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Abstract

Objective: Zuranolone is a positive 
allosteric modulator of both synaptic 
and extrasynaptic γ-aminobutyric 
acid (GABA) type A receptors and a 
neuroactive steroid approved in the 
United States as an oral, once-daily, 
14-day treatment course for adults 
with postpartum depression and 
under investigation for adults with 
major depressive disorder (MDD). 
Interim results from the open-label, 
longitudinal, phase 3 SHORELINE Study 
(NCT03864614) that evaluated the long-
term safety and efficacy of zuranolone 
in adults with MDD are reported.

Methods: This interim report includes 
patients who were enrolled and had the 
opportunity to be on study for up to 1 year 
between February 2019 and September 
2021. Adults aged 18–75 years with 
MDD diagnosed per DSM-5 criteria 
and a 17-item Hamilton Rating Scale for 
Depression (HAMD-17) total score ≥ 20 
received an initial 30-mg or 50-mg 14-day 

zuranolone course. HAMD-17 responders 
(≥ 50% reduction from baseline) at Day 
(D)15 of the initial treatment period 
were allowed to continue in the study 
beyond D28 and were followed up for ≤ 1 
year, during which repeat treatment 
courses were permitted. The primary 
endpoint was safety and tolerability of 
the initial and repeat treatment courses 
through 1 year. Secondary endpoints 
included change from baseline (CFB) 
in HAMD-17 total score and need 
for repeat treatment course(s).

Results: As of September 2021, among 
patients in the 30-mg (n = 725) and 
50-mg (n = 199) Cohorts who received 
a zuranolone dose, 493 (68.0%) and 
137 (68.8%), respectively, reported a 
treatment-emergent adverse event 
(TEAE); most patients who experienced 
TEAEs reported mild/moderate events 
(30-mg Cohort, 90.9% [448/493]; 50-mg 
Cohort, 85.4% [117/137]). Mean (standard 
deviation) CFB HAMD-17 total score 
at D15 of the initial treatment period 
was −15.2 (7.1) and −16.0 (6.0) for the 

30-mg and 50-mg Cohorts, respectively; 
similar improvements were observed 
after repeat treatment courses. The 
proportion of patients who received only 
1 treatment course during their time on 
study was 42.9% (210/489) in the 30-mg 
Cohort and 54.8% (80/146) in the 50-
mg Cohort; 57.1% (279/489) and 45.2% 
(66/146) patients, respectively, received 
2–5 total treatment courses. The majority 
of patients who initially responded to 
zuranolone received ≤ 2 total treatment 
courses (30-mg Cohort, 68.5% [335/489]; 
50-mg Cohort, 79.5% [116/146]).

Conclusions: Of patients who 
experienced TEAEs, most reported 
mild or moderately severe events, and 
responders to zuranolone experienced 
improvements in depressive symptoms 
with initial and repeat treatment courses.
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(AEs), such as sexual dysfunction, weight gain, fatigue, 
and insomnia.9–14 These factors commonly lead to 
nonadherence and relapse.15,16 Despite treatment, some 
patients experience suboptimal or no response, requiring 
use of adjunctive therapies or frequent medication 
changes.17 Even with treatment, many patients with MDD 
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Major depressive disorder (MDD) is a serious mental 
health disorder associated with major depressive 
episodes that affected over 21 million US adults in 

2021.1–8 Current standard-of-care (SOC) antidepressant 
therapies (ADTs) may take weeks to take effect and may 
be associated with treatment-limiting adverse events 
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may experience impaired functioning and diminished 
quality of life (QoL).15,16,18,19 Therefore, newer therapies with 
novel mechanisms of action that may address concerns 
leading to nonadherence are needed for patients with MDD.

Zuranolone is a neuroactive steroid (NAS) and a positive 
allosteric modulator (PAM) of synaptic and extrasynaptic 
γ-aminobutyric acid (GABA) type A receptors (GABAAR) 
approved in the United States as an oral, once-daily, 
14-day treatment course for adults with postpartum 
depression (PPD) and under investigation for patients 
with MDD.20–24 Zuranolone is hypothesized to rapidly 
restore network balance in brain networks dysregulated 
in depression by up-regulating GABAAR expression and 
enhancing GABAergic signaling.21 In a preclinical study, 
oral zuranolone led to rapid increases in beta-band 
electroencephalogram power, a biomarker of GABAAR 
PAM activity, in less than 1 hour.21 Three completed 
placebo-controlled clinical studies in MDD (the phase 
2 MDD-201b [NCT03000530], phase 3 WATERFALL 
[NCT04442490], and phase 3 CORAL [NCT04476030] 
Studies) demonstrated significantly greater improvements 
with zuranolone vs placebo as assessed by the change 
from baseline (CFB) in 17-item Hamilton Rating Scale 
for Depression (HAMD-17) total score at Day 3 or 
Day 15.25–27 Self-reported improvements in QoL were 
observed in post hoc analyses of the WATERFALL Study, 
and across studies, the safety profile of zuranolone was 
consistent, with predominantly mild or moderate severity 
treatment-emergent AEs (TEAEs).25–30 One phase 3 study 
(MOUNTAIN [NCT03672175]) evaluating zuranolone 
20 and 30 mg did not demonstrate significantly greater 
improvements in depressive symptoms vs placebo 
at either dose, as assessed by CFB in HAMD-17 total 
score at Day 15, but post hoc analyses of patients 
with measurable plasma levels of zuranolone and/or 
severe depression (HAMD-17 total score ≥ 24) showed 
nominally significant improvements with zuranolone 
30 mg vs placebo at Day 15.25 Notably, zuranolone 20 

mg did not separate from placebo at any time point, 
suggesting that zuranolone 30 mg may be the minimum 
dose required to elicit significant improvements in 
depressive symptoms.25 Thus, subsequent studies 
shifted to include a higher dose of zuranolone 50 mg.

All completed clinical studies of zuranolone evaluated 
efficacy and safety of a single 14-day treatment course 
at 30 mg or 50 mg; however, the long-term safety and 
efficacy of repeat treatment courses of zuranolone 
(if needed) have not been assessed. The open-label 
SHORELINE Study was designed to evaluate the long-
term safety of and need for repeat treatment course(s) 
with zuranolone 30 or 50 mg in adults with MDD 
over ≤ 1 year. Interim results are reported here.

METHODS

Study Design and Participants
SHORELINE (NCT03864614) was an open-label, 

phase 3, observational study. The study had institutional 
review board approval and was conducted in accordance 
with the Declaration of Helsinki and consistent with the 
International Council for Harmonization of Technical 
Requirements for Pharmaceuticals for Human Use and 
Good Clinical Practice guidelines. The study started 
enrolling patients in February 2019, and a second cohort 
of patients began enrollment in May 2020 (Figure 1). 
Included in this analysis are data collected from de 
novo patients who completed or had the opportunity 
to complete 1 year of follow-up as of September 2021. 
Eligible patients were 18–75 years old with a diagnosis of 
MDD per Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition, criteria for ≥ 4 weeks, HAMD-
17 total score ≥ 20, and Montgomery-Asberg Depression 
Rating Scale total score ≥ 28 at screening and before 
dosing at Day 1.30,31 Determination of having MDD with 
elevated anxiety was based on HAMD-17 anxiety subscale 
standardized score ≥ 39 (raw score ≥ 7). Patients could 
take SOC ADTs if they were on a stable dose for ≥ 60 
days before their first zuranolone dose and intended to 
continue the ADT through Day 28. Exclusion criteria 
included a history of bipolar disorder, schizophrenia, 
active psychosis, attempted suicide or significant risk 
of suicide in the current episode, or treatment-resistant 
depression, defined as persistent depressive symptoms 
despite treatment with adequate doses of antidepressants 
within the current major depressive episode (excluding 
antipsychotics) from 2 different classes for at least 4 weeks 
of treatment. Additionally, regular use of benzodiazepines, 
barbiturates, or other GABAAR modulators within 28 days 
prior to enrollment and dosing on Day 1 was exclusionary. 
Women with PPD were excluded due to specific parturition-
related pathology and because use of NASs for PPD is 
considered complete after a single treatment course.32–34 
Full eligibility criteria are available in Supplementary 
Appendix 1. All patients provided written informed consent.

Clinical Points
•	 This study provides the first evidence of the long-term 

safety of 14-day treatment course(s) with zuranolone. 
The side effects of zuranolone in this study were 
consistent with those observed in previous clinical 
studies and were not notably different among patients 
who later relapsed and received repeat treatment 
courses, suggesting that the 14-day treatment course 
of zuranolone can potentially be repeated, if needed.

•	 Most patients achieved treatment response following a 
14-day treatment course with zuranolone. Importantly, 
for patients who responded to their first treatment, 
the time to first repeat treatment was over 4 months 
in both dose groups, and they were likely to respond 
again if they later relapsed and needed additional 
treatment course(s).
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Figure 1. 
Study Design

aDate when first patient in each cohort started their initial treatment course of zuranolone. The 30-mg Cohort and 50-mg Cohort were enrolled as distinct 
populations, with the cohort named based on the dose received in the initial treatment course.

bThe 50-mg de novo group (all treatments with 50 mg) was expanded to include additional patients in July 2021; data are expected in late 2023.
cScreening on Day −28 to Day −1 refers to timing relative to first day of treatment with zuranolone.
dOnly responders (≥ 50% reduction in HAMD-17 total score from baseline) at Day 15 of the initial treatment period can continue in the SHORELINE Study. Need for 

repeat treatment courses is first assessed remotely by PHQ-9 every 2 weeks. If PHQ-9 score is ≥ 10, an in-person HAMD-17 assessment is performed within 1 
week. If HAMD-17 total score is ≥ 20, a repeat treatment course may be initiated. There is a minimum of 56 days (8 weeks) between consecutive zuranolone 14-
day treatment periods, allowing for a maximum of 5 treatment courses in 1 year; a new repeat treatment course cannot start after week 48. The time between 
the first dose in any given treatment cycle and the start of the next treatment cycle was defined as a study period.

eAt least 6 weeks; maximum of 48 weeks. Per a protocol amendment, all patients were switched from zuranolone 30 mg to zuranolone 50 mg for subsequent 
repeat treatments.

Abbreviations: HAMD-17 = 17-item Hamilton Rating Scale for Depression, PHQ-9 = 9-item Patient Health Questionnaire.
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Patients were screened for ≤ 4 weeks, followed by a 
14-day treatment period and 14-day follow-up (Figure 
1). A treatment cycle was defined as the 14-day treatment 
period and 14-day follow-up (Day 28). Only patients 
who achieved HAMD-17 response (≥ 50% reduction in 
HAMD-17 total score from baseline) at Day 15 of the initial 
treatment course (responders) were eligible to continue in 
the study. Responders who remained in the study through 
Day 28 could enter an observational period of ≤ 48 weeks.

Initially, SHORELINE included a single zuranolone 
30-mg Cohort. After a protocol amendment, the starting 
dose was changed to 50 mg. For patients in the 30-mg 
Cohort still in the study, any future repeat courses were 
to be administered at 50 mg. Thus, a subset of patients 
in the 30-mg Cohort received the initial treatment 
course with zuranolone 30 mg and future treatment 
courses (if needed) with zuranolone 50 mg. A minimum 

of 56 days was required between consecutive treatment 
courses, allowing for a maximum of 5 treatment cycles 
in a 1-year period. This made Day 70 the earliest eligible 
date for a repeat treatment course (14-day treatment 
course + 56 days). The terminal date on study (end 
of study visit) was defined as the week 52 visit.

Need for repeat treatment courses after the initial 
treatment cycle was determined by remote assessment 
of 9-item Patient Health Questionnaire (PHQ-9) every 2 
weeks and in-clinic HAMD-17 every 8 weeks.35 If the PHQ-
9 score was ≥ 10, the patient returned to the clinic within 
1 week for the clinician-administered HAMD-17. If the 
follow-up HAMD-17 total score was ≥ 20 and the minimum 
56 days had elapsed since the last dose of zuranolone, 
the patient was considered qualified to receive a repeat 
treatment course. Patients who relapsed prior to Day 70 
could receive a dose adjustment of an existing ADT or start 
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a new ADT at the investigator’s discretion. Supplementary 
Appendices 1 and 2 include additional detail.

Procedures
Patients were instructed to take zuranolone once 

daily at night within 1 hour of consuming fat-containing 
food for 14 days. If a patient missed a dose, they were 
to skip that dose and take the next scheduled dose. 
Dose reduction from 30 mg to 20 mg or 50 mg to 40 mg 
was permitted based on tolerability. Safety, tolerability, 
and efficacy assessments occurred at screening; on 
Day 1, Day 8, Day 15, and Day 28 of each treatment 
cycle; and Day 70, Day 126, Day 182, Day 238, Day 
294, Day 350, and Day 364 of each observational 
period (visit days reset to Day 1 if patients entered 
an additional treatment course). Clinically significant 
postbaseline physical examination abnormalities were 
reported as treatment-emergent AEs (TEAEs).

Endpoints
The primary endpoint was safety and tolerability of the 

initial and repeat zuranolone treatment courses through 
1 year, assessed by incidence of AEs; CFB in clinical 
laboratory measures, vital signs, and electrocardiograms 
(ECGs); and changes in suicidal ideation/behavior using 
the Columbia-Suicide Severity Rating Scale.36 Secondary 
endpoints included need for repeat treatment courses 
and efficacy at the end of each treatment period. Need for 
repeat treatment courses was evaluated as time to first 
repeat treatment course, number of patients qualifying 
for repeat treatment, and number of total treatment 
courses received. Efficacy was assessed by CFB in HAMD-
17 total score and Clinical Global Impressions-Severity 
(CGI-S) score, percentages of patients experiencing 
HAMD-17 response, HAMD-17 remission (HAMD-17 
total score ≤ 7), and CGI-Improvement (CGI-I) response 
(“much improved” or “very much improved”).30,37 
Patient-reported depressive symptoms measured by 
CFB in PHQ-9 score were an exploratory endpoint. Time 
to relapse among those who responded at Day 15 was 
defined as the time after Day 15 of any given treatment 
cycle when HAMD-17 total score was ≥ 20 within 10 days 
of a PHQ-9 score ≥ 10. Depressive symptom severity by 
study visit was categorized by PHQ-9 score (minimal, 
0–4; mild, 5–9; moderate, 10–14; moderately severe, 
15–19; severe, 20–27. A post hoc analysis of categorical 
CGI-S score (minimal/mild, ≤ 3; moderate, 4; severe, 
5; very severe, 6; extreme, 7) and PHQ-9 score also 
assessed depressive symptom severity at study exit.

Statistical Analysis
Data for continuous endpoints were reported with 

summary statistics unless otherwise specified. Categorical 
data were summarized with counts and percentages. Times 
to events were evaluated by Kaplan-Meier (KM) estimates. 
No formal sample size calculation was performed; the 

target sample size of 1,200 de novo patients was chosen to 
have ≥ 675 patients complete 24 weeks and 235 patients 
complete 56 weeks. The safety set included all patients 
who received ≥ 1 dose of zuranolone. The full analysis 
set (FAS) included all dosed patients who achieved a 
HAMD-17 response at Day 15 in the initial treatment 
cycle and continued in the study beyond Day 28. The 
mean number of repeat treatment courses was calculated 
based on the FAS. Patients who remained in the study 
for the minimum 56 days between potential treatment 
courses but did not need any additional treatment courses 
(based on the HAMD-17 ≥ 20 threshold) were counted as 
0 in the calculation of mean repeat treatment courses.

RESULTS

Patient Disposition, Demographics,  
and Baseline Characteristics

As of September 2021, 924 patients (30-mg Cohort 
[n = 725]; 50-mg Cohort [n = 199]) received ≥ 1 dose 
of zuranolone (Supplementary Figure 1). At Day 15 
of the initial treatment cycle, 73.5% (505/687) and 
80.5% (149/185) of patients who had nonmissing 
HAMD-17 scores in the 30-mg and 50-mg Cohorts, 
respectively, achieved a HAMD-17 response, with 
23.9% (173/725) and 17.6% (35/199), respectively, 
withdrawing due to a lack of response. Most patients in 
the FAS completed 1 full year in the study (30-mg Cohort, 
63.6% [311/489]; 50-mg Cohort, 65.1% [95/146]).

Most patients in both cohorts were White, were female, 
and had MDD with elevated anxiety at baseline (Table 
1). Baseline mean (standard deviation [SD]) HAMD-17 
total score was 25.3 (4.1) and 25.1 (3.3) in the 30-mg 
and 50-mg Cohorts, respectively. The median (range) 
time since initial MDD diagnosis was 9.8 (0–53.1) years 
(30-mg Cohort) and 12.5 (0–60.6) years (50-mg Cohort), 
with 11.0% (80/725) and 6.5% (13/199) of patients, 
respectively, reporting this as their first depressive episode. 
Approximately 10% of patients were > 65 years of age. 
The median (range) number of depressive episodes was 
4 (1–99) and 4 (1–50) in the 30-mg and 50-mg Cohorts, 
respectively; 41.9% (304/725) and 41.2% (82/199) of 
patients were receiving an ADT at baseline, respectively.

Safety and Tolerability
In the safety set, ≥ 1 TEAE was reported by 68.0% 

(493/725) and 68.8% (137/199) of patients in the 30-mg 
and 50-mg Cohorts, respectively (Table 2). Most patients 
who experienced TEAEs reported events that were mild 
or moderate in severity (30-mg Cohort, 90.9% [448/493]; 
50-mg Cohort, 85.4% [117/137]). Sixty-five patients 
reported severe TEAEs (30-mg Cohort, 6.2% [45/725]; 
50-mg Cohort, 10.1% [20/199]). Of these patients with 
severe TEAEs, 25 reported a total of 32 severe TEAEs that 
were assessed by the investigator as related to zuranolone, 
and all were reported while on treatment. Overall, the 
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Table 1. 
Baseline Demographics and Patient 
Characteristics (Safety Set)a

30-mg Cohortb

(n = 725)
50-mg Cohort

(n = 199)
Age, mean (SD), y 45 (14.2) 45 (14.1)
Age, median (range), y 45 (18–75) 48 (18–73)
Sex, female, n (%) 489 (67.4) 138 (69.3)
Race, n (%)

White 571 (78.8) 175 (87.9)
Black/African American 115 (15.9) 10 (5.0)
Asian 23 (3.2) 8 (4.0)
Multiracial 11 (1.5) 4 (2.0)
American Indian or Alaska Native 1 (0.1) 2 (1.0)
Native Hawaiian or other Pacific Islander 1 (0.1) 0
Other 3 (0.4) 0

Ethnicity, n (%)
Hispanic or Latino 176 (24.3) 44 (22.1)
Not Hispanic or Latino 549 (75.7) 155 (77.9)

BMI, mean (SD), kg/m2 30.2 (6.7) 29.3 (5.7)
Years since initial diagnosis, median 

(range)
9.8 (0–53.1) 12.5 (0–60.6)

Depression with elevated anxiety,c n (%) 569 (78.5) 149 (74.9)
HAMD-17 total score, mean (SD) 25.3 (4.1) 25.1 (3.3)
Number of depressive episodes 

experienced, median (range)
4 (1–99) 4 (1–50)

Length of current episode,  
median (range), dd

225.0 (22–8627) 232.0 (48–7995)

ADT use at baseline, n (%) 304 (41.9) 82 (41.2)
History of psychotropic medication use, 

n (%)
424 (58.5) 102 (51.3)

aThe safety set included all patients who received ≥ 1 dose of zuranolone.
bThe 30-mg Cohort included 645 patients who received zuranolone 30 mg 

for all treatment courses, and following a protocol amendment, 80 patients 
who received zuranolone 30 mg in the initial treatment course received 
zuranolone 50 mg in repeat treatment courses.

cDetermination of elevated anxiety was based on patient HAMD-17 anxiety 
subscale standardized score ≥ 39 (raw score ≥ 7).

dLength of current episode was calculated as the time between the date of 
the first dose and start date of the current depressive episode.

Abbreviations: ADT = antidepressant therapy, BMI = body mass index, HAMD-
17 = 17-item Hamilton Rating Scale for Depression, SD = standard deviation.

TEAEs reported by ≥ 10% of patients were headache 
(14.2% [103/725]) and somnolence (11.9% [86/725]) 
in the 30-mg Cohort and somnolence (16.1% [32/199]), 
dizziness (15.1% [30/199]), headache (12.6% [25/199]), 
and sedation (10.1% [20/199]) in the 50-mg Cohort. 
The proportion of patients with TEAEs leading to dose 
reduction was 6.1% (44/725, 30-mg Cohort) and 18.6% 
(37/199, 50-mg Cohort). The TEAEs leading to dose 
reduction (occurring in ≥ 2 patients) were somnolence, 
fatigue, dizziness, anxiety, lethargy, nausea, sedation, 
tremor, headache, and attention disturbance in the 30-mg 
Cohort and dizziness, somnolence, sedation, headache, 
nausea, tremor, fatigue, asthenia, gait disturbance, 
agitation, and blurred vision in the 50-mg Cohort. The 
proportion of patients with TEAEs leading to study 

withdrawal was 4.4% (32/725; 30-mg Cohort) and 8.0% 
(16/199; 50-mg Cohort). The TEAEs leading to study 
withdrawal (occurring in ≥ 2 patients) were anxiety, 
depression, suicidal ideation, dizziness, confusional 
state, insomnia, nausea, and pulmonary embolism.

Patients reported TEAEs primarily while on treatment 
in treatment cycles 1 and 2, and no new or unexpected 
safety findings were identified with repeat treatment 
courses (Table 2; Supplementary Table 1). Among patients 
in the 30-mg Cohort, the most common TEAEs (reported 
by ≥ 5% of patients) during the first 28-day treatment 
cycle (ie, treatment cycle TEAEs) were somnolence (9.7% 
[70/725]), headache (8.8% [64/725]), and dizziness 
(5.9% [43/725]); 25 patients (3.4%) had their dose 
reduced and 19 (2.6%) withdrew from the study due to 
treatment cycle TEAEs. Among patients who received a 
second treatment course, the most common treatment 
cycle TEAE was headache (6.3% [18/286]); the rate 
of dose reduction due to TEAEs was 4.2% (12/286), 
and 4 patients (1.4%) withdrew due to treatment cycle 
TEAEs. There were ≤ 6 patients with dose reduction 
or study withdrawal due to treatment cycle TEAEs in 
study periods 3, 4, or 5. Headache and somnolence were 
the most frequently reported treatment cycle TEAEs 
among patients who received a third treatment course 
(somnolence, 3.8% [6/157]; headache, 2.5% [4/157]) 
and a fourth treatment course (somnolence, 4.2% [4/96]; 
headache, 4.2% [4/96]). Of 43 patients in the 30-mg 
Cohort who received a fifth treatment course, the most 
common treatment cycle TEAE was fatigue (7.0% [n = 3]).

Among the 199 patients in the 50-mg Cohort, the 
most common TEAEs during the initial 28-day treatment 
cycle were dizziness (15.1% [30/199]), somnolence 
(13.6% [27/199]), sedation (8.5% [17/199]), headache 
(8.0% [16/199]), and nausea (5.0% [10/199]); 33 
patients (16.6%) had their dose reduced and 12 (6.0%) 
withdrew due to treatment cycle TEAEs (Table 2). Of 
these 199 patients, 66 later qualified for and received a 
second treatment course. The most common treatment 
cycle TEAEs in treatment cycle 2 were somnolence 
(6.1% [n = 4]) and sedation (6.1% [n = 4]). The rate of 
dose reduction due to TEAEs in the second treatment 
cycle was 4.5% (3/66), and no patients withdrew due to 
treatment cycle TEAEs. There was ≤ 1 patient with dose 
reduction or study withdrawal due to TEAEs in treatment 
cycles 3, 4, or 5. In treatment cycle 3, the most common 
TEAEs were somnolence (10.0% [3/30]), anxiety (6.7% 
[2/30]), and tremor (6.7% [2/30]). Fifteen patients in 
the 50-mg Cohort received a fourth treatment course, 
and 5 reported treatment cycle TEAEs, which included 
headache, dry mouth, and dyspepsia (6.7% [n = 1 each]). 
Of 5 patients who received a fifth treatment course, 1 
each reported nausea, nasal congestion, and urinary 
tract infection during the treatment cycle. Overall, 
the incidence and timing of TEAEs were not notably 
different between patients who received zuranolone 
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Table 2. 
TEAEs Overall and by Treatment Cycle (Safety Set)a

Overallb Cycle 1c Cycle 2c Cycle 3c Cycle 4c Cycle 5c

30-mg Cohort n = 725 n = 725 n = 286 n = 157 n = 96 n = 43
TEAE 493 (68.0) 368 (50.8) 120 (42.0) 45 (28.7) 28 (29.2) 12 (27.9)

Mild 200 (27.6) 204 (28.1) 69 (24.1) 22 (14.0) 15 (15.6) 4 (9.3)
Moderate 248 (34.2) 147 (20.3) 46 (16.1) 20 (12.7) 11 (11.5) 5 (11.6)
Severe 45 (6.2) 17 (2.3) 5 (1.7) 3 (1.9) 2 (2.1) 3 (7.0)

SAE 20 (2.8) 6 (0.8) 1 (0.3) 1 (0.6) 0 0
Death 1 (0.1) 0 0 0 0 0
Dose reduction due to TEAE 44 (6.1) 25 (3.4) 12 (4.2) 5 (3.2) 2 (2.1) 6 (14.0)
Treatment discontinuation due to TEAE 20 (2.8) 16 (2.2) 3 (1.0) 0 0 1 (2.3)
Study withdrawal due to TEAE 32 (4.4) 19 (2.6) 4 (1.4) 1 (0.6) 0 1 (2.3)
Most common TEAEs (> 5% at any time)

Headache 103 (14.2) 64 (8.8) 18 (6.3) 4 (2.5) 4 (4.2) 0
Somnolence 86 (11.9) 70 (9.7) 13 (4.5) 6 (3.8) 4 (4.2) 2 (4.7)
Dizziness 54 (7.4) 43 (5.9) 7 (2.4) 4 (2.5) 2 (2.1) 1 (2.3)
Sedation 40 (5.5) 32 (4.4) 10 (3.5) 2 (1.3) 3 (3.1) 2 (4.7)
Diarrhea 54 (7.4) 27 (3.7) 11 (3.8) 1 (0.6) 1 (1.0) 0
Dry mouth 43 (5.9) 35 (4.8) 7 (2.4) 1 (0.6) 0 1 (2.3)
URTI 57 (7.9) 14 (1.9) 7 (2.4) 3 (1.9) 0 0
Insomnia 36 (5.0) 14 (1.9) 8 (2.8) 2 (1.3) 2 (2.1) 1 (2.3)
Fatigue 35 (4.8) 20 (2.8) 9 (3.1) 4 (2.5) 1 (1.0) 3 (7.0)

50-mg Cohort n = 199 n = 199 n = 66 n = 30 n = 15 n = 5
TEAE 137 (68.8) 118 (59.3) 22 (33.3) 12 (40.0) 5 (33.3) 2 (40.0)

Mild 44 (22.1) 51 (25.6) 8 (12.1) 4 (13.3) 3 (20.0) 2 (40.0)
Moderate 73 (36.7) 54 (27.1) 12 (18.2) 7 (23.3) 2 (13.3) 0
Severe 20 (10.1) 13 (6.5) 2 (3.0) 1 (3.3) 0 0

SAE 9 (4.5) 5 (2.5) 0 0 0 0
Death 0 0 0 0 0 0
Dose reduction due to TEAE 37 (18.6) 33 (16.6) 3 (4.5) 1 (3.3) 0 0
Treatment discontinuation due to TEAE 13 (6.5) 13 (6.5) 0 0 0 0
Study withdrawal due to TEAE 16 (8.0) 12 (6.0) 0 1 (3.3) 0 0
Most common TEAEs (> 5% at any time)

Headache 25 (12.6) 16 (8.0) 1 (1.5) 1 (3.3) 1 (6.7) 0
Somnolence 32 (16.1) 27 (13.6) 4 (6.1) 3 (10.0) 0 0
Dizziness 30 (15.1) 30 (15.1) 1 (1.5) 0 0 0
Sedation 20 (10.1) 17 (8.5) 4 (6.1) 1 (3.3) 0 0
Tremor 11 (5.5) 9 (4.5) 2 (3.0) 2 (6.7) 0 0
Dry mouth 8 (4.0) 6 (3.0) 1 (1.5) 0 1 (6.7) 0
Nausea 13 (6.5) 10 (5.0) 1 (1.5) 0 0 1 (20.0)
Dyspepsia 3 (1.5) 2 (1.0) 0 0 1 (6.7) 0
Urinary tract infection 5 (2.5) 0 0 0 0 1 (20.0)
Insomnia 14 (7.0) 10 (5.0) 0 1 (3.3) 0 0
Anxiety 9 (4.5) 5 (2.5) 1 (1.5) 2 (6.7) 1 (6.7) 0
Thrombocytopenia 1 (0.5) 0 0 0 1 (6.7) 0
Muscle strain 5 (2.5) 0 1 (1.5) 0 1 (6.7) 0
Ligament sprain 3 (1.5) 0 0 0 1 (6.7) 0
Nasal congestion 3 (1.5) 0 0 1 (3.3) 0 1 (20.0)

aResults presented as n (%); n refers to the number of patients with TEAEs. The safety set included all patients who received ≥ 1 dose 
of zuranolone. The 30-mg Cohort includes patients who initially received zuranolone 30 mg in treatment cycle 1 and received 
zuranolone 50 mg in subsequent treatment cycles.

bOverall refers to TEAEs reported at any time throughout the study, including the 28-day treatment cycle or in the observational 
period up to 48 weeks. The treatment cycle TEAEs include only patients reporting TEAEs within the 28-day treatment cycle (ie, 
not during the observational period). Thus, the overall number of patients reporting TEAEs may be higher than the sum of patients 
reporting TEAEs within each treatment cycle. 

cCycle refers to the 28-day treatment cycle. These data reflect TEAEs, dose reduction, or study withdrawal that occurred within the 
14-day treatment period and 14-day follow-up of the treatment cycle.

Abbreviations: SAE = serious adverse event, TEAE = treatment-emergent adverse event, URTI = upper respiratory tract infection.
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alone vs those who received zuranolone and a stable 
dose of ADTs at baseline (Supplementary Table 2).

The overall incidence of serious AEs was 2.8% 
(20/725; 30-mg Cohort) and 4.5% (9/199; 50-mg 
Cohort), and most were observed in the initial study 
period (ie, during the initial 28-day treatment cycle 
or ≤ 48-week observational period). One patient in the 
30-mg Cohort died due to herpes simplex encephalitis 
and intracranial hemorrhage; the death occurred > 150 
days after the last dose and was determined by the 
investigator to be unrelated to zuranolone. Findings 
surrounding patient vital sign parameters, ECGs, 
withdrawal symptoms, and suicidal ideation/
behavior are reported in the Supplementary Material 
(Supplementary Appendix 2, Supplementary Figure 2).

Efficacy
Most dosed patients responded at Day 15 of the initial 

treatment cycle and remained in the study beyond Day 
28 (FAS; 30-mg Cohort, 67.4% [489/725]; 50-mg Cohort, 
73.4% [146/199]). Among responders, 42.9% (210/489) 
of the 30-mg Cohort and 54.8% (80/146) of the 50-mg 
Cohort received only the initial 14-day treatment course 
with zuranolone during their time in the study up to 1 
year (Figure 2). The proportion of responders to the initial 
treatment course who received exactly 2 total treatment 
courses during their time on study was 25.6% (125/489; 
30-mg Cohort) and 24.7% (36/146; 50-mg Cohort). 
The proportion of responders to the initial treatment 
course who received 2 to 5 total treatment courses (ie, 
received at least 1 repeat treatment course during their 
time in the study) was 57.1% (279/489) in the 30-mg 
Cohort and 45.2% (66/146) in the 50-mg Cohort. Most 
patients received 1 or 2 total treatment courses (no 
repeat treatment course or 1 repeat treatment course) 
throughout up to 1 year in the study (30-mg Cohort, 
68.5% [335/489]; 50-mg Cohort, 79.5% [116/146]). 
Overall, the mean (SD) number of repeat treatment 
courses among patients in the FAS was 1.2 (1.3) and 0.8 
(1.1) for the 30-mg and 50-mg Cohorts, respectively. 
The number of total treatment courses was comparable 
between patients who received zuranolone with and 
without baseline ADT (Supplementary Figure 3). The 
median time to first repeat treatment course based on 
KM estimation was 135 and 249 days for the 30-mg and 
50-mg Cohorts, respectively (Figure 3). In the initial study 
period, the estimated median time to relapse based on 
the KM method was 109 and 224 days for the 30-mg and 
50-mg Cohorts, respectively (Supplementary Figure 4).

At Day 15 of the initial treatment period, patients 
experienced improvements from baseline in depressive 
symptoms across efficacy endpoints (Supplementary 
Table 3). In the overall population, improvements in 
depressive symptoms, as assessed by mean (SD) CFB in 
HAMD-17 total score, were observed at Day 15 of the 
initial treatment period (safety set; 30-mg Cohort, –15.2 

[7.1]; 50-mg Cohort, –16.0 [6.0]). Improvements in 
HAMD-17 total score at Day 70 in those who remained 
on study were sustained beyond Day 28 (FAS, mean [SD] 
CFB; 30-mg Cohort, −12.2 [9.1]; 50-mg Cohort, −14.0 
[7.2]). Most patients in both cohorts in the safety set 
achieved a CGI-I response at Day 8 that was sustained 
at all study visits through Day 70 in study period 1 in 
the FAS (Supplementary Figure 5). Patient-reported 
depressive symptoms as assessed by mean PHQ-9 score 
were consistent with results from the investigator-reported 
HAMD-17 (Supplementary Figure 6A). At Day 15 of the 
initial treatment period, the majority of dosed patients 
in both cohorts reported minimal or mild depressive 
symptoms as assessed by PHQ-9 (30-mg Cohort, 
71.1% [456/641]; 50-mg Cohort, 76.6% [134/175]).

After the initial treatment course, improvements in 
depressive symptoms, as assessed by change from period-
specific baseline in HAMD-17 total score, mean PHQ-9 
score, and categorical depression severity as assessed 
by PHQ-9, were also observed with repeat treatment 
courses for patients who received them (Supplementary 
Table 4; Supplementary Figures 6–8). Of the patients 
who were eligible for a repeat treatment (ie, patients in 
the FAS who were on study for the minimum 56 days 
between treatment courses), the majority in both cohorts 
reached the threshold for a repeat treatment as defined 
by a PHQ-9 score ≥ 10 (30-mg Cohort, 69.7% [329/472]; 
50-mg Cohort, 58.9% [83/141]). The proportion of 
patients who reached the threshold defined as a HAMD-
17 total score ≥ 20 was similar: 61.4% (290/472) in 
the 30-mg Cohort and 48.2% (68/141) in the 50-mg 
Cohort. The proportion of patients in the 30-mg Cohort 
who received a second treatment course and achieved 
HAMD-17 response at Day 15 following the repeat 
treatment course was 64.3% (171/266; Supplementary 
Table 5). The proportion of patients in the 30-mg Cohort 
who achieved response at Day 15 following subsequent 
treatment courses was 63.6% (96/151; treatment cycle 
3), 66.7% (62/93; treatment cycle 4), and 71.8% (28/39; 
treatment cycle 5). In the 50-mg Cohort, the proportion 
of patients who received a second treatment course and 
achieved response was 64.6% (42/65). The proportion 
of patients who achieved response in the 50-mg Cohort 
at Day 15 following repeat treatment courses was 50.0% 
(14/28), 40.0% (6/15), and 0/5 patients for treatment 
cycles 3, 4, and 5, respectively; of note, after the second 
treatment course, 30 or fewer patients needed and received 
any additional treatments (Supplementary Table 5).

The proportion of patients in the 30-mg Cohort who 
achieved remission at Day 15 following the second 
treatment course was 33.5% (89/266). The rates of 
remission in treatment cycles 3, 4, and 5, respectively, 
were 31.1% (47/151), 38.7% (36/93), and 48.7% (19/39; 
Supplementary Table 5). In the 50-mg Cohort, the 
proportion of patients who achieved remission at Day 15 
following a second treatment course was 33.8% (22/65). 
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Figure 2. 
Number of Total Treatment Courses Received Over 1 Year (FAS)a

aProportion of patients receiving 1 to 5 total treatment courses in the 30-mg Cohort (A) and 50-mg Cohort (B) in the FAS. 
The FAS included all safety set patients who achieved a HAMD-17 response at Day 15 and continued in the study beyond 
Day 28 (ie, completed the initial treatment cycle). Patients who continued in the study for at least 56 days since their last 
dose were eligible to receive a repeat treatment course. Of 489 patients receiving zuranolone 30 mg in the FAS, 472, 242, 
137, and 79 were eligible for repeat treatment in treatment cycles 2, 3, 4, and 5, respectively. Of 146 patients in the FAS 
receiving zuranolone 50 mg, 141, 62, 24, and 9 patients were eligible for repeat treatment in treatment cycles 2, 3, 4, and 5, 
respectively.

Abbreviations: FAS = full analysis set, HAMD-17 = 17-item Hamilton Rating Scale for Depression.
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Figure 3. 
Time to First Repeat Treatment Course (FAS)a

aTime to first repeat treatment course is shown as days since the end of treatment course 1. The safety set included all patients who received ≥ 1 dose of 
zuranolone. The FAS included all safety set patients who achieved a HAMD-17 response at Day 15 and continued in the study beyond Day 28 (ie, completed the 
initial treatment cycle).

Abbreviations: CI = confidence interval, FAS = full analysis set, HAMD-17 = 17-item Hamilton Rating Scale for Depression, NE = not evaluable, No. = number, 
Q = quartile.
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Remission was lower at Day 15 for patients who received 
a third, fourth, or fifth treatment course in the 50-mg 
Cohort (treatment cycle 3, 21.4% [6/28]; treatment cycle 
4, 26.7% [4/15]; treatment cycle 5, 0/5; Supplementary 
Table 5). At study exit, most patients in the FAS had 
minimal/mild depressive symptoms, as assessed by 
CGI-S score, regardless of whether they completed the 
study (30-mg Cohort, 84.9% [264/311]; 50-mg Cohort, 
88.4% [84/95]) or withdrew prematurely (30-mg Cohort, 
71.3% [127/178]; 50-mg Cohort, 74.5% [38/51]). 
Similar results were observed at study exit as assessed 
by PHQ-9 score, with most patients reporting minimal 
or mild depressive symptoms regardless of whether they 
completed the study (30-mg Cohort, 74.6% [232/311]; 
50-mg Cohort, 86.3% [82/95]) or withdrew early (30-mg 
Cohort, 60.7% [108/178]; 50-mg Cohort, 72.5% [37/51]).

DISCUSSION

In the interim results from SHORELINE, most TEAEs 
reported by patients receiving a once-daily, 14-day 
treatment with oral zuranolone 30 mg or 50 mg were mild/
moderate in severity, consistent with the safety profile of 
previous placebo-controlled trials of zuranolone.32,38–42 
The extended follow-up period of this study allowed for 
the first assessment of long-term safety of zuranolone. The 
most common TEAEs (somnolence, dizziness, headache, 
and sedation) were consistent with those reported in 
previous studies of zuranolone and occurred primarily 
while on treatment, with no evidence of increased suicidal 
ideation throughout the study.32,42 The safety profile of 
zuranolone was generally consistent in repeat treatment 
courses, with no notable trends in the frequency of 
reporting or the types of TEAEs reported by patients 
who received multiple treatment courses compared with 
the initial treatment course. Overall, 5.2% (48/924) of 
patients withdrew from the study due to TEAEs (30-mg 
Cohort, 4.4% [32/725]; 50-mg Cohort, 8.0% [16/199]), 
with most withdrawals occurring in treatment cycle 1.

These data may also highlight the potential long-term 
efficacy of zuranolone in adults with MDD, although 
the open-label nature of the study must be noted as a 
limitation. About half of patients in both dose cohorts 
received only the initial treatment course, while the 
other half received at least 1 additional treatment 
course during their time in the study. Notably, while 
symptoms of elevated anxiety were present at baseline in 
nearly 80% of patients in SHORELINE, improvements 
in depressive symptoms were still observed in initial 
and repeat treatment courses. This is consistent with 
randomized, double-blinded studies, in which treatment 
with zuranolone was associated with improvements 
in depressive symptoms vs placebo in patients with 
MDD, including those with elevated anxiety (CORAL 
and integrated data from MDD-201b, MOUNTAIN, and 
WATERFALL).27,43 The majority of patients who initially 

responded to zuranolone reached the threshold for repeat 
treatment as assessed only by a self-reported PHQ-9 
score ≥ 10 in both dose cohorts, and similar results were 
observed based on the investigator-reported HAMD-17 
criterion. KM estimates suggest potentially sustained 
effects of zuranolone, with a median time to the first repeat 
treatment course of approximately 4 months in the 30-mg 
Cohort and 8 months in the 50-mg Cohort. However, while 
the 50-mg dose was associated with a longer time to first 
repeat treatment course compared with the 30-mg dose, 
patients in the 50-mg Cohort were approximately 3 times 
as likely to require dose reduction due to TEAEs and were 
twice as likely to withdraw from the study due to TEAEs.

Most responders to the initial treatment course in 
the 30-mg Cohort regained HAMD-17 response if they 
received a second treatment course—and a similar trend 
was observed for subsequent treatment courses—despite 
the fact that period-specific baseline HAMD-17 total 
scores were generally lower after treatment cycle 1. 
Patient-reported PHQ-9 results were consistent with these 
observations, showing that most patients in the 30-mg 
Cohort reported minimal or mild symptoms at Day 15 
and at later study visits. Response was also regained if 
initial responders in the 50-mg Cohort received a second 
treatment course. Response and remission rates decreased 
with repeat treatment courses among patients in the 
50-mg Cohort, although a relatively small number of 
patients in this cohort (n ≤ 30) received more than 2 total 
treatment courses with zuranolone 50 mg, which limits 
the interpretation of these data. In both dose cohorts, 
those who needed and received 3 or more treatment 
courses were generally more likely to report moderate/
severe depressive symptoms (assessed by PHQ-9) at Day 
15 and later study visits compared with those who only 
needed 1 or 2 total treatment courses, although results 
varied by study visit, which may be due to the smaller 
sample size for patients who received 3 or more treatment 
courses. Regardless of whether responders completed a 
full year in the study or withdrew early, most exited the 
study with at most mild depressive symptoms, as assessed 
both by patient-reported PHQ-9 and by investigator-
reported CGI-S score, potentially suggesting that lack of 
efficacy was not a primary driver in patient dropout.

A limitation of the open-label SHORELINE Study is 
that it was not designed for comparative safety and efficacy 
assessments, in part due to the lack of randomization. 
Additionally, the sample size of the 50-mg Cohort reported 
here was smaller than that of the 30-mg Cohort, especially 
in study periods 3 to 5, which limits the interpretation 
of results. Additional data from the completed 50-
mg Cohort will be reported on study completion.

Overall, SHORELINE adds evidence supporting the 
emergent strategy of targeting GABAergic signaling 
to treat MDD, which is based on the hypothesis that 
decreased GABA activity plays a fundamental role in 
the network dysregulation thought to contribute to the 
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clinical presentation of depression.20,44–48 In preclinical 
models, NASs can lead to rapid and sustained regulation 
of brain networks implicated in depression, consistent 
with antidepressant activity.49 Mechanistically, this 
is thought to be related to the biochemistry of NASs, 
which bind to both synaptic and extrasynaptic GABAARs 
and increase surface receptor expression in vitro, 
consistent with both rapid and sustained signaling.50,51

In conclusion, the interim results from SHORELINE 
show that most TEAEs reported were mild/moderate, 
and patients who received zuranolone showed 
improvement in depressive symptoms with initial and 
repeat treatment courses, with a safety profile that was 
consistent with previous placebo-controlled studies 
of zuranolone. In both dose cohorts, improvements 
in depressive symptoms were potentially sustained 
for months, with the possibility to recapture response 
with repeat treatment courses, if needed.

Article Information
Published Online: December 27, 2023. https://doi.org/10.4088/JCP.23m14845
© 2023 Physicians Postgraduate Press, Inc.
Submitted: February 24, 2023; accepted October 13, 2023.
To Cite: Cutler AJ, Mattingly GW, Kornstein SG, et al. Long-term safety and efficacy 
of initial and repeat treatment courses with zuranolone in adult patients with major 
depressive disorder: interim results from the open-label, phase 3 SHORELINE study. J 
Clin Psychiatry. 2024;85(1):23m14845.
Author Affiliations: Department of Psychiatry, SUNY Upstate Medical University, 
Syracuse, New York (Cutler); Department of Psychiatry, Washington University 
School of Medicine, St. Louis, Missouri (Mattingly); Department of Psychiatry, Virginia 
Commonwealth University School of Medicine, Richmond, Virginia (Kornstein); 
Institute for Advanced Diagnostics and Therapeutics, Sheppard Pratt, Baltimore, 
Maryland (Aaronson); Sage Therapeutics, Cambridge, Massachusetts (Lasser, Zhang, 
Rana, Brown, Doherty); Biogen Inc., Cambridge, Massachusetts (Levin, Miller, Kotecha, 
Forrestal).
Corresponding Author: Andrew J. Cutler, MD, 8429 Lorraine Rd #350, Lakewood 
Ranch, FL 34202 (acutler@ajcmd.com).
Author Contributions: All authors contributed to the acquisition, analysis, or 
interpretation of the data and critically revised the manuscript for important 
intellectual content. Drs Lasser and Doherty contributed to concept and design. Drs 
Cutler, Aaronson, Lasser, Zhang, Miller, Kotecha, and Forrestal contributed to drafting 
the manuscript. Dr Forrestal provided input into the study methodology. Dr Zhang 
performed statistical analysis and has directly accessed and verified the underlying 
data reported in the manuscript.
Relevant Financial Relationships: Dr Cutler serves as a consultant to AbbVie, Acadia, 
AiCure, Alfasigma, Alkermes, Allergan, Cognitive Research, Intra-Cellular Therapies, 
Janssen, Jazz Pharmaceuticals, Lundbeck, MedAvante-Prophase, Neurocrine, Noven, 
Otsuka, Sage Therapeutics, Inc., Sunovion, Supernus, Takeda, Terran Biosciences, 
and Teva; serves as a speaker for/receives promotional honoraria from AbbVie, 
Acadia, Alfasigma, Alkermes, Allergan, Intra-Cellular Therapies, Janssen, Lundbeck, 
Neurocrine, Noven, Otsuka, Sunovion, Supernus, Takeda, and Teva; has received 
research grants from Acadia, Alkermes, Allergan, Axsome, Biohaven, Intra-Cellular 
Therapies, Janssen, Lilly, Lundbeck, Novartis, Otsuka, Sage Therapeutics, Inc., 
Sunovion, and Takeda; and is an employee and board member of the Neuroscience 
Education Institute. Dr Mattingly serves as a researcher for AbbVie, Akili, Alkermes, 
Axsome, Boehringer, Genentech, Janssen, Lundbeck, Medgenics, NLS Pharma, 
Otsuka, Reckitt Benckiser, Roche, Sage Therapeutics, Inc., Sunovion, Supernus, 
Takeda, Taisho, and Teva; serves as a consultant for AbbVie, Alkermes, Alfasigma, 
Ironshore, Janssen, Lundbeck, Major League Baseball, Otsuka, National Football 
League, Neos, NLS Pharma, Purdue, Rhodes, Sage Therapeutics, Inc., Sunovion, 
Supernus, Takeda, Teva, and Vanda; and serves as a speaker for AbbVie, Alkermes, 
Ironshore, Janssen, Lundbeck, Otsuka, Neos, Shire, Sunovion, Takeda, and Teva. Dr 
Kornstein has received research support from Pfizer, Marinus, the National Science 
Foundation, and the National Institutes of Health. She has served on advisory boards 
for Lilly, Sage Therapeutics, Inc., Janssen, Reunion Neuroscience, Relmada, Sunovion, 
AbbVie, and Astellas. Dr Aaronson serves as a consultant to Sage Therapeutics, Inc., 
Janssen, Neuronetics, LivaNova, and Genomind. He has received research support 

from Compass and Neuronetics. Dr Brown is an employee of Sage Therapeutics, 
Inc., and may hold stock and/or stock options. Drs Lasser, Zhang, Rana, and 
Doherty were employees of Sage Therapeutics, Inc. at the time of study conduct, 
and may hold stock and/or stock options. Drs Levin, Miller, Kotecha, and Forrestal 
are employees of Biogen Inc. and may hold stock.
Funding/Support: This study was sponsored by Sage Therapeutics, Inc., and Biogen 
Inc.
Role of the Funders/Sponsors: Sage Therapeutics, Inc., and Biogen Inc. contributed 
to the concept, study design, data collection, and analysis.
Previous Presentation: Cutler AJ, et al. Efficacy of Zuranolone 50 mg and Need for 
Repeat Treatment Courses in the Open-Label, Phase 3 SHORELINE Study of Adult 
Patients With Major Depressive Disorder (MDD). Poster presented at the Society 
of Biological Psychiatry Annual Meeting, April 28–30, 2022, and the Psych Annual 
Congress, September 17–20, 2022.
Acknowledgments: The authors thank the patients and their families for helping 
them reimagine brain health. They also thank the clinical trial investigators and their 
staff at sites throughout the country. Medical writing and editorial support were 
provided by Ryan Coleman, PhD, of AlphaBioCom, a Red Nucleus company, and 
funded by Sage Therapeutics, Inc., and Biogen Inc.
Supplementary Material: Available at Psychiatrist.com.

References
 1.	 Kessler RC, Wang PS. The descriptive epidemiology of commonly occurring 

mental disorders in the United States. Annu Rev Public Health. 2008;29(1):115–
129. PubMed CrossRef

 2.	 Mokdad AH, Ballestros K, Echko M, et al; US Burden of Disease Collaborators. 
The state of US Health, 1990–2016: burden of diseases, injuries, and risk 
factors among US states. JAMA. 2018;319(14):1444–1472. PubMed CrossRef

 3.	 James S, Abate D, Hassen K, et al; GBD 2017 Disease and Injury Incidence and 
Prevalence Collaborators. Global, regional, and national incidence, prevalence, 
and years lived with disability for 354 diseases and injuries for 195 countries 
and territories, 1990–2017: a systematic analysis for the Global Burden of 
Disease Study 2017. Lancet. 2018;392(10159):1789–1858. PubMed CrossRef

 4.	 Malhi GS, Mann JJ. Depression. Lancet. 2018;392(10161):2299–2312. PubMed CrossRef
 5.	 Kessler RC, Berglund P, Demler O, et al; National Comorbidity Survey 

Replication. The epidemiology of major depressive disorder: results from the 
National Comorbidity Survey Replication (NCS-R). JAMA. 2003;289(23):3095–
3105. PubMed CrossRef

 6.	 American Psychiatric Association. Diagnostic and Statistical Manual of Mental 
Disorders. Fifth Edition. American Psychiatric Publishing, Inc; 2013.

 7.	 Major Depression. National Institute of Mental Health. Updated January 2022. 
Accessed December 3, 2023. https://www.nimh.nih.gov/health/statistics/
major-depression

 8.	 National Survey on Drug Use and Health. Substance Abuse and Mental Health 
Services Administration. Accessed February 10, 2023. https://www.samhsa.gov/
data/report/2021-nsduh-detailed-tables

 9.	 Rush AJ, Trivedi MH, Wisniewski SR, et al. Acute and longer-term outcomes in 
depressed outpatients requiring one or several treatment steps: a STAR*D 
report. Am J Psychiatry. 2006;163(11):1905–1917. PubMed CrossRef

10.	 Trivedi MH, Rush AJ, Wisniewski SR, et al; STAR*D Study Team. Evaluation of 
outcomes with citalopram for depression using measurement-based care in 
STAR*D: implications for clinical practice. Am J Psychiatry. 2006;163(1):28–40. PubMed CrossRef

11.	 Ferguson JM. SSRI antidepressant medications: adverse effects and tolerability. 
Prim Care Companion J Clin Psychiatry. 2001;3(1):22–27. PubMed CrossRef

12.	 Armitage R. The effects of antidepressants on sleep in patients with depression. 
Can J Psychiatry. 2000;45(9):803–809. PubMed CrossRef

13.	 Higgins A, Nash M, Lynch AM. Antidepressant-associated sexual dysfunction: 
impact, effects, and treatment. Drug Healthc Patient Saf. 2010;2:141–150. PubMed CrossRef

14.	 Keks N, Hope J, Keogh S. Switching and stopping antidepressants. Aust Prescr. 
2016;39(3):76–83. PubMed CrossRef

15.	 Romera I, Pérez V, Ciudad A, et al. Residual symptoms and functioning in 
depression, does the type of residual symptom matter? a post-hoc analysis. 
BMC Psychiatry. 2013;13(1):51. PubMed CrossRef

16.	 Nierenberg AA, Husain MM, Trivedi MH, et al. Residual symptoms after remission 
of major depressive disorder with citalopram and risk of relapse: a STAR*D 
report. Psychol Med. 2010;40(1):41–50. PubMed CrossRef

17.	 Arnaud ASE, DeRienzo L, Zhang X, et al. Frequent treatment changes in the 
course of antidepressant therapy: real-world evidence of unmet needs in the 
pharmacotherapy of major depressive disorder. JMCP. 2019;25(10):F11.

18.	 Luo Y, Kataoka Y, Ostinelli EG, et al. National prescription patterns of 
antidepressants in the treatment of adults with major depression in the US 
between 1996 and 2015: a population representative survey based analysis. 
Front Psychiatry. 2020;11:35. PubMed CrossRef

19.	 Semahegn A, Torpey K, Manu A, et al. Psychotropic medication non-adherence 

mailto:permissions%40psychiatrist.com?subject=
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18348707&dopt=Abstract
https://doi.org/10.1146/annurev.publhealth.29.020907.090847
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29634829&dopt=Abstract
https://doi.org/10.1001/jama.2018.0158
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30496104&dopt=Abstract
https://doi.org/10.1016/S0140-6736(18)32279-7
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30396512&dopt=Abstract
https://doi.org/10.1016/S0140-6736(18)31948-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=12813115&dopt=Abstract
https://doi.org/10.1001/jama.289.23.3095
https://www.nimh.nih.gov/health/statistics/major-depression
https://www.nimh.nih.gov/health/statistics/major-depression
https://www.samhsa.gov/data/report/2021-nsduh-detailed-tables
https://www.samhsa.gov/data/report/2021-nsduh-detailed-tables
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17074942&dopt=Abstract
https://doi.org/10.1176/ajp.2006.163.11.1905
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=16390886&dopt=Abstract
https://doi.org/10.1176/appi.ajp.163.1.28
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15014625&dopt=Abstract
https://doi.org/10.4088/PCC.v03n0105
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11143829&dopt=Abstract
https://doi.org/10.1177/070674370004500903
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21701626&dopt=Abstract
https://doi.org/10.2147/DHPS.S7634
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27346915&dopt=Abstract
https://doi.org/10.18773/austprescr.2016.039
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23398902&dopt=Abstract
https://doi.org/10.1186/1471-244X-13-51
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19460188&dopt=Abstract
https://doi.org/10.1017/S0033291709006011
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32116850&dopt=Abstract
https://doi.org/10.3389/fpsyt.2020.00035


Posting of this PDF is not permitted. | For reprints or permissions, contact  
permissions@psychiatrist.com. | © 2023 Physicians Postgraduate Press, Inc.

J Clin Psychiatry 85:1, January/February 2024  |  Psychiatrist.com e11

Long-Term Safety and Efficacy of Zuranolone in MDD

and its associated factors among patients with major psychiatric disorders: a 
systematic review and meta-analysis. Syst Rev. 2020;9(1):17. PubMed CrossRef

20.	 Sarawagi A, Soni ND, Patel AB. Glutamate and GABA homeostasis and 
neurometabolism in major depressive disorder. (Review) Front Psychiatry. 
2021;12:637863. PubMed CrossRef

21.	 Althaus AL, Ackley MA, Belfort GM, et al. Preclinical characterization of 
zuranolone (SAGE-217), a selective neuroactive steroid GABAA receptor positive 
allosteric modulator. Neuropharmacology. 2020;181:108333. PubMed CrossRef

22.	 Martinez Botella G, Salituro FG, Harrison BL, et al. Neuroactive steroids. 2. 
3α-hydroxy-3β-methyl-21-(4-cyano-1H-pyrazol-1′-yl)-19-nor-5β-pregnan-20-one 
(SAGE-217): a clinical next generation neuroactive steroid positive allosteric 
modulator of the (γ-aminobutyric acid) a receptor. J Med Chem. 
2017;60(18):7810–7819. PubMed CrossRef

23.	 Hoffmann E, Nomikos GG, Kaul I, et al. SAGE-217, a novel GABA(A) receptor 
positive allosteric modulator: clinical pharmacology and tolerability in randomized 
phase I dose-finding studies. Clin Pharmacokinet. 2020;59(1):111–120. PubMed CrossRef

24.	 Zurzuvae. Package insert. Cambridge, MA: Sage Therapeutics, Inc and Biogen 
Inc; 2023.

25.	 Clayton AH, Lasser R, Nandy I, et al. Zuranolone in major depressive disorder: 
results from MOUNTAIN-a phase 3, multicenter, double-blind, randomized, 
placebo-controlled trial. J Clin Psychiatry. 2023;84(2):22m14445. PubMed CrossRef

26.	 Clayton AH, Lasser R, Parikh SV, et al. Zuranolone for the treatment of adults with 
major depressive disorder: a randomized, placebo-controlled phase 3 trial. Am J 
Psychiatry. 2023;180(9):676–684. PubMed CrossRef

27.	 Parikh SV. Efficacy and safety of zuranolone co-initiated with an antidepressant in 
adults with major depressive disorder: results from the phase 3, randomized, 
double-blind, placebo-controlled CORAL study. Poster presented at: American 
Society of Clinical Psychopharmacology May 31–June 3 2022; Scottsdale, AZ.

28.	 Huang M-Y. Zuranolone in major depressive disorder (MDD): minimal important 
difference (MID) and meaningful change threshold (MCT) on the 17-item Hamilton 
Rating Scale for Depression (HAMD-17). Poster presented at: Psych Congress; 
September 17–20 2022; New Orleans, LA.

29.	 Clayton AH. Short form-36 quality of life data from the zuranolone clinical 
development program in major depressive disorder and postpartum depression. 
Poster presented at: Psych Congress; September 17–20 2021; New Orleans, LA.

30.	 Hamilton M. A rating scale for depression. J Neurol Neurosurg Psychiatry. 
1960;23(1):56–62. PubMed CrossRef

31.	 Montgomery SA, Asberg M. A new depression scale designed to be sensitive to 
change. Br J Psychiatry. 1979;134(4):382–389. PubMed CrossRef

32.	 Deligiannidis KM, Meltzer-Brody S, Gunduz-Bruce H, et al. Effect of zuranolone vs 
placebo in postpartum depression: a randomized clinical trial. JAMA Psychiatry. 
2021;78(9):951–959. PubMed CrossRef

33.	 Kanes S, Colquhoun H, Gunduz-Bruce H, et al. Brexanolone (SAGE-547 injection) 
in post-partum depression: a randomised controlled trial. Lancet. 
2017;390(10093):480–489. PubMed CrossRef

34.	 Kanes SJ, Colquhoun H, Doherty J, et al. Open-label, proof-of-concept study of 
brexanolone in the treatment of severe postpartum depression. Hum 
Psychopharmacol. 2017;32(2):e2576. PubMed CrossRef

35.	 Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression 
severity measure. J Gen Intern Med. 2001;16(9):606–613. PubMed CrossRef

36.	 Posner K, Brown GK, Stanley B, et al. The Columbia-Suicide Severity Rating Scale: 
initial validity and internal consistency findings from three multisite studies with 
adolescents and adults. Am J Psychiatry. 2011;168(12):1266–1277. PubMed CrossRef

37.	 Busner J, Targum SD. The clinical global impressions scale: applying a research 
tool in clinical practice. Psychiatry (Edgmont). 2007;4(7):28–37. PubMed

38.	 Sage Therapeutics reports topline results from pivotal phase 3 MOUNTAIN study 
of SAGE-217 in major depressive disorder. Press Release. 2019.

39.	 Sage Therapeutics and Biogen announce positive pivotal phase 3 results for 
zuranolone, an investigational two-week, once-daily therapeutic being evaluated 
for major depressive disorder. Press Release. 2021.

40.	 Sage Therapeutics and Biogen announce the phase 3 CORAL study met its 
primary and key secondary endpoints - comparing zuranolone 50 mg co-initiated 
with standard of care antidepressant vs standard of care co-initiated with placebo 
in people with MDD. Press Release. 2022.

41.	 Sage Therapeutics and Biogen announce that the phase 3 SKYLARK study of 
zuranolone in postpartum depression met its primary and all key secondary 
endpoints. Press Release. 2022.

42.	 Gunduz-Bruce H, Silber C, Kaul I, et al. Trial of SAGE-217 in patients with major 
depressive disorder. N Engl J Med. 2019;381(10):903–911. PubMed CrossRef

43.	 Czysz AH, Schatzberg CNA, Lasser R, et al. Improvement in depressive symptoms 
with zuranolone treatment in patients with major depressive disorder with or 
without elevated anxiety: integrated analysis from the MDD-201B, MOUNTAIN, 
and WATERFALL studies. Poster presented at: American College of 
Neuropsychopharmacology (ACNP) 2022 Annual Meeting; December 4–7 2022; 
Phoenix, AZ.

44.	 Luscher B, Shen Q, Sahir N. The GABAergic deficit hypothesis of major depressive 
disorder. Mol Psychiatry. 2011;16(4):383–406. PubMed CrossRef

45.	 Yan C-G, Chen X, Li L, et al. Reduced default mode network functional 
connectivity in patients with recurrent major depressive disorder. Proc Natl Acad 
Sci U S A. 2019;116(18):9078–9083. PubMed CrossRef

46.	 Spellman T, Liston C. Toward circuit mechanisms of pathophysiology in 
depression. Am J Psychiatry. 2020;177(5):381–390. PubMed CrossRef

47.	 Fischer AS, Keller CJ, Etkin A. The clinical applicability of functional connectivity 
in depression: pathways toward more targeted intervention. Biol Psychiatry Cogn 
Neurosci Neuroimaging. 2016;1(3):262–270. PubMed CrossRef

48.	 Fogaça MV, Duman RS. Cortical GABAergic dysfunction in stress and depression: 
new insights for therapeutic interventions. Front Cell Neurosci. 2019;13:87. PubMed CrossRef

49.	 Zorumski CF, Paul SM, Covey DF, et al. Neurosteroids as novel antidepressants 
and anxiolytics: GABA-A receptors and beyond. Neurobiol Stress. 
2019;11:100196. PubMed CrossRef

50.	 Abramian AM, Comenencia-Ortiz E, Modgil A, et al. Neurosteroids promote 
phosphorylation and membrane insertion of extrasynaptic GABAA receptors. Proc 
Natl Acad Sci U S A. 2014;111(19):7132–7137. PubMed CrossRef

51.	 Jacob TC, Michels G, Silayeva L, et al. Benzodiazepine treatment induces subtype-
specific changes in GABA(A) receptor trafficking and decreases synaptic 
inhibition. Proc Natl Acad Sci U S A. 2012;109(45):18595–18600. PubMed CrossRef

mailto:permissions%40psychiatrist.com?subject=
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31948489&dopt=Abstract
https://doi.org/10.1186/s13643-020-1274-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33986699&dopt=Abstract
https://doi.org/10.3389/fpsyt.2021.637863
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32976892&dopt=Abstract
https://doi.org/10.1016/j.neuropharm.2020.108333
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28753313&dopt=Abstract
https://doi.org/10.1021/acs.jmedchem.7b00846
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31338688&dopt=Abstract
https://doi.org/10.1007/s40262-019-00801-0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=36811520&dopt=Abstract
https://doi.org/10.4088/JCP.22m14445
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37132201&dopt=Abstract
https://doi.org/10.1176/appi.ajp.20220459
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=14399272&dopt=Abstract
https://doi.org/10.1136/jnnp.23.1.56
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=444788&dopt=Abstract
https://doi.org/10.1192/bjp.134.4.382
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34190962&dopt=Abstract
https://doi.org/10.1001/jamapsychiatry.2021.1559
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28619476&dopt=Abstract
https://doi.org/10.1016/S0140-6736(17)31264-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28370307&dopt=Abstract
https://doi.org/10.1002/hup.2576
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11556941&dopt=Abstract
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22193671&dopt=Abstract
https://doi.org/10.1176/appi.ajp.2011.10111704
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=20526405&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31483961&dopt=Abstract
https://doi.org/10.1056/NEJMoa1815981
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21079608&dopt=Abstract
https://doi.org/10.1038/mp.2010.120
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30979801&dopt=Abstract
https://doi.org/10.1073/pnas.1900390116
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32354265&dopt=Abstract
https://doi.org/10.1176/appi.ajp.2020.20030280
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29560882&dopt=Abstract
https://doi.org/10.1016/j.bpsc.2016.02.004
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30914923&dopt=Abstract
https://doi.org/10.3389/fncel.2019.00087
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31649968&dopt=Abstract
https://doi.org/10.1016/j.ynstr.2019.100196
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24778259&dopt=Abstract
https://doi.org/10.1073/pnas.1403285111
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23091016&dopt=Abstract
https://doi.org/10.1073/pnas.1204994109


 

© Physicians Postgraduate Press, Inc. 

 Supplementary Material  
 

Article Title: Long-Term Safety and Efficacy of Initial and Repeat Treatment Courses With Zuranolone in 
Adult Patients With Major Depressive Disorder: Interim Results From the Open-Label, Phase 3 
SHORELINE Study 

Authors: Andrew J. Cutler, MD; Gregory W. Mattingly, MD; Susan G. Kornstein, MD; 
Scott T. Aaronson, MD; Robert Lasser, MD; Hongling Zhang, MSc; Nilanjana Rana, MBBS; 
Colville Brown, MD; Seth Levin, MD; Catherine Miller, PharmD; Mona Kotecha, MD; 
Fiona Forrestal, MSc; and James Doherty, PhD 

DOI Number: 10.4088/JCP.23m14845 

 
LIST OF SUPPLEMENTARY MATERIAL FOR THE ARTICLE 
 

1. Appendix 1  

2. Appendix 2 Patient Vital Sign Parameters, ECGs, Withdrawal Symptoms, and Suicidal Ideation/Behavior 

3. Table 1 Summary of TEAEs on Treatment and During Follow-Up by Treatment Cycle (Safety Set) 

4. Table 2 Summary of TEAEs on Treatment and During Follow-Up By ADT Use at Baseline (Safety 
Set) 

5. Table 3 Summary of Efficacy Endpoints at Day 15 (Treatment Cycle 1; Safety Set) 

6. Table 4 Change From Period-Specific Baseline in HAMD-17 Total Score at Day 15 of Repeat 
Treatment Cycles 2–5 (FAS) 

7. Table 5 Summary of HAMD-17 Response and Remission at Day 15 of Repeat Treatment Cycles 2 
Through 5 (FAS) 

8. Table 6 Proportion of Patients Reaching the Threshold for a Repeat Treatment Course as Assessed 
by PHQ-9 and HAMD-17 (full analysis set) 

9. Figure 1 Patient Disposition 

10. Figure 2 C-SSRS Evaluation at Baseline and Any Time Postbaseline by Study Period (Safety Set) 

11. Figure 3 Total Treatment Courses Received by ADT Use at Baseline (FAS) 

12. Figure 4 Time to Relapse in Study Period 1 (Safety Set) 

Posting of this PDF is not permitted. | For reprints or permissions, contact permissions@psychiatrist.com. | © 2023 Physicians Postgraduate Press, Inc.



© Physicians Postgraduate Press, Inc. 

13. Figure 5 Percent of Patients With a CGI-I Response of “Very Much Improved” or “Much Improved” in 
the A) 30-Mg Cohort and B) 50-Mg Cohort (Study Period 1; Safety Set) 

14. Figure 6 Mean PHQ-9 Score by Study Visit and Study Period 

15. Figure 7 Categorical PHQ-9 Severity by Study Visit and Study Period in the 30-mg Cohort 

16. Figure 8 Categorical PHQ-9 Severity by Study Visit and Study Period in the 50-mg Cohort 

DISCLAIMER 
This Supplementary Material has been provided by the author(s) as an enhancement to the published article. It has 
been approved by peer review; however, it has undergone neither editing nor formatting by in-house editorial staff. 
The material is presented in the manner supplied by the author.  

Posting of this PDF is not permitted. | For reprints or permissions, contact permissions@psychiatrist.com. | © 2023 Physicians Postgraduate Press, Inc.



 

 

Supplementary materials 597 

Appendix 1 598 

Diagnosis of major depressive disorder (MDD) was determined by the Structured Clinical 599 

Interview for Diagnostic and Statistical Manual of Mental Disorders 5 (DSM-5) Clinical Trials 600 

Version. Treatment-resistant depression was assessed by the Massachusetts General Hospital 601 

Antidepressant Treatment Response Questionnaire.  602 

 603 

If a patient reported a Patient Health Questionnaire (PHQ-9) ≥10, but the HAMD-17-item 604 

Hamilton Rating Scale for Depression (HAMD-17) total score was <20, the patient was to 605 

complete the PHQ-9 on a weekly basis and return to the site to be assessed by the HAMD-17 606 

each week that the PHQ-9 score remained ≥10. If the PHQ-9 score was <10, the patient took the 607 

PHQ-9 every 2 weeks thereafter. Without any trigger by the PHQ-9 score described above, a 608 

patient would return to the site every 8 weeks for clinical assessments. 609 

 610 

Inclusion criteria 611 

Patients who meet the following criteria are qualified for participation in the study:  612 

1. Patient has signed an informed consent form prior to any study-specific procedures 613 

being performed.  614 

2. Patient is a male or female between 18 and 75 years of age, inclusive.  615 

3. Patient is in good physical health and has no clinically significant findings, as 616 

determined by the investigator, on physical examination, 12-lead electrocardiogram 617 

(ECG), or clinical laboratory tests.  618 

4. Patient agrees to adhere to the study requirements, including not participating in night 619 

shift work during any 14-day treatment period.  620 
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5. Patient has a diagnosis of MDD as diagnosed by Structured Clinical Interview for DSM-5 621 

Clinical Trials Version, with symptoms that have been present for at least a 4-week 622 

period.  623 

6. Patient has a Montgomery-Åsberg Depression Rating Scale total score of ≥28 and a 624 

HAMD-17 total score of ≥20 at screening and Day 1 (prior to dosing).  625 

7. Patients taking antidepressants used to treat MDD must have been taking these 626 

medications at the same dose for at least 60 days prior to Day 1. Patients who have 627 

stopped taking antidepressants must have done so for at least 60 days prior to Day 1. 628 

Patients receiving psychotherapy must have been receiving therapy on a regular schedule 629 

for at least 60 days prior to Day 1.  630 

8. Female patient agrees to use at least one method of highly effective contraception during 631 

participation in the study and for 30 days following the last dose of study drug, unless 632 

she is postmenopausal (at least 12 months of spontaneous amenorrhea without an 633 

alternative medical cause, with confirmatory follicular stimulation hormone >40 634 

mIU/mL), and/or surgically sterile (hysterectomy, bilateral oophorectomy, and/or 635 

bilateral salpingectomy), or does not engage in sexual relations that carry a risk of 636 

pregnancy.  637 

9. Male patient agrees to use an acceptable method of effective contraception for the 638 

duration of study and for 5 days after receiving the last dose of the study drug, unless the 639 

patient does not engage in sexual relations that carry a risk of pregnancy.  640 

10. Male patient is willing to abstain from sperm donation for the duration of the study and 641 

for 5 days after receiving the last dose of the study drug.  642 

11. Patient agrees to refrain from misuse of drugs and alcohol for the duration of the study.  643 

 644 

 645 
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Exclusion criteria 646 

Patients who met the following criteria were disqualified from participation in the study: 647 

1. Patient is currently at significant risk of suicide, as judged by the investigator, or has 648 

attempted suicide associated with the current episode of MDD.  649 

2. Patient has a recent history or active clinically significant manifestations of metabolic, 650 

hepatic, renal, hematological, pulmonary, cardiovascular, gastrointestinal, 651 

musculoskeletal, dermatological, urogenital, neurological, or eyes, ears, nose, and throat 652 

disorders, or any other acute or chronic condition that, in the investigator's opinion, 653 

would limit the patient's ability to complete or participate in this clinical study. A body 654 

mass index (BMI) ≤18 or ≥45 kg/m2 at screening is exclusionary; a BMI of 40 to 44.9 655 

kg/m2, inclusive, at screening is subject to a broader evaluation of medical comorbidities 656 

(such as sleep apnea or chronic obstructive pulmonary disease), concomitant 657 

medications, and prior tolerability of sedating agents.  658 

3. Patient has treatment-resistant depression, defined as persistent depressive symptoms 659 

despite treatment with adequate doses of antidepressants within the current major 660 

depressive episode (excluding antipsychotics) from 2 different classes for at least 4 weeks 661 

of treatment. Massachusetts General Hospital Antidepressant Treatment Response 662 

Questionnaire is used for this purpose.  663 

4. Patient has had vagus nerve stimulation or electroconvulsive therapy or has taken 664 

ketamine (including esketamine) within the current major depressive episode.  665 

5. Patient is taking any of the following:  666 

a. Benzodiazepines, barbiturates, or gamma-aminobutyric acid type A receptor 667 

(GABAAR) modulators (e.g., eszopiclone, zopiclone, zaleplon, zolpidem, 668 

brexanolone) at Day −28;  669 

b. Benzodiazepines, barbiturates, or GABAAR modulators daily or near daily (≥4 670 

days per week) for 1 year, in the year prior to first dose of study drug; or  671 
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c. Benzodiazepines or GABAAR modulators with a half-life of ≥48 hours (e.g., 672 

diazepam) from 60 days prior to Day 1. 673 

6. Patient is taking non-GABA anti-insomnia medications (e.g., prescribed therapeutics 674 

specifically for insomnia, over-the-counter sleep aids, melatonin), first-generation 675 

(typical) antipsychotics (e.g., haloperidol, perphenazine), and/or second-generation 676 

(atypical) antipsychotics (e.g., aripiprazole, quetiapine) at Day −14. Note that 677 

antihistamines used during the day solely for indication(s) other than insomnia are 678 

permitted.  679 

7. Patient has a known allergy to zuranolone, allopregnanolone, or related compounds.  680 

8. Patient has a positive pregnancy test at screening or on Day 1 prior to the start of study 681 

drug administration for any treatment cycle.  682 

9. Patient that is breastfeeding at screening or on Day 1 (prior to administration of study 683 

drug) does not agree to temporarily cease giving breast milk to her child(ren) from just 684 

prior to receiving study drug on Day 1 until 7 days after the last dose of study drug in 685 

each treatment cycle.  686 

10. Patient has detectable hepatitis B surface antigen, anti-hepatitis C virus (HCV) antibody 687 

and positive HCV viral load, or human immunodeficiency virus antibody at screening.  688 

11. Patient has a clinically significant abnormal 12-lead ECG at the screening or baseline 689 

visits. NOTE: mean QT interval calculated using the Fridericia method (QTcF) of >450 690 

msec in males or >470 msec in females is a basis for exclusion from the study.  691 

12. Patient has active psychosis per investigator assessment.  692 

13. Patient has a medical history of seizures.  693 

14. Patient has a medical history of bipolar disorder, schizophrenia, and/or schizoaffective 694 

disorder.  695 

15. Patient has a history of mild, moderate, or severe substance use disorder (including 696 

benzodiazepines) diagnosed using DSM-5 criteria in the 12 months prior to screening.  697 
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16. Patient had been taking chronic or as-needed psychostimulants (e.g., methylphenidate, 698 

amphetamine) or opioids at Day −28.  699 

17. Patient has had exposure to another investigational medication or device within 30 days 700 

prior to screening.  701 

18. Patient has previously participated in a zuranolone or a SAGE-547 (brexanolone) clinical 702 

trial.  703 

19. Use of any known strong inhibitors of cytochrome P450 (CYP)3A4 within 28 days or 5 704 

half-lives (whichever is longer) or consumption of grapefruit juice, grapefruit, Seville 705 

oranges, or products containing these within 14 days prior to the first dose of study drug 706 

for any zuranolone treatment cycle.  707 

20. Use of strong CYP3A inducers within 28 days prior to the first dose of study drug for any 708 

zuranolone treatment cycle or planned use during any treatment cycle. Examples include 709 

rifampin, carbamazepine, enzalutamide, mitotane, phenytoin, and St. John’s Wort.  710 

21. Patient has a positive drug and/or alcohol screen at screening or on Day 1 prior to dosing 711 

of the initial treatment cycle.  712 

22. Patient plans to undergo elective surgery during the initial treatment and follow-up 713 

period.  714 

23. Patient has been diagnosed with and/or treated for any type of cancer (excluding basal 715 

cell carcinoma and in situ melanoma) within the past year prior to screening.  716 

24. Patient has a history of sleep apnea.  717 

25. Patient has had gastric bypass surgery, has a gastric sleeve or lap band, or has had any 718 

related procedures that interfere with gastrointestinal transit.  719 

26. Patient ≥65 years of age has a history of cognitive impairment, has an increased risk for 720 

falls (including but not limited to impaired balance and/or gait), or is already taking ≥2 721 

central nervous system–active drugs, as per the American Geriatrics Society 2015 722 

Updated Beers Criteria for Potentially Inappropriate Medication Use in Older Adults.  723 
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Permitted medications  724 

If depressive symptoms worsened after Day 28 but before eligibility for repeat treatment (Day 725 

70), patients could receive supplemental medications, including benzodiazepines, GABA 726 

modulators for insomnia (e.g., eszopiclone, zopiclone, zaleplon, zolpidem), and non-GABA 727 

treatments for insomnia (e.g., melatonin, over-the-counter sleep aids, trazodone, mirtazapine) 728 

for ≤4 days per week. Introduction of a new antidepressant therapy (ADT) or increase in the 729 

dose of a current ADT was also permitted at the discretion of the investigator. 730 

 731 

Prohibited medications 732 

Benzodiazepines, barbiturates, GABAAR modulators (e.g., eszopiclone, zopiclone, zaleplon, 733 

zolpidem, brexanolone), or GABA-containing, over-the-counter supplements were prohibited 734 

from 28 days prior to the first dose of zuranolone in the initial treatment cycle through the 14-735 

day follow-up period (Day 28); thereafter, these medications are prohibited in the 7 days prior 736 

to any new zuranolone treatment cycle and through the follow-up period of the cycle. First-737 

generation (typical; e.g., haloperidol, perphenazine) or second-generation (atypical; e.g., 738 

aripiprazole, quetiapine) antipsychotics were prohibited from 14 days prior to the initial 739 

treatment cycle and throughout the duration of the study. Non-GABA anti-insomnia 740 

medications (e.g., prescribed therapeutics specifically for insomnia, over-the-counter sleep aids, 741 

melatonin) were prohibited from 14 days prior to the first dose of zuranolone in the initial 742 

treatment cycle through the initial 14-day treatment period; thereafter, these medications were 743 

prohibited 1 day prior to any new zuranolone treatment cycle and through the follow-up period 744 

of the cycle. The use of chronic or as-needed psychostimulants (e.g., methylphenidate, 745 

amphetamine) or opioids was prohibited from 28 days prior to the initial treatment cycle and 746 

throughout the duration of the study. Exposure to another investigational medication or device 747 

was prohibited from 30 days prior to screening and throughout the duration of the study.  748 

 749 
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Appendix 2 750 

Patient vital sign parameters, ECGs, withdrawal symptoms, and suicidal ideation/behavior 751 

Mean changes from baseline (CFBs) in vital sign parameters and mean ECG results did not 752 

differ notably across study periods. The incidence of clinically significant abnormal ECG was low 753 

(≤2 patients at any study visit), similar between cohorts, and restricted to study periods 1 and 2. 754 

There was no evidence of increased withdrawal symptoms following zuranolone treatment 755 

courses. No evidence for increased suicidal ideation/behavior compared with baseline was 756 

reported in any study period in either cohort, as measured by Columbia Suicide Severity Rating 757 

Scale (C-SSRS; Supplementary Figure 2). In study period 5, the postbaseline increase in 758 

patients reporting suicidal ideation per C-SSRS was likely due to small sample size. 759 

 760 
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Supplementary Table 1. Summary of TEAEs on treatment and during follow-up by treatment cycle (safety set).  

 Cycle 1 Cycle 2 Cycle 3 Cycle 4 Cycle 5 

 

On 

treatment 

Follow-

up 

On 

treatment 

Follow-

up 

On 

treatment 

Follow-

up 

On 

treatment 

Follow-

up 

On 

treatment 

Follow-

up 

30-mg Cohort n=725 n=725 n=286 n=286 n=157 n=157 n=96 n=96 n=43 n=43 

Any treatment cycle 

TEAE 
348 (48.0) 79 (10.9) 102 (35.7) 40 (14.0) 39 (24.8) 15 (9.6) 25 (26.0) 6 (6.3) 12 (27.9) 0 

Somnolence 70 (9.7) 1 (0.1) 13 (4.5) 0 6 (3.8) 0 4 (4.2) 0 2 (4.7) 0 

Dizziness 42 (5.8) 1 (0.1) 7 (2.4) 0 4 (2.5) 0 2 (2.1) 0 1 (2.3) 0 

Headache 59 (8.1) 9 (1.2) 15 (5.2) 3 (1.0) 4 (2.5) 0 2 (2.1) 2 (2.1) 0 0 

Tremor 6 (0.8) 0 1 (0.3) 0 3 (1.9) 0 2 (2.1) 0 0 0 

Sedation 32 (4.4) 0 10 (3.5) 0 2 (1.3) 0 3 (3.1) 0 2 (4.7) 0 

Insomnia 10 (1.4) 5 (0.7) 2 (0.7) 6 (2.1) 2 (1.3) 0 1 (1.0) 1 (1.0) 1 (2.3) 0 

URTI 10 (1.4) 4 (0.6) 6 (2.1) 1 (0.3) 3 (1.9) 0 0 0 0 0 

Diarrhea 19 (2.6) 8 (1.1) 10 (3.5) 2 (0.7) 1 (0.6) 0 0 1 (1.0) 0 0 

Nausea 19 (2.6) 1 (0.1) 2 (0.7) 0 1 (0.6) 0 0 0 0 0 

Dry mouth 32 (4.4) 3 (0.4) 7 (2.4) 0 1 (0.6) 0 0 0 1 (2.3) 0 

50-mg Cohort n=199 n=199 n=66 n=66 n=30 n=30 n=15 n=15 n=5 n=5 

Any treatment cycle 

TEAE 
108 (54.3) 27 (13.6) 22 (33.3) 0 9 (30.0) 5 (16.7) 4 (26.7) 1 (6.7) 2 (40.0) 0 

Somnolence 27 (13.6) 0 4 (6.1) 0 2 (6.7) 1 (3.3) 0 0 0 0 

Dizziness 30 (15.1) 1 (0.5) 1 (1.5) 0 0 0 0 0 0 0 
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Headache 14 (7.0) 3 (1.5) 1 (1.5) 0 1 (3.3) 0 1 (6.7) 0 0 0 

Tremor 9 (4.5) 0 2 (3.0) 0 2 (6.7) 0 0 0 0 0

Sedation 17 (8.5) 0 4 (6.1) 0 1 (3.3) 0 0 0 0 0 

Insomnia 4 (2.0) 6 (3.0) 0 0 0 1 (3.3) 0 0 0 0

URTI 0 0 0 0 0 0 0 0 0 0 

Diarrhea 3 (1.5) 0 0 0 0 0 0 0 0 0

Nausea 9 (4.5) 1 (0.5) 1 (1.5) 0 0 0 0 0 1 (20.0) 0 

Dry mouth 6 (3.0) 0 1 (1.5) 0 0 0 1 (6.7) 0 0 0 

Data are presented as n (%). The safety set included all patients who received ≥1 dose of zuranolone. The 30-mg Cohort includes 

patients who initially received zuranolone 30 mg in treatment cycle 1 and received zuranolone 50 mg in subsequent treatment cycles. 

On treatment = A TEAE during the study period is defined as an adverse event with onset on or after the first dose of zuranolone in 

the treatment cycle until the first dose of zuranolone in the subsequent study period plus one day; Follow-up = A follow-up period 

TEAE is defined as an adverse event with onset 24 hours after the last dose of zuranolone in the same study period until Day 28 in the 

same study period. 

Abbreviations: TEAE = treatment-emergent adverse event; URTI = upper respiratory tract infection. 
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Supplementary Table 2. Summary of TEAEs on treatment and during follow-up by ADT use at baseline (safety set).   

 30-mg Cohort (n=725) 50-mg Cohort (n=199) 

 ADT = Yes ADT = No ADT = Yes ADT = No 

Study period 1, n n=304 n=421 n=82 n=117 

Treatment cycle 1 143 (47.0) 225 (53.4) 49 (59.8) 69 (59.0) 

   On treatment   135 (44.4) 213 (50.6) 44 (53.7) 64 (54.7) 

   Follow-up  32 (10.5) 47 (11.2) 11 (13.4) 16 (13.7) 

Study period 2, n n=128 n=158 n=34 n=32 

Treatment cycle 2  47 (36.7) 73 (46.2) 10 (29.4) 12 (37.5) 

   On treatment   38 (29.7) 64 (40.5) 10 (29.4) 12 (37.5) 

   Follow-up  15 (11.7) 25 (15.8) 0 0 

Study period 3, n n=84 n=73 n=16 n=14 

Treatment cycle 3  21 (25.0) 24 (32.9) 6 (37.5) 6 (42.9) 

   On treatment   18 (21.4) 21 (28.8) 5 (31.3) 4 (28.6) 

   Follow-up  7 (8.3) 8 (11.0) 3 (18.8) 2 (14.3) 

Study period 4, n n=47 n=49 n=10 n=5 

Treatment cycle 4 9 (19.1) 19 (38.8) 3 (30.0) 2 (40.0) 

   On treatment 8 (17.0) 17 (34.7) 2 (20.0) 2 (40.0) 

Posting of this PDF is not permitted. | For reprints or permissions, contact permissions@psychiatrist.com. | © 2023 Physicians Postgraduate Press, Inc.



 

 

   Follow-up 1 (2.1) 5 (10.2) 1 (10.0) 0 

Study period 5, n n=25 n=18 n=3 n=2 

Treatment cycle 5 8 (32.0) 4 (22.2) 1 (33.3) 1 (50.0) 

   On treatment 8 (32.0) 4 (22.2) 1 (33.3) 1 (50.0) 

   Follow-up 0 0 0 0 

Results are presented as n (%); n refers to the number of patients with TEAEs. The safety set included all patients who received ≥1 

dose of zuranolone. The 30-mg Cohort includes patients who initially received zuranolone 30 mg in treatment cycle 1 and received 

zuranolone 50 mg in subsequent treatment cycles. A treatment cycle was defined as the 14-day treatment and 14-day follow-up 

together. A study period was defined as a treatment cycle plus an observational period of up to 48 weeks.  

Abbreviations: ADT = antidepressant therapy; TEAE = treatment-emergent adverse event.  
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Supplementary Table 3. Summary of efficacy endpoints at Day 15 (treatment cycle 1; safety set).  

  
30-mg Cohort 

(n=725) 

50-mg Cohort 

(n=199) 

CFB in HAMD-17 total score, mean (SD)  –15.2 (7.1) –16.0 (6.0) 

HAMD-17 response,a n/N (%) 505/687 (73.5) 149/185 (80.5) 

HAMD-17 remission,a n/N (%) 276/687 (40.2) 80/185 (43.2) 

CFB in CGI-S score, mean (SD) –2.1 (1.2) –2.3 (1.2) 

CFB in PHQ-9 score, mean (SD) −10.3 (7.2) −11.5 (7.1) 

HAMD-17 response was defined as a ≥50% reduction in HAMD-17 total score from baseline. HAMD-17 remission was defined as 

HAMD-17 total score ≤7.  

an/N refers to the number of patients with nonmissing HAMD-17 at Day 15. The safety set included all patients who received ≥1 dose 

of zuranolone.  

Abbreviations: CFB = change from baseline; CGI-S = Clinical Global Impressions-Severity; HAMD-17 = 17-item Hamilton Rating 

Scale for Depression; PHQ-9 = 9-item Patient Health Questionnaire; SD = standard deviation.  
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Supplementary Table 4. Change from period-specific baseline in HAMD-17 total score at Day 15 of repeat treatment 

cycles 2–5 (FAS). 

 30-mg Cohort 50-mg Cohort 

 n 

Baseline 

mean (SD) 

HAMD-17 

total score 

Day 15 CFPB n 

Baseline 

mean (SD) 

HAMD-17 

total score 

Day 15 CFPB 

Treatment cycle 2 279 24.0 (3.3) −13.2 (6.8) 66 23.3 (2.8) −12.7 (5.4) 

Treatment cycle 3 154 24.7 (3.2) −13.7 (6.4) 30 23.8 (3.4) −10.5 (9.3) 

Treatment cycle 4 96 24.1 (2.6) −14.1 (7.5) 15 23.7 (2.9) −10.8 (5.8) 

Treatment cycle 5 43 24.3 (2.9) −14.9 (8.2) 5 26.4 (4.2) −3.4 (3.9) 

n refers to the baseline population.  

Abbreviations: CFPB = change from period-specific baseline; FAS = full analysis set; HAMD-17 = 17-item Hamilton Rating Scale for 

Depression; SD = standard deviation.  
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Supplementary Table 5. Summary of HAMD-17 response and remission at Day 15 of repeat treatment cycles 2 

through 5 (FAS).   

HAMD-17 responsea 

30-mg Cohort 

n/N (%) 

50-mg Cohort 

n/N (%) 

Treatment cycle 2 171/266 (64.3) 42/65 (64.6) 

Treatment cycle 3 96/151 (63.6) 14/28 (50.0) 

Treatment cycle 4 62/93 (66.7) 6/15 (40.0) 

Treatment cycle 5 28/39 (71.8) 0/5 (0) 

HAMD-17 remissionb 

30-mg Cohort 

n/N (%) 

50-mg Cohort 

n/N (%) 

Treatment cycle 2  89/266 (33.5) 22/65 (33.8) 

Treatment cycle 3 47/151 (31.1) 6/28 (21.4) 

Treatment cycle 4 36/93 (38.7) 4/15 (26.7) 

Treatment cycle 5 19/39 (48.7) 0/5 

HAMD-17 response was defined as a ≥50% reduction in HAMD-17 total score from baseline. HAMD-17 remission was defined as 

HAMD-17 total score ≤7. The safety set included all patients who received ≥1 dose of zuranolone. The FAS included all safety set 

patients who achieved a HAMD-17 response at Day 15 and continued in the study beyond Day 28 (i.e., completed the initial treatment 
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cycle). A study period starts on or after the first dose of zuranolone in any given cycle and goes up to the start of the next cycle. Data 

are represented as n/N (%). n/N refers to the number of patients meeting response or remission criteria.  

an/N refers to the number of patients in the FAS who were dosed in the specific treatment cycle. bn/N refers to the number of patients 

with nonmissing HAMD-17 at study visit in the specific treatment cycle.  

Abbreviations: HAMD-17 = 17-item Hamilton Rating Scale for Depression; FAS = full analysis set. 
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Supplementary Table 6. Proportion of patients reaching the threshold for a repeat treatment course as assessed by 

PHQ-9 and HAMD-17 (full analysis set). 

aPatients were eligible for a repeat treatment course if they remained in the study for the minimum 56 days between treatment 

courses (i.e., Day 70 counting from Day 1 of the treatment course). 

Patients eligible for a repeat treatment course in 

treatment cycles 2–5a 

30-mg Cohort 

N=489 

50-mg Cohort 

N=146 

Treatment cycle 2 (first repeat treatment course)  n=472 n=141 

   Patients reaching the threshold triggered by PHQ-9 ≥10 329 (69.7) 83 (58.9) 

   Patients reaching the threshold triggered by HAMD-17 ≥20 290 (61.4) 68 (48.2) 

Treatment cycle 3 (second repeat treatment course) n=242 n=62 

   Patients reaching the threshold triggered by PHQ-9 ≥10 186 (76.9) 37 (59.7) 

   Patients reaching the threshold triggered by HAMD-17 ≥20 162 (66.9) 34 (54.8) 

Treatment cycle 4 (third repeat treatment course) n=137 n=24 

   Patients reaching the threshold triggered by PHQ-9 ≥10 110 (80.3) 19 (79.2) 

   Patients reaching the threshold triggered by HAMD-17 ≥20 100 (73.0) 16 (66.7) 

Treatment cycle 5 (fourth repeat treatment course) n=79 n=9 

   Patients reaching the threshold triggered by PHQ-9 ≥10 55 (69.6) 8 (88.9) 

   Patients reaching the threshold triggered by HAMD-17 ≥20 49 (62.0) 7 (77.8) 
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n refers to number of patients who discontinued/completed the study, or who were still ongoing in the study at least 56 days since 

last dose of zuranolone in last treatment cycle.  

Abbreviations: HAMD-17 = 17-item Hamilton Rating Scale for Depression; PHQ-9 = 9-item Patient Health Questionnaire. 
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Supplementary Figure 1. Patient disposition.  

 

Patient disposition reflects patients who completed or had the opportunity to complete 1 year of follow-up as of September 2021. The 

30-mg Cohort includes patients who initially received zuranolone 30 mg in treatment cycle 1 and received zuranolone 50 mg in 

subsequent treatment cycles.  
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Abbreviation: HAMD-17 = 17-item Hamilton Rating Scale for Depression.
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 Supplementary Figure 2. C-SSRS evaluation at baseline and any time postbaseline by study period (safety set).  

 

The safety set included all patients who received ≥1 dose of zuranolone. The suicidal ideation at study baseline (treatment period 1) 

was the worst C-SSRS score in the last 24 months (collected at screening) and since screening (collected at Day 1 before dosing). 

Period-specific baseline considered all assessments prior to first dose of zuranolone in the specific period, excluding lifetime 
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assessment. A treatment cycle was defined as the 14-day treatment and 14-day follow-up together. A study period was defined as a 

treatment cycle plus an observational period of up to 48 weeks.  

Abbreviation: C-SSRS = Columbia Suicide Severity Rating Scale. 
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 Supplementary Figure 3. Total treatment courses received by ADT use at baseline (FAS).   

 

The FAS included all safety set patients who achieved a HAMD-17 response at Day 15 and continued in the study beyond Day 28 (i.e., 

completed the initial treatment cycle). Number of total treatment courses received by ADT use at baseline for patients in the 30-mg 

Cohort (A) and 50-mg Cohort (B).  

Abbreviations: ADT = antidepressant therapy; FAS = full analysis set; HAMD-17 = 17-item Hamilton Rating Scale for Depression. 
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Supplementary Figure 4. Time to relapse in study period 1 (safety set).  

The safety set included all patients who received ≥1 dose of zuranolone. Time to relapse for study period 1 was measured among 

patients in the safety set and defined as the time after Day 15 of any given treatment cycle when HAMD-17 total score was ≥20 within 

10 days of a PHQ-9 score ≥10. Time to relapse was calculated only for Day 15 HAMD-17 responders (≥50% reduction from baseline) 

in study period 1 who have at least one HAMD-17 assessment after the study period 1 Day 15 HAMD-17 date. 

Abbreviations: CI = confidence interval; HAMD-17 = 17-item Hamilton Rating Scale for Depression; NE = not evaluable; No. = 

number; PHQ-9 = 9-item Patient Health Questionnaire; Q = quartile.
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Supplementary Figure 5. Percent of patients with a CGI-I response of “very much improved” or “much improved” 

in the A) 30-mg Cohort and B) 50-mg Cohort (study period 1; safety set).  

 

CGI-I response over time in the 30-mg Cohort (A) and 50-mg Cohort (B).  

The safety set included all patients who received ≥1 dose of zuranolone.  

Abbreviation: CGI-I = Clinical Global Impressions-Improvement. 
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Supplementary Figure 6. Mean PHQ-9 score by study visit and study period. 
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Data in study period 1 are presented from the safety set through Day 28 and from the full analysis set for Day 70 to EOS.  

Abbreviations: BL = baseline; EOS = end of study; PHQ-9 = 9-item Patient Health Questionnaire; SD = standard deviation. 
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Supplementary Figure 7. Categorical PHQ-9 severity by study visit and study period in the 30-mg Cohort.  
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Data in study period 1 are presented from the safety set through D28 and from the full analysis set for Day 70 to EOS.  

Depression severity over time was assessed by categorical ranges of PHQ-9 score: minimal, 0–4; mild, 5–9; moderate, 10–14; 

moderately severe, 15–19; severe, 20–27.  

Abbreviations: EOS = end of study; PHQ-9 = 9-item Patient Health Questionnaire. 
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Supplementary Figure 8. Categorical PHQ-9 severity by study visit and study period in the 50-mg Cohort. 
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Data in study period 1 are presented from the safety set through D28 and from the full analysis set for D70 to EOS.  

Depression severity over time was assessed by categorical ranges of PHQ-9 score: minimal, 0–4; mild, 5–9; moderate, 10–14; 

moderately severe, 15–19; severe, 20–27.   

Abbreviations: EOS = end of study; PHQ-9 = 9-item Patient Health Questionnaire.  
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