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Abstract

Background— Defining bipolar disorder (BD) subtypes with increased risk of suicidal behavior
may help clinical management. We tested the hypothesis that the polarity of a patient’s first mood
episode would be a marker for BD subtypes with differential risk for suicidality.

Methods— 113 subjects with DSM-1V defined BD were classified based on whether their first
reported episode was manic/hypomanic (FM) or depressed (FD). They were compared on
demographic and clinical variables. Logistic regression adjusting for potential confounds tested the
association between first episode polarity and history of suicide attempt.

Results— Multiple logistic regression analysis showed that FD group membership was associated
with eightfold odds of a past suicide attempt, adjusting for years ill and total number of lifetime major
depressive episodes.

Limitations— Sample size, retrospective design, recall bias, assessment during a mood episode,
and imprecise recall of hypomania.

Conclusions— Polarity of patients’ first reported mood episode suggested a depression-prone
subtype with a greater probability of past suicide attempt. The FM group had more alcoholism and
psychasis, but less likelihood of past suicide attempt. Validation of these putative subtypes requires
prospective study.
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INTRODUCTION

Better understanding of clinical heterogeneity in BD may aid research and improve treatment.
Almost 30% of persons with BD make a suicide attempt (Chen et al., 1996). Bipolar patients
are most at risk for suicidal behavior during depressive episodes (Goldberg et al., 2002) and
dysphoric mania (Rihmer et al., 2002).

Some studies suggest the course of BD is associated with the polarity of the initial episode
(Perlis et al., 2005;Perris et al., 1966;Perugi et al., 2000;Roy-Byrne et al., 1985). Quitkin et al.
suggested the existence of two subtypes of BD - a manic-prone subtype with a tendency to
have more lifetime manic episodes, and a depressive-prone subtype with a higher frequency
of depressive episodes (Quitkin et al., 1986). Calabrese found that mood state at study entry
predicts polarity at relapse (Calabrese et al., 2004). Perlis et al. found that, in BD-I patients,
those whose initial episode was depressive had more lifetime depressive episodes and greater
probability of suicide attempt although the latter finding was not significant after adjustment
for confounds (Perlis et al., 2005).

In this retrospective study, we attempted to replicate the findings of Quitkin and Perlis in an
independent sample, with a focus on suicidal behavior. We hypothesized that a first episode
of depressive polarity would be associated with increased likelihood of past suicidal behavior.

METHODS

Subjects

Measures

The sample comprised consecutively enrolled inpatients (N=73, 65%) and outpatients (N=40,
35%) diagnosed with BD who sought evaluation and treatment in our research clinic. Axis |
and Il diagnoses were based on the Structured Clinical Interview for DSM-1V (SCID)(First et
al., 1994) and a consensus conference in which all available data were reviewed by experienced
research clinicians. Patients were in a mood episode, mostly depressive, at study entry. After
complete description of the study, patients signed written informed consent as approved by the
Institutional Review Board.

Subjects were grouped based on whether their first lifetime mood episode was manic or
hypomanic (FM, N=30 (27%)) or depressed (FD, N=83 (73%)). This was ascertained using
the SCID chronology of age of onset of first major depressive, manic, or hypomanic episode.
This section does not assess age of onset of first mixed episode. We excluded subjects (N=31)
where the age of first depressive and first manic or hypomanic episode was the same since this
could be explained either by a mixed episode or sequential episodes in the same year.

The SCID was used to assess total number of episodes of mania, depression and hypomania
prior to baseline assessment. Because subjects were in a mood episode at baseline assessment,
we did not analyze state measures. Participants were administered the Brown-Goodwin
Aggression Inventory (BGAI)(Brown et al., 1979), the Buss-Durkee Hostility Inventory
(BDHI)(Buss et al., 1957), and the Barratt Impulsivity Scale (BIS)(Barratt, 1965).

Suicide attempt history was assessed using the Columbia Suicide History Form (Oquendo et
al., 2003) and ideation was assessed with the Scale for Suicidal Ideation (SSI)(Beck et al.,
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1979). The Lethality Rating Scale (LRS)(Beck et al., 1975) was used to rate medical damage
of suicide attempts. The attempts had a mean lethality score of 3.6 (SD= 2.0, range 0-7) (scored
0to 8: 0=no medical damage, 4=medical hospitalization required, 8=death). Reasons for living
were measured with the Reasons for Living Scale (RFLS)(Linehan et al., 1983). Raters were
Masters or PhD-level psychologists. Inter-rater reliability for clinical scales was good to
excellent (ICC 0.71 — 0.97)(Mann et al., 1999).

Statistical Methods

RESULTS

The FM and FD groups were compared on quantitative variables using t-tests or Mann-Whitney
tests, as appropriate. Categorical variables were analyzed using Chi-square tests. Logistic
regression analysis was used to test a clinical model, based on the literature, to investigate the
relationship between suicide attempt history and the polarity of the first mood episode. Polarity
of initial episode, years ill, number of major depressive episodes (excluding the first episode
in the FD group), and the interaction between polarity and lifetime MDEs were included as
independent variables. Presence or absence of a lifetime suicide attempt was the dependent
variable. To examine potential confounds, we tested exploratory models, adjusting for
variables associated with initial episode polarity: BD subtype (I vs. 1I/NOS), age, reasons for
living, impulsivity, hostility, history of alcohol abuse/dependence, number of lifetime manic
episodes (excluding first episode in the FM group), interaction between lifetime manic episodes
and first episode polarity, number of lifetime psychotic episodes and history of psychotherapy.
In each exploratory model, the original model was conserved, adding a single potential
confound.

Socio-demographic and Clinical Factors

Seventy-five patients (66.4%) were diagnosed with BD-I at baseline, while 38 (33.4%) were
diagnosed with BD-11. The mean age was 38 years (SD=12.6, range 17-73 years), 29% were
married, and 57% were female. Seventy-four patients (66%) reported at least one suicide
attempt lifetime. Suicide attempters in the sample had made an average of 2.6 attempts
(SD=1.9, range 1-11), defined as self-injury with intent to die.

Bonferonni correction for 22 tests would set significance at p<0.002. Using this threshold, the
FD group reported more years ill, more depressive episodes, and a greater total number of
mood episodes (Table 1). There were no other between-group differences. Using a less
conservative significance cutoff of a=0.01, the FD group was, on average, older at baseline
assessment, less likely to be diagnosed Type | BD, less likely to have co-morbid alcohol use
disorder, reported fewer reasons for living, and was more likely to report a history of
psychotherapy (Table 1). The FD and FM groups did not differ in gender distribution,
proportion married, co-morbid Cluster B or drug use disorder, lifetime aggression, impulsivity
or hostility, number of manic episodes, or hospitalizations. The groups did not differ in age of
first mood episode, first hospitalization, or first psychotropic medication (Table 1).

Suicidal Behavior

The FD group was more likely to have a lifetime history of suicide attempt. FD group attempters
had made twice as many suicide attempts as FM group attempters. The groups did not differ
in age of first attempt, medical severity of the most lethal past attempt, or reported suicidal
intent preceding the most medically serious attempt (Table 2).
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We performed multiple logistic regression analysis of prior suicide attempt status to examine
its relationship to first episode polarity. We tested exploratory models adjusting for variables
associated with initial episode polarity in bivariate tests. Since suicidal behavior in BD has
been associated with depressive symptoms, and since the more years someone is ill, the more
time they have to make an attempt, our primary model included the following independent
variables: polarity of initial episode, years ill, number of major depressive episodes (excluding
the initial episode for the FD group), and the interaction between first episode polarity and
number of major depressive episodes.

Results showed that FD group membership was associated with eightfold odds of a lifetime
history of suicide attempt, adjusting for years ill and total number of lifetime major depressive
episodes (Wald —2.10; OR 8.33; 95% CI 1.85 to 33.33; p=0.005). Years ill, number of lifetime
major depressive episodes and its interaction with first episode polarity were not significant
predictors.

To the above model, we sequentially added variables associated at p<0.05 in bivariate tests
with initial episode polarity. The results did not change substantially after sequentially
including the following additional covariates: BD-1 vs. 1I/NOS subtype, age, impulsivity,
history of alcohol use disorder, history of psychotherapy, number of lifetime psychotic
episodes, number of lifetime manic episodes (excluding the first episode in the FM group), and
the interaction between lifetime manic episodes and first episode polarity (data not shown).

When reasons for living was added to the model, it was inversely associated with suicide
attempt history (Wald 6.28; OR 0.98; 95% CI1 0.97 to 1.00; p=0.01). In this model, initial
episode polarity was no longer significant (Wald 1.30; OR 3.02; 95% C1 0.45to 20.22; p=0.25),
and no other variable was associated with suicide attempt status (data not shown). However,
this model included only 70 cases (out of 100 in the original model) due to missing data.

When we added hostility to the original model, first episode polarity was still significant with
aslightly lower odds ratio (Wald 4.30; OR 7.07; 95% CI 1.11 to 44.94; p=0.04). Hostility was
also associated with suicide attempt status (Wald 5.70; OR 1.06; 95% CI 1.01 to 1.11; p=0.02).
A five-point increase in Buss-Durkee hostility score was associated with a 34% greater odds
of a prior suicide attempt (data not shown).

DISCUSSION

The main finding of this study is that in persons with BD, a first reported mood episode of
depressive polarity is associated with eightfold greater odds of suicide attempt. This was not
explained by years ill, lifetime number of major depressive episodes, or BD-I vs. II/NOS
subtype. Hostility was associated with suicide attempt risk, consistent with previous reports
from our group (Grunebaum et al., 2006;0quendo et al., 2000). Reasons for living appeared
to be an important protective factor. Our results are consistent with a report from Spain that
used a larger sample but did not adjust for years ill and number of major depressive episodes
(Daban et al., 2006) and those of Quitkin (Quitkin et al., 1986) and Perlis (Perlis et al., 2005)
suggesting a depression-prone bipolar subtype with a higher risk of suicidal behavior.

While the FM group had a large percentage (83%) of subjects with BD-I disorder, the FD group
was 53% BD-I. Furthermore, when the bipolar subtype variable was added to the regression
model, it did not explain away the effect of initial episode polarity. Therefore, it is unlikely
that the results of this study are completely explained by bipolar I vs. 1I/NOS differences.
Studies of suicide attempt frequency across bipolar I vs. I subtypes have been inconclusive
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finding lower (Coryell et al., 1987;Vieta et al., 1997), higher (Rihmer et al., 1990;Stallone et
al., 1980), and similar (Endicott et al., 1985) rates.

Patients in the FM group, in some ways, had a more severe course of illness with greater alcohol
misuse and more psychotic episodes. The FM group was also younger at study entry, which
may suggest a more severe course of illness in that our clinic tends to over-sample treatment-
resistant cases.

The risk of suicidal behavior may be lower in bipolar patients during manic episodes (Dilsaver
et al., 1994), possibly related to manic grandiosity (Grunebaum et al., 2001). This may relate
to our finding that the FM group reported more reasons for living. Others have speculated that
mania may have adaptive aspects including a protective effect against suicidal behavior
mediated by grandiose optimism or less hopelessness (Brody, 2001;Wilson, 1998).

Lithium treatment has been associated with anti-suicidal effects (Baldessarini et al., 2006). The
lower rate of suicidal behavior we found in the FM group may be related to this group being
diagnosed sooner with bipolar disorder and therefore more quickly receiving amood stabilizing
medication such as lithium. Prospective studies are needed to confirm whether starting mood-
stabilizing medication earlier in the course of illness may reduce the risk of suicidal behavior.

The main limitations of this study are relatively small sample size and retrospective design.
Our research clinic tends to over-sample suicide attempters, which may have limited our
findings in the smaller FM group. Subjects were in a mood episode at study entry, which may
have affected data collection and recall bias. Imprecision in patient recall of past hypomanic
symptoms, may have influenced results. Our excluding subjects who reported the same age of
onset of first depressive and manic or hypomanic episode may have introduced bias. Some of
these presumably had a first episode of mixed type while others had sequential episodes in the
same year. We did not have data to definitively distinguish these possibilities. It is difficult to
gather prospective data on bipolar patients’ first mood episodes since large at-risk samples and
long follow-up periods are required.

Our results support a limited number of studies suggesting that initial episode polarity may be
associated with clinical subtypes of bipolar disorder. We found the FD group incurred a higher
risk for suicide attempt above and beyond years ill or number of depressive episodes. These
findings may aid sample selection for genetic and other studies. It may be appropriate to
monitor bipolar patients whose first reported episode was depressed more closely in relation
to risk of suicidality.

Acknowledgements

Clinical ratings were completed by members of the Clinical Evaluation Core of the Conte Center for the Neuroscience
of Mental Disorders.

Role of the Funding Source

The study was funded by PHS grants MH59710 (Pharmacotherapy of High-Risk Bipolar Disorder), MH48514 and
MH62185 (Conte Neuroscience Center) and the Stanley Medical Research Institute. None of the funding sources had
any further role in study design; in the collection, analysis and interpretation of data; in the writing of the report; and
in the decision to submit the paper for publication.

Supported by PHS grants MH59710 (Pharmacotherapy of High-Risk Bipolar Disorder), MH48514 and MH62185
(Conte Neuroscience Center) and the Stanley Medical Research Institute. Dr. Grunebaum is supported by NARSAD,
NIMH K23 MH076049-01 and has received investigator-initiated support from GlaxoSmithKline unrelated to this
study. The authors have no conflicts of interest to disclose in connection with this manuscript.

J Affect Disord. Author manuscript; available in PMC 2008 December 1.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Chaudhury et al.

Reference L
1.

Page 6

ist
Baldessarini RJ, Tondo L, Davis P, Pompili M, Goodwin FK, Hennen J. Decreased risk of suicides

and attempts during long-term lithium treatment: a meta-analytic review. Bipolar Disord 2006;8(5 Pt
2):625-639. [PubMed: 17042835]

. Barratt ES. Factor analysis of some psychometric measures of impulsiveness and anxiety.

Psychological Reports 1965;16:547-554. [PubMed: 14285869]

. Beck AT, Beck R, Kovacs M. Classification of suicidal behaviors: I. Quantifying intent and medical

lethality. Am J Psychiatry 1975;132(3):285-287. [PubMed: 1115273]

. Beck AT, Kovacs M, Weissman A. Assessment of suicidal intention: The scale for suicide ideation. J

Consult Clin Psychol 1979;47(2):343-352. [PubMed: 469082]

. Brody JF. Evolutionary recasting: ADHD, mania and its variants. J Affect Disord 2001;65:197-215.

[PubMed: 11356245]

. Brown GL, Goodwin FK, Ballenger JC, Goyer PF, Major LF. Aggression in human correlates with

cerebrospinal fluid amine metabolites. Psychiatry Res 1979;1:131-139. [PubMed: 95232]

. Buss AH, Durkee A. An inventory for assessing different kinds of hostility. J Consult Psychol 1957;21

(4):343-349. [PubMed: 13463189]

8. Calabrese JR, Vieta E, EI-Mallakh R, Findling RL, Youngstrom EA, Elhaj O, Gajwani P, Pies R. Mood

10

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

state at study entry as predictor of the polarity of relapse in bipolar disorder. Biol Psychiatry 2004;56
(12):957-963. [PubMed: 15601606]

. Chen YW, Dilsaver SC. Lifetime rates of suicide attempts among subjects with bipolar and unipolar

disorders relative to subjects with other Axis | disorders. Biol Psychiatry 1996;39:896—899. [PubMed:
8860192]

. Coryell W, Andreasen NC, Endicott J, Keller M. The significance of past mania or hypomania in the
course and outcome of major depression. Am J Psychiatry 1987;144:309-315. [PubMed: 3826429]
Daban C, Colom F, Sanchez-Moreno J, Garcia-Amador M, Vieta E. Clinical correlates of first-episode
polarity in bipolar disorder. Compr Psychiatry 2006;47:433-437. [PubMed: 17067865]

Dilsaver SC, Chen YW, Swann AC, Shoaib AM, Krajewski KJ. Suicidality in patients with pure and
depressive mania. Am J Psychiatry 1994;151:1312-1315. [PubMed: 8067486]

EndicottJ, Nee J, Andreasen N, Clayton P, Keller M, Coryell W. Bipolar I1. Combine or keep separate?
J Affect Disord 1985;8(1):17-28. [PubMed: 3156908]

First, MB.; Spitzer, RL.; Gibbon, M.; Williams, JBW. Structured Clinical Interview for DSM-1V
Axis | Disorders (SCID). New York State Psychiatric Institute, Biometrics Research; New York,
NY: 1994.

Goldberg JF, Ernst CL. Features associated with the delayed initiation of mood stabilizers at illness
onset in Bipolar Disorder. J Clin Psychiatry 2002;63:985-991. [PubMed: 12444811]

Grunebaum MF, Oquendo MA, Harkavy-Friedman JM, Ellis SP, Li S, Haas GL, Malone KM, Mann
JJ. Delusions and suicidality. Am J Psychiatry 2001;158(5):742—747. [PubMed: 11329396]
Grunebaum MF, Ramsay SR, Galfalvy HC, Ellis SP, Burke AK, Sher L, Parsey RV, Everett B, Mann
JJ, Oquendo MA. Correlates of suicide attempt history in bipolar disorder: a stress-diathesis
perspective. Bipolar Disord 2006;8:551-557. [PubMed: 17042828]

Linehan MM, Goodstein JL, Nielsen SL, Chiles JA. Reasons for staying alive when you are thinking
of killing yourself: The reasons for living inventory. J Consult Clin Psychol 1983;51(2):276-286.
[PubMed: 6841772]

Mann JJ, Waternaux C, Haas GL, Malone KM. Towards a clinical model of suicidal behavior in
psychiatric patients. Am J Psychiatry 1999;156(2):181-189. [PubMed: 9989552]

Oquendo, MA.; Halberstam, B.; Mann, JJ. Risk Factors for Suicidal Behavior: utility and limitations
of research instruments. In: First, MB., editor. Standardized Evaluation in Clinical Practice. APPI
Press; Washington, D.C: 2003. p. 103-130.

Oquendo MA, Waternaux C, Brodsky B, Parsons B, Haas GL, Malone KM, Mann JJ. Suicidal
behavior in bipolar mood disorder: clinical characteristics of attempters and nonattempters. J Affect
Disord 2000;59:107-117. [PubMed: 10837879]

Perlis RH, DelBello MP, Miyahara S, Wisniewski SR, Sachs GS, Nierenberg AA. STEP-BD
investigators. Revisiting depressive-prone bipolar disorder: polarity of initial mood episode and

J Affect Disord. Author manuscript; available in PMC 2008 December 1.



1duasnuey Joyiny vVd-HIN 1duasnue Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Chaudhury et al.

23.

24.

25.

26.

217.

28.

29.

30.

31.

Page 7

disease course among bipolar | systematic treatment enhancement program for bipolar disorder
participants. Biol Psychiatry 2005;58:549-553. [PubMed: 16197928]

Perris C, D'Elia G. A study of bipolar (manic-depressive) and unipolar recurrent depressive psychoses:
mortality, suicide, and life cycles. Acta Psychiatr Scand 1966;42:172-183.

Perugi G, Micheli C, Akiskal HS, Madaro D, Socci C, Quilici C, Musetti L. Polarity of the first
episode, clinical characteristics, and course of manic depressive illness: a systematic retrospective
investigation of 320 bipolar I patients. Compr Psychiatry 2000;41:13-18. [PubMed: 10646613]
Quitkin FM, Rabkin JG, Prien RF. Bipolar disorder: are there manic-prone and depressive-prone
forms? J Clin Psychopharmacol 1986;6:167-172. [PubMed: 3711367]

Rihmer Z, Barsi J, Araté M, Demeter E. Suicide in subtypes of primary major depression. J Affect
Disord 1990;18:221-225. [PubMed: 2139067]

Rihmer Z, Kiss K. Bipolar disorders and suicidal behavior. Bipolar Disord 2002;4:21-25. [PubMed:
12479671]

Roy-Byrne P, Post RM, Uhde TW, Porcu T, Davis D. The longitudinal course of recurrent affective
illness: life chart data from research patients at the NIMH. Acta Psychiatr Scand 1985;71:1-34.
[PubMed: 3969837]

Stallone F, Dunner DL, Ahearn J, Fieve RR. Statistic predictions of suicide in depressives. Compr
Psychiatry 1980;21(5):381-387. [PubMed: 7418380]

Vieta E, Benabarre A, Colom F, Gastd C, Nieto E, Otero A, Vallejo J. Suicidal behavior in bipolar |
and bipolar Il disorder. J Nerv Ment Dis 1997;185(6):407-409. [PubMed: 9205428]

Wilson DR. Evolutionary epidemiology and manic depression. British Journal of Medical Psychology
1998;71:375-395. [PubMed: 9875952]

J Affect Disord. Author manuscript; available in PMC 2008 December 1.



Page 8

Chaudhury et al.

159 10eX3 m._msm_u_uN

200°0>d 7 90URdIHIUBIS 18S PINOM UOI1981100 1UOIBJUOY 810N

90 (L¥'0-) ¥'8 554 L€ A3 SUOIeZI[e}IdsoH JO JoquinN
€00°0 T 0401 (%98) (T (%.9) (02) JAOBIBLNOYIAS] JO AMOISTH
(eiuewiodAy
2000 (¥0'e-) 0CT 9CT 01T 9/ [eIuBIA pue JJIN) S9posids JO JagUINN [e30L
1000 (re'e-) 0'¢ 80 0y 6T S9pPOSIdT JN0UIASH oW |
700 (c0¢-) JAC) [55% [AS] v SoposIaT oluepy owWnaI |
T00 0> 99°7-) 0 €8 Z9 v SOPOSIA OAISSe100( JOTeN W |
¥S°0 T Ge0 (%21) (01) (%.1) (S) | 2oU3pUsTsQ/esNaY bnid JO XH
10°0 T 9¢'8 (%8) [ (%0¢€) (6) 1 50USPURRQ/3SNQY [0YOJIY JO AOISIH
10 T 710 (9%5€) 162) (9%02) 19) J48pJosid Al[eU0sad g J91snio
700 T €19 (9%€3) [C22) (9€8) [€) 1 1ejodig -s0AIqNs J1ejodiq AI-INSd
900 06 1) STl 1°€E 601 I'IC ON09]0INGU J0 JSZIIJEIs POOW T JO 3PV
GT0 €v1-) 70T 8¢ Z1l 7S UONEJIP3IA O100II0UIAS] 11 JO DY
G00 S61-) 443 I 86 €9¢ TUONEZIeIIdS0H JTBIOASd 41 JO 8Dy
S00 G61-) 11T Z1¢ B 6C 3POSIA POOIN 41 J0 8PV
T000> Tvv-) 443 18T 76 008 1T STes X
200 e ) K33 76 A 1T¢ KI01USAUT AITNSOH 90xINg-ssng
700 90¢) 761 709 G6T €05 3[edS AIAISINGUWT eiied
850 950-) 99 T0C ] 38T AI0JUSAUT UOISS3IDDY UIMPO0S) UMOIY
€000 86¢) iz 88T (K4 7 €81 3[e3S DUIATT 10} SUOSesH
6570 T 200 (9%62) W2) (9%0€) (6) SEREEN
00 T GT0 (9%83) (87) (%¢€S) (97) [EEEERES
7000 6872-) X4 00V 611 443 Bl
10 (Z) Asunypn -uueiy (%) dS (N) UesiN (%) dS (N) UesiN
d Ip 15911 dbmjcm._:o IC8=N 9AISSa.adag—aposid 1sa14 0€=N dluewodAH/d1Ue|\—aposId3 1S414

J1aplosiq Jejodig Yim sjuaned €TT Ul sajqerieA diydesBowag pue [edlul]d o1 Aliejod aposid3 1sii4 Jo diysuoie|ay

NIH-PA Author Manuscript

T alqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Affect Disord. Author manuscript; available in PMC 2008 December 1.



Page 9

Chaudhury et al.

T0°0>d 18 80UBOIIUBIS 18 PINOM UOI1981109 [UOLIBJUOYG 310N

€0 (960-) 9'ET 8'9¢ ¥'0T 8T¢ 1dWaNy 9apINg (T 10 3bY
duwene
860 (€0°0-) 9'G 09T 8'G L'ST ap1aIns Ayijeysal 3saybiy 104) 8109S JusIU| APIING
70 (€8°0-) 0¢ 8¢ [44 3 S1dwsNY JO Allfeyls T wnuwixen
€00°0 (€6°¢-) T¢ 0¢ T 60 S1dWaNY 8pidIns JO IsquinN
800°0 T L (%EL) (19) (%.¥) 1) 1dwsny 3p1dINS JO AJ0ISIH swWajI]

(%) dS (N) Uesiy (%) dS (N) Uesiy

(Z) Asunym
d Ip -uue ‘adenbs-1yd c8=N aAIssaidag—aposid3 1414 0E=N d1uewWodAH/91uRN—aposId] 15414

NIH-PA Author Manuscript

J1apJosiq Jejodig yim sjuaied €TT Ul Aljepioding o1 A1iejod aposid3 1sii4 Jo diysuoie|ay

¢ dlqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

J Affect Disord. Author manuscript; available in PMC 2008 December 1.



