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Introduction
Serotonergic psychedelics (e.g. lysergic acid diethylamide 
(LSD) and psilocybin) have shown promising results in disor-
ders such as obsessive-compulsive disorder (Moreno et al., 
2006), end-of-life psychological distress (Gasser et al., 2014; 
Griffiths et al., 2016; Grob et al., 2011; Ross et al., 2016), 
addiction (Bogenschutz et al., 2015; Johnson et al., 2017) and 
depression (Carhart-Harris et al., 2016a, 2018a; Osorio Fde 
et al., 2015), when administered under supportive conditions. 
Our open-label study of psilocybin with psychological support 
(including one preparation and integration session, as well as 
support immediately before, during and after the acute drug ses-
sion) for treatment-resistant depression (TRD) showed reduc-
tions in depressive symptoms in all 19 patients from baseline to 
one week, which was sustained in the majority for at least 3–5 
weeks and was predicted by the quality of the acute psychedelic 
experience (Carhart-Harris et al., 2016a, 2018a; Roseman et al., 
2017). Long-term follow-ups at six months revealed that of the 
nine responders (at five weeks), only three had relapsed, sug-
gesting stable antidepressant effects for some patients (Carhart-
Harris et al., 2018a; Watts et al., 2017). Despite accumulating 
evidence on its efficacy, the therapeutic mechanisms of the psy-
chedelic treatment model are not well-understood (although see 
Carhart-Harris, 2019) and demand further investigation.

Acutely, serotonergic psychedelics interact with multiple 
receptor types (reviewed in Nichols, 2016), but have high affinity 
for the serotonin (5-HT) 2A receptor, which mediates their hal-
lucinogenic effects via full or partial agonism (Preller and 
Vollenweider, 2018; Madsen et al., 2019). This receptor’s role in 
increased excitability, plasticity and adaptability has recently been 
put forward by Carhart-Harris and Nutt (2017) as potentially 
underlying their therapeutic effects. Psychedelic-induced plasticity 
and changes to network level functioning (e.g. increased cortical 
entropy, disintegration of networks and an enhanced communica-
tion between normally segregated brain regions) have been 
identified as underlying the acute psychedelic state (Carhart-Harris 
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et al., 2012, 2016b; Lebedev et al., 2015; Majic et al., 2015; 
Muthukumaraswamy et al., 2013; Roseman et al., 2014). However, 
considering the sustained antidepressant effects and improvements 
in well-being observed after psychedelic experiences (e.g. Carhart-
Harris et al., 2016a, 2018a; Griffiths et al., 2016), it is crucial to 
investigate potential neural changes beyond the acute state.

Previous work has identified some post-acute neurofunctional 
changes after psychedelics: A recent study in a group of healthy 
ayahuasca-experienced individuals showed increased resting-state 
functional connectivity (RSFC) between the posterior and anterior 
cingulate cortex, and between the anterior cingulate and the right 
medial temporal lobe, 24 h after one ayahuasca dose, a N,N-
dimethyltryptamine (DMT)-containing plant brew (Sampedro 
et al., 2017). Similarly, RSFC analysis on data acquired at pre-treat-
ment baseline and one day after a high dose treatment session with 
psilocybin for TRD revealed the following changes: (a) increased 
connectivity within the default mode network (DMN) and 
decreased parahippocampal-prefrontal RSFC; both predictive of 
treatment response at five weeks, and (b) decreased cerebral blood 
flow in the temporal cortex (including the amygdala) that correlated 
with reductions in depressed mood (Carhart-Harris et al., 2017).

In the same group of patients, which also constitutes the sam-
ple of the present study, a functional magnetic resonance imaging 
(fMRI) paradigm was used to assess amygdala responsiveness to 
emotional faces pre- and post-treatment with psilocybin 
(Roseman et al., 2018). The results of this study revealed an 
increased response in the right amygdala to fearful and happy 
faces one-day post-psilocybin, and right amygdala increases to 
fearful versus neutral faces which was predictive of depressive 
symptoms at one week and treatment response at one-day, one-
week, and three-weeks (Roseman et al., 2018). Additionally, 
whole-brain analyses revealed increased activity in visual areas 
across all face conditions (happy, fearful, neutral) post-psilocy-
bin, suggesting not just changes in amygdala reactivity, but also 
responsiveness in other brain regions. Additionally, Grimm et al. 
(2018) provided compelling evidence for decreased amygdala 
functional connectivity (FC) to the striatum and the frontal pole 
during angry and happy discrimination respectively under acute 
psilocybin as compared with placebo in healthy volunteers. 
However, post-acute FC alterations have yet to be explored. 
Moreover, there are reasons to believe that post-acute brain 
changes are quite different to the acute brain effects of psyche-
delics (Carhart-Harris et al., 2017) and are obviously vital to 
study given their potential relevance to therapeutic mechanisms.

The changes in post-acute amygdala reactivity in depressed 
patients (Roseman et al., 2018) and acute amygdala reactivity under 
psilocybin (Grimm et al., 2018) are particularly striking, as amyg-
dala involvement, and particularly its hypersensitivity to negative 
stimuli, has long been thought to be a component of clinical depres-
sion, and thus a target for antidepressant medications (Drevets et al., 
1992; Godlewska et al., 2012; Harmer et al., 2017; Ma, 2015). 
Dysfunctions in amygdala-prefrontal cortex (PFC) circuits and 
decreased amygdala-PFC FC are hypothesised to underlie disorders 
with disturbed emotional processing, such as depression and post-
traumatic stress disorder (PTSD; Koenigs and Grafman, 2009; Kong 
et al., 2013; Ramasubbu et al., 2014; Stevens et al., 2013). Current 
neural models of depression and anxiety disorders emphasise abnor-
malities in both limbic responsiveness and metabolism and top-
down emotional control mechanisms (Ramasubbu et al., 2014).

Accordingly, from a traditional antidepressant perspective, our 
previous finding of increased amygdala responsiveness to negative 
faces (that was predictive of better clinical outcome) may seem 

somewhat counterintuitive. In order to further investigate the thera-
peutic mechanisms of psilocybin, in the present study we aimed to 
examine the neural mechanisms responsible for this change in 
amygdala responsiveness post psilocybin. We predicted changes in 
amygdala FC during the same emotional face paradigm performed 
at pre-treatment baseline and one day after psilocybin for TRD. 
More specifically we predicted decreased FC between the amyg-
dala and the ventromedial PFC (vmPFC) during face processing 
after psilocybin. The vmPFC is an important component of the 
emotional processing circuitry, shown to have a top-down inhibi-
tory effects on limbic regions (Hariri et al., 2000) and is implicated 
in emotional control, inhibition and regulation (Rosenkranz et al., 
2003). Changes in amygdala-PFC connectivity are also a common 
finding in depressed patients (e.g. Dannlowski et al., 2009; Moses-
Kolko et al., 2010). We hypothesised that the reduction of FC 
between the vmPFC and amygdala might account for the increased 
amygdala responsivity after psilocybin, as shown previously by 
Roseman et al. (2018). Lastly, we predicted that altered amygdala 
and vmPFC FC might relate to post-treatment changes in depres-
sion severity and rumination tendencies. Rumination is a pattern of 
recursive self-directed and self-reflective thinking focused on one’s 
negative emotions (Cooney et al., 2010) and defined as the compul-
sively focused attention on the symptoms of one’s distress, and on 
its possible causes, consequences and implications, as opposed to 
its solutions (Nolen-Hoeksema, 1991). Alongside basic depression 
scores, rumination scores using the Ruminative Response Scale 
(RRS; Treynor et al., 2003) served as a secondary clinical outcome 
of interest. Rumination was chosen as a symptom of interest as: (a) 
it is a strong vulnerability factor in the development and mainte-
nance of depressive episodes, and (b) it has been found to have dif-
ferent neural underpinnings in depressed patients as compared with 
healthy controls (Cooney et al., 2010).

Methods

Procedure

The full study procedure is reported in Carhart-Harris et al. 
(2016a, 2018a) and Roseman et al. (2018). For an overview of the 
trial schedule and study interventions, also see the Supplementary 
Material Figure 1. The present study focused on changes in brain 
FC after psilocybin in 19 patients with TRD who underwent two 
psilocybin-assisted therapy sessions a week apart, first 10 mg p.o. 
(test dose), then 25 mg, p.o. (therapeutic dose). Provided psycho-
logical support consisted of three components: one preparation 
session with the allocated trial psychiatrists (lasting 4 h) before 
the first dose, acute and peri-acute support (i.e. before, during and 
immediately after dosing) and one integration session with the 
same psychiatrists one day after the high dose. Seed-based FC 
analysis using psychophysiological interaction (PPI) methods was 
conducted on fMRI data collected during an emotional face para-
digm pre- and post-psilocybin. Baseline fMRI scanning took 
place prior to any intervention, and the post treatment fMRI scan 
occurred the morning (10:00) after the high-dose psilocybin ses-
sion and prior to any subsequent psychological integration. 
Clinical outcome measures were administered at baseline and at 
multiple time-points after the high-dose session (see the Method 
section ‘Relationship with clinical outcomes’ for details); the one 
week post-treatment time-point constitutes the primary clinical 
endpoint of the present analysis.

Inclusion criteria were (a) a diagnosis of moderate to severe 
major depression, as defined by a score of 16+ on the 21-item 
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Hamilton Depression Rating Scale (HAM-D; Hamilton, 1960); 
and (b) treatment-resistance as defined by lack of improvement 
despite two adequate courses of pharmacologically distinct anti-
depressant medications over at least six weeks each, within the 
present depressive episode. Additionally, patients were asked to 
stop their antidepressant medication before study entry. Typically, 
washout occurred under close supervision and over a period of at 
least two weeks before study entry. The main exclusion criteria 
were a current or past diagnosis of a psychotic disorder or an 
immediate family member with a diagnosed psychotic disorder, a 
history of serious suicide attempts and/or mania, pregnancy and 
current drug or alcohol dependence.

Written informed consent was obtained from all participants 
during the screening visit. Ethical approval for the clinical trial was 
sought and granted by the National Research Ethics Service 
(NRES) London-West London, the UK Medicines and Healthcare 
Products Regulatory Agency (MHRA) and Imperial College 
London’s Joint Research and Complication Organisation (JRCO) 
– who also sponsored the trial. Psilocybin was obtained from THC-
Pharm (Frankfurt, Germany) and formulated into the investiga-
tional medicinal product (5 mg psilocybin in size 0 capsules) by 
Guy’s and St Thomas’ Hospital’s Pharmacy Manufacturing Unit 
(London, UK).

Patient characteristics

In total, 20 patients underwent the two psilocybin-assisted ther-
apy sessions. Nineteen patients (six females, Mage=44.7, standard 
deviation (SD)=10.9, age range: 27–64 years) completed both 
scanning sessions and constitute the current study sample (patient 
17 did not complete the post-treatment fMRI scan and was there-
fore excluded from all analyses).

At baseline, 17 of the 19 patients met the criteria for severe or 
very severe depression (self-rated Quick-Inventory of Depressive 
Symptoms (QIDS-SR16)⩾16), with the other two classifying 
as moderately depressed (15⩾QIDS-SR16⩽11). On average, 
patients had been diagnosed with major depression for 17.7 years 
(SD=8.4, range=7–30 years) and had tried 4.6 (SD=2.6) antide-
pressant medications. Seventeen patients had tried at least one 
form of psychotherapy in the past. At the time of enrolment to the 
study, nine patients were taking antidepressant medication. 
Patients were asked to discontinue their antidepressant medica-
tion during the period of the trial, which all but two patients 
adhered to (patient 2 did not stop and continued venlafaxine dur-
ing both dosing and magnetic resonance imaging (MRI) scans; 
patient 6 only stopped the opioid tramadol after the first psilocy-
bin session, i.e. one week before the high dose session/post-treat-
ment MRI scan). For a more detailed description of the study 
sample, see Table 1 in Carhart-Harris et al. (2018a).

fMRI design

Imaging (anatomical and functional scans) was performed on a 
3T Siemens Tim Trio using a 12-channel head coil at Invicro, 
London, UK. For a detailed description of the scanning proce-
dure, see Roseman et al. (2018). Functional T2*-weighted echo-
planar images (EPIs) were acquired for the functional task scans 
(3 mm isotropic voxels, repetition time (TR)=2000 ms, echo time 
(TE)=31 ms, 36 axial slices, 192 mm in-plane field-of-view, flip 
angle=80°, bandwidths=2298 Hz/pixel, in-plane acceleration=2, 
number of volumes=245).

Patients underwent counter-balanced versions of an emotional 
face paradigm on two occasions, at baseline and the morning after 
the high-dose session. Faces were presented in a blocked-design 
that lasted for eight minutes in total. Patients were shown blocks 
of fearful, neutral or happy faces of both genders selected from the 
Karolinska Directed Emotional Faces set (Goeleven et al., 2008 
(see Supplementary Material Figure 2(a)). Patients passively 
viewed the faces, but were instructed to press a button with their 
thumb upon each face presentation, in order to check that they 
were still attentive. Faces were presented for three seconds, with 
each face block consisting of five faces of the same expression 
(i.e. 15 s per block). Each block was repeated eight times, inter-
mixed with rest blocks (15 s, fixation cross) and presented in a 
pseudo-random sequence, resulting in 32 face blocks in total.

fMRI analysis

Preprocessing. Blood-oxygen-level-dependent (BOLD) pre-
processing was conducted with four different software packages: 
FMRIB Software Library (FSL) 5.0.4 (Smith et al., 2004), AFNI 
(Cox, 1996), Freesurfer (Dale et al., 1999) and Advanced Nor-
malization Tools (ANTS; Avants et al., 2008). More precisely, 
the following pre-processing steps were applied: (a) motion cor-
rection (3dvolreg, AFNI); (b) brain extraction (BET in FSL); (c) 
rigid body registration to anatomical scans (BBR in FSL); (d) 
non-linear registration to 2 mm MNI brain (Symmetric Normal-
ization in ANTS); (e) scrubbing using a framewise displacement 
threshold of 0.90 mm as recommended for task fMRI (Siegel 
et al., 2014). Scrubbed volumes were replaced with the average 
of surrounding volumes; (f) spatial smoothing (FWHM) of 6 mm 
(3dBlurInMask, AFNI); (g) a high-pass filter of 0.01 Hz; and (h) 
regressing out of six motion-related parameters as nuisance 
regressors (three translations, three rotations, high-pass filtered 
with the same 0.01 Hz filter). A more comprehensive overview of 
the pre-processing pipeline is given in Roseman et al. (2018).

General linear models (GLMs). The BOLD-weighted fMRI 
data were then analysed with a standard GLM approach using the 
FEAT module in FSL. Anatomical images were segmented into 
grey/white matter (WM) and cerebro-spinal fluid (CSF) masks 
using FMRIB’s Automated Segmentation Tool (FAST). These 
CSF and WM masks (thresholded at 0.75) were used to derive 
time-series from the functional data, which were entered as nui-
sance regressors in all GLMs.

In order to identify brain regions where psilocybin affected 
the FC of the amygdala and vmPFC, separate PPI analyses were 
conducted using seed regions of interest (ROIs) in the (a) amyg-
dala and (b) vmPFC (Supplementary Material Figure 2(c)). The 
amygdala ROI was defined using a bilateral amygdala mask from 
the Subcortical Harvard-Oxford Atlas included in FSL (https://
fsl.fmrib.ox.ac.uk/fsl/fslwiki/Atlases) while the vmPFC ROI was 
drawn on a standard brain and was the same as used in previous 
studies (Carhart-Harris et al., 2012, 2015). Mean time-series 
were extracted from the pre-processed functional data-series for 
each subject, for both ROIs and entered as physiological regres-
sors in our PPI analyses. Two different PPI analyses were con-
ducted (Supplementary Material Figure 2(b)):

1. A simple model including faces (irrespective of expression) 
compared to the rest-blocks and its interaction with the ROI 
time-series as the PPI regressor as the primary analysis.

https://fsl.fmrib.ox.ac.uk/fsl/fslwiki/Atlases
https://fsl.fmrib.ox.ac.uk/fsl/fslwiki/Atlases


4 Journal of Psychopharmacology 00(0)

2. A complex model including separate regressors for all 
facial expression conditions (happy, fearful, neutral) as 
compared to the rest-period, and their respective interac-
tions with the ROI time-series (i.e. the PPI regressors) as 
a secondary analysis.

Face regressors derived from the onset times of the stimulus con-
ditions were convolved with a gamma function, in order to simulate 
a canonical haemodynamic response function. Reasons for conduct-
ing both the simple and the complex PPI model were: (a) existing 
literature showing similar activation patterns for negative, neutral 
and positive emotional faces (e.g. Cunningham et al., 2008; Fusar-
Poli et al., 2009; Somerville et al., 2004) and (b) power considera-
tions due to the relatively small sample size. The simple model 
should provide more robust, though less specific, results, while the 
complex model enables a more comprehensive exploration of the 
data, and comparisons between different facial expressions.

Contrasts were defined that compared activity related to each 
regressor, i.e. (a) for faces, the ROI and their interaction in com-
parison to rest in the simple model; (b) for the different facial 
expressions (happy, fearful, neutral), the ROI, and their interac-
tions relative to rest, as well as between the interaction terms for 
fearful vs neutral faces (ROI×fearful>ROI×neutral) in the com-
plex model. Based on the results by Roseman et al. (2018) show-
ing post-treatment effects for fearful and happy faces (vs rest) and 
fearful>neutral faces (see above), we expected differences in ROI 
FC for emotional (fearful, happy) faces in comparison to rest and 
neutral faces. Hence, the ROI×fearful and, ROI×happy versus 
rest, and ROI×fearful>ROI×neutral contrasts were of particular 
interest in this secondary analysis. We decided to also look at the 
ROI×neutral (vs rest) contrast, for completeness of results, as 
previous work has found similar activation patterns for different 
facial expressions (Roseman et al. (2018) and in order to disentan-
gle which emotional expressions were driving the PPI effect.

Higher-level analyses across sessions, comparing subjects 
before any intervention and after the high dose of psilocybin, were 
performed with mixed-effects GLM (FMRIB’s Local Analysis of 
Mixed Effects [FLAME-1]) models. A statistical threshold of z>2.3 
(cluster-corrected for multiple comparisons with p<0.05) was used 
for all whole-brain analyses. Additionally, for more direct testing of 
our hypothesis, we added the complementary ROIs as a pre-thresh-
old mask (i.e. a bilateral amygdala mask for the vmPFC analyses, 
and a vmPFC mask for the analyses with amygdala as ROI).

Significant clusters were interpreted and labelled based on the 
Harvard-Oxford cortical and subcortical structural atlases pro-
vided in FSL (https://fsl.fmrib.ox.ac.uk/fsl/fslwiki/Atlases).

Relationship with amygdala BOLD response. Subsequently 
(post-hoc), response amplitudes (beta-weights) from the fearful 
PPI (vmPFC×fearful) contrast showing a significant decrease in 
vmPFC-amygdala FC (see Results) were correlated with results 
from the respective task analysis contrast (fearful vs rest), that 
had shown increased right amygdala reactivity post-treatment 
(see Roseman et al., 2018). This allowed for a more specific test 
of the hypothesised decreased prefrontal inhibitory input to the 
amygdala as being involved in its increased reactivity after treat-
ment. In line with our primary hypothesis, we expected to find 
correlations between responses from the PPI contrast (represent-
ing the degree of FC between the ROI and identified cluster dur-
ing fearful face processing) and basic amygdala BOLD responses 
to fearful faces (i.e. results from the task analysis) as well as their 
difference scores respectively.

Relationship with clinical outcomes
In order to analyse the relationship of the FC results (PPI analyses) 
with clinical outcomes, the average parameter estimates (i.e. beta 
weights from the GLM) of significant clusters identified in the 
two simple PPI models (representing the degree of FC of the ROIs 
with the respective clusters during face processing) were extracted 
for the baseline and post-treatment scan respectively. We focused 
our analysis on the results from the simple PPI models, as it con-
stitutes the more robust and powerful model, significant clusters 
were very similar across the different interaction terms of the 
complex PPI model and in order to reduce the number of compari-
sons. The analyses in relation to clinical outcomes were carried 
out using the statistical software program IBM SPSS Statistics for 
Windows (Version 24.0, Armonk, New York, USA).

Depression. In order to reduce the number of tests and avoid 
excessive correction of alpha levels, we limited the primary analy-
ses to one clinical outcome of interest: the self-rated Beck Depres-
sion Inventory (BDI; Beck et al., 1988) completed at baseline and 
one week after therapy. The QIDS-SR16 (Rush et al., 2003) was 
administered at more time-points (at baseline, one day, one week, 
two weeks, three weeks, five weeks, three months and six months 
after treatment). For better comparison with results by Roseman 
et al. (2018), relations between brain outcomes and the QIDS-
SR16 were also investigated as supplementary analyses. An over-
view of correlations with BDI at three-month and all QIDS-SR16 
time-points is provided in the Supplementary Material.

The BDI is a reliable and valid 21-item self-rating question-
naire for the assessment of depressive symptoms (Beck et al., 
1988). Participants rate their mood and behaviour (e.g. sadness, 
feelings of guilt, disappointment, crying) according to four sever-
ity ratings per item (0–3). The total score determines the severity 
of depression, differentiating between absent (0–9), mild (10–18), 
moderate (19–29) and severe (⩾30) depression. Remission is 
defined as a score ⩽9 (Beck et al., 1988), and treatment response 
as a 50% drop in BDI score from baseline (Riedel et al., 2010).

The QIDS-SR16 is a 16-item self-report inventory assessing 
the severity of depressive symptoms in reference to the past seven 
days (Rush et al., 2003). Symptoms cover the nine Diagnostic 
and Statistical Manual of Mental Disorders (DSM)-IV symptom 
domains of major depression, namely: sad mood, concentration, 
self-criticism, suicidal ideation, interest, energy/fatigue, sleep 
disturbances, decrease/increase in weight and/or appetite, and 
psychomotor agitation or retardation. The total score determines 
the severity of depression, differentiating between absent (0–5), 
mild (6–10), moderate (11–15), severe (16–20) and very severe 
(21–27) forms. In line with the BDI classification, treatment 
response was defined as a 50% drop in score from baseline.

Rumination. As a secondary hypothesis, the relationship between 
brain outcomes and ruminative thinking and behaviour at one week 
was examined. During the trial, rumination was measured with the 
RRS at baseline, one week after and at three-months follow-up 
(Treynor et al., 2003). The RRS is a 22-item self-report scale assess-
ing ruminative tendencies on a scale from almost never (=1) to 
almost always (=4), by asking to report what responders ‘generally 
do’ (e.g. ‘think about how alone you feel’ or ‘analyse your personal-
ity and try to understand why you are depressed’). The scale score is 
determined by summing all 22 items, with a higher score reflecting 
more ruminative thinking and behaviour. Relation to RRS was anal-
ysed at one week, although relation to RRS at three months was also 
examined for explorative purposes (see Supplementary Material).

https://fsl.fmrib.ox.ac.uk/fsl/fslwiki/Atlases


Mertens et al. 5

Anxiety. While not being an explicit hypothesis of the current 
study and despite Roseman et al. (2018) not finding a significant 
relation between amygdala changes and anxiety, previous litera-
ture emphasises the 5-HT system (Gordon and Hen, 2004) as well 
as connectivity between the vmPFC and limbic regions, including 
the amygdala, in the aetiology of anxious states and anxiety disor-
ders (Engel et al., 2009; Robinson et al., 2016). Levels of anxiety 
were measured through (a) in-scanner ‘state’ ratings of anxiety 
during both scanning sessions; and (b) the State-Trait Anxiety 
Inventory (STAI) (Spielberger et al., 1983) at baseline and one-
week post-treatment. The STAI is a widely-used 40-item self-
report inventory based on a four-point Likert scale (‘almost never’ 
to ‘almost always’), assessing anxiety as a state (e.g. ‘I am tense’) 
and trait (e.g. ‘I worry too much over something that really doesn’t 
matter’) characteristic. A higher score is reflective of higher anxi-
ety levels. In terms of psychometric properties, internal consis-
tency coefficients ranged from 0.86–0.95, test-retest reliability 
from 0.65–0.75 (Spielberger et al., 1983).

Statistical analysis

Changes in depression (BDI) and anxiety (STAI) levels post-
treatment have already been analysed and reported by Carhart-
Harris et al. (2018a; 2016a). Changes in rumination (RRS) from 
baseline, to one week and three months post-treatment were ana-
lysed with repeated measures analysis of variance (RM ANOVA). 
In order to analyse the relationship to the primary clinical out-
come, BDI scores at one week and their change from baseline 
were correlated with the absolute average parameter estimates 
(beta-weights) of significant clusters and their difference scores 
(∆beta=after–before) respectively. The relationship to the sec-
ondary outcomes of interest (RRS at one week; STAI at one 

week; anxiety in-scanner rating) were investigated in the same 
way. Additionally, independent samples t-tests were conducted, 
analysing whether those patients who responded to treatment 
(50% reduction in BDI score) and/or met the criterion for remis-
sion (BDI⩽9) differed in terms of average beta-values post-treat-
ment and their change scores (∆beta) per cluster.

We opted to correct for multiple comparisons for each cluster 
and construct separately, in order to reduce the risk of type two 
errors due to an overly conservative correction and because our 
tested clinical constructs were highly related (raw score, change 
score, remission and response). Accordingly, for the BDI at one 
week, six comparisons were made per identified cluster, leading to 
a Bonferroni-corrected α of 0.05/6=0.008. For the secondary out-
come, RRS at one week, two comparisons were made per cluster, 
leading to a Bonferroni-corrected α of 0.025. Anxiety levels (in-
scanner ratings and STAI at one-week) were tested at a Bonferroni-
corrected α of 0.05/4=0.013. For transparency, an overview of all 
conducted correlation analyses and t-tests is provided in the tables 
in the Results section on ‘Relationship with clinical outcomes’.

Prior to all statistical tests, the clinical data were investigated 
in regard to statistical assumptions. Besides some deviation from 
normality in BDI scores, at one week in particular, all clinical 
data met the assumptions for parametric testing.

Results

PPI: amygdala

Results of the primary (simple) PPI model (with faces as the psy-
chological, and amygdala time-series as physiological regressor; 
Table 1 and Figure 1(a)), revealed increased FC between the 
amygdala and visual areas, namely the intracalcarine and supra-
calcarine cortex, cuneus, precuneus and right lateral occipital 

Table 1. Summary of results of the seed-to-voxel psychophysiological interaction analysis comparing functional connectivity (FC) during face 
processing (irrespective of facial expression) with rest (simple model) for both regions of interest (ROIs), the bilateral amygdala (AMG) and 
ventromedial prefrontal cortex (vmPFC).

ROI Contrasts FC Regions Volume 
(mm3)

MNI_152 coordinates Difference 
max (z)

Sig.

x y z

AMG (bilat.) AMG FC ↓ Lateral occipital cortex (L) 361 −44 −69 30 3.38 0.019
Angular gyrus (L) −44 −60 24 3.38 3.62e−4

Bilateral precuneus 420 1 −59 38 3.41 0.008
↑ Insula (L) 1132 −37 8 −4 3.88 9.54e−7

Temporal pole (L) −34 18 −32 3.80 7.23e−5

Frontal operculum (L) −46 10 2 3.75 8.84e−5

Putamen (L) −26 4 −10 3.54 3.37e−4

AMG×faces 
(vs rest)

↑ Intracalcarine/supracalcarine cortex 1740 7 −75 19 4.01 1.17e−9

Cuneus (L/R) −18/2 −70/–80 18/26 4.01/3.54 3.04e−5/2.00e−4

Precuneus (R) 22 −70 32 3.44 2.91e−4

Lateral occipital cortex (R) 34 −76 14 3.41 3.25e
vmPFC (bilat.) vmPFC×faces 

(vs rest)
↑ Supracalcarine cortex (L) 289 −16 −65 15 3.54 0.043

Precuneus (L) −8, –12 −56, –58 12, 14 3.21, 3.08 6.64e−4, 0.001
Intracalcerine cortex (L) −14 −76 6 2.87 0.002
Lingual gyrus (L) −12 −74 2 2.86 0.002

↓ AMG (R) 33 26 −7 −16 3.33 0.049a

R: right hemisphere; L: left hemisphere; MNI_152: Montreal Neurological Institute (MNI) brain template based on 152 healthy subjects; Sig: significance level.
↑/↓=increased (after>before)/decreased (before>after) functional connectivity after psilocybin; overall clusters are depicted in bold, local maxima in simple font; 
MNI_152 coordinates are given for the centre of gravity (COG) of overall clusters and of the voxel with maximum intensity (z-max) for local maxima; significance values 
are reported for the overall cluster (in bold) and the z-max of local maxima.
aPre-threshold masking with bilateral AMG mask.
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cortex during face processing (as compared with rest) after psilo-
cybin treatment (amygdala×faces).

Results of the secondary analysis (complex) PPI model  
(Table 2; Supplementary Material Figure 3) showed stronger  
FC between the amygdala and similar visual areas during  
happy (amygdala×happy; zmax=3.96, p<0.001) and neutral 
(amygdala×neutral; zmax=3.31, p<0.001) faces, but not fearful 
faces when compared with rest after treatment with psilocybin. 
For both happy and neutral faces, the significant cluster was cen-
tred around the right intracalcarine and supracalcarine cortex. 
Contrasts between the different interaction terms, i.e. comparing 
amygdala connectivity between fearful and neutral faces (amygd
ala×fearful>amygdala×neutral), did not reveal any significant 

differences. Using the vmPFC as a pre-threshold mask did not 
produce any significant results for either of the models.

PPI: vmPFC

Similar to the amygdala, whole-brain analysis of the primary 
(simple) PPI model (Table 1, Figure 1(b)), with the vmPFC 
time-series as physiological and faces as psychological regres-
sor, showed significantly greater FC between the vmPFC and 
areas in the left occipital and parietal lobes (supracalcarine and 
intracalcarine cortex, precuneus and lingual gyrus) during face 
processing (vs rest) post-treatment versus pre-treatment 
(vmPFC×faces). When adding a bilateral amygdala mask for 

Figure 1. Results of the psychophysiological interaction (PPI) whole-brain and pre-thresholded analyses comparing functional connectivity (FC) 
of the amygdala (AMG) (a) and the ventromedial prefrontal cortex (vmPFC) (c) during face processing versus rest (simple model) before and after 
treatment with psilocybin. This analysis constituted the primary analysis of the study. Regions with increased connectivity (after>before) are 
depicted in red, decreased connectivity (before>after) in blue (cluster-corrected, p<0.05, z>2.3).
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Figure 2. Results of the psychophysiological interaction (PPI) whole-brain and pre-thresholded analysis comparing ventromedial prefrontal cortex 
(vmPFC) functional connectivity when processing different facial expressions (a=fearful, b=neutral) with rest (complex model) before and after 
treatment with psilocybin. The contrast with happy faces (vmPFC×happy) did not reveal any significant results. This analysis was conducted as a 
secondary analysis to provide a more comprehensive exploration of the different conditions in the experiment. Regions with increased connectivity 
(after>before) are depicted in red, decreased connectivity (before>after) in blue (cluster-corrected, p<0.05, z>2.3).

pre-threshold masking, the interaction term revealed signifi-
cantly higher connectivity between the vmPFC and right amyg-
dala during face processing before psilocybin treatment as 
compared to after; thus, supporting our primary hypothesis.

As secondary analysis, when taking the different facial expres-
sions into account (complex PPI model, Table 2 and Figure 2), 
the vmPFC showed increased FC with the right angular gyrus and 
lateral occipital cortex during fearful faces (vmPFC×fearful; 
zmax=3.74, p=0.044), with occipito-parietal visual areas centred 
around the cuneal cortex during happy faces (vmPFC×happy; 
zmax=3.32, p=0.040) and with the left cerebellum during neutral faces 
(vmPFC×neutral; zmax=3.54, p<0.001) after psilocybin treat-
ment as compared with before. Contrasting the interaction term 
for neutral with fearful faces (vmPFC×fearful>vmPFC×neutral) 
revealed significantly larger vmPFC FC with visual areas in the 
right hemisphere (lateral occipital cortex, occipital pole and occip-
ital-fusiform gyrus) during processing of fearful faces (zmax=3.32, 
p=0.023) after treatment with psilocybin. In line with results from 
the primary analysis of the simple PPI model, when the bilateral 
amygdala was added as a pre-threshold mask, significantly 
higher FC between the vmPFC and right amygdala before treat-
ment with psilocybin during processing of fearful (vmPFC×fearful; 
zmax=3.01, p=0.032) and neutral (vmPFC×neutral; zmax=3.47, 
p=0.041), but not happy (vmPFC×happy) faces was found.

Relation with amygdala response to fearful 
faces (task-analysis)

Response amplitudes (beta-weights) from the PPI fearful contrast 
(vmPFC×fearful) were correlated with amygdala responses to 
fearful faces in the task analysis (see Roseman et al., 2018). 
Contrary to expectations, the PPI contrast after treatment did not 
correlate with the task analysis (rfearful=0.19, p=0.425, R2=0.04); 
neither did the difference scores (rfearful=−0.12, p=0.629, 
R2=0.014). However, analyses did reveal a significant negative 
correlation between the PPI fearful contrast and the respective 
task contrast before treatment (rfearful=−0.48, p=0.040, R2=0.23), 
indicating that higher vmPFC-right amygdala FC was linked to a 
lower amygdala response to fearful faces before treatment with 
psilocybin.

Relationship with clinical outcomes

The primary clinical outcome of interest was the relationship 
between post-treatment FC changes and changes in BDI scores at 
the one-week endpoint. Important secondary outcomes of inter-
est were the relation to rumination and anxiety scores at one 
week, plus in-scanner anxiety scores. The relevant results are 
shown in Tables 3 and 4.
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Clinical outcomes. As already reported previously (Carhart-
Harris et al., 2018a; 2016a), BDI scores were significantly reduced 
at one week (mean reduction=22.26, SD=11.37, p<0.001); 63.2% 
of patients showed a treatment response (50% drop in BDI score) 
at this time-point, with 57.9% meeting criteria for remission 
(BDI⩽9). As evident from the RM ANOVA, rumination levels 
(RRS) differed significantly between time-points, F(2,36)=17.98, 
p<0.001, ηp2=0.50. Pairwise comparisons revealed a significant 
mean difference between baseline and one week (mean reduc-
tion=21.58, p<0.001, 95% confidence interval (CI) 14.3–28.83) 
as well as three months post-treatment (mean reduction=15.90, 
p<0.001, 95% CI 8.66–23.13), while there was no significant 
difference between the drop in scores at one week and three 
months (mean reduction=−5.68, p=0.197, 95% CI −14.6–3.23). 
Within-subjects contrasts further suggested a quadratic trend, 
F(1,18)=15.51, p=0.001, ηp2=0.463, indicating that rumination 

levels decreased from baseline to one week and then rose at three 
months, despite remaining significantly lower than at baseline.

Amygdala FC. With Bonferroni correction, none of the clinical 
outcome measures (BDI, RRS, STAI, in-scanner anxiety levels) 
was significantly correlated with amygdala FC after treatment or 
its change (∆beta) from baseline (Tables 3 and 4).

vmPFC FC. Right amygdala-vmPFC FC post-treatment was not  
significantly related to depression levels at one week (r=0.28, 
p=0.253), and neither did the change in right amygdala-vmPFC 
FC relate to change in BDI (r=0.04, p=0.876) or rumination 
from baseline (r=0.12, p=0.613). Absolute FC between the 
vmPFC and right amygdala after treatment did, however, signifi-
cantly correlate with rumination scores one-week post-treatment 
(r=0.54, p=0.018), with lower connectivity being linked to lower 

Table 2. Summary of results of the seed-to-voxel psychophysiological interaction analysis comparing functional connectivity (FC) when processing 
different facial expressions (happy, fearful, neutral) versus rest (complex model) for both regions of interest (ROIs), the bilateral amygdala (AMG) 
and ventromedial prefrontal cortex (vmPFC).

ROI Contrasts FC Regions Volume 
(mm3)

MNI_152 coordinates Difference 
max (z)

Sig.

x y z

AMG 
(bilat.)

AMG FC ↑ Lateral occipital cortex (R) 672 39 −71 16 3.54 1.02e−5

Occipital pole (R) 26 −90 32 3.53 2.08e−4

Middle temporal gyrus (R) 54 −56 4 3.16 7.89e−4

Intracalcarine cortex 1368 −3 −73 13 4.0 2.17e−8

Lingual gyrus 0 −72 6 4.0 3.17e−5

Lateral occipital cortex (L) −16 −84 18 3.86 5.67e−5

Supracalcarine cortex (R) 2 −76 12 3.81 6.95e−5

Cuneus (R) 2 −80 26 3.41 3.25e−4

AMG×happy ↑ Supracalcarine/intracalcarine cortex 1784 0 −69 15 3.96 2.73e−10

Cuneus (L) −18 −70 18 3.96 3.75e−5

Precuneus (L) −16 −66 28 3.54 2.00e−4

Precuneus/cuneus (R) 22 70 32 3.56 1.85e−4

AMG×neutral ↑ Supracalcarine cortex (R) 1013 4 −73 18 3.31 1.79e−6

Intracalcerine cortex (R) 10 −72 18 3.31 4.66e−4

Cuneus (R/L) 2/–18 −80/–70 26/18 3.31/3.21 4.66e−4/6.64e−4

Occipital pole (R) 16 −92 22 3.24 5.98e−4

Precuneus (R) 4 −60 10 3.08 0.001
Lateral occipital cortex (R) 26 −84 34 3.08 0.001

vmPFC 
(bilat.)

vmPFC×fear ↑ Angular gyrus/lateral occipital cortex (R) 282 48 −58 30 3.74 0.044
↓ Amygdala (R) 45 27 −5 −17 3.01 0.0321

vmPFC×happy ↑ Cuneus (R) 281 5 −73 29 3.32 0.041
Intracalcarine cortex (R) 6 −70 18 3.24 5.98e−4

Precuneus (R/L) 6/–6 −58/–72 8/40 2.84/3.01 0.002/0.001
Supracalcarine cortex (R) 2 −76 14 2.61 0.005

vmPFC×neutral ↑ Cerebellum 618 −32 −69 −33 3.54 2.34e−4

↓ Amygdala (R) 38 26 −7 −16 3.47 0.041a

vmPFC×fear > 
vmPFC×neutral

↑ Occipital pole/Lateral occipital cortex (R) 314 27 −88 0 3.32 0.023
Occipital fusiform gyrus (R) 24, 32 −86, –76 0, –8 3.32, 2.63 4.50e−4, 0.004
Occipital pole (R) 20 −98, –88 6, 10 3.08, 2.56 0.001, 0.005

L: left hemisphere; R: right hemisphere; MNI_152: Montreal Neurological Institute (MNI) brain template based on 152 healthy subjects; Sig: significance level.
↑/↓=increased (after>before)/decreased (before>after) after psilocybin. Overall clusters are depicted in bold, local maxima in simple font; MNI_152 coordinates are 
given for the centre of gravity (COG) of overall clusters and of the voxel with maximum intensity (z-max) for local maxima; significance values are reported for the overall 
cluster (in bold) and the z-max of local maxima.
aPre-threshold masking with bilateral AMG mask.
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rumination levels (see Figure 3c). This result remained signifi-
cant with a Bonferroni corrected α of 0.025.

FC between the vmPFC and the occipital-parietal cluster after 
treatment was significantly correlated with BDI scores at one 
week (r=−0.46, p=0.048; Figure 3b), and so were the respective 
change scores (r=0.50, p=0.029 ; Figure 3a). In line with this, 
responders (t(17)=−2.48, p=0.024) and remitters (t(17)=−3.45, 
p=0.003) at one week differed significantly in terms of vmPFC-
occipital-parietal FC change, and the result for remitters remained 
significant after Bonferroni correction. Additionally, the vmPFC-
occipital-parietal FC change was significantly correlated with 
change in STAI at one week (r=0.54, p=0.017), indicating that a 
larger increase in connectivity was associated with a greater 
decrease in anxiety from baseline. However, this result did not 

quite hold under a Bonferroni corrected α of 0.013. No signifi-
cant correlations to anxiety levels rated during post-treatment 
scanning or its change from baseline were found.

Discussion
The current analyses constitute an extension to previous work 
that revealed increased amygdala responsiveness post treatment 
with psilocybin for TRD (Roseman et al., 2018). Here we aimed 
to investigate changes in FC of the amygdala and vmPFC during 
the same face-processing paradigm performed at baseline and 
one-day after treatment with psilocybin for TRD. Based on previ-
ous results of altered FC under and after psychedelics (Carhart-
Harris et al., 2017; Grimm et al., 2018; Roseman et al., 2014) and 
the findings of Roseman et al. (2018) showing increased respon-
sivity of the right amygdala to fearful and happy faces after treat-
ment with psilocybin in patients with TRD, we hypothesised 
post-treatment changes in FC between the amygdala and the 
vmPFC, decreased amygdala-vmPFC FC in particular, during 
face processing. It was further hypothesised that the proposed FC 
changes of the amygdala and vmPFC would relate to improve-
ments in depression (primary clinical outcome) at one-week, and 
anxiety and rumination scores one-week post-treatment, plus 
in-scanner anxiety (secondary clinical outcomes).

vmPFC-right amygdala FC

Our findings provide some support for the key hypothesis of 
altered amygdala-PFC FC after treatment with psilocybin. 
Consistent with the prior hypothesis, we observed a reduction in 
vmPFC FC to the right amygdala during face processing after 
treatment with psilocybin. Further analysis showed that this 
effect was driven by the viewing of fearful and neutral faces in 
particular. One plausible, although somewhat speculative, physi-
ological mechanism which would be consistent with this effect is 
decreased inhibitory input from the vmPFC to the right amygdala 
during emotional face-viewing post-treatment with psilocybin 
resulting in a disinhibitory influence on amygdala responsiveness 
during the same paradigm.

We previously found that increased amygdala responsiveness 
to fearful (versus neutral) faces was related to improved clinical 
outcomes at one day, one week, and three weeks post-treatment 
(Roseman et al. 2018), but the reduction in vmPFC-right amyg-
dala FC during face processing observed in the present analysis 
was not significantly associated with depression severity at one 
week. However, vmPFC-right amygdala FC post-treatment was 
significantly related to levels of rumination at one week, with 
lower connectivity being associated with less rumination. 
Additionally, rumination levels were significantly decreased at 
one week and three months post-treatment with psilocybin. 
Despite the non-significant relation to BDI scores, considering 
that rumination is a strong risk factor for the development and 
maintenance of depressive episodes (Cooney et al., 2010), 
decreased amygdala-prefrontal connectivity after psilocybin may 
still be an important underlying mechanism for the observed 
symptom improvement. This is consistent with work by Berman 
et al. (2011) who found that greater RSFC within the DMN, 
including the vmPFC, correlated with rumination scores in major 

Figure 3. Ventromedial prefrontal cortex (vmPFC) functional 
connectivity (FC) during face processing (simple model) post-treatment 
plotted against clinical outcomes: (a) and (b) Beck Depression 
Inventory (BDI) and (c) Ruminative Response Scale (RRS) at one week.
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depression. Failure to disengage DMN regions may be an impor-
tant component of the mechanics of depression (Berman et al., 
2011; Hamilton et al., 2015; Hayley and Litteljohn, 2013). At the 
same time – and in contrast to research on the aetiology of anxi-
ety, fear conditioning and PTSD (Engel et al., 2009; Koenigs and 
Grafman, 2009; Robinson et al., 2016; Stevens et al., 2013) – 
decreased prefrontal-amygdala FC was not associated with levels 
of anxiety during scanning or one week after treatment. Similarly, 
Roseman et al. (2018) found no association between amygdala 
response and levels of anxiety.

Taken together, while certainly preliminary, these results chal-
lenge the general view of amygdala responsivity/hyperactivity 
and decreased amygdala-prefrontal connectivity as being indica-
tive of psychopathology per se. While quite consistently described 
as a biomarker and risk factor in the literature on states of emo-
tional dysregulation, such as depression, the current results, 
together with those of Roseman et al. (2018), suggest a more 
nuanced interpretation. One potential explanation is that 

conventional antidepressants and psilocybin have fundamentally 
different actions on emotional processing (Carhart-Harris and 
Nutt, 2017), with conventional antidepressants down-regulating 
emotional responsiveness (Goodwin et al., 2017) and psyche-
delics allowing patients to more fully engage with emotions 
(Carhart-Harris et al., 2018b; Roseman et al., 2018). One might 
connect these findings to patient reports of increased emotional 
acceptance and decreased emotional avoidance after psilocybin 
therapy, which contrasts with the emotionally-muting effects 
patients described with their past antidepressant use (Watts et al., 
2017). Increased amygdala responsiveness, accompanied by 
decreased engagement of prefrontal control regions, as suggested 
by the current findings, might be an important underlying mecha-
nism involved in the emotional reconnection reported with suc-
cessful psychedelic therapy (Watts et al., 2017).

Caution is needed not to draw firm conclusions here, how-
ever. While, as predicted, we did observe decreased vmPFC-right 
amygdala FC during the processing of fearful and neutral faces, 

Table 3. Relation of amygdala and ventromedial prefrontal cortex (vmPFC) functional connectivity (FC) to clinical outcomes (Beck Depression 
Inventory (BDI), Ruminative Response Scale (RRS)) one-week post-treatment.

ROI FC cluster BDI RRS

Raw score Change Response Remission Raw score Change

 1 week 1 week (n=12) 1 week (n=11) 1 week

 r p r P t p t p r p r p

Amygdala 
(bilat.)

Parietal-occipital after −0.35 0.146 −1.83 0.091 −2.55 0.023a −0.31 0.193  
Parietal-occipital ∆beta 0.22 0.369 −1.13 0.275 −1.51 0.150 0.30 0.213

vmPFC Amygdala (R) after 0.28 0.253 1.09 0.291 1.30 0.213 0.54 0.018b  
Amygdala (R) ∆beta 0.04 0.876 −0.33 0.746 −0.22 0.832 0.12 0.613
Parietal-occipital after −0.46 0.048a −1.21 0.243 −1.93 0.070 −0.13 0.604  
Parietal-occipital ∆beta 0.50 0.029a −2.48 0.024 −3.45 0.003b 0.14 0.578

R: right hemisphere; ROI: region of interest.
∆beta=after–before, clinical ‘change’=before–after.
aSignificant at α=0.05; bsignificant at the Bonferroni corrected α=0.008 (BDI)/α=0.025 (RRS).

Table 4. Relation of amygdala and ventromedial prefrontal cortex (vmPFC) functional connectivity (FC) to anxiety levels (in-scanner ratings one day, 
State-Trait Anxiety Inventory (STAI) one week) post-treatment.

ROI FC cluster Anxiety

 In-scanner STAI

Raw score Change Raw score Change

 1 day 1 week

 r p r p R p r p

Amygdala 
(bilat.)

Parietal-occipital after −0.14 0.566 −0.33 0.162  
Parietal-occipital ∆beta 0.27 0.261 0.23 0.338

vmPFC Amygdala (R) after 0.15 0.531 0.22 0.361  
Amygdala (R) ∆beta −0.14 0.571 0.13 0.606
Parietal-occipital after −0.16 0.527 −0.28 0.243  
Parietal-occipital ∆beta 0.43 0.066 0.54 0.017

R: right hemisphere; ROI: region of interest.
∆beta=after–before, clinical ‘change’=before–after.
aSignificant at α=0.05, but not at the Bonferroni corrected α=0.013.
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the degree of this connectivity change did not significantly cor-
relate with the degree of increased amygdala responsiveness after 
treatment identified in the task analysis and neither do we have 
information about the direction of information flow from the pre-
sent analyses.

Further changes in FC

Additionally, the amygdala and vmPFC showed increased FC 
with occipital and parietal cortices during face processing post-
treatment with psilocybin. More precisely, the vmPFC showed 
significantly higher FC with areas in the visual cortex during face 
processing, and this was linked to change in depression and anxi-
ety scores at one week as well as criteria for response and remis-
sion of depression. Increased visual cortex activity (reported by 
Roseman et al., 2018) and connectivity to the vmPFC and amyg-
dala (found in the present analyses) could be the result of 
increased task engagement and changes in emotional stimulus 
recognition and processing post-treatment, e.g. perhaps patients 
were simply attending to the faces more after treatment (Harmer 
et al., 2009a; Harmer et al., 2009b; Jonassen et al., 2015) and thus 
engaging relevant circuitry. The results may also be reflective of 
increased engagement of amygdala-visual cortex circuitry post-
treatment, a circuitry that is known to be involved in the normal 
detection and evaluation of emotionally salient stimuli (Morris 
et al., 1998; Vuilleumier and Pourtois, 2007). Increased connec-
tivity to the precuneus is particularly intriguing as this region and 
the surrounding posterior cingulate is not just involved in visual-
spatial navigation, but also a component of the DMN, thought to 
be involved in self-consciousness, reflective self-awareness, epi-
sodic memory and imagination (Cavanna and Trimble, 2006; 
Hassabis et al., 2007; Utevsky et al., 2014).

Importantly, considering our previous results (Roseman et al., 
2018) and the often described hypersensitivity of the amygdala to 
negative stimuli in particular in depression (Ma, 2015), it is quite 
notable and worth mentioning that the secondary (complex) anal-
ysis did not reveal a significant difference when contrasting 
amygdala FC during fearful versus neutral faces (amygdala×fea
rful>amygdala×neutral). Accordingly, it must be emphasised 
that only some of the given results substantiate the made predic-
tions for the analysis of the secondary (complex) PPI model.

Limitations

Focusing on design limitations, the given study was an open-
label feasibility study; therefore, there was no blinding or pla-
cebo condition, and the sample size was relatively small. Small 
sample sizes generate low statistical power and increase the 
chances of inferential errors (Button et al., 2013). PPI models 
generally suffer from lack of power due to multicollinearity 
between regressors (O’Reilly et al., 2012: https://fsl.fmrib.ox.ac.
uk/fsl/fslwiki/PPICaveats). This makes the use of larger samples 
particularly important. In this regard, it is also crucial to keep in 
mind that some of the analyses on relation to clinical outcome did 
not survive the applied Bonferroni correction for multiple testing, 
which weakens the respective results. In this respect, it must also 
be considered that in fact two separate PPI analyses – a primary 
(simple) model and a secondary (complex) model – were con-
ducted with two ROIs, the amygdala and the vmPFC, adding to 

the problem of multiple comparisons. Reasons for analysing both 
PPI models are given above, but the number of comparisons have 
to be kept in mind as an important limitation. A potential solution 
and option for future studies to partly resolve this, would be the 
use of non-parametric testing.

Additionally, the sample comprised a very specific patient 
group: TRD. This limits the generalisability of the results and 
introduces bias in favour of alternative antidepressant treatments 
(e.g. psychedelic drugs), since multiple standard treatments had 
been unsuccessful in the patient sample. In order to rule out that 
these results are sample and/or TRD-specific, future studies 
should explore psilocybin as a treatment for non-treatment-resist-
ant major depression in a larger sample, using a placebo-con-
trolled design. However, it must be acknowledged that the 
inclusion of an effective placebo condition is very difficult when 
studying psychedelic drugs. This is due to the fact that the subjec-
tive effects of a high-dose psychedelic experience are so notice-
able that they break the blinding. Alternative strategies include 
the use of a low dose of the psychedelic as a control condition or 
to compare the psychedelic against an active pharmacological 
control, such as stimulants (e.g. amphetamines or methylpheni-
date), a sedative (e.g. a benzodiazepine) or a selective serotonin 
reuptake inhibitor (SSRI). Furthermore, based on results from the 
present study, it is not possible to disentangle the drug-specific 
effects from those of the psychological support provided during 
the treatment. Adding a psilocybin without psychological support 
condition would resolve this issue, although it is questionable 
whether it is ethical to administer a high dose of psilocybin to a 
vulnerable population without psychological support, as it would 
imply risks for the patients and could certainly hinder clinical 
improvement, if not worsen outcomes (Carhart-Harris et al., 
2018d; Studerus et al., 2012). In this respect, it is important to 
consider that the provided psychological support and in-session 
‘check-ins’ in the present study were kept to a minimum (i.e. only 
one preparation and one integration session, plus acute and peri-
acute support, but no specific psychotherapeutic interventions), 
in order to minimise their potential effect.

Additionally, while patients were requested to down-titrate 
their antidepressant medication over a minimum wash-out period 
of two weeks, it must be acknowledged that (a) patient 2 contin-
ued taking venlafaxine (a 5-HT-norepinephrine reuptake inhibi-
tor) throughout both dosing and scanning sessions and was not 
excluded from the present analyses, and (b) in general a wash-out 
period of two weeks might be insufficient and could potentially 
bias the clinical and neurobiological results. Both factors consti-
tute a limitation and should be ruled out in future studies.

FC analyses provide information on the temporal correlation 
between activity in spatially separate regions of the brain; how-
ever, they do not provide information on directionality and causal 
interactions between brain regions. Given our prior hypothesis, 
that reduced top-down control from the vmPFC to the amygdala 
might explain the increased responsiveness of the amygdala to 
emotional faces seen previously (Roseman et al., 2018), the next 
logical step would be to explore this question using a metric capa-
ble of providing information about causal information flow. 
Future work is now required to test this hypothesis more directly, 
not just by improving our imaging analyses, e.g. incorporating 
dynamic causal modelling (DCM; Frassle et al., 2017) and 
perhaps using other complementary imaging modalities (e.g. 
magnetoencephalography (MEG)) and supplementary emotional 

https://fsl.fmrib.ox.ac.uk/fsl/fslwiki/PPICaveats
https://fsl.fmrib.ox.ac.uk/fsl/fslwiki/PPICaveats
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processing paradigms, but also by improving our indices of emo-
tional re-engagement and acceptance/avoidance (although see 
Stroud et al., 2018). Using the Dynamic Emotional Recognition 
Task, Stroud et al. (2018) provided evidence for improved emo-
tional processing to levels of healthy controls in TRD patients 
after treatment with psilocybin. Modulating techniques, such as 
repetitive transcranial magnetic stimulation (rTMS) to temporar-
ily disrupt vmPFC function could also be applied. With the pre-
sent paradigm, regressing out missed trials and/or including 
reaction times as a proxy of attention as a regressor in the GLM 
could be used to ensure that measured effects are not solely due to 
attentional changes or confounded by differences in engagement 
with, and more specifically, looking at, the relevant task stimuli 
(Harmer et al., 2004; Jonassen et al., 2015). Alternatively, for the 
same purpose, eye-tracking could be employed in future studies.

Conclusion
Psilocybin constitutes a novel and promising treatment strategy 
for TRD and perhaps other psychiatric disorders. The results of 
the current PPI analyses revealed greater FC between the vmPFC 
and, independently, the bilateral amygdala, and occipital-parietal 
cortices during face processing after treatment with psilocybin in 
TRD, with the vmPFC FC increases correlating with improve-
ments in depression symptomatology. Consistent with our prior 
hypothesis, we also observed a decrease in FC between the 
vmPFC and right amygdala during face processing post-treat-
ment with psilocybin, which was related to rumination levels at 
one week. These results provide further information on the mech-
anisms underlying the treatment effect of psilocybin and may be 
relevant to patients’ reports of an increased ability and willing-
ness to engage with their emotions post-psilocybin therapy. Thus, 
we predict that the previously observed increase in amygdala 
responsiveness (Roseman et al., 2018), combined with a decrease 
in FC to prefrontal control regions, as cautiously implied here, 
may relate to an increase in emotional sensitivity and acceptance 
post-treatment with psilocybin (Watts et al., 2017). The proposed 
therapeutic mechanisms of the psilocybin treatment model are 
quite different to those hypothesised to underlie the action of 
classical antidepressants. However, there are also some similari-
ties, most notably in relation to increased plasticity and the 
importance of context to the effectiveness of each treatment 
(Carhart-Harris and Nutt, 2017; Carhart-Harris et al., 2018c). 
Due to the methodological limitations of the design and analysis, 
the drawn conclusions must be regarded as preliminary. Future 
studies and more powerful and robust analyses are now required 
to examine the reliability of these inferences.

Authors’ Note
Lea J Mertens is now affiliated to Department of Molecular Neuro-
imaging, Central Institute of Mental Health (CIMH), Heidelberg 
University, Mannheim, Germany.

Acknowledgements
The infrastructure support for this trial was provided by the NIHR 
Imperial Clinical Research Facility and NIHR Imperial Biomedical 
Research Centre.

Declaration of conflicting interests
The author(s) declared no potential conflicts of interest with respect to 
the research, authorship, and/or publication of this article.

Funding
The author(s) disclosed receipt of the following financial support for the 
research, authorship and/or publication of this article: This trial was 
funded by a UK Medical Research Council Grant and the Alex Mosley 
Charitable Trust. Trial Registration: ISRCTN number: ISRCTN14426797. 
EudraCT number: 2013-003196-35.

ORCID iDs
Lea J Mertens  https://orcid.org/0000-0003-4415-3941
Matthew B Wall  https://orcid.org/0000-0002-0493-6274
Leor Roseman  https://orcid.org/0000-0001-9990-6029
Robin L Carhart-Harris  https://orcid.org/0000-0002-6062-7150

Supplemental material
Supplemental material for this article is available online.

References
Avants BB, Tustison N and Song G (2008) Advanced normalization tools 

(ANTS). Insight J 2: 1–35.
Beck A, Steer R and Garbin M (1988) Psychometric properties of the 

Beck Depression Inventory: Twenty-five years of evaluation. Clin 
Psychol Rev 8: 77–100.

Berman MG, Peltier S, Nee DE, et al. (2011) Depression, rumination and 
the default network. Soc Cogn Affect Neurosci 6: 548–555.

Bogenschutz MP, Forcehimes AA, Pommy JA, et al. (2015) Psilocybin-
assisted treatment for alcohol dependence: A proof-of-concept study. 
J Psychopharmacol 29: 289–299.

Button KS, Ioannidis JP, Mokrysz C, et al. (2013) Power failure: Why 
small sample size undermines the reliability of neuroscience. Nat 
Rev Neurosci 14: 365–376.

Carhart-Harris RL (2019) How do psychedelics work? Curr Opin Psy-
chiatry 32: 16–21.

Carhart-Harris RL, Bolstridge M, Day CMJ, et al. (2018a) Psilocybin 
with psychological support for treatment-resistant depression: Six-
month follow-up. Psychopharmacology (Berl) 235: 399–408.

Carhart-Harris RL, Bolstridge M, Rucker J, et al. (2016a) Psilocybin with 
psychological support for treatment-resistant depression: An open-
label feasibility study. Lancet Psychiatry 3: 619–627.

Carhart-Harris RL, Erritzoe D, Haijen E, et al. (2018b) Psychedelics and 
connectedness. Psychopharmacology (Berl) 235: 547–550.

Carhart-Harris RL, Erritzoe D, Williams T, et al. (2012) Neural correlates 
of the psychedelic state as determined by fMRI studies with psilocy-
bin. Proc Natl Acad Sci USA 109: 2138–2143.

Carhart-Harris RL, Murphy K, Leech R, et al. (2015) The effects of 
acutely administered 3,4-methylenedioxymethamphetamine on 
spontaneous brain function in healthy volunteers measured with 
arterial spin labeling and blood oxygen level-dependent resting state 
functional connectivity. Biol Psychiatry 78: 554–562.

Carhart-Harris RL, Muthukumaraswamy S, Roseman L, et al. (2016b) 
Neural correlates of the LSD experience revealed by multimodal 
neuroimaging. Proc Natl Acad Sci USA 113: 4853–4858.

Carhart-Harris RL and Nutt DJ (2017) Serotonin and brain function: A 
tale of two receptors. J Psychopharmacol 31: 1091–1120.

Carhart-Harris RL, Roseman L, Bolstridge M, et al. (2017) Psilocybin for 
treatment-resistant depression: fMRI-measured brain mechanisms. 
Sci Rep 7: 13187.

Carhart-Harris RL, Roseman L, Haijen E, et al. (2018c) Psychedel-
ics and the essential importance of context. J Psychopharmacol 
269881118754710.

Carhart-Harris RL, Roseman L, Haijen E, et al. (2018d) Psychedelics 
and the essential importance of context. J Psychopharmacol 32: 
725–731.

Cavanna AE and Trimble MR (2006) The precuneus: A review of its 
functional anatomy and behavioural correlates. Brain 129: 564–
583.

https://orcid.org/0000-0003-4415-3941
https://orcid.org/0000-0002-0493-6274
https://orcid.org/0000-0001-9990-6029
https://orcid.org/0000-0002-6062-7150


Mertens et al. 13

Cooney RE, Joormann J, Eugene F, et al. (2010) Neural correlates of 
rumination in depression. Cogn Affect Behav Neurosci 10: 470–478.

Cox RW (1996) AFNI: Software for analysis and visualization of functional 
magnetic resonance neuroimages. Comput Biomed Res 29: 162–173.

Cunningham WA, Van Bavel JJ and Johnsen IR (2008) Affective flex-
ibility: Evaluative processing goals shape amygdala activity. Psychol 
Sci 19: 152–160.

Dale AM, Fischl B and Sereno MI (1999) Cortical surface-based analysis. 
I. Segmentation and surface reconstruction. Neuroimage 9: 179–194.

Dannlowski U, Ohrmann P, Konrad C, et al. (2009) Reduced amygdala-
prefrontal coupling in major depression: Association with MAOA 
genotype and illness severity. Int J Neuropsychopharmacol 12: 
11–22.

Drevets WC, Videen TO, Price JL, et al. (1992) A functional anatomical 
study of unipolar depression. J Neurosci 12: 3628–3641.

Engel K, Bandelow B, Gruber O, et al. (2009) Neuroimaging in anxiety 
disorders. J Neural Transm (Vienna) 116: 703–716.

Frassle S, Lomakina EI, Razi A, et al. (2017) Regression DCM for fMRI. 
Neuroimage 155: 406–421.

Fusar-Poli P, Placentino A, Carletti F, et al. (2009) Functional atlas of 
emotional faces processing: A voxel-based meta-analysis of 105 
functional magnetic resonance imaging studies. J Psychiatry Neu-
rosci 34: 418–432.

Gasser P, Holstein D, Michel Y, et al. (2014) Safety and efficacy of lyser-
gic acid diethylamide-assisted psychotherapy for anxiety associated 
with life-threatening diseases. J Nerv Ment Dis 202: 513–520.

Godlewska BR, Norbury R, Selvaraj S, et al. (2012) Short-term SSRI 
treatment normalises amygdala hyperactivity in depressed patients. 
Psychol Med 42: 2609–2617.

Goeleven E, De Raedt R, Leyman L, et al. (2008) The Karolinska directed 
emotional faces: A validation study. Cognit Emot 22: 1094–1118.

Goodwin GM, Price J, De Bodinat C, et al. (2017) Emotional blunting 
with antidepressant treatments: A survey among depressed patients. 
J Affect Disord 221: 31–35.

Gordon JA and Hen R. (2004) The serotonergic system and anxiety. 
Neuromolecular Med 5: 27–40.

Griffiths RR, Johnson MW, Carducci MA, et al. (2016) Psilocybin pro-
duces substantial and sustained decreases in depression and anxiety 
in patients with life-threatening cancer: A randomized double-blind 
trial. J Psychopharmacol 30: 1181–1197.

Grimm O, Kraehenmann R, Preller KH, et al. (2018) Psilocybin modu-
lates functional connectivity of the amygdala during emotional face 
discrimination. Eur Neuropsychopharmacol 28: 691–700.

Grob CS, Danforth AL, Chopra GS, et al. (2011) Pilot study of psilocybin 
treatment for anxiety in patients with advanced-stage cancer. Arch 
Gen Psychiatry 68: 71–78.

Hamilton JP, Farmer M, Fogelman P, et al. (2015) Depressive rumi-
nation, the default-mode network, and the dark matter of clinical 
neuroscience. Biol Psychiatry 78: 224–230.

Hamilton M (1960) A rating scale for depression. J Neurol Neurosurg 
Psychiatry 23: 56–62.

Hariri AR, Bookheimer SY and Mazziotta JC (2000) Modulating emo-
tional responses: Effects of a neocortical network on the limbic 
system. Neuroreport 11: 43–48.

Harmer CJ, Duman RS and Cowen PJ (2017) How do antidepressants 
work? New perspectives for refining future treatments. Lancet 
Psychiatry 4: 409–418.

Harmer CJ, Goodwin GM and Cowen PJ (2009a) Why do antidepressants 
take so long to work? A cognitive neuropsychological model of anti-
depressant drug action. Br J Psychiatry 195: 102–108.

Harmer CJ, O’Sullivan U, Favaron E, et al. (2009b) Effect of acute anti-
depressant administration on negative affective bias in depressed 
patients. Am J Psychiatry 166: 1178–1184.

Harmer CJ, Shelley NC, Cowen PJ, et al. (2004) Increased positive ver-
sus negative affective perception and memory in healthy volunteers 
following selective serotonin and norepinephrine reuptake inhibi-
tion. Am J Psychiatry 161: 1256–1263.

Hassabis D, Kumaran D and Maguire EA (2007) Using imagination 
to understand the neural basis of episodic memory. J Neurosci 27: 
14365–14374.

Hayley S and Litteljohn D (2013) Neuroplasticity and the next wave of 
antidepressant strategies. Front Cell Neurosci 7: 218.

Johnson MW, Garcia-Romeu A and Griffiths RR (2017) Long-term 
follow-up of psilocybin-facilitated smoking cessation. Am J Drug 
Alcohol Abuse 43: 55–60.

Jonassen R, Chelnokova O, Harmer C, et al. (2015) A single dose of 
antidepressant alters eye-gaze patterns across face stimuli in healthy 
women. Psychopharmacology (Berl) 232: 953–958.

Koenigs M and Grafman J (2009) Posttraumatic stress disorder: The 
role of medial prefrontal cortex and amygdala. Neuroscientist 15: 
540–548.

Kong L, Chen K, Tang Y, et al. (2013) Functional connectivity between 
the amygdala and prefrontal cortex in medication-naive individuals 
with major depressive disorder. J Psychiatry Neurosci 38: 417–422.

Lebedev AV, Lovden M, Rosenthal G, et al. (2015) Finding the self by 
losing the self: Neural correlates of ego-dissolution under psilocybin. 
Hum Brain Mapp 36: 3137–3153.

Ma Y (2015) Neuropsychological mechanism underlying antidepressant 
effect: A systematic meta-analysis. Mol Psychiatry 20: 311–319.

Madsen MK, Fisher PM, Burmester D, et al. (2019) Psychedelic 
effects of psilocybin correlate with serotonin 2A receptor occu-
pancy and plasma psilocin levels. Neuropsychopharmacology 44: 
1328–1334.

Majic T, Schmidt TT and Gallinat J (2015) Peak experiences and the 
afterglow phenomenon: When and how do therapeutic effects of hal-
lucinogens depend on psychedelic experiences? J Psychopharmacol 
29: 241–253.

Moreno FA, Wiegand CB, Taitano EK, et al. (2006) Safety, tolerability, 
and efficacy of psilocybin in 9 patients with obsessive-compulsive 
disorder. J Clin Psychiatry 67: 1735–1740.

Morris JS, Friston KJ, Buchel C, et al. (1998) A neuromodulatory role 
for the human amygdala in processing emotional facial expressions. 
Brain 121: 47–57.

Moses-Kolko EL, Perlman SB, Wisner KL, et al. (2010) Abnormally 
reduced dorsomedial prefrontal cortical activity and effective con-
nectivity with amygdala in response to negative emotional faces in 
postpartum depression. Am J Psychiatry 167: 1373–1380.

Muthukumaraswamy SD, Carhart-Harris RL, Moran RJ, et al. (2013) 
Broadband cortical desynchronization underlies the human psyche-
delic state. J Neurosci 33: 15171–15183.

Nichols DE (2016) Psychedelics. Pharmacol Rev 68: 264–355.
Nolen-Hoeksema S (1991) Responses to depression and their effects on 

the duration of depressive episodes. J Abnorm Psychol 100: 569–582.
O’Reilly JX, Woolrich MW, Behrens TE, et al. (2012) Tools of the trade: 

Psychophysiological interactions and functional connectivity. Soc 
Cogn Affect Neurosci 7: 604–609.

Osorio Fde L, Sanches RF, Macedo LR, et al. (2015) Antidepressant 
effects of a single dose of ayahuasca in patients with recurrent 
depression: A preliminary report. Rev Bras Psiquiatr 37: 13– 20.

Preller KH and Vollenweider FX (2018) Phenomenology, structure, 
and dynamic of psychedelic states. Curr Top Behav Neurosci 36: 
221–256.

Ramasubbu R, Konduru N, Cortese F, et al. (2014) Reduced intrinsic 
connectivity of amygdala in adults with major depressive disorder. 
Front Psychiatry 5: 17.

Riedel M, Moller HJ, Obermeier M, et al. (2010) Response and remis-
sion criteria in major depression: A validation of current practice. J 
Psychiatr Res 44: 1063–1068.

Robinson OJ, Krimsky M, Lieberman L, et al. (2016) Anxiety-poten-
tiated amygdala-medial frontal coupling and attentional control. 
Transl Psychiatry 6: e833.

Roseman L, Demetriou L, Wall MB, et al. (2018) Increased amygdala 
responses to emotional faces after psilocybin for treatment-resistant 
depression. Neuropharmacology 142: 263–269.



14 Journal of Psychopharmacology 00(0)

Roseman L, Leech R, Feilding A, et al. (2014) The effects of psilocybin 
and MDMA on between-network resting state functional connectivity 
in healthy volunteers. Front Hum Neurosci 8: 204.

Roseman L, Nutt DJ and Carhart-Harris RL (2017) Quality of acute psy-
chedelic experience predicts therapeutic efficacy of psilocybin for 
treatment-resistant depression. Front Pharmacol 8: 974.

Rosenkranz JA, Moore H and Grace AA (2003) The prefrontal cortex 
regulates lateral amygdala neuronal plasticity and responses to previ-
ously conditioned stimuli. J Neurosci 23: 11054–11064.

Ross S, Bossis A, Guss J, et al. (2016) Rapid and sustained symptom 
reduction following psilocybin treatment for anxiety and depression 
in patients with life-threatening cancer: A randomized controlled 
trial. J Psychopharmacol 30: 1165–1180.

Rush AJ, Trivedi MH, Ibrahim HM, et al. (2003) The 16-Item Quick 
Inventory of Depressive Symptomatology (QIDS), clinician rating 
(QIDS-C), and self-report (QIDS-SR): A psychometric evalua-
tion in patients with chronic major depression. Biol Psychiatry 54: 
573–583.

Sampedro F, de la Fuente Revenga M, Valle M, et al. (2017) Assessing 
the psychedelic ‘after-glow’ in ayahuasca users: Post-acute neuro-
metabolic and functional connectivity changes are associated with 
enhanced mindfulness capacities. Int J Neuropsychopharmacol 20: 
698–711.

Siegel JS, Power JD, Dubis JW, et al. (2014) Statistical improvements 
in functional magnetic resonance imaging analyses produced by 
censoring high-motion data points. Hum Brain Mapp 35: 1981–
1996.

Smith SM, Jenkinson M, Woolrich MW, et al. (2004) Advances in func-
tional and structural MR image analysis and implementation as FSL. 
Neuroimage 23(Suppl 1): S208–S219.

Somerville LH, Kim H, Johnstone T, et al. (2004) Human amygdala 
responses during presentation of happy and neutral faces: Correla-
tions with state anxiety. Biol Psychiatry 55: 897–903.

Spielberger CD, Gorsuch RL, Lushene R, et al. (1983) Manual for the 
State-Trait Anxiety Inventory. Palo Alto, CA: Consulting Psycholo-
gists Press.

Stevens JS, Jovanovic T, Fani N, et al. (2013) Disrupted amygdala-pre-
frontal functional connectivity in civilian women with posttraumatic 
stress disorder. J Psychiatr Res 47: 1469–1478.

Stroud JB, Freeman TP, Leech R, et al. (2018) Psilocybin with psycho-
logical support improves emotional face recognition in treatment-
resistant depression. Psychopharmacology (Berl) 235: 459–466.

Studerus E, Gamma A, Kometer M, et al. (2012) Prediction of psilocybin 
response in healthy volunteers. PLoS One 7: e30800.

Treynor W, Gonzalez R and Nolen-Hoeksema S. (2003) Rumination 
reconsidered: A psychometric analysis. Cogn Ther Res 27: 247–259.

Utevsky AV, Smith DV and Huettel SA (2014) Precuneus is a functional 
core of the default-mode network. J Neurosci 34: 932–940.

Vuilleumier P and Pourtois G (2007) Distributed and interactive brain 
mechanisms during emotion face perception: Evidence from func-
tional neuroimaging. Neuropsychologia 45: 174–194.

Watts R, Day CM, Krzanowski J, et al. (2017) Patients’ accounts of 
increased ‘connectedness’ and ‘acceptance’ after psilocybin for 
treatment-resistant depression. J Human Psychol 57: 520–564.




