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Assessing expectancy and suggestibility in a trial of 

escitalopram vs. psilocybin for depression  

 

Supplementary materials 

 

Analysis using treatment agnostic expectancy measure  

 

The two items administered to measure expectancy, see Methods, are specific to the 

expectations regarding the escitalopram / psilocybin treatments, not the general expectancy regarding 

participating in the trial without knowing treatment allocation. Such treatment agnostic expectancy 

item could have read: ‘At the end of this trial, how much improvement in your mental health do you 

think will occur if you receive either escitalopram every day for 6 weeks OR two full strong doses of 

psilocybin 3 weeks apart?’, combining the expectancy of both treatment arms. We approximated the 

response to such an item by taking the average of escitalopram and psilocybin expectancy, and will 

refer to this average as ‘average trial expectancy’. This expectancy measure is appropriate to use if 

we assume that patients did not gain knowledge of treatment allocation during the treatment period 

(the expectancy measure used in the main text assumes that patients did gain knowledge of treatment 

due to conspicuous drug effects). We repeated all major statistical analysis using this expectancy 

measure, and found the same qualitative conclusions as what is presented in the main text, statistical 

output can be found in the repository associated with this paper (https://github.com/szb37/psilodep2/). 

 

Changes in expectancy between dosing sessions 

 

As described in (Carhart-Harris et al., 2021), patients participated in two dosing sessions 

approximately three weeks apart, expectancy was measured the day before both dosing sessions as 

described in the Baseline Measures section.  

Escitalopram expectancy non-significantly decreased (mean±SE pre-session1: 28.2±2.8; 

mean±SE pre-session2: 25.9±3.4) in the whole sample; similarly, escitalopram expectancy non-

significantly decreased in the escitalopram group (mean±SE pre-session1: 29.7±4.1; mean±SE pre-

session2: 26.9±4.8). Psilocybin expectancy non-significantly decreased (mean±SE pre-session1: 

54±2.8; mean±SE pre-session2: 52.7±3.4) in the whole sample; however psilocybin expectancy 

slightly increased in the psilocybin group (mean±SE pre-session1: 57.1±3.9; mean±SE pre-session2: 

62.1±4.6), but the change was not significant (paired t-test: t=0.244, df=52, p=0.81).  
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Supplementary tables 

 

 

Supplementary table 1: output of models assessing pre-treatment differences between treatment 

arms. Expectancy score is denoted by exp, type signifies expectancy type, i.e. escitalopram 

expectancy or psilocybin expectancy (baseline factor value: escitalopram expectancy), treatment 

allocation by trt (baseline factor value: escitalopram), absorption by abs, suggestibility by sss.  
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Supplementary table 2: escitalopram treatment’s within-arm models of expectation (exp) / 

suggestibility (sss) and absorption (abs). P-values in the ‘adj. p’ column have been adjusted for 

multiple comparisons with the Bonferroni method. All results should be understood as representative 

at the median level of the covariate and estimates represent the change associated with an increase 

of 1 standard deviation, see Statistical models for further details. 
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Supplementary table 3: psilocybin treatment’s within-arm models of expectation (exp) / suggestibility 

(sss) and absorption (abs). P-values in the ‘adj. p’ column have been adjusted for multiple 

comparisons with the Bonferroni method. All results should be understood as representative at the 

median level of the covariate and estimates represent the change associated with an increase of 1 

standard deviation, see Statistical models for further details. 
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Supplementary table 4: between-arm models adjusted for expectancy. P-values in the ‘adj. p’ column 

have been adjusted for multiple comparisons with the Bonferroni method. All results should be 

understood as representative at the median level of the covariate and estimates represent the change 

associated with an increase of 1 standard deviation, see Statistical models for further details. 
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Supplementary table 5: between-arm models adjusted for suggestibility. P-values in the ‘adj. p’ 

column have been adjusted for multiple comparisons with the Bonferroni method. All results should 

be understood as representative at the median level of the covariate and estimates represent the 

change associated with an increase of 1 standard deviation, see Statistical models for further details. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

7 
 

 

Supplementary table 6: equivalence testing non-significant results. In all cases the equivalence bound 

was selected to be 0.5 standardized mean difference (SMD), see Equivalence testing for details, 

which corresponds to a score difference shown in the ‘Eq. bound’ column. First 6 rows show 

equivalnce test results for the lack of expectancy-outcomes assocation in the psilocybin arm, the 

second 6 rows show equivalnce test results for the lack of suggestibility-outcomes assocation in the 

escitalopram arm and the last 6 rows show equivalence test results for the lack of a between-treatment 

difference in the expectancy adjusted models.  

 

 

 

Supplementary Table 7: comparison of between treatment models with and without adjustment for 

pre-treatment expectancy, see Statistical models for further details.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


