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Abstract

Objectives—Past studies have shown that many individuals who use antidepressants do not have
a current or lifetime history of mental disorders. However, recent studies suggest that the one-time
retrospective evaluation of mental disorders commonly used in such studies may substantially
underestimate the true lifetime prevalence of mental disorders. We examined the prevalence of
mental disorders, assessed prospectively over multiple interviews, among individuals currently
using antidepressants in a community sample.

Methods—Using data from the Baltimore Epidemiologic Catchment Area (ECA) Survey Wave 1
(1981) through Wave 4 (2004) (N = 1071), we assessed lifetime prevalence of common mood and
anxiety disorders according to the DSM-I11 and DSM-111-R criteria, based on 4 interviews, among
participants who reported current antidepressant use. Furthermore, we examined factors associated
with current antidepressant use.

Results—Thirteen percent of participants at Wave 4 reported currently using antidepressant
medications. Among antidepressant users, 69% never met criteria for major depressive disorder
(MDD), and 38% never met criteria for MDD, obsessive-compulsive disorder, panic disorder,
social phobia, or generalized anxiety disorder in their lifetime. Female gender, Caucasian
ethnicity, recent or current physical problems (e.g., loss of bladder control, hypertension and back
pain) and recent mental health facility visits were associated with antidepressant use in addition to
mental disorders.

Conclusions—Many individuals who are prescribed and use antidepressant medications may
not have met criteria for mental disorders. Our data indicate that antidepressants are commonly
used in the absence of clear evidence-based indications.

Correspondence: Yoichiro Takayanagi MD, PhD, Department of Mental Health, Johns Hopkins Bloomberg School of Public Health
624 North Broadway, Baltimore, MD 21205. ytakayan@jhsph.edu, ytakayanl@gmail.com.

Additional information

Baltimore ECA database is owned by the Department of Mental Health, Johns Hopkins Bloomberg School of Public Health and is not
publicly available
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Introduction

Methods

Sample

Antidepressant (AD) prescribing and use have increased rapidly in the past two decades.1-3
The introduction of new agents such as selective serotonin reuptake inhibitors (SSRIs) and
serotonin and norepinephrine reuptake inhibitors (SNRIs), which are better tolerated than
the older tricyclic antidepressants (TCA), has contributed to the rapid rise in AD
prescription.?

The rise in prescription and use of ADs has coincided with increased numbers of individuals
using these medications who do not meet criteria for mental disorders 4-6 and who may
suffer from mild mood or anxiety symptoms.” Recent studies suggest that up to 73% of AD
users may not carry any psychiatric diagnosis.® There is some evidence that this potential
AD use without an indicated mental disorder diagnosis may be more pronounced in some
population subgroups, including females, 8-11 older adults,® 19 whites 2 and individuals with
physical health problems. 89 11 Furthermore, some of the individuals who continue to use
antidepressants on a long-term basis might have met the criteria for a mental disorder in
remote past. While long-term maintenance AD treatment may be indicated in some of these
individuals,12 long-term use of these medications is not always indicated. Unnecessary long-
term AD use may expose individuals to increased risks of adverse effects ranging from
severe health risks such as suicidality 13 to problems affecting quality of life,14 such as
sexual dysfunction as well as unnecessary financial burden.

Past studies that examined AD use without an indicated mental disorder diagnosis often
have used one-time retrospective evaluation of current or lifetime mental disorders.4
Retrospective evaluations may substantially underestimate the true lifetime prevalence of
mental disorders, as noted in a recent study that compared one-time retrospective
evaluations with cumulative evaluations based on repeated interviews over time.15 In that
study by Moffit et al.,1° the lifetime prevalence estimates based on prospective evaluation
using multiple interviews were typically 2-3 times higher than those based on one-time
retrospective evaluations. Underestimation of prevalence of mental disorders may have
influenced the results of previous studies that examined whether those receiving AD
treatment actually met diagnostic criteria for mental disorders.4-6

In the current study, we used data from the Baltimore Epidemiologic Catchment Area
(ECA) Follow-up Study Waves 1 (1981) through 4 (2004-2005) to assess the proportion of
AD use in the community that is not associated with a lifetime history of common mental
disorders, ascertained by cumulative evaluation over four Waves. We also explored socio-
demographic and other clinical factors associated with AD use in this community sample.

The Baltimore ECA Follow-Up Study is a longitudinal, population-based cohort study of
adult participants. The participants were originally interviewed in 1981 (Wave 1, N = 3,481)
and followed up in 1982 (Wave 2, N = 2,768), 1993-1996 (Wave 3, N = 1,920), and
2004-2005 (Wave 4, N = 1,071). The ECA study was primarily designed to collect data to

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.
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estimate the prevalence and incidence of mental disorders in a representative community
sample according to the criteria of the Diagnostic and Statistical Manual of Mental
Disorders, 3™ edition (DSM-111, for Waves 1 and 2) or its revised edition (DSM-111-R, for
Waves 3 and 4). Methods for the Baltimore ECA Follow-Up Study have been described in
detail elsewhere.16 The study was approved by the Johns Hopkins Bloomberg School of
Public Health Institutional Review Board. All participants provided written informed
consent.

Assessments

Antidepressant use at Wave 4 was assessed by asking participants to list all of the
medications they had taken in the past week. They were instructed to include both
prescribed and over-the-counter medications. The interviewer recorded the names of all
medications. For this study, two experienced psychiatrists (YT and OJB) independently
coded all antidepressant drugs recorded by lay-interviewers including amitriptyline,
bupropion, citalopram, clomipramine, doxepin, duloxetine, escitalopram, fluoxeting,
fluvoxamine, imipramine, mirtazapine, nortriptyline, paroxetine, sertraline, trazodone, and
venlafaxine. A high inter-rater reliability was obtained between the two raters (Cohen’s
kappa = 0.99).

Cumulative lifetime history of mental disorderswas assessed based on interviews in Waves
1 through 4 using the Diagnostic Interview Schedule (DIS).17 At each Wave, trained
interviewers administered the DIS. In Waves 1 and 2, the DIS version 111 18 (based on DSM-
11 criteria) was used; in Waves 3 and 4, the DIS version I11-R 19 (based on DSM-III-R
criteria) was used. At each Wave, lifetime history of the following seven mental disorders
was evaluated: major depressive disorder (MDD), obsessive-compulsive disorder (OCD),
panic disorder, social phobia, generalized anxiety disorder (GAD), alcohol abuse or
dependence, and drug (including cocaine, marijuana, stimulants, sedatives, and
tranquilizers) abuse or dependence. Lifetime prevalence of mental disorders was estimated
using the assessments of lifetime disorders at each Wave over Waves 1 through 4. However,
GAD was evaluated only at Waves 3 and 4. We therefore estimated the lifetime prevalence
of GAD solely based upon data from Waves 3 and 4. Participants were rated as having a
lifetime history of a mental disorder if they met the criteria for that disorder at least once
over the course of the four interviews.

Cumulative lifetime history of medical disorderswas estimated using the assessments of
lifetime history of these disorders at each Wave over Waves 1 through 4. Participants were
asked if they ever had the following physical illnesses: diabetes, hypertension, arthritis,
stroke and cancer (any type).

Somatic symptoms were assessed at Wave 4 interview by asking each participant if they ever
had the following somatic symptoms: back pain, loss of bladder control, fainting spells, and
dizziness.

Socio-demographic characteristics included in the analyses were based on Wave 4 data and
included age (categorized here into four groups: <49, 50-59, 60-69, and =70 years), sex,
race (non-Hispanic Caucasian vs. other racial/ethnic group, including African American,

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.
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Hispanic, Asian American, Native American, and Pacific Islander), educational attainment
(less than 12 years [less than high school] vs. 212 years of school [high school or more]) and
marital status (currently married vs. not married). Mental health service use (at least one
visit within the 6-month period prior to the Wave 4 interview vs. no visits within the past 6
months) and coverage by Medicare or other health insurance at Wave 4 interview were also
recorded.

Statistical Analysis

Results

We calculated the cumulative lifetime prevalence of MDD or any of the covered anxiety
disorders among the Wave 4 AD users. Multivariable logistic regression analysis was used
to identify factors associated with the binary outcome of current AD use, recorded at Wave
4. Mental disorders, medical disorders, somatic symptoms at Wave 4 interview, socio-
demographic variables and mental health service use were entered as independent variables
in the models. We first calculated unadjusted odds ratios. Next, for mental disorders,
medical disorders, somatic symptoms, and mental-health service use, we calculated odds
ratios adjusted for sex and race (Caucasian vs. other racial/ethnic group). We limited the
covariates to sex and race based on the results of the unadjusted analysis. Statistical analyses
were carried out using SPSS software version 20 (IBM, Chicago, IL).

Characteristics and AD use in Baltimore ECA Wave 4 participants

Participants had a mean (+ standard deviation) age of 58.9 + 12.9 years at Wave 4, and the
majority of participants were 50 years old or older. Approximately 63% were female, 62%
were Caucasian (35% were African American, and 3% were of another race/ethnicity), 56%
were married at the time of Wave 4 interview, and 73% had educational attainments of 212
years (Table 1). Of 1,071 participants, 137 (13%) were taking ADs at the time of the Wave 4
interview. Among the 137 AD users, 94 (69%) never met criteria for MDD, and 52 (38%)
never met criteria for MDD or the anxiety disorders evaluated in this study (i.e., OCD, panic
disorder, social phobia and GAD) in any of the four interviews. Of the 1,071 participants,
129 (12%) had used mental health services within 6 months prior to the Wave 4 interview.

Comparison of AD users and non-users

In unadjusted analyses, female gender, Caucasian race, having a lifetime history of MDD,
OCD, panic disorder, social phobia, GAD, hypertension, arthritis, or stroke, and reporting a
lifetime history of back pain, loss of bladder control, fainting spells, or dizziness, and having
a mental health visit in the past 6 months were associated with AD use. When adjusted for
sex and race, lifetime histories of all mental disorders but OCD were associated with AD
use. Recent or lifetime histories of hypertension, stroke, back pain, loss of bladder control,
fainting spells, and dizziness also remained significantly associated with AD use. The
association of AD use with a mental health visit in the past 6 month persisted in the adjusted
analysis (Table 1).

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.
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Discussion

To our knowledge, this is the first study that has examined AD use and lifetime prevalence
of mental disorders ascertained by cumulative evaluation using multiple interviews in a
community sample. We found that a sizable proportion of AD use was not associated with
lifetime mental disorder history, with 38% of current AD users never having met criteria for
MDD, OCD, panic disorder, social phobia, or GAD, and 69% of current AD users never
having met the criteria for MDD, in their lifetimes. Because we used cumulative evaluation
based on four interviews, the lifetime prevalence estimates of mental disorders are likely
closer to the true lifetime prevalence of these mental disorders than the estimates based on
one-time retrospective evaluation. Nonetheless, like past studies,*- we found that a
substantial proportion of AD users do not have a history of meeting criteria for MDD or the
anxiety disorders assessed, even when these disorders are evaluated by a cumulative
approach. Our data thus support the view that ADs are commonly prescribed for patients
who may have mild psychiatric symptoms but do not meet the full criteria for depression or
other common mental disorders for which these medications are indicated.

Past studies have found that 20-30 % of AD prescriptions are prescribed for off-label
indications.20: 21 Furthermore, prescriptions written by non-psychiatrist physicians have
been growing;! based on one estimate, 60% of AD prescriptions in this country are written
by such providers.22 Although the majority of these medications are prescribed for
depression or anxiety complaints, 4 23 24 many of these complaints may not meet the
diagnostic criteria for conditions for which there is strong empirical evidence of AD
treatment efficacy and safety. Moreover, as the results of the current study indicate, many
patients who are prescribed antidepressants may never have met these criteria throughout
their lifetimes.

Consistent with past research, & 9 11 medical illnesses and somatic complaints were
associated with AD use. It might be the case that associations between a physical complaints
or illnesses and AD use are explained by access to primary care physicians by individuals
with chronic medical conditions. Individuals who are in frequent contact with their primary
care providers due to physical health conditions may simply have a greater chance of
receiving AD treatment.

FDA-approved uses of ADs for non-psychiatric condition such as premenstrual dysphoric
disorder (PMDD), fibromyalgia and chronic pain, or use for smoking cessation and off-label
AD use might partly explain the substantial proportion of AD users without lifetime
histories of MDD or anxiety disorders. However, we note that other studies have found that
only a small proportion of antidepressants are prescribed for these conditions. In a 2010
study based on a survey of a nationally representative sample of practices, no more than 7
percent of antidepressant prescriptions were for physical health conditions. 23 Less than two
percent of all antidepressant prescriptions were for the diagnostic groups that include
fibromyalgia and PMDD. Thus, the majority of the prescriptions in the absence of
psychiatric diagnoses of MDD and anxiety disorders in this study were likely for mental
health complaints that did not meet the criteria for these disorders. While there is some
evidence supporting the efficacy of ADs for sub-syndromal depressive symptoms and

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.
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dysthymic disorder, 25 26 and for off-label use of ADs in the treatment of sleep disorders, 27
these uses are controversial. 28: 29

Several limitations to this study should be noted. First, the ECA study used different
versions of DSM criteria for Waves 1-2 and Waves 3-4. Second, we were unable to include
a number of other indicated uses of antidepressants, including bipolar disorder and post
traumatic stress disorder (PTSD), because these disorders were not evaluated in Waves 3
and 4 (bipolar disorder) or were not accessed at any Waves (PTSD). In addition, GAD was
not evaluated in Waves 1 and 2. Therefore we might have overestimated the AD use without
an indicated mental disorder diagnosis in this community sample. However, the lifetime
prevalence of bipolar spectrum disorders in Waves 1 and 2 was very low (less than 1%, even
when Waves 1 and 2 were combined) and all subjects (n = 9) who met the criteria of bipolar
disorder at Waves 1 or 2 also had a lifetime history of MDD or anxiety disorders evaluated
in this study. Third, as evidenced by this study and others, AD use without an indicated
mental disorder diagnosis, occurs in conjunction with under-diagnosis and under-treatment
of major depression and other common mood and anxiety disorders in community
settings.30 While we were able to estimate how many people without lifetime mental
disorders used AD, we were unable to estimate how many people with lifetime disorders had
ever used any AD. Fourth, because the information regarding current AD use was based on
participant self-report, reporting bias may have influenced the results. Fifth, because no
measures for the severity of mental disorders were available, we did not examine the
relationship between of severity of symptoms of MDD or anxiety disorders and AD use.
Past studies have shown that the benefit from ADs varies depending on the severity of
symptoms (i.e., patients with more severe symptoms receive greater benefits). 31 32 Sixth,
we were unable to identify whether the ADs were prescribed by primary care provider or
psychiatrists. The high prevalence of false positive diagnoses of depression in primary care
has been previously documented. 33 The prevalence of prescriptions without a diagnosis
may be higher among patients of primary care providers. Finally, lifetime history of a
mental disorder is not by itself an indication for use of antidepressants. Many of the patients
with a positive lifetime history of MDD or other episodic mental disorders recover from
these disorders on their own. Practice guidelines for treatment of mental disorders only
recommend long-term treatment for patients who experience repeated episodes or severe and
disabling illness. 12 Furthermore, while the assessment of mental disorders in this study was
based on lifetime history and consecutive interviews, assessment of antidepressant use was
based on interviews in Wave 4 only and solely covered current use. Assessment of lifetime
AD use would likely reveal a larger number of AD users without a lifetime major depression
or anxiety disorder diagnosis.

In conclusion, our data add to the accumulating literature on the use of ADs in the absence
of clear evidence-based psychiatric indications. The findings call for broad reforms,
including improved communication and referral between primary care providers and
psychiatrists, education of primary care providers on appropriate use of ADs, and possibly
selective use of screening measures to enhance the match between the diagnosis of common
mental disorders and AD treatment.3* With the expected expansion in the role of primary
care providers in diagnosis and management of common mental disorders following the

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.
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implementation of the Affordable Care Act, there is an urgent need for initiatives aimed at
improving the diagnosis and treatment of these disorders in primary care settings.®

Acknowledgements

This work was supported by NIDA grant DA026652.

Dr. Spira is supported by a Mentored Research Scientist Development Award (1K01AG033195) from the National
Institute on Aging. The content is solely the responsibility of the authors and does not necessarily represent the
official views of the National Institutes of Health.

The sponsors had no role in the development of the study design, collection and management of the data, data
analysis and interpretation, or manuscript approval.

References

1. Mojtabai R. Increase in antidepressant medication in the US adult population between 1990 and
2003. Psychother Psychosom. 2008; 77:83-92. [PubMed: 18230941]

2. Olfson M, Marcus SC. National patterns in antidepressant medication treatment. Arch Gen
Psychiatry. 2009; 66:848-856. [PubMed: 19652124]

3. llyas S, Moncrieff J. Trends in prescriptions and costs of drugs for mental disorders in england,
1998-2010. Br J Psychiatry. 2012; 200:393-398. [PubMed: 22442100]

4. Mojtabai R, Olfson M. National patterns in antidepressant treatment by psychiatrists and general
medical providers: Results from the national comorbidity survey replication. J Clin Psychiatry.
2008; 69:1064-1074. [PubMed: 18399725]

5. Pagura J, Katz LY, Mojtabai R, Druss BG, Cox B, Sareen J. Antidepressant use in the absence of
common mental disorders in the general population. J Clin Psychiatry. 2011; 72:494-501.
[PubMed: 21294990]

6. Mojtabai R, Olfson M. Proportion of antidepressants prescribed without a psychiatric diagnosis is
growing. Health Aff (Millwood). 2011; 30:1434-1442. [PubMed: 21821561]

7. Jureidini J, Tonkin A. Overuse of antidepressant drugs for the treatment of depression. CNS Drugs.
2006; 20:623-632. [PubMed: 16863268]

8. Demyttenaere K, Bonnewyn A, Bruffaerts R, De Girolamo G, Gasquet I, Kovess V, Haro JM,
Alonso J. Clinical factors influencing the prescription of antidepressants and benzodiazepines:
Results from the european study of the epidemiology of mental disorders (ESEMeD). J Affect
Disord. 2008; 110:84-93. [PubMed: 18329721]

9. Zhang Y, Chow V, Vitry Al, Ryan P, Roughead EE, Caughey GE, Ramsay EN, Gilbert AL,
Esterman A, Luszcz MA. Antidepressant use and depressive symptomatology among older people
from the australian longitudinal study of ageing. Int Psychogeriatr. 2010; 22:437-444. [PubMed:
20105349]

10. Parabiaghi A, Franchi C, Tettamanti M, Barbato A, D’Avanzo B, Fortino I, Bortolotti A, Merlino
L, Nobili A. Antidepressants utilization among elderly in lombardy from 2000 to 2007:
Dispensing trends and appropriateness. Eur J Clin Pharmacol. 2011; 67:1077-1083. [PubMed:
21553002]

11. Carrasco-Garrido P, Lopez de Andres A, Hernandez Barrera V, Jimenez-Truijillo 1, Jimenez-Garcia
R. National trends (2003-2009) and factors related to psychotropic medication use in community-
dwelling elderly population. Int Psychogeriatr. 2013; 25:328-338. [PubMed: 23069128]

12. American Psychiatric Association. Practice guideline for the treatment of patients with major
depressive disorder. third edition. APA; Washington DC: 2010.

13. Stone M, Laughren T, Jones ML, Levenson M, Holland PC, Hughes A, Hammad TA, Temple R,
Rochester G. Risk of suicidality in clinical trials of antidepressants in adults: Analysis of
proprietary data submitted to US food and drug administration. BMJ. 2009; 339:b2880. [PubMed:
19671933]

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Takayanagi et al.

Page 8

14. Goldstein BJ, Goodnick PJ. Selective serotonin reuptake inhibitors in the treatment of affective
disorders—II1. tolerability, safety and pharmacoeconomics. J Psychopharmacol. 1998; 12:S55-87.
[PubMed: 9808079]

15. Moffitt TE, Caspi A, Taylor A, Kokaua J, Milne BJ, Polanczyk G, Poulton R. How common are
common mental disorders? evidence that lifetime prevalence rates are doubled by prospective
versus retrospective ascertainment. Psychol Med. 2010; 40:899-909. [PubMed: 19719899]

16. Eaton WW, Kalaydjian A, Scharfstein DO, Mezuk B, Ding Y. Prevalence and incidence of
depressive disorder: The baltimore ECA follow-up, 1981-2004. Acta Psychiatr Scand. 2007;
116:182-188. [PubMed: 17655559]

17. Robins LN, Helzer JE, Croughan J, Ratcliff KS. National institute of mental health diagnostic
interview schedule. its history, characteristics, and validity. Arch Gen Psychiatry. 1981; 38:381-
389. [PubMed: 6260053]

18. Robins, LN.; Helzer, JE.; Croughan, J.; Williams, JBW.; Spitzer, RL. NIMH Diagnostic Interview
Schedule: Version I11. Washington University School of Medicine; St. Louis: 1981.

19. Robins, L. NIMH Diagnostic Interview Schedule: Version 111 Revised (DIS-I11-R). Washington
University School of Medicine; St. Louis: 1989.

20. Conti R, Busch AB, Cutler DM. Overuse of antidepressants in a nationally representative adult
patient population in 2005. Psychiatr Serv. 2011; 62:720-726. [PubMed: 21724783]

21. Eguale T, Buckeridge DL, Winslade NE, Benedetti A, Hanley JA, Tamblyn R. Drug, patient, and
physician characteristics associated with off-label prescribing in primary care. Arch Intern Med.
2012; 172:781-788. [PubMed: 22507695]

22. Mark TL, Levit KR, Buck JA. Datapoints: Psychotropic drug prescriptions by medical specialty.
Psychiatr Serv. 2009; 60:1167. [PubMed: 19723729]

23. Mark TL. For what diagnoses are psychotropic medications being prescribed?: A nationally
representative survey of physicians. CNS Drugs. 2010; 24:319-326. [PubMed: 20297856]

24. Samples H, Mojtabai R. Antidepressant use in the european union: Perceived indications and
patterns. Psychiatr Serv. 2013; 64:208. [PubMed: 23450382]

25. Levkovitz Y, Tedeschini E, Papakostas GI. Efficacy of antidepressants for dysthymia: A meta-
analysis of placebo-controlled randomized trials. J Clin Psychiatry. 2011; 72:509-514. [PubMed:
21527126]

26. von Wolff A, Holzel LP, Westphal A, Harter M, Kriston L. Selective serotonin reuptake inhibitors
and tricyclic antidepressants in the acute treatment of chronic depression and dysthymia: A
systematic review and meta-analysis. J Affect Disord. 2013; 144:7-15. [PubMed: 22963896]

27. Bossini L, Casolaro I, Koukouna D, Cecchini F, Fagiolini A. Off-label uses of trazodone: A
review. Expert Opin Pharmacother. 2012; 13:1707-1717. [PubMed: 22712761]

28. Barbui C, Cipriani A, Patel VV, Ayuso-Mateos JL, van Ommeren M. Efficacy of antidepressants
and benzodiazepines in minor depression: Systematic review and meta-analysis. Br J Psychiatry.
2011; 198(sup 1):11-6. [PubMed: 21200071]

29. Hegerl U, Schonknecht P, Mergl R. Are antidepressants useful in the treatment of minor
depression: A critical update of the current literature. Curr Opin Psychiatry. 2012; 25:1-6.
[PubMed: 22156931]

30. Mojtabai R. Unmet need for treatment of major depression in the united states. Psychiatr Serv.
2009; 60:297-305. [PubMed: 19252041]

31. Fournier JC, DeRubeis RJ, Hollon SD, Dimidjian S, Amsterdam JD, Shelton RC, Fawcett J.
Antidepressant drug effects and depression severity: A patient-level meta-analysis. JAMA. 2010;
303:47-53. [PubMed: 20051569]

32. Mojtabai R. The public health impact of antidepressants: An instrumental variable analysis. J
Affect Disord. 2011; 134:188-197. [PubMed: 21684009]

33. Mitchell AJ, Vaze A, Rao S. Clinical diagnosis of depression in primary care: A meta-analysis.
Lancet. 2009; 374:609-619. [PubMed: 19640579]

34. Mojtabai R. Does depression screening have an effect on the diagnosis and treatment of mood
disorders in general medical settings?: An instrumental variable analysis of the national
ambulatory medical care survey. Med Care Res Rev. 2011; 68:462-489. [PubMed: 21454246]

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.



1duosnuepy soyiny 1duosnuepy Joyiny 1duosnuepy Joyiny

1duosnuep Joyiny

Takayanagi et al.

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.

Page 9



Page 10

Takayanagi et al.

06'T 6.0 A} 28T LL0 8T 0z G8T € T 0¢ 9T¢C ss1aqeIg
SSau||1 [ea1paw Jo AI0ISIY awiayT
LTy 9T 98¢ 6 ore ,E0¢€ g€ l2e 79 S8 6E CIv siapiosip AJaixue Aue Jo QAN
v8'C oTT 28T ve'T 660 ST LT 95T € € 8T 88l aouspuadap Jo ssnge Bruq
66'C 9z'T W67 S6'T 680 4" 14 Gz 1€ v 9z Lle 8ouspuadap 10 8snae |0Yod|y
LT'L 69T  ,8VE 10'8 6T ,86€ € ve 0T €1 v L€ qdvo
68'C ve'T L6 18 €T 6T ve 0cz L& 1S S¢ TLe eiqoyd [e1205
2L AN 4 69'8 e 0TS S vww 0z 8 L U 19p1osip d1ued
8T'e 160 GL'T S’ 0T LE6T 9 09 2T 9T L 9 ano
62'G 9ze L 9vE 66'S 9z ,S6°€ o1 6 1€ €y €T OvT aan
SS3U||1 [eIUBW JO AJOISIY BB
90T Ly'0 TL0 6L GeL 7. 66 8L €8 doueansul yieay Ag passnod
29T LLO 1T 7€ 8T€ L& 05 V€ 89 a1ea1palA Aq pasenod
Sr'T G9'0 160 €L 089 2. 66 €L 6.,  (sredhgT=))uswurene uoneanps
€T ¥9°0 16'0 95 L0S ¥S ¥L 95 T18S (poLisew) snyels [exeN
99°0 8z0  LEYO 134 8/ € T 8t 60V (ueiseanen-uou) soey
€5°€ 5T LJI€C 19 195 8L 0T €9 .9 (orewa) 1opus
LT 650 20T 0z 06T 6T 92 0¢ 9T 0.2
SLT 50 160 1T 9T ST Tz LT 28T 69 - 09
[ 6.0 9T Le vvE I 85 8E 20V 6 - 05
((EDR 9 6€z € € ST Tt 0S >
sieak ‘(QsS) uesw ‘y anem Je aby
Jeddn  aemoT] Jaddn  uemoT]
10 %56 (e} 10 %56 40 % N % N % N
S48SN-UoU pue s13sn SJASN-UOU PUB SISN AV ¢ o 100 gy saash Qy [e101 so1s14830B1YD

Qav Jo uosiedwod paisnipy

10 uosiredwod paysnipeun

‘slasn

-uou pue siasn (Qy) uessaldapnue Jo uosiredwod pue Apns ealy uswydle) dlbojolwapid3 alownpeg  aaem Jo sjuedionied T/0°T JO SansLddeIRYD

Author Manuscript

T alqel

Author Manuscript

Author Manuscript

Author Manuscript

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.



Page 11

Takayanagi et al.

¥ pue € saAem 1e AJuo um%:_gm_g

"goe4 pue Japuahb 1oy u&w:_ud\m

g00>d
M

"011RJ SPPO ‘YO'19pJ0sIp aAISINdW09-AISSaSq0 ‘DO -Japlosip aAlssaidap Jofew ‘@i ‘1aplosip A1aixue pazijesauab ‘Qyo {feAldiul 8dUspIU0d ‘1D ‘uessaidapiue ‘qy

28T 89,  ,E8TT €zt 8zg ,c9cl L €9 8y 99 ¢T 62T sujuow gjised ul NSIA y)esay [eIUSIN
0¥ G6'T ,06C Sy 90¢  ,E0¢€ T /ST 8¢ ¢S 0T 60¢ sseuIzzig
08'€ GT'T 60 Ak 60T 96T 9 65 2T 9T L & sl[ads Bunure
€9'C 8T WLLT 90°€ et ,80C 12 6T 9¢ 6V € 9vC [013U0D J3PPE|] JO SSO7]
Le€ 19'T x4 e 9T 8¢ €e 60€ ¥S v. 9¢ €8¢ ured >oeg

swoldwAs onewos
€9'T 280 260 €0'C 99°0 STl o1 9% 2T 9T IT 2IT Jaoued
0S'€ 60'T L5367 59 ITT L0¢ 9 09 et T L I »ons
66'T 60 9T 112 0T LT €S €67 29 98 ¥S 8.S SHUYUY
62¢C 10T WLST €Te 0T MLVT S 905 9 /8 GG €6S uoisusuadAH

Jeddn  aamoT] Jaddn  uemoT]
1D %56 4o 1D %56 (e} % N % N % N
S48sN-UouU pue s1asn SJ8sN-uou pue sissn Qv s19sn-uou gy $43sh Qv je101 sansLI8ldeIRyD

Qav Jo uosiedwod paisnipy

10 uosiredwod paisnipeun

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

J Clin Psychiatry. Author manuscript; available in PMC 2016 January 01.


https://www.researchgate.net/publication/265343341

