandeep M. Nayak,
through the Johns Hopkins Center for Psychedelic and Consciousness Research, was provided by Tim
Ferriss, Matt Mullenweg, Blake Mycoskie, Craig Nerenberg, and the Steven and Alexandra Cohen
Foundation. Rebecca Ehrenkranz is supported by funds from Sunstone Therapies. Prisca R. Bauer is
funded by the Berta Ottenstein program of the University of Freiburg, Germany. Michiel van Elk and
Xaver Funk are funded by an NWO VIDI grant (#191.107).

Conflicts of Interest: Daniel Meling, Sandeep M. Nayak, Helena D. Aicher, Xaver Funk, Michiel van
Elk, Prisca R. Bauer, Rebecca Ehrenkranz, Marianna Graziosi, and David B. Yaden report having
no conflicts of interest with respect to the contents, authorship, or publication of this article. Milan
Scheidegger reports that he co-founded Reconnect Labs, an academic spin-off at the University of
Zurich, focused on the development of psychedelic medicines for mental health.

References
1. Petranker, R.; Anderson, T.; Farb, N. Psychedelic Research and the Need for Transparency: Polishing Alice’s Looking Glass. Front.

Psychol. 2020, 11, 1681. [CrossRef]
2. Goldberg, S.B.; Shechet, B.; Nicholas, C.R.; Ng, C.W.; Deole, G.; Chen, Z.; Raison, C.L. Post-acute psychological effects of classical

serotonergic psychedelics: A systematic review and meta-analysis. Psychol. Med. 2020, 50, 2655–2666. [CrossRef] [PubMed]
3. Luoma, J.B.; Chwyl, C.; Bathje, G.J.; Davis, A.K.; Lancelotta, R. A Meta-Analysis of Placebo-Controlled Trials of Psychedelic-

Assisted Therapy. J. Psychoact. Drugs 2020, 52, 289–299. [CrossRef] [PubMed]
4. Van Dam, N.T.; van Vugt, M.K.; Vago, D.R.; Schmalzl, L.; Saron, C.D.; Olendzki, A.; Meissner, T.; Lazar, S.W.; Kerr, C.E.; Gorchov,

J.; et al. Mind the Hype: A Critical Evaluation and Prescriptive Agenda for Research on Mindfulness and Meditation. Perspect.
Psychol. Sci. 2017, 13, 36–61. [CrossRef] [PubMed]

5. Carhart-Harris, R.L.; Bolstridge, M.; Rucker, J.; Day, C.M.J.; Erritzoe, D.; Kaelen, M.; Bloomfield, M.; Rickard, J.A.; Forbes, B.;
Feilding, A.; et al. Psilocybin with psychological support for treatment-resistant depression: An open-label feasibility study.
Lancet Psychiatry 2016, 3, 619–627. [CrossRef] [PubMed]

6. Carhart-Harris, R.L.; Muthukumaraswamy, S.; Roseman, L.; Kaelen, M.; Droog, W.; Murphy, K.; Tagliazucchi, E.; Schenberg, E.E.;
Nest, T.; Orban, C.; et al. Neural correlates of the LSD experience revealed by multimodal neuroimaging. Proc. Natl. Acad. Sci.
USA 2016, 113, 4853–4858. [CrossRef] [PubMed]

7. Barrett, F.S.; Bradstreet, M.P.; Leoutsakos, J.-M.S.; Johnson, M.W.; Griffiths, R.R. The Challenging Experience Questionnaire:
Characterization of challenging experiences with psilocybin mushrooms. J. Psychopharmacol. 2016, 30, 1279–1295. [CrossRef]
[PubMed]

8. Muttoni, S.; Ardissino, M.; John, C. Classical psychedelics for the treatment of depression and anxiety: A systematic review. J.
Affect. Disord. 2019, 258, 11–24. [CrossRef] [PubMed]

9. van Elk, M.; Yaden, D.B. Pharmacological, neural, and psychological mechanisms underlying psychedelics: A critical review.
Neurosci. Biobehav. Rev. 2022, 140, 104793. [CrossRef]

10. Nichols, D.E. Psychedelics. Pharmacol. Rev. 2016, 68, 264–355. [CrossRef]
11. Yaden, D.B.; Yaden, M.E.; Griffiths, R.R. Psychedelics in Psychiatry—Keeping the Renaissance From Going Off the Rails. JAMA

Psychiatry 2020, 78, 469–470. [CrossRef] [PubMed]
12. Anderson, B.T.; Danforth, A.; Daroff, R.; Stauffer, C.; Ekman, E.; Agin-Liebes, G.; Trope, A.; Boden, M.T.; Dilley, J.; Mitchell, J.;

et al. Psilocybin-assisted group therapy for demoralized older long-term AIDS survivor men: An open-label safety and feasibility
pilot study. EClinicalMedicine 2020, 27, 100538. [CrossRef] [PubMed]

13. Hadar, A.; David, J.; Shalit, N.; Roseman, L.; Gross, R.; Sessa, B.; Lev-Ran, S. The Psychedelic Renaissance in Clinical Research:
A Bibliometric Analysis of Three Decades of Human Studies with Psychedelics. J. Psychoact. Drugs 2022, 55, 1–10. [CrossRef]
[PubMed]

14. Lawrence, D.W.; Sharma, B.; Griffiths, R.R.; Carhart-Harris, R. Trends in the Top-Cited Articles on Classic Psychedelics. J.
Psychoact. Drugs 2021, 53, 283–298. [CrossRef] [PubMed]

https://www.mdpi.com/article/10.3390/psychoactives3020014/s1
https://www.mdpi.com/article/10.3390/psychoactives3020014/s1
https://doi.org/10.3389/fpsyg.2020.01681
https://doi.org/10.1017/S003329172000389X
https://www.ncbi.nlm.nih.gov/pubmed/33143790
https://doi.org/10.1080/02791072.2020.1769878
https://www.ncbi.nlm.nih.gov/pubmed/32529966
https://doi.org/10.1177/1745691617709589
https://www.ncbi.nlm.nih.gov/pubmed/29016274
https://doi.org/10.1016/S2215-0366(16)30065-7
https://www.ncbi.nlm.nih.gov/pubmed/27210031
https://doi.org/10.1073/pnas.1518377113
https://www.ncbi.nlm.nih.gov/pubmed/27071089
https://doi.org/10.1177/0269881116678781
https://www.ncbi.nlm.nih.gov/pubmed/27856683
https://doi.org/10.1016/j.jad.2019.07.076
https://www.ncbi.nlm.nih.gov/pubmed/31382100
https://doi.org/10.1016/j.neubiorev.2022.104793
https://doi.org/10.1124/pr.115.011478
https://doi.org/10.1001/jamapsychiatry.2020.3672
https://www.ncbi.nlm.nih.gov/pubmed/33263720
https://doi.org/10.1016/j.eclinm.2020.100538
https://www.ncbi.nlm.nih.gov/pubmed/33150319
https://doi.org/10.1080/02791072.2021.2022254
https://www.ncbi.nlm.nih.gov/pubmed/35000572
https://doi.org/10.1080/02791072.2021.1874573
https://www.ncbi.nlm.nih.gov/pubmed/33535907


Psychoactives 2024, 3 232

15. Romeo, B.; Karila, L.; Martelli, C.; Benyamina, A. Efficacy of psychedelic treatments on depressive symptoms: A meta-analysis. J.
Psychopharmacol. 2020, 34, 1079–1085. [CrossRef]

16. Carhart-Harris, R.; Giribaldi, B.; Watts, R.; Baker-Jones, M.; Murphy-Beiner, A.; Murphy, R.; Martell, J.; Blemings, A.; Erritzoe, D.;
Nutt, D.J. Trial of Psilocybin versus Escitalopram for Depression. New Engl. J. Med. 2021, 384, 1402–1411. [CrossRef]

17. Raison, C.L.; Sanacora, G.; Woolley, J.; Heinzerling, K.; Dunlop, B.W.; Brown, R.T.; Kakar, R.; Hassman, M.; Trivedi, R.P.; Robison,
R.; et al. Single-Dose Psilocybin Treatment for Major Depressive Disorder: A Randomized Clinical Trial. JAMA 2023, 330, 843–853.
[CrossRef]

18. Davis, A.K.; Barrett, F.S.; May, D.G.; Cosimano, M.P.; Sepeda, N.D.; Johnson, M.W.; Finan, P.H.; Griffiths, R.R. Effects of Psilocybin-
Assisted Therapy on Major Depressive Disorder: A Randomized Clinical Trial. JAMA Psychiatry 2021, 78, 481–489. [CrossRef]
[PubMed]

19. Goodwin, G.M.; Aaronson, S.T.; Alvarez, O.; Atli, M.; Bennett, J.C.; Croal, M.; DeBattista, C.; Dunlop, B.W.; Feifel, D.; Hellerstein,
D.J.; et al. Single-dose psilocybin for a treatment-resistant episode of major depression: Impact on patient-reported depression
severity, anxiety, function, and quality of life. J. Affect. Disord. 2023, 327, 120–127. [CrossRef]

20. Von Rotz, R.; Schindowski, E.M.; Jungwirth, J.; Schuldt, A.; Rieser, N.M.; Zahoranszky, K.; Seifritz, E.; Nowak, A.; Nowak, P.;
Jancke, L.; et al. Single-Dose Psilocybin-Assisted Therapy in Major Depressive Disorder: A Placebo-Controlled, Double-Blind,
Randomised Clinical Trial. EClinicalMedicine 2022, 56, 101809. [CrossRef]

21. Gasser, P.; Holstein, D.; Michel, Y.; Doblin, R.; Yazar-Klosinski, B.; Passie, T.; Brenneisen, R. Safety and Efficacy of Lysergic Acid
Diethylamide-Assisted Psychotherapy for Anxiety Associated With Life-threatening Diseases. J. Nerv. Ment. Dis. 2014, 202,
513–520. [CrossRef] [PubMed]

22. Griffiths, R.R.; Johnson, M.W.; Carducci, M.A.; Umbricht, A.; Richards, W.A.; Richards, B.D.; Cosimano, M.P.; Klinedinst, M.A.
Psilocybin produces substantial and sustained decreases in depression and anxiety in patients with life-threatening cancer: A
randomized double-blind trial. J. Psychopharmacol. 2016, 30, 1181–1197. [CrossRef] [PubMed]

23. Ross, S.; Bossis, A.; Guss, J.; Agin-Liebes, G.; Malone, T.; Cohen, B.; Mennenga, S.E.; Belser, A.; Kalliontzi, K.; Babb, J.; et al. Rapid
and sustained symptom reduction following psilocybin treatment for anxiety and depression in patients with life-threatening
cancer: A randomized controlled trial. J. Psychopharmacol. 2016, 30, 1165–1180. [CrossRef] [PubMed]

24. O’Donnell, K.C.; Mennenga, S.E.; Owens, L.T.; Podrebarac, S.K.; Baron, T.; Rotrosen, J.; Ross, S.; Forcehimes, A.A.; Bogenschutz,
M.P. Psilocybin for alcohol use disorder: Rationale and design considerations for a randomized controlled trial. Contemp. Clin.
Trials 2022, 123, 106976. [CrossRef] [PubMed]

25. Schlag, A.K.; Aday, J.; Salam, I.; Neill, J.C.; Nutt, D.J. Adverse effects of psychedelics: From anecdotes and misinformation to
systematic science. J. Psychopharmacol. 2022, 36, 258–272. [CrossRef] [PubMed]

26. Hartogsohn, I. Constructing drug effects: A history of set and setting. Drug Sci. Policy Law 2017, 3. [CrossRef]
27. Cooper, H.L. War on Drugs Policing and Police Brutality. Subst. Use Misuse 2015, 50, 1188–1194. [CrossRef]
28. Provine, D.M. Race and Inequality in the War on Drugs. Annu. Rev. Law Soc. Sci. 2011, 7, 41–60. [CrossRef]
29. Aday, J.S.; Davoli, C.C.; Bloesch, E.K. 2018: A watershed year for psychedelic science. Drug Sci. Policy Law 2019, 5. [CrossRef]
30. Yaden, D.B.; Potash, J.B.; Griffiths, R.R. Preparing for the Bursting of the Psychedelic Hype Bubble. JAMA Psychiatry 2022, 79,

943–944. [CrossRef]
31. Haikazian, S.; Chen-Li, D.C.; Johnson, D.E.; Fancy, F.; Levinta, A.; Husain, M.I.; Mansur, R.B.; McIntyre, R.S.; Rosenblat, J.D.

Psilocybin-assisted therapy for depression: A systematic review and meta-analysis. Psychiatry Res. 2023, 329, 115531. [CrossRef]
[PubMed]

32. Sullivan, G.M.; Feinn, R. Using Effect Size—Or Why the P Value Is Not Enough. J. Grad. Med. Educ. 2012, 4, 279–282. [CrossRef]
[PubMed]

33. Ko, K.; Kopra, E.I.; Cleare, A.J.; Rucker, J.J. Psychedelic therapy for depressive symptoms: A systematic review and meta-analysis.
J. Affect. Disord. 2023, 322, 194–204. [CrossRef] [PubMed]

34. Bradberry, M.M.; Gukasyan, N.; Raison, C.L. Toward Risk-Benefit Assessments in Psychedelic- and MDMA-Assisted Therapies.
JAMA Psychiatry 2022, 79, 525–527. [CrossRef] [PubMed]

35. Johnson, M.; Richards, W.; Griffiths, R. Human hallucinogen research: Guidelines for safety. J. Psychopharmacol. 2008, 22, 603–620.
[CrossRef] [PubMed]

36. Breeksema, J.J.; Kuin, B.W.; Kamphuis, J.; Brink, W.v.D.; Vermetten, E.; Schoevers, R.A. Adverse events in clinical treatments with
serotonergic psychedelics and MDMA: A mixed-methods systematic review. J. Psychopharmacol. 2022, 36, 1100–1117. [CrossRef]
[PubMed]

37. Hinkle, J.T.; Graziosi, M.; Nayak, S.M.; Yaden, D.B. Adverse events in studies of classic psychedelics: A systematic review and
meta-analysis. JAMA Psychiatry, accept.

38. Carbonaro, T.M.; Bradstreet, M.P.; Barrett, F.S.; MacLean, K.A.; Jesse, R.; Johnson, M.W.; Griffiths, R.R. Survey study of challenging
experiences after ingesting psilocybin mushrooms: Acute and enduring positive and negative consequences. J. Psychopharmacol.
2016, 30, 1268–1278. [CrossRef] [PubMed]

39. Koslowski, M.; Johnson, M.W.; Gründer, G.; Betzler, F. Novel Treatment Approaches for Substance Use Disorders: Therapeutic
Use of Psychedelics and the Role of Psychotherapy. Curr. Addict. Rep. 2021, 9, 48–58. [CrossRef]

https://doi.org/10.1177/0269881120919957
https://doi.org/10.1056/NEJMoa2032994
https://doi.org/10.1001/jama.2023.14530
https://doi.org/10.1001/jamapsychiatry.2020.3285
https://www.ncbi.nlm.nih.gov/pubmed/33146667
https://doi.org/10.1016/j.jad.2023.01.108
https://doi.org/10.1016/j.eclinm.2022.101809
https://doi.org/10.1097/NMD.0000000000000113
https://www.ncbi.nlm.nih.gov/pubmed/24594678
https://doi.org/10.1177/0269881116675513
https://www.ncbi.nlm.nih.gov/pubmed/27909165
https://doi.org/10.1177/0269881116675512
https://www.ncbi.nlm.nih.gov/pubmed/27909164
https://doi.org/10.1016/j.cct.2022.106976
https://www.ncbi.nlm.nih.gov/pubmed/36332827
https://doi.org/10.1177/02698811211069100
https://www.ncbi.nlm.nih.gov/pubmed/35107059
https://doi.org/10.1177/2050324516683325
https://doi.org/10.3109/10826084.2015.1007669
https://doi.org/10.1146/annurev-lawsocsci-102510-105445
https://doi.org/10.1177/2050324519872284
https://doi.org/10.1001/jamapsychiatry.2022.2546
https://doi.org/10.1016/j.psychres.2023.115531
https://www.ncbi.nlm.nih.gov/pubmed/37844352
https://doi.org/10.4300/JGME-D-12-00156.1
https://www.ncbi.nlm.nih.gov/pubmed/23997866
https://doi.org/10.1016/j.jad.2022.09.168
https://www.ncbi.nlm.nih.gov/pubmed/36209780
https://doi.org/10.1001/jamapsychiatry.2022.0665
https://www.ncbi.nlm.nih.gov/pubmed/35476015
https://doi.org/10.1177/0269881108093587
https://www.ncbi.nlm.nih.gov/pubmed/18593734
https://doi.org/10.1177/02698811221116926
https://www.ncbi.nlm.nih.gov/pubmed/36017784
https://doi.org/10.1177/0269881116662634
https://www.ncbi.nlm.nih.gov/pubmed/27578767
https://doi.org/10.1007/s40429-021-00401-8


Psychoactives 2024, 3 233

40. Goodwin, G.M.; Aaronson, S.T.; Alvarez, O.; Arden, P.C.; Baker, A.; Bennett, J.C.; Bird, C.; Blom, R.E.; Brennan, C.; Brusch, D.;
et al. Single-Dose Psilocybin for a Treatment-Resistant Episode of Major Depression. New Engl. J. Med. 2022, 387, 1637–1648.
[CrossRef] [PubMed]

41. Palhano-Fontes, F.; Barreto, D.; Onias, H.; Andrade, K.C.; Novaes, M.M.; Pessoa, J.A.; Mota-Rolim, S.A.; Osório, F.L.; Sanches, R.;
dos Santos, R.G.; et al. Rapid antidepressant effects of the psychedelic ayahuasca in treatment-resistant depression: A randomized
placebo-controlled trial. Psychol. Med. 2019, 49, 655–663. [CrossRef]

42. McGuinness, L.A.; Higgins, J.P.T. Risk-of-bias VISualization (robvis): An R package and Shiny web app for visualizing risk-of-bias
assessments. Res. Synth. Methods 2021, 12, 55–61. [CrossRef]

43. Osório, F.d.L.; Sanches, R.F.; Macedo, L.R.; dos Santos, R.G.; Maia-De-Oliveira, J.P.; Wichert-Ana, L.; de Araujo, D.B.; Riba, J.;
Crippa, J.A.; Hallak, J.E. Antidepressant effects of a single dose of ayahuasca in patients with recurrent depression: A preliminary
report. Rev. Bras. Psiquiatr. 2015, 37, 13–20. [CrossRef]

44. Cuijpers, P.; Berking, M.; Andersson, G.; Quigley, L.; Kleiboer, A.; Dobson, K.S. A Meta-Analysis of Cognitive-Behavioural
Therapy for Adult Depression, Alone and in Comparison with other Treatments. Can. J. Psychiatry 2013, 58, 376–385. [CrossRef]

45. David, D.; Cristea, I.; Hofmann, S.G. Why Cognitive Behavioral Therapy Is the Current Gold Standard of Psychotherapy. Front.
Psychiatry 2018, 9, 4. [CrossRef]

46. Kaczkurkin, A.N.; Foa, E.B. Cognitive-behavioral therapy for anxiety disorders: An update on the empirical evidence. Dialog-Clin.
Neurosci. 2015, 17, 337–346. [CrossRef] [PubMed]

47. Lepping, P.; Whittington, R.; Sambhi, R.; Lane, S.; Poole, R.; Leucht, S.; Cuijpers, P.; McCabe, R.; Waheed, W. Clinical relevance of
findings in trials of CBT for depression. Eur. Psychiatry 2017, 45, 207–211. [CrossRef] [PubMed]

48. Johnsen, T.J.; Friborg, O. The effects of cognitive behavioral therapy as an anti-depressive treatment is falling: A meta-analysis.
Psychol. Bull. 2015, 141, 747–768. [CrossRef]

49. Button, K.S.; Kounali, D.; Thomas, L.; Wiles, N.J.; Peters, T.J.; Welton, N.J.; Ades, A.E.; Lewis, G. Minimal clinically important
difference on the Beck Depression Inventory—II according to the patient’s perspective. Psychol. Med. 2015, 45, 3269–3279.
[CrossRef] [PubMed]

50. Ljótsson, B.; Hedman, E.; Mattsson, S.; Andersson, E. The effects of cognitive–behavioral therapy for depression are not falling: A
re-analysis of Johnsen and Friborg (2015). Psychol. Bull. 2017, 143, 321–325. [CrossRef]

51. Cuijpers, P.; Reijnders, M.; Karyotaki, E.; de Wit, L.; Ebert, D.D. Negative effects of psychotherapies for adult depression: A
meta-analysis of deterioration rates. J. Affect. Disord. 2018, 239, 138–145. [CrossRef]

52. Barlow, D.H. Negative Effects from Psychological Treatments: A Perspective. Am. Psychol. 2010, 65, 13–20. [CrossRef] [PubMed]
53. Berk, M.; Parker, G. The elephant on the couch: Side-effects of psychotherapy. Aust. New Zealand J. Psychiatry 2009, 43, 787–794.

[CrossRef] [PubMed]
54. Linden, M.; Schermuly-Haupt, M.-L. Definition, assessment and rate of psychotherapy side effects. World Psychiatry 2014, 13,

306–309. [CrossRef] [PubMed]
55. Moritz, S.; Nestoriuc, Y.; Rief, W.; Klein, J.P.; Jelinek, L.; Peth, J. It can’t hurt, right? Adverse effects of psychotherapy in patients

with depression. Eur. Arch. Psychiatry Clin. Neurosci. 2018, 269, 577–586. [CrossRef] [PubMed]
56. Williams, J.M.G.; Kabat-Zinn, J. Mindfulness: Diverse perspectives on its meaning, origins, and multiple applications at the

intersection of science and dharma. Contemp. Buddhism 2011, 12, 1–18. [CrossRef]
57. Wielgosz, J.; Goldberg, S.B.; Kral, T.R.; Dunne, J.D.; Davidson, R.J. Mindfulness Meditation and Psychopathology. Annu. Rev. Clin.

Psychol. 2019, 15, 285–316. [CrossRef] [PubMed]
58. Goldberg, S.B. A common factors perspective on mindfulness-based interventions. Nat. Rev. Psychol. 2022, 1, 605–619. [CrossRef]

[PubMed]
59. Dunning, D.L.; Griffiths, K.; Kuyken, W.; Crane, C.; Foulkes, L.; Parker, J.; Dalgleish, T. Research Review: The effects of

mindfulness-based interventions on cognition and mental health in children and adolescents—A meta-analysis of randomized
controlled trials. J. Child. Psychol. Psychiatry 2018, 60, 244–258. [CrossRef] [PubMed]

60. Khoury, B.; Lecomte, T.; Fortin, G.; Masse, M.; Therien, P.; Bouchard, V.; Chapleau, M.-A.; Paquin, K.; Hofmann, S.G. Mindfulness-
based therapy: A comprehensive meta-analysis. Clin. Psychol. Rev. 2013, 33, 763–771. [CrossRef]

61. Goyal, M.; Singh, S.; Sibinga, E.M.S.; Gould, N.F.; Rowland-Seymour, A.; Sharma, R.; Berger, Z.; Sleicher, D.; Maron, D.D.; Shihab,
H.M.; et al. Meditation Programs for Psychological Stress and Well-being. JAMA Intern. Med. 2014, 174, 357–368. [CrossRef]

62. Van Gordon, W.; Shonin, E.; Garcia-Campayo, J. Are there adverse effects associated with mindfulness? Aust. New Zealand J.
Psychiatry 2017, 51, 977–979. [CrossRef] [PubMed]

63. Britton, W.B.; Lindahl, J.R.; Cooper, D.J.; Canby, N.K.; Palitsky, R. Defining and Measuring Meditation-Related Adverse Effects in
Mindfulness-Based Programs. Clin. Psychol. Sci. 2021, 9, 1185–1204. [CrossRef] [PubMed]

64. Selective Serotonin Reuptake Inhibitors—StatPearls—NCBI Bookshelf. Available online: https://www.ncbi.nlm.nih.gov/books/
NBK554406/ (accessed on 27 March 2024).

65. Leucht, S.; Hierl, S.; Kissling, W.; Dold, M.; Davis, J.M. Putting the efficacy of psychiatric and general medicine medication into
perspective: Review of meta-analyses. Br. J. Psychiatry 2012, 200, 97–106. [CrossRef] [PubMed]

66. Arroll, B. Efficacy and tolerability of tricyclic antidepressants and ssris compared with placebo for treatment of depression in
primary care: A meta-analysis. Ann. Fam. Med. 2005, 3, 449–456. [CrossRef] [PubMed]

https://doi.org/10.1056/NEJMoa2206443
https://www.ncbi.nlm.nih.gov/pubmed/36322843
https://doi.org/10.1017/S0033291718001356
https://doi.org/10.1002/jrsm.1411
https://doi.org/10.1590/1516-4446-2014-1496
https://doi.org/10.1177/070674371305800702
https://doi.org/10.3389/fpsyt.2018.00004
https://doi.org/10.31887/DCNS.2015.17.3/akaczkurkin
https://www.ncbi.nlm.nih.gov/pubmed/26487814
https://doi.org/10.1016/j.eurpsy.2017.07.003
https://www.ncbi.nlm.nih.gov/pubmed/28957788
https://doi.org/10.1037/bul0000015
https://doi.org/10.1017/S0033291715001270
https://www.ncbi.nlm.nih.gov/pubmed/26165748
https://doi.org/10.1037/bul0000055
https://doi.org/10.1016/j.jad.2018.05.050
https://doi.org/10.1037/a0015643
https://www.ncbi.nlm.nih.gov/pubmed/20063906
https://doi.org/10.1080/00048670903107559
https://www.ncbi.nlm.nih.gov/pubmed/19670051
https://doi.org/10.1002/wps.20153
https://www.ncbi.nlm.nih.gov/pubmed/25273304
https://doi.org/10.1007/s00406-018-0931-1
https://www.ncbi.nlm.nih.gov/pubmed/30088072
https://doi.org/10.1080/14639947.2011.564811
https://doi.org/10.1146/annurev-clinpsy-021815-093423
https://www.ncbi.nlm.nih.gov/pubmed/30525995
https://doi.org/10.1038/s44159-022-00090-8
https://www.ncbi.nlm.nih.gov/pubmed/36339348
https://doi.org/10.1111/jcpp.12980
https://www.ncbi.nlm.nih.gov/pubmed/30345511
https://doi.org/10.1016/j.cpr.2013.05.005
https://doi.org/10.1001/jamainternmed.2013.13018
https://doi.org/10.1177/0004867417716309
https://www.ncbi.nlm.nih.gov/pubmed/28669200
https://doi.org/10.1177/2167702621996340
https://www.ncbi.nlm.nih.gov/pubmed/35174010
https://www.ncbi.nlm.nih.gov/books/NBK554406/
https://www.ncbi.nlm.nih.gov/books/NBK554406/
https://doi.org/10.1192/bjp.bp.111.096594
https://www.ncbi.nlm.nih.gov/pubmed/22297588
https://doi.org/10.1370/afm.349
https://www.ncbi.nlm.nih.gov/pubmed/16189062


Psychoactives 2024, 3 234

67. Munkholm, K.; Paludan-Müller, A.S.; Boesen, K. Considering the methodological limitations in the evidence base of antidepres-
sants for depression: A reanalysis of a network meta-analysis. BMJ Open 2019, 9, e024886. [CrossRef] [PubMed]

68. Perlis, R.H.; Perlis, C.S.; Wu, Y.; Hwang, C.; Joseph, M.; Nierenberg, A.A. Industry Sponsorship and Financial Conflict of Interest
in the Reporting of Clinical Trials in Psychiatry. Am. J. Psychiatry 2005, 162, 1957–1960. [CrossRef] [PubMed]

69. Kirsch, I. Challenging Received Wisdom: Antidepressants and the Placebo Effect. McGill J. Med. 2008, 11, 219–222. [CrossRef]
[PubMed]

70. Jakobsen, J.C.; Katakam, K.K.; Schou, A.; Hellmuth, S.G.; Stallknecht, S.E.; Leth-Møller, K.; Iversen, M.; Banke, M.B.; Petersen, I.J.;
Klingenberg, S.L.; et al. Selective serotonin reuptake inhibitors versus placebo in patients with major depressive disorder. A
systematic review with meta-analysis and Trial Sequential Analysis. BMC Psychiatry 2017, 17, 58. [CrossRef]

71. Ferguson, J.M. SSRI Antidepressant Medications: Adverse Effects and Tolerability. Prim Care Companion J Clin Psychiatry. 2001, 3,
22–27. [CrossRef]

72. Selective Serotonin Re-Uptake Inhibitors: An Overview—PubMed. Available online: https://pubmed.ncbi.nlm.nih.gov/304398
57/ (accessed on 27 March 2024).

73. Scheidegger, M.; Henning, A.; Walter, M.; Boeker, H.; Weigand, A.; Seifritz, E.; Grimm, S. Effects of ketamine on cognition–emotion
interaction in the brain. NeuroImage 2016, 124, 8–15. [CrossRef]

74. Fond, G.; Loundou, A.; Rabu, C.; Macgregor, A.; Lançon, C.; Brittner, M.; Micoulaud-Franchi, J.-A.; Richieri, R.; Courtet, P.; Abbar,
M.; et al. Ketamine administration in depressive disorders: A systematic review and meta-analysis. Psychopharmacol. 2014, 231,
3663–3676. [CrossRef] [PubMed]

75. Coyle, C.M.; Laws, K.R. The use of ketamine as an antidepressant: A systematic review and meta-analysis. Hum. Psychopharmacol.
Clin. Exp. 2015, 30, 152–163. [CrossRef]

76. Nikolin, S.; Rodgers, A.; Schwaab, A.; Bahji, A.; Zarate, C.; Vazquez, G.; Loo, C. Ketamine for the treatment of major depression:
A systematic review and meta-analysis. EClinicalMedicine 2023, 62, 102127. [CrossRef] [PubMed]

77. Katalinic, N.; Lai, R.; Somogyi, A.; Mitchell, P.B.; Glue, P.; Loo, C.K. Ketamine as a new treatment for depression: A review of its
efficacy and adverse effects. Aust. New Zealand J. Psychiatry 2013, 47, 710–727. [CrossRef] [PubMed]

78. Strong, C.; Kabbaj, M. On the safety of repeated ketamine infusions for the treatment of depression: Effects of sex and develop-
mental periods. Neurobiol. Stress 2018, 9, 166–175. [CrossRef] [PubMed]

79. Trujillo, K.A.; Heller, C.Y. Ketamine sensitization: Influence of dose, environment, social isolation and treatment interval. Behav.
Brain Res. 2019, 378, 112271. [CrossRef] [PubMed]

80. van Elk, M.; Fried, E.I. History repeating: Guidelines to address common problems in psychedelic science. Ther. Adv. Psychophar-
macol. 2023, 13. [CrossRef] [PubMed]

81. Ioannidis, J.P.A. Contradicted and Initially Stronger Effects in Highly Cited Clinical Research. JAMA 2005, 294, 218–228. [CrossRef]
[PubMed]

82. Pereira, T.V.; Horwitz, R.I.; Ioannidis, J.P.A. Empirical Evaluation of Very Large Treatment Effects of Medical Interventions. JAMA
2012, 308, 1676–1684. [CrossRef]

83. Muthukumaraswamy, S.D.; Forsyth, A.; Lumley, T. Blinding and expectancy confounds in psychedelic randomized controlled
trials. Expert Rev. Clin. Pharmacol. 2021, 14, 1133–1152. [CrossRef]

84. Whiteford, H.A.; Harris, M.G.; McKeon, G.; Baxter, A.; Pennell, C.; Barendregt, J.J.; Wang, J. Estimating remission from untreated
major depression: A systematic review and meta-analysis. Psychol. Med. 2012, 43, 1569–1585. [CrossRef] [PubMed]

85. Rief, W.; Nestoriuc, Y.; Weiss, S.; Welzel, E.; Barsky, A.J.; Hofmann, S.G. Meta-analysis of the placebo response in antidepressant
trials. J. Affect. Disord. 2009, 118, 1–8. [CrossRef] [PubMed]

86. Button, K.S.; Ioannidis, J.P.A.; Mokrysz, C.; Nosek, B.A.; Flint, J.; Robinson, E.S.J.; Munafò, M.R. Power failure: Why small sample
size undermines the reliability of neuroscience. Nat. Rev. Neurosci. 2013, 14, 365–376. [CrossRef] [PubMed]

87. Hedges, L.V. Estimation of Effect Size under Nonrandom Sampling: The Effects of Censoring Studies Yielding Statistically
Insignificant Mean Differences. J. Educ. Stat. 1984, 9, 61–85. [CrossRef]

88. Lane, D.M.; Dunlap, W.P. Estimating effect size: Bias resulting from the significance criterion in editorial decisions. Br. J. Math.
Stat. Psychol. 1978, 31, 107–112. [CrossRef]

89. Gelman, A.; Carlin, J. Beyond Power Calculations. Perspect. Psychol. Sci. 2014, 9, 641–651. [CrossRef] [PubMed]
90. Ciubotariu, I.I.; Bosch, G. Improving research integrity: A framework for responsible science communication. BMC Res. Notes

2022, 15, 177. [CrossRef]
91. Fage-Butler, A. A values-based approach to knowledge in the public’s representations of climate change on social media. Front.

Commun. 2022, 7, 978670. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1136/bmjopen-2018-024886
https://www.ncbi.nlm.nih.gov/pubmed/31248914
https://doi.org/10.1176/appi.ajp.162.10.1957
https://www.ncbi.nlm.nih.gov/pubmed/16199844
https://doi.org/10.26443/mjm.v11i2.571
https://www.ncbi.nlm.nih.gov/pubmed/19148327
https://doi.org/10.1186/s12888-016-1173-2
https://doi.org/10.4088/PCC.v03n0105
https://pubmed.ncbi.nlm.nih.gov/30439857/
https://pubmed.ncbi.nlm.nih.gov/30439857/
https://doi.org/10.1016/j.neuroimage.2015.08.070
https://doi.org/10.1007/s00213-014-3664-5
https://www.ncbi.nlm.nih.gov/pubmed/25038867
https://doi.org/10.1002/hup.2475
https://doi.org/10.1016/j.eclinm.2023.102127
https://www.ncbi.nlm.nih.gov/pubmed/37593223
https://doi.org/10.1177/0004867413486842
https://www.ncbi.nlm.nih.gov/pubmed/23661785
https://doi.org/10.1016/j.ynstr.2018.09.001
https://www.ncbi.nlm.nih.gov/pubmed/30450382
https://doi.org/10.1016/j.bbr.2019.112271
https://www.ncbi.nlm.nih.gov/pubmed/31593791
https://doi.org/10.1177/20451253231198466
https://www.ncbi.nlm.nih.gov/pubmed/37766730
https://doi.org/10.1001/jama.294.2.218
https://www.ncbi.nlm.nih.gov/pubmed/16014596
https://doi.org/10.1001/jama.2012.13444
https://doi.org/10.1080/17512433.2021.1933434
https://doi.org/10.1017/S0033291712001717
https://www.ncbi.nlm.nih.gov/pubmed/22883473
https://doi.org/10.1016/j.jad.2009.01.029
https://www.ncbi.nlm.nih.gov/pubmed/19246102
https://doi.org/10.1038/nrn3475
https://www.ncbi.nlm.nih.gov/pubmed/23571845
https://doi.org/10.3102/10769986009001061
https://doi.org/10.1111/j.2044-8317.1978.tb00578.x
https://doi.org/10.1177/1745691614551642
https://www.ncbi.nlm.nih.gov/pubmed/26186114
https://doi.org/10.1186/s13104-022-06065-5
https://doi.org/10.3389/fcomm.2022.978670

	Introduction 
	Methods 
	Results 
	Overview of the Benefits and Risks of Psychedelics 
	Overview of Individual Psychedelic Trials for Depression 
	Overview of Meta-Analyses for Psychedelic Trials for Depression 
	Adverse Effects of Psychedelics 
	Comparing Psychedelics to Other Treatments and Interventions 
	Cognitive Behavioral Therapy 
	Mindfulness Interventions 
	SSRIs 
	Ketamine 
	Summary of the Comparisons between Treatment Modalities 

	Discussion 
	Study Design Considerations 
	Blinding and Expectancy Confounders in Psychedelic RCTs 
	Lack of Long-Term Follow-Up Measurements 
	Placebo Effect 

	Communicating Psychedelic Research Results 
	Overestimations in Published Effect Sizes Due to Publication Bias 
	Science Communication about Benefits and Risks 

	Conclusions 
	References

