
1786

EARLY CAREER PSYCHIATRISTS

J Clin Psychiatry 68:11, November 2007

illness,1–3 and depressive symptoms are associated with
significant psychosocial dysfunction.4,5 Evidence-based
treatment guidelines recommend mood stabilizers as first-
line treatment for bipolar depression,6–8 yet patients pre-
senting to community treatment settings with bipolar de-
pression are frequently prescribed antidepressants, often
as monotherapy.9–14 This use of antidepressant monother-
apy persists despite the established risk of antidepressant-
induced manic switch and cycle acceleration in bipolar
patients.15,16

Data on factors that influence use of antidepressants in
patients with bipolar disorder are limited. A previous re-
port from our group identified correlates of antidepressant
use for bipolar patients in the community17 and replicated
an earlier study from specialized treatment clinics that
found the presence of a lifetime comorbid anxiety disor-
der to be a strong predictor of antidepressant use in bi-
polar disorder.18 The interpretation of this association is
limited by the lack of comparative data with other diag-
nostic groups such as patients with major depressive dis-
order. Current standard of practice is that antidepressants
are recommended for the treatment of major depressive
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Objective: Antidepressants are recommended for
the treatment of depressive and anxiety symptoms in
patients with major depressive disorder, but caution is
urged when used for the treatment of these symptoms in
bipolar disorder. It is not known whether these differing
recommendations are reflected in clinical practice, as
comparative analyses of rates of antidepressant use be-
tween bipolar disorder and major depressive disorder
subjects with or without comorbid anxiety have not
been reported.

Method: Data source was the Canadian Community
Health Survey on Mental Health and Well-Being, a
large, representative mental health survey conducted
from May to December 2002. Rates of antidepressant
use were compared for subjects with bipolar disorder
according to the World Mental Health–Composite
International Diagnostic Interview or major depressive
disorder according to DSM-IV criteria, with or without
comorbid anxiety (DSM-IV). The independent effects of
the diagnostic group and of a comorbid anxiety disorder
were determined by controlling for sociodemographic
and clinical variables using logistic regression.

Results: Rate of antidepressant use was significantly
higher among all subjects with bipolar disorder
(N = 756) compared with all subjects with major depres-
sive disorder (N = 3863) (27.2% vs. 23.1%, p = .02),
but this difference was no longer significant when other
factors were controlled for in the regression analysis.
With the major depressive disorder without anxiety
group as the reference, the likelihood of antidepressant
use was significantly higher in both the bipolar disorder
with anxiety group (OR = 1.83, 95% CI = 1.02 to 3.27,
p = .04) and the major depressive disorder with anxiety
group (OR = 1.45, 95% CI = 1.00 to 2.09, p = .05).

Conclusion: After sociodemographic and clinical
variables were controlled for, similar rates of antidepres-
sant use were identified among bipolar disorder and ma-
jor depressive disorder subjects. Further efforts are
needed to enhance screening for bipolar disorder among
depressed patients and to re-examine the risk/benefit
analysis of antidepressants for bipolar disorder patients
in light of emerging alternatives. Significantly increased
rates of antidepressant use in subjects with a comorbid
anxiety disorder suggest that anxiety symptoms may be
a key reason why physicians are choosing to prescribe
antidepressants for patients with bipolar disorder and
major depressive disorder.
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eople with bipolar disorder spend a significant
proportion of time in the depressive phase of the
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disorder with or without comorbid anxiety,19–22 but cau-
tion is urged if antidepressants are used for the treatment
of bipolar disorder, irrespective of the presence or ab-
sence of comorbid anxiety.23,24 Whether this translates
into actual differences in the rates of antidepressant use
for these different diagnostic groups is not known. We are
not aware of any direct comparative analysis of rates of
antidepressant use between bipolar disorder and major
depressive disorder subjects, and reports of differences in
overall treatment have not controlled for potential con-
founders or the effect of comorbid anxiety.25–27 It is there-
fore unclear to what extent a history of mania/hypomania
influences use of antidepressants for patients with depres-
sive episodes with or without comorbid anxiety. Physi-
cians treating depressed patients with comorbid anxiety
may perceive the need to use antidepressants for the treat-
ment of depressive and anxiety symptoms, irrespective
of the diagnosis of bipolar disorder or major depressive
disorder.

This analysis uses data from the Canadian Community
Health Survey on Mental Health and Well-Being (CCHS
1.2),28 a large epidemiologic mental health survey that
provides an opportunity to measure antidepressant use in
a representative, community-based sample of subjects
with bipolar disorder and major depressive disorder. We
compare rates of antidepressant use between bipolar dis-
order and major depressive disorder groups with or
without comorbid anxiety disorders, while controlling
for potential sociodemographic and clinical confounders.
Subjects with an anxiety disorder only and subjects with
no mood or anxiety disorder diagnosis were included as
comparator groups for the rates of antidepressant use.

METHOD

Survey
Data were obtained from the CCHS 1.2.28 Full method-

ological details of this survey have been previously pub-
lished.29 CCHS 1.2 is a nationally representative, commu-
nity mental health survey conducted by Statistics Canada,
the national statistical agency, from May to December
2002. The target population included persons aged 15
years or older living in private dwellings (98% of the
population). One person was randomly selected from
each sampled household. From the initially selected
48,047 households, there was an 86.5% household-level
response rate, and among responding households there
was an 89.0% person-level response rate. The overall re-
sponse rate was 77.0%, resulting in a total of 36,984 re-
spondents. Incomplete data on diagnosis or antidepressant
use required the exclusion of 1820 subjects from this
analysis, resulting in a total study sample of 35,164
respondents.

The CCHS 1.2 interview is derived from the World
Mental Health–Composite International Diagnostic Inter-

view (WMH-CIDI).30 The survey was administered by
well-trained lay interviewers using computer-assisted
methods. Subjects were primarily interviewed face-to-
face at their place of residence (86% of subjects), with the
remainder conducted over the telephone. Interviews were
conducted in English, French, Chinese, or Punjabi (as re-
quired). Data on sociodemographic variables, psychiatric
diagnoses, illness history, and past-12-month medication
use were collected.

Mood Disorder Diagnostic Groups
Subjects meeting study criteria for a current or lifetime

manic/hypomanic episode were diagnosed with bipolar
disorder. The criteria for mania/hypomania in the WMH-
CIDI–based interview used in CCHS 1.2 differed from
DSM-IV criteria only in duration of symptoms, with “sev-
eral days or longer” being required. All remaining criteria
had to be simultaneously met, including (1) elevated or
irritable mood, (2) ≥ 3 additional DSM-IV–defined manic
symptoms, (3) significant functional impairment, and (4)
manic symptoms not due to medications, drugs, alcohol,
or physical causes. The interview did not include criteria
needed to accurately differentiate subjects with bipolar
disorder type I, type II, or not otherwise specified. Sub-
jects meeting DSM-IV criteria for a current or lifetime
major depressive episode without a history of a current or
lifetime manic/hypomanic episode were diagnosed with
major depressive disorder. The specific anxiety disorders
assessed in the survey included panic disorder with agora-
phobia, panic disorder without agoraphobia, agoraphobia
without panic disorder, and social phobia. Subjects with
bipolar disorder or major depressive disorder who met
criteria for 1 (or more) of these anxiety disorders in the
past 12-months were defined as having a comorbid anxi-
ety disorder. The past-12-month time period was used
to define the presence of a comorbid anxiety disorder in
order to match the time period of data on medication use.
The survey did not assess for specific phobias, obsessive-
compulsive disorder, posttraumatic stress disorder, or
generalized anxiety disorder.

Other Diagnostic Groups
The “anxiety disorder only” group included subjects

without bipolar disorder or major depressive disorder who
met lifetime DSM-IV criteria for 1 or more of the anxiety
disorders. The “no mood or anxiety disorder” group in-
cluded all subjects who did not meet lifetime criteria for
any of the mood or anxiety disorders evaluated in the in-
terview. Lifetime criteria were used in order to match the
use of lifetime criteria to establish the diagnosis of bipolar
disorder or major depressive disorder. These comparator
groups were included to serve only as references for the
rates of antidepressant use. This article includes analysis
of the correlates of antidepressant use in respondents with
mood disorders, and the comparator groups were not
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included in these analyses, as the examination of corre-
lates of antidepressant use among subjects without a
mood disorder is beyond the scope of this article.

Sociodemographic Variables
Age, sex, marital status (married, single, or formerly

married), highest level of education, current employment,
immigrant status (defined as country of birth outside of
Canada), and income adequacy were recorded. Income
adequacy is a refined measure of economic status that ac-
counts for number of household residents, with low in-
come adequacy defined by a household income (in Cana-
dian dollars) of < $15,000 for 1 to 2 residents, < $20,000
for 3 to 4 residents, or < $30,000 for 5+ residents.

Clinical Variables
The age at illness onset was defined for major depres-

sive disorder subjects as the age at first major depressive
episode, and for bipolar disorder subjects as the age at
first major depressive episode or manic/hypomanic epi-
sode, whichever occurred first. The presence of manic/
hypomanic and depressive episodes during the past 12
months and number of lifetime manic/hypomanic and
depressive episodes was also determined. The precise
number of mood episodes in the past 12 months was not
available; therefore, the proportion of subjects with rapid
cycling is not known. A past-12-month history of a co-
morbid substance use disorder was defined as heavy alco-
hol use (≥ 5 drinks per occasion, ≥ 1 time per month) or
heavy illicit drug use (≥ 1 time per month on average)
associated with 1 criterion or more for DSM-IV substance
abuse or dependence. Psychological distress was mea-
sured using the K10, a 10-item scale with higher scores
reflecting greater distress.31

Psychotropic Medication Use
Subjects were asked about any medication use in the

previous 12 months. Mood stabilizer, antidepressant, anti-
psychotic, and sedative/hypnotic categories were specifi-
cally probed and common examples of medications in
each class were given.

Statistical Analysis
CCHS 1.2 used a multistage, stratified cluster design to

select eligible households. In order to take into account
the effects of this complex survey design, all results were
bootstrapped using a set of replicate weights supplied by
Statistics Canada. All results (except sample sizes) are
reported as weighted estimates. Data for this study were
obtained from the CCHS 1.2 Master File maintained
at the Statistics Canada Research Data Centre, Toronto,
Canada. The analysis was conducted using SPSS 12.0
(SPSS Inc., Chicago, Ill.), Stata 8.0 (Stata Corp., College
Station, Tex.), and WesVar 4.2 (Westat, Rockville, Md.).
This study was approved by the research ethics board

at Sunnybrook Health Sciences Centre, University of
Toronto, Ontario, Canada.

Rates of past-12-month antidepressant use were com-
pared across all 6 diagnostic groups and across the 4 mood
disorder diagnostic groups (i.e., bipolar disorder with anx-
iety, bipolar disorder without anxiety, major depressive
disorder with anxiety, major depressive disorder without
anxiety) using Pearson χ2 tests. Correlates of past-12-
month antidepressant use in the mood disorder groups
were determined using logistic regression. In order to
avoid the necessity of substantial listwise deletions, miss-
ing variable indicators were included for income and for
counts of lifetime depressive and manic episodes. The re-
gression model included all 4 mood disorder diagnostic
groups along with sociodemographic, clinical, and con-
comitant medication variables.

RESULTS

Study groups comprised 756 subjects with bipolar dis-
order, 3863 subjects with major depressive disorder, 914
subjects with an anxiety disorder only, and 29,631 with
no mood or anxiety disorder (all unweighted). A past-
12-month comorbid anxiety disorder was present in 231
bipolar disorder subjects (30.6%) and in 539 major de-
pressive disorder subjects (14.0%) (unweighted). Table 1
reports the characteristics of the diagnostic groups.

Past-12-month antidepressant use was reported by
27.2% of all subjects with bipolar disorder and 23.1% of
all subjects with major depressive disorder (weighted re-
sults), a significant difference (χ2 = 5.7, df = 1, p = .02).
A significant difference was found in the likelihood of
past-12-month antidepressant use across the 6 diagnostic
groups (χ2 = 4193.1, df = 5, p < .01) as well as across the 4
mood disorder groups (χ2 = 237.4, df = 3, p < .01). Figure
1 displays the rates of past-12-month antidepressant use by
diagnostic group. Bipolar disorder subjects with comorbid
anxiety were significantly more likely to use an antide-
pressant compared with bipolar disorder subjects without
comorbid anxiety (χ2 = 70.9, df = 1, p < .01). Similarly,
major depressive disorder subjects with comorbid anxiety
were significantly more likely to use an antidepressant
compared with major depressive disorder subjects without
comorbid anxiety (χ2 = 161.7, df = 1, p < .01). There were
no significant differences in the rates of antidepressant use
between the bipolar disorder with comorbid anxiety and
major depressive disorder with comorbid anxiety groups
(χ2 = 1.0, df = 1, p = .33), or between the bipolar disorder
without comorbid anxiety and major depressive disorder
without comorbid anxiety groups (χ2 = 0.3, df = 1, p =
.59). The comparator groups of anxiety disorder only and
no mood or anxiety disorder subjects both had signifi-
cantly lower rates of antidepressant use compared with
the mood disorders groups (χ2 = 48.2 , df = 1, p < .01 and
χ2 = 369.4, df = 1, p < .01, respectively).

1787



1789

EARLY CAREER PSYCHIATRISTS

J Clin Psychiatry 68:11, November 2007

A regression model including sociodemo-
graphic, clinical, and concomitant medication vari-
ables was used to determine the independent effect
of the mood disorder diagnostic groups on like-
lihood of antidepressant use. In contrast to the sig-
nificant difference found in the univariate result, the
regression analysis found no significant difference
in antidepressant use between all bipolar disorder
subjects and all major depressive disorder subjects
(OR = 1.06, 95% CI = 0.73 to 1.56, p = .75). Table
2 displays the results of the regression analysis.
Using the major depressive disorder without anxi-
ety group as the reference, the likelihood of antide-
pressant use was significantly higher in both the
bipolar disorder with anxiety group (OR = 1.83,
95% CI = 1.02 to 3.27, p = .04) and the major de-
pressive disorder with anxiety group (OR = 1.45,
95% CI = 1.00 to 2.09, p = .05). There was no sig-
nificant difference in antidepressant use between
the major depressive disorder without anxiety and
bipolar disorder without anxiety groups (OR =
0.90, 95% CI = 0.60 to 1.34, p = .59).

A number of covariates were found to be asso-
ciated with a significantly increased likelihood of
antidepressant use. These included female gender
(OR = 1.50, 95% CI = 1.18 to 1.92, p < .01), older
age (OR [per year] = 1.12, 95% CI = 1.06 to 1.18,
p < .01), older age at illness onset (OR [per year] =
1.01, 95% CI = 1.00 to 1.03, p = .01), greater past-
month psychological distress (OR = 1.03, 95%
CI = 1.01 to 1.04, p = .01), presence of a past-
12-month depressive episode (OR = 2.48, 95%
CI = 1.89 to 3.26, p < .01), greater number of life-
time depressive episodes (OR = 1.01 [per epi-
sode], 95% CI = 1.00 to 1.02, p = .01), past-12-
month sedative/hypnotic use (OR = 5.07, 95%
CI =3.99 to 6.45, p < .01), and past-12-month anti-
psychotic use (OR = 3.93, 95% CI = 1.64 to 9.42,
p < .01). Immigrant status was associated with a
significantly decreased likelihood of antidepres-
sant use (OR = 0.58, 95% CI = 0.38 to 0.89,
p = .01).

DISCUSSION

This study compared rates of past-12-month an-
tidepressant use in a community sample of bipolar
and unipolar subjects with or without comorbid
anxiety. When comparing all bipolar disorder sub-
jects to all major depressive disorder subjects, the
univariate test found significantly higher rates of
antidepressant use among all bipolar disorder sub-
jects (27.2%) compared with all major depressive
disorder subjects (23.1%), but this difference was
no longer significant when other factors were con-Ta
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trolled for in the regression analysis. This suggests that the
difference in rates of antidepressant use between bipolar
disorder and major depressive disorder groups observed in
the χ2 test are accounted for by sociodemographic and ill-
ness factors, rather than the diagnostic group.

This lack of a specific significant effect of a history
of mania/hypomania on likelihood of antidepressant use
has important clinical implications, especially since only a
small minority of bipolar disorder subjects had also taken
mood stabilizers. Over a third of bipolar disorder subjects
had taken sedative/hypnotic medications, but these do not
appreciably limit the risks of manic switch or cycle accel-
eration that are associated with antidepressant use in bi-
polar disorder. While the reasons for these treatment pat-
terns could not be directly examined in this analysis,
bipolar disorder is often grossly underrecognized or misdi-
agnosed as major depressive disorder in community treat-
ment settings10,32; therefore, poor diagnostic accuracy may
explain some of the findings. It is unlikely, however, that
lack of recognition of bipolar disorder fully accounts for
the results, since even recognized bipolar patients in the
community commonly receive antidepressants.33 Bipolar
disorder patients spend a greater proportion of time in the
depressed phase as compared with the manic phase of the
illness; therefore, another possible explanation is that phy-
sicians treating known bipolar patients may be placing
greater priority on treating current depressive symptoms
rather than prophylaxis against mania/hypomania. While
antidepressants certainly have a role in the treatment of
some patients with bipolar disorder, further efforts are
needed to enhance screening for bipolar disorder among
patients presenting with depressive symptoms and to inten-
sify dissemination of information on effective alternatives
to antidepressants for the treatment of bipolar depression.

The presence of a comorbid anxiety disorder was asso-
ciated with significantly increased rates of antidepressant
use among both bipolar disorder and major depressive dis-

order subject groups. The identification of both bipolar
disorder and major depressive disorder subjects in the
same survey allowed for a comparison of the independent
effect of comorbid anxiety on antidepressant use across
diagnostic groups. We found that after controlling for a
number of potential confounders, the presence of a co-
morbid anxiety disorder remained significantly associated
with greater antidepressant use among both bipolar disor-
der and major depressive disorder subjects. These data ex-
pand on the findings from previous studies that identified
more frequent antidepressant use in mood disorder pa-
tients with comorbid anxiety18,34,35 by suggesting that the
effect of anxiety is independent of differences in sociode-
mographic or clinical variables such as gender and sever-
ity of illness and is present in both bipolar disorder and
major depressive disorder groups. This supports the hy-
pothesis that physicians facing the lack of established op-
tions for the treatment of anxiety disorders in patients
with bipolar disorder may perceive the need to use antide-
pressants to treat anxiety symptoms, irrespective of the
potential risks of illness destabilization.

Overall rates of antidepressant use were lower in our
study population compared with those in previous reports
of mood disorder patients attending clinical treatment set-
tings9,36,37 but are in keeping with antidepressant use in
other community-based studies.11,38 An important factor
relevant to the interpretation of these results is that re-
spondents identified using a community survey include
some people who have never had contact with mental
health treatment services.

Our analysis also included groups of individuals with
an anxiety disorder only and with no mood or anxiety dis-
order as a comparison for overall rates of antidepressant
use. We found rates of antidepressant use for these groups
that were similar to previous reports from other commu-
nity surveys.39,40 Antidepressant use in subjects without
a mood or anxiety disorder most likely reflects other uses
of antidepressants such as for neuropathic pain, insomnia,
or other mental illnesses. A small percentage of respon-
dents diagnosed with major depressive disorder reported
use of mood stabilizer medications. This may reflect the
use of lithium or other mood stabilizers as augmentation
treatments as well as treatment for bipolar disorder in
some respondents who were diagnosed in the survey with
major depressive disorder.

The lower rates of comorbid anxiety disorders in
this community-based sample as compared with clinical
samples41–43 also most likely reflects the method by which
subjects were identified. Clinical samples would be ex-
pected to have higher rates of comorbidity as a result of
more intensive treatment seeking by mood disorder pa-
tients with comorbid conditions.44 Furthermore, reported
comorbid anxiety rates of approximately 50% have gen-
erally included all anxiety disorders and used lifetime
criteria,42,43 while this analysis examined a subset of anxi-

Figure 1. Frequency of Past-12-Month Antidepressant Use
Among Diagnostic Groups (Total N = 35,164)
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ety disorders and employed a 12-month definition of co-
morbid anxiety to match the time frame of past-12-month
medication use.

A number of factors other than comorbid anxiety were
also found to be significantly correlated with increased
antidepressant use. These included older age, female
gender, nonimmigrant status, older age at illness onset,
greater psychological distress, past-12-month depression,
greater number of lifetime depressive episodes, and use
of concomitant medications. These factors appear to in-
fluence not only the specific type of treatment obtained,
but also overall rates of treatment utilization45–47 and
therefore should be considered as important determinants
of pharmacotherapy use for patients with mood dis-
orders. Additional studies are needed to determine the ex-
tent to which these factors influence physician prescrib-
ing patterns and patient acceptance of specific types of
treatment.

Women had higher rates of anti-
depressant use even after control-
ling for clinical variables such as
likelihood of a past-12-month de-
pressive episode and number of
lifetime depressive episodes. This
finding may be accounted for by
a greater likelihood of any treat-
ment contact among women with
mood disorders in the community.46

Furthermore, women may be more
likely than men to be diagnosed
with bipolar II disorder or bipolar
spectrum disorder,48 resulting in
greater antidepressant use based on
the perceived lower risk of manic
switch compared with that in bi-
polar I patients.49

Antidepressant use was also
highly positively correlated with
use of other psychotropic medica-
tions. This finding suggests that the
polypharmacy commonly seen in
specialty clinic samples50 is also be-
ing utilized for the management of
many mood disorder patients in the
community. Much of the clinical
trial data in mood disorders have
been limited to the study of mono-
therapy or dual therapy treatments,
leaving a large gap in our under-
standing of the risks and benefits
of antidepressants or other agents
within commonly used multidrug
combinations. This is especially the
case for patients with comorbid
mood and anxiety disorders.

Several limitations should be considered when inter-
preting the results of this analysis. First, the diagnostic
accuracy of identifying bipolar disorder, major depressive
disorder, and anxiety disorders using this CIDI-based in-
terview has not been fully established. The CIDI has
shown good test-retest and interrater agreement for the
diagnosis of mood and anxiety disorders,51,52 but reli-
ability and validity concerns remain an essentially un-
avoidable limitation of all large, community-based mental
health surveys. A second limitation is that information on
medication use was obtained through self-report, and thus
subject to recall errors. Finally, the cross-sectional inter-
view used for data collection could not provide precise
details about dosing, duration of treatment, adherence to
medication, or the clinical context in which the medica-
tion was prescribed. This information could only come
from prospective assessments and access to clinical and
pharmacy records.

Table 2. Correlates of Past-12-Month Antidepressant Use Among Bipolar Disorder and
Major Depressive Disorder Subjects
Variable Odds Ratio 95% CI p Value*

Diagnostic subgroup
Major depressive disorder without anxiety Reference
Major depressive disorder with anxiety 1.45 1.00 to 2.09 .05
Bipolar disorder without anxiety 0.90 0.60 to 1.34 .59
Bipolar disorder with anxiety 1.83 1.02 to 3.27 .04

Sociodemographics
Age (per year) 1.12 1.06 to 1.18 < .01
Female 1.50 1.18 to 1.92 < .01
Marital status

Married Reference
Single 1.40 0.98 to 1.99 .06
Formerly married 1.04 0.77 to 1.39 .81

Immigrant status 0.58 0.38 to 0.89 .01
Low income adequacy 0.89 0.63 to 1.26 .53
Education (high school or below) 0.87 0.66 to 1.14 .31
Employed 0.93 0.69 to 1.26 .66

Illness related
Past-12-month substance use disorder 0.91 0.64 to 1.30 .61
Psychological distress (past month)a 1.03 1.01 to 1.04 .01
Past-12-month depressive episode 2.48 1.89 to 3.26 < .01
No. of lifetime depressive episodes 1.01 1.00 to 1.02 .01
Age at illness onsetb 1.01 1.00 to 1.03 .01
Past-12-month sedative/hypnotic use 5.07 3.99 to 6.45 < .01
Past-12-month antipsychotic use 3.93 1.64 to 9.42 < .01

Contrast tests for mood disorder groupsc F df p Value

Bipolar disorder without anxiety different than 3.37 1 .07
major depressive disorder with anxiety

Bipolar disorder with anxiety different than 0.49 1 .48
major depressive disorder with anxiety

Bipolar disorder without anxiety different than 5.81 1 .02
bipolar disorder with anxiety

*Significant at p ≤ 05.
aPast-month psychological distress determined using the K10,31 with a higher score reflecting

greater distress.
bAge at illness onset for bipolar subjects defined as the age at first depressive or manic/hypomanic

episode, whichever occurred first. Age at illness onset for major depressive disorder subjects
defined as age at first major depressive episode.

cA significant result means that the 2 effects are significantly different. All differences relative
to major depressive disorder without anxiety are tested by the group indicators in the model.
Past-12-month manic/hypomanic episode, number of lifetime manic/hypomanic episodes, and
past-12-month mood stabilizer use were not entered in this model, as these variables relate
primarily to the bipolar disorder group only.
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In conclusion, this analysis found similar rates of anti-
depressant use between bipolar disorder and major de-
pressive disorder groups, with significantly higher rates
for subjects with a comorbid anxiety disorder. These find-
ings have important clinical implications since they sug-
gest that the presence of a history of mania/hypomania
appears to have limited influence on antidepressant use,
including for patients with comorbid anxiety. Further
studies are needed to explain whether these treatment pat-
terns are the result of a lack of diagnostic differentiation
between unipolar and bipolar depression or whether anti-
depressants are perceived as the best treatment for both
bipolar disorder and major depressive disorder patients
experiencing depression and anxiety.

Drug name: lithium (Lithobid, Eskalith, and others).
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