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ABSTRACT

Objective: To examine the efficacy and safety of adjunctive 
armodafinil for major depressive episodes associated with 
bipolar I disorder.

Method: Adults meeting DSM-IV-TR criteria for bipolar I 
disorder and currently experiencing a major depressive 
episode while taking at least 4 weeks of conventional 
maintenance medication were enrolled in a placebo-
controlled evaluation of adjunctive armodafinil 150 or  
200 mg (conducted January 2010–March 2012). The primary 
efficacy measure was change from baseline to week 8 on 
the 30-item Inventory of Depressive Symptomatology–
Clinician-Rated (IDS-C30) total score in the 150-mg 
armodafinil group versus placebo.

Results: Of 786 patients screened, 433 were randomized 
(placebo, n = 199; armodafinil 150 mg, n = 201; armodafinil 
200 mg, n = 33). The 200-mg armodafinil group was 
discontinued by protocol amendment due to lower than 
expected patient enrollment. For the 150-mg armodafinil 
group versus placebo, there was a significantly greater 
decrease in least squares mean (standard error of mean 
[SEM]) IDS-C30 total score at week 8 (–21.7 [1.1] vs –17.9 
[1.1]; P = .0097; Cohen d therapeutic effect size = 0.28). The 
proportion of IDS-C30 responders (≥ 50% decrease from 
baseline) was significantly higher for the 150-mg armodafinil 
group versus placebo at final visit (46% [91/197] vs 34% 
[67/196]; P = .0147). The proportion of IDS-C30 remitters (total 
score ≤ 11) was 21% (42/197) for armodafinil 150 mg versus 
17% (34/196) for placebo (P = .3343) at final visit. Adverse 
events (AEs) observed in > 5% of either the armodafinil 150 
mg or placebo groups and more frequently with 150 mg 
armodafinil were diarrhea (9% [17/198] vs 7% [13/199]), 
and nausea (6% [11/198] vs 5% [9/199]), respectively. In the 
200-mg armodafinil group, there were 2 serious AEs (n = 1, 
hepatic failure leading to death; n = 1, acute hepatitis). The 
death was not considered related to study treatment.

Conclusions: Adjunctive armodafinil 150 mg significantly 
improved symptoms of major depressive episodes 
associated with bipolar I disorder versus placebo  
and was generally well tolerated.
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B ipolar disorders are disabling and lifelong mental health dis-
orders associated with early symptom onset, variable disease 

severity, suicide, and high rates of co-occurring mental illnesses.1,2 
Depressive symptoms, which occur 3 times more frequently than 
mood elevation symptoms among symptomatic patients with bipo-
lar I disorder,3 contribute to the majority of the disability.4–6 Given 
that the lifetime prevalence of bipolar I and II disorders combined 
has been estimated at 2.5% for adults in the United States,7 there is 
great need for the development of clinical treatments for bipolar 
depression.

Although numerous agents are approved by the US Food and 
Drug Administration (FDA) for mania associated with bipo-
lar disorder,8 only 3 treatments are currently FDA approved 
specifically for depressive episodes associated with bipolar disorder— 
quetiapine monotherapy,9–13 olanzapine plus fluoxetine combina-
tion,14 and lurasidone as monotherapy or as adjunctive therapy 
with lithium or valproate.15,16

Armodafinil (R-modafinil) is currently approved in the United 
States for the treatment of excessive sleepiness associated with 
shift-work disorder and narcolepsy and as an adjunct to continu-
ous positive airway pressure in patients with obstructive sleep 
apnea.17–21 A phase 2 proof-of-concept study found that armo-
dafinil as adjunctive therapy significantly improved symptoms 
of a major depressive episode associated with bipolar I disorder 
compared with placebo as measured by the 30-item Inventory 
of Depressive Symptomatology–Clinician-Rated (IDS-C30) total 
score.22 The objective of the current phase 3 study was to evalu-
ate the efficacy and safety of armodafinil as adjunctive therapy to 
maintenance medications for the treatment of major depressive 
episodes associated with bipolar I disorder in adults.

METHOD
Study Design

This phase 3, 8-week, randomized, double-blind, placebo- 
controlled, parallel-group, fixed-dose multicenter study evaluated 
the safety and efficacy of armodafinil 150 mg/d in adults with bipo-
lar I disorder who were currently experiencing a major depressive 
episode while being treated with maintenance medication. The 
study (ClinicalTrials.gov identifier: NCT01072929) was conducted 
at 70 centers in 10 countries from January 2010–March 2012. It was 
conducted in accordance with International Conference on Har-
monization good clinical practice guidelines as currently amended 
(http://www.ich.org/products/guidelines/efficacy/article/efficacy-
guidelines.html), and the study protocol was approved by the 
independent ethics committee or institutional review board at each 
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s Treatment options for bipolar depression are currently ■■
limited, and there is a need for adjunctive therapies.

Adjunctive armodafinil significantly improved symptoms ■■
of bipolar depression and was generally well tolerated, 
although the treatment effect size was modest.

The clinical significance of investigational armodafinil for ■■
bipolar depression in the adjunctive treatment setting 
remains to be determined.

participating center. Written informed consent, including 
an explanation of treatments and potential side effects, was 
obtained from each patient prior to screening. Patients were 
free to withdraw at any time.

Selection of Subjects
To participate in this study, patients 18–65 years old 

underwent a 1- to 6-week screening period during which they 
were required to have a major depressive episode associated 
with bipolar I disorder according to the Structured Clinical 
Interview for DSM-IV-TR Axis I Disorders (SCID-CT).23 
Investigators established via medical record documentation, 
or by history provided by the patient and at least 1 other reli-
able informant, that the patient had at least 1 previous manic 
or mixed episode resulting in functional impairment that 
was treated with maintenance therapy (mood-stabilizing or 
antipsychotic medication) and no more than 6 mood epi-
sodes in the year prior to study entry. The current major 
depressive episode must have started no less than 2 weeks 
and no more than 12 months prior to the screening visit. The 
date of onset of the patient’s current major depressive epi-
sode must have started at least 8 weeks after resolution of any 
previous mood episode. Maintenance medications, which 
must have been maintained at stable dosages for at least 4 
weeks prior to the onset of the depressive episode and during 
screening, included lithium, valproic acid, aripiprazole, olan-
zapine, lamotrigine, risperidone, or ziprasidone (ziprasidone 
only if taken in combination with lithium or valproic acid). 
For patients taking 2 maintenance medications, at least 1 of 
the 2 drugs must have been lithium or valproic acid. Dose 
adjustments could be made to maintain therapeutic levels of 
lithium or valproic acid. In addition, patients were required 
to have a total score of ≥ 13 on the 16-item Quick Inventory 
of Depressive Symptomatology–Clinician-Rated (QIDS-C16) 
scale24 and a total Young Mania Rating Scale (YMRS)25 score 
of ≤ 10; a YMRS score of 0 or 1 on items 1 (elevated mood), 
2 (increased motor activity-energy), and 3 (sexual interest) 
at screening and the baseline visit; and a Hamilton Anxiety 
Rating Scale (HARS)26 total score of ≤ 16. Any patient with a 
total YMRS score of ≥ 15 or who met the DSM-IV criteria for 
a manic or mixed episode was withdrawn from the study.

Patients were excluded if they had any Axis I disorder, 
apart from bipolar I disorder, that was the primary focus of 
treatment within 6 months prior to screening, or any Axis II 
disorder that could interfere with the conduct of the study 
(determined at the discretion of the clinical investigator). 

Patients with psychotic symptoms or psychosis within 4 weeks 
prior to screening were also excluded. Additional exclusion 
criteria included current active suicidal ideation, risk for self-
harm, or history of significant suicidal ideation or suicide 
attempt that caused present concern; history of alcohol or 
substance abuse or dependence (exclusive of nicotine) within 
3 months of screening; previous treatment with modafinil 
or armodafinil; and history of any cutaneous drug reaction, 
any clinically significant hypersensitivity reaction, or multiple 
clinically relevant allergies.

Interventions
Eligible patients were randomly assigned to receive treat-

ment with armodafinil 150 or 200 mg/d or matching placebo 
in a 1:1:1 ratio and in a 1:1 ratio after the 200-mg group was 
discontinued early by protocol amendment. Randomiza-
tion was stratified on the basis of maintenance medication 
(categorized as lithium, anticonvulsants, or antipsychotics) 
and region of the world. Patients taking > 1 maintenance 
medication were classified according to the medication class 
that was considered therapeutic, or if both were considered 
therapeutic, the class they had been taking for the longest 
period of time. On day 1, patients received armodafinil or 
matching placebo at 50 mg/d, which was titrated by 50-mg 
increments on days 2, 4, and 6 (4 tablets/d administered orally 
in the morning) up to either 150 or 200 mg/d.

Efficacy Assessments
The primary efficacy assessment was change from baseline 

to week 8 in IDS-C30 total score, which assesses the severity 
of depressive symptoms based on DSM-IV criteria for major 
depressive episodes.27 The IDS-C30 total score was analyzed 
using a mixed-model repeated-measures (MMRM) analysis.

Protocol-specified secondary efficacy assessments included 
IDS-C30 score at weeks 1, 2, 4, 6, 7, and 8 or at final visit (last 
observation carried forward [LOCF]); proportion of respond-
ers (≥ 50% reduction in IDS-C30 total score); proportion of 
remitters (total IDS‑C30 score ≤ 11); change from baseline 
in QIDS-C16 score; change from baseline in Clinical Global 
Impressions-Severity of Illness scale (CGI-S)24 score; and 
proportion of CGI-S responders (≥ 2-category improvement 
in severity from baseline), all at weeks 1, 2, 4, 6, 7, and 8 or at 
final visit. In addition, the Global Assessment of Functioning 
(GAF)28 scale was assessed at weeks 4 and 8 or at final visit. 

Safety Assessments
Safety assessments included adverse events (AEs), clini-

cal laboratory tests, vital signs, electrocardiogram (ECG), 
and physical examination that included skin examination 
and body weight measurement. Skin rash, hypersensitivity 
reactions, emergent suicidal ideation or suicide attempt, 
and psychosis were prospectively considered AEs of special 
interest. All AEs were recorded at all patient visits along with 
vital signs and concomitant medication usage. The ECG was 
performed at screening, baseline, and final visits. Additional 
safety assessments included YMRS, Columbia-Suicide Sever-
ity Rating Scale-Since Last Visit (C-SSRS-SLV),29 the HARS, 
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and Insomnia Severity Index (ISI),30 administered at weeks 
1, 2, 4, 6, 7, and 8, or last postbaseline observation.

Statistical Analysis
Patients with ≥ 1 postbaseline IDS-C30 assessment were 

analyzed for efficacy, and patients receiving ≥ 1 dose of study 
drug were analyzed for safety. The primary outcome measure, 
IDS-C30 total score, was analyzed using MMRM, with change 
from baseline to each scheduled visit in IDS-C30 total score 
as the dependent variable; visit, treatment group, treatment-
by-visit, concurrent maintenance therapy, and region of the 
world (4 regions in order to include countries with similar 
clinical practices) as fixed factors; and patient as a random 
factor. An unstructured covariance matrix was used for the 
within-patient correlation. The primary statistical compari-
son was between the 150-mg/d armodafinil group and the 
placebo group at week 8. All secondary continuous efficacy 
variables were analyzed using analysis of variance (ANOVA), 
with treatment group, region of the world, and concurrent 
maintenance therapy as factors. Data for the final visit were 
derived using LOCF. All categorical secondary efficacy vari-
ables were analyzed using a Cochran-Mantel-Haenszel test, 
stratified by concurrent maintenance therapy and region of 
the world (as previously described).

RESULTS
Disposition and Demographics

Of the 786 patients screened, 433 were randomized (Figure 
1). The safety analysis data set included 429 patients (placebo, 
n = 199; armodafinil 150 mg, n = 201; armodafinil 200 mg, 
n = 32) who received at least 1 dose of study medication, and, 

of these, 424 had ≥ 1 postbaseline assessment and were ana-
lyzed for efficacy in the full analysis data set (placebo, n = 196; 
armodafinil 150 mg, n = 197; armodafinil 200 mg, n = 31). 
Four percent (8/199) of the placebo group, 5% (11/201) of 
the 150-mg armodafinil group, and 6% (2/33) of the 200-mg 
armodafinil group withdrew due to adverse events.

Demographic characteristics were generally similar 
between the 3 groups (Table 1). The mean ± SD time since 
the current major depressive episode started was compa-
rable between the placebo (14 ± 11 weeks) and the 150-mg 
armodafinil groups (13 ± 9 weeks). A post hoc analysis was 
conducted to more accurately describe the concomitant 
maintenance therapies that patients were taking at random-
ization (Supplementary eTable 1). The percentages of patients 
taking 1 maintenance medication (placebo, 85% [169/199]; 
armodafinil 150 mg, 87% [174/201]; armodafinil 200 mg, 
91% [30/33]) or 2 maintenance medications (placebo, 14% 
[28/199]; armodafinil 150 mg, 13% [27/201]; armodafinil 
200 mg, 9% [3/33]) were generally comparable in each group. 
In addition, 2 patients in the placebo group were taking 3 
maintenance medications, of which aripiprazole was stopped 
prior to randomization. The most frequently taken medica-
tion used as a single agent was valproic acid. The total number 
of different maintenance medication combinations that the 
randomized patients were taking was 44 (19 for placebo, 17 
for armodafinil 150 mg, and 8 for armodafinil 200 mg).

Efficacy
In patients receiving armodafinil 150 mg/d, there was 

greater improvement in symptoms of depressive episodes 
associated with bipolar I disorder compared with placebo, 

Figure 1. Patient Disposition

Screened,
N = 786

Randomized,
N = 433

Not treated,
n = 4

Armoda�nil 150 mg,
n = 201

Armoda�nil 200 mg,
n = 33

Placebo,
n = 199

Completed,
n = 150 (75%)

Completed,
n = 24 (73%)

Completed,
n = 155 (78%)

Discontinued,
n = 44 (22%)

Discontinued,
n = 51 (25%)

Discontinued,
n = 9 (27%)

Adverse event: 2 (6%)
Lack of e�cacy: 0
Consent withdrawn: 3 (9%)
Protocol violation: 2 (6%)
Lost to follow-up: 1 (3%)
Noncompliance to study medications: 0
Noncompliance to study procedures: 1 (3%)
Other: 0

Adverse event: 11 (5%)
Lack of e�cacy: 4 (2%)
Consent withdrawn: 15 (7%)
Protocol violation: 11 (5%)
Lost to follow-up: 4 (2%)
Noncompliance to study medications: 3 (1%)
Noncompliance to study procedures: 0
Other: 3 (1%)

Adverse eventa: 8 (4%)
Lack of e�cacy: 7 (4%)
Consent withdrawn: 7 (4%)
Protocol violation: 13 (7%)
Lost to follow-up: 8 (4%)
Noncompliance to study medications: 0
Noncompliance to study procedures: 1 (<1%)
Other: 0

aOne placebo patient discontinued after randomization but before receiving treatment.
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Table 1. Patient Demographics, Bipolar Illness History, and Efficacy and Safety 
Measures at Baseline (randomized patients)

Variable
Placebo
(n = 199)

Armodafinil  
150 mg 

(n = 201)

Armodafinil
200 mg 
(n = 33)

Patient demographics
Age, mean (SD), y 43 (10) 44 (11) 45 (12)
BMI, mean (SD) 30 (7) 30 (7) 31 (7)
Male, n (%) 70 (35) 68 (34) 7 (21)
Race, n (%)

White 163 (82) 179 (89) 27 (82)
Black 29 (15) 17 (8) 4 (12)
Other 7 (4) 5 (2) 2 (6)

Bipolar illness history
Years since first manic or mixed episode, mean (SD) 12 (10) 13 (11) 17 (12)
Years since first depressive episode, mean (SD) 14 (10) 15 (12) 20 (12)
Weeks since start of current depressive episode, mean (SD) 14 (11) 13 (9) 15 (10)
Patients ever hospitalized for bipolar depression, n (%) 142 (71) 129 (64) 15 (45)

Efficacy assessments
IDS-C30 total score, mean (SD) 43.7 (6.9) 43.1 (7.1) 42.4 (6.4)
GAF total score, mean (SD) 51.9 (6.9) 51.9 (6.7) 51.6 (6.2)
CGI-S total score, mean (SD) 4.6 (0.5) 4.7 (0.6) 4.5 (0.6)

Safety assessments
YMRS total score, mean (SD) 3.8 (2.5) 3.6 (2.1) 4.4 (1.9)
HARS total score, mean (SD) 12.6 (2.7) 12.8 (3.3) 12.6 (2.6)
C-SSRS-SLV, n (%)

Patients with history of suicide attempt 34 (17) 32 (16) 6 (18)
Patients with history of nonspecific active suicidal thoughts 32 (16) 31 (15) 8 (24)

Abbreviations: BMI = body mass index, CGI-S = Clinical Global Impressions-Severity of Illness scale, 
C-SSRS-SLV = Columbia-Suicide Severity Rating Scale-Since Last Visit, GAF = Global Assessment 
of Functioning, HARS = Hamilton Anxiety Rating Scale, IDS-C30 = 30-item Inventory of Depressive 
Symptomatology-Clinician Rated, YMRS = Young Mania Rating Scale.

indicated by a significantly greater 
decrease in the primary outcome 
measure, least squares (LS) mean 
(standard error of mean [SEM]) 
IDS-C30 total score at week 8 (–21.7 
[1.1] vs –17.9 [1.1]; 95% CI, –6.58 
to –0.92; P = .0097 [MMRM]). The 
Cohen d therapeutic effect size, 
determined by post hoc analy-
sis, was 0.28 for armodafinil 150 
mg. Mean IDS-C30 scores by visit 
(ANOVA) are presented in Figure 
2. Significant improvements in the 
150-mg armodafinil group were 
observed compared with pla-
cebo at weeks 7 (LS mean [SEM] 
changes, –19.5 [1.4] vs –16.5 [1.3]; 
P = .0402) and 8 (–21.2 [1.4] vs 
–17.5 [1.3]; P = .0092).

The proportion of IDS-C30 
responders was significantly greater 
in the 150-mg armodafinil group 
compared with placebo, respec-
tively, at week 8 (55% [83/150] vs 
39% [61/155], P = .0084) and final 
visit (46% [91/197] vs 34% [67/196], 
P = .0147). Numerically greater 
percentages of patients receiving armodafinil 150 mg/d 
achieved remission compared with placebo according to the 
IDS-C30 at week 8 (28% [42/150] vs 22% [34/155], P = .2766) 
and final visit (21% [42/197] vs 17% [34/196], P = .3343), but 
the differences were not statistically significant.

Patients treated with armodafinil 150 mg showed sig-
nificantly better response as measured by LS mean (SEM) 
QIDS-C16 total scores at week 8 (–8.8 [0.5] vs –6.9 [0.5], 
P = .0011) and final visit (–7.2 [0.5] vs –5.8 [0.5], P = .0096) 
compared with placebo. The percentage of CGI-S respond-
ers was not significantly different between armodafinil 150 
mg and placebo over time. At final visit, 46% (91/197) of 
patients in the 150-mg armodafinil group and 39% (77/196) 
of patients in the placebo group were responders according 
to the CGI-S (P = .1636). The LS mean (SEM) change in GAF 
score was significantly greater for the 150-mg armodafinil 
group compared with placebo at week 8 (14.1 [1.5] vs 9.9 
[1.4]; P = .0067) but not at final visit (11.6 [1.2] vs 9.0 [1.2]; 
P = .0556).

The 200-mg armodafinil group was too small for statisti-
cal comparisons to be made. Patients receiving armodafinil 
200 mg demonstrated improvement in IDS-C30 scores at 
week 8 (mean [SD] change, –17.0 [14.6]). The proportion 
of IDS-C30 responders was 42% (10/24) at week 8 and 39% 
(12/31) at final visit, and the proportion of IDS-C30 remit-
ters was 17% (4/24) and 13% (4/31) for week 8 and final 
visit, respectively. Mean changes in QIDS-16 and CGI-S at 
final visit in the 200-mg group were numerically similar to 
placebo. Mean (SD) change in GAF score was 12.2 (14.11) 
at final visit.

Safety
Adverse events observed in > 5% of either the 150-mg 

armodafinil or placebo groups and more frequently in the 
150-mg armodafinil group were diarrhea (9% [17/198] vs 7% 
[13/199]), and nausea (6% [11/198] vs 5% [9/199]), respec-
tively. Adverse events observed in at least 5% of patients in 
any treatment group are shown in Table 2. Anxiety was the 
AE with the greatest percent difference between the 150-mg 
armodafinil group and placebo (4% [7/198] vs 0%, respec-
tively). Adverse events designated as being of special interest 
(skin rash, hypersensitivity reactions, emergent suicidal 
ideation or suicide attempt, and psychosis) were reported 
in 4% (7/198) of patients in the 150-mg armodafinil group 
and 2% (4/199) of patients in the placebo group; 6 patients 
had suicidal ideation or suicide attempt (4 patients in the 
150‑mg armodafinil group, 1 of whom withdrew from the 
study as a result, and 2 patients in the placebo group), and 2 
patients had psychotic disorder (both in the 150‑mg armo-
dafinil group). One additional patient in the placebo group 
was reported by the investigator to have depression as an AE 
of special interest. Adverse events of special interest related 
to skin rash were experienced by 1 patient each (drug erup-
tion and pruritic rash in the 150-mg armodafinil group and 
contact dermatitis in the placebo group).

Serious adverse events occurred in 2% (3/198) of 150-mg 
armodafinil patients (n = 1 irritability, n = 2 psychotic disor-
der, n = 2 suicidal ideation, n = 1 aggression, n = 1 depressive 
symptom) and 3% (5/199) of placebo patients (n = 1 chest 
pain, n = 2 intentional overdose, n = 3 depression, n = 1 sui-
cide attempt). In the safety analysis set, 6% (11/198) of the 
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150-mg armodafinil group and 4% (7/199) in the placebo 
group withdrew from the study due to adverse events. The 3 
most frequent AEs leading to withdrawal were mania (armo-
dafinil 150 mg, 1% [2/198]; placebo, 1% [2/199]), nausea 
(armodafinil 150 mg, < 1% [1/198]; placebo, 1% [2/199]), and 
depression (placebo, 2% [3/199]). All other adverse events 
leading to withdrawal occurred in only 1 patient each.

For the 200-mg armodafinil group, the 3 most common 
AEs were headache (22% [7/32]), insomnia (13% [4/32]), 
and nausea (9% [3/32]). No patients in the 200-mg group 
reported AEs of special interest. Serious adverse events 
occurred in 6% (2/32) of 200-mg armodafinil patients (n = 1 
acute hepatitis, n = 1 acute liver failure leading to death). The 
death was considered unrelated to study drug by the inves-
tigator. In the safety analysis set, 6% (2/32) of patients in the 
200-mg armodafinil group withdrew from the study due to 
AEs.

There were no clinically meaningful trends in mean 
changes from baseline for any vital sign variables, labora-
tory values, or for body weight in any treatment group (Table 
3). Mean increases in aspartate aminotransferase (AST), 
alanine aminotransferase (ALT), and γ-glutamyl trans-
peptidase (GGT) from baseline to final visit were observed 
in the armodafinil-treated groups and were greater in the 
200-mg armodafinil group. Alkaline phosphatase decreased 
from baseline to final visit in the placebo and armodafinil 
150-mg groups and increased slightly in the 200-mg armo-
dafinil group. All mean chemistry values remained within 
reference ranges at final visit. Post hoc analyses indicated 
that 5% (9/183) of placebo, 2% (3/186) of armodafinil 150-
mg, and 4% (1/28) of armodafinil 200-mg patients had ≥ 7% 
weight gain at final visit; < 1% (1/183) of placebo, 4% (8/186) 
of armodafinil 150-mg, and no armodafinil 200-mg patients 
had ≥ 7% weight loss from baseline.

The YMRS, HARS, and ISI scores decreased from base-
line to final visit in all treatment groups and there was no 
observable difference between the armodafinil 150-mg and 
placebo groups (Table 3). There were 2 patients in the pla-
cebo group and 3 patients in the armodafinil 150-mg group 
with mania reported as an AE and 1 placebo patient with 
hypomania. There were few changes from baseline to end 
point in suicidal ideation or suicidal behavior as assessed by 
the C-SSRS-SLV, and assessments were similar in all treat-
ment groups.

DISCUSSION
This phase 3 study demonstrated that, compared with 

adjunctive placebo, armodafinil 150 mg/d significantly 

Table 2. Adverse Events Occurring in ≥ 5% of Patients in Any 
Treatment Group (safety analysis set)a

Adverse Event, n (%)
Placebo 
(n = 199)

Armodafinil 
150 mg

(n = 198)

Armodafinil 
200 mg
(n = 32)

At least 1 adverse event 91 (46) 95 (48) 23 (72)
Headache 20 (10) 19 (10) 7 (22)
Diarrhea 13 (7) 17 (9) 2 (6)
Nausea 9 (5) 11 (6) 3 (9)
Dry mouth 4 (2) 9 (5) 1 (3)
Insomnia 8 (4) 8 (4) 4 (13)
Feeling jittery 1 (< 1) 1 (< 1) 2 (6)
Migraine 1 (< 1) 0 (0) 2 (6)
aAdverse events are presented in order of decreasing frequency for the 

150-mg armodafinil group.

Figure 2. Mean IDS-C30 Total Scores Over Time (full analysis set, LOCF)a
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aAnalysis of variance, with treatment, concurrent maintenance therapy, and region of the world as factors. P values 
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improved symptoms of major depressive episodes associated 
with bipolar I disorder when given adjunctive to mainte-
nance medication, although the effect size was modest. 
Statistically significant improvement in mean IDS-C30 score 
was observed in the 150-mg armodafinil group by week 7. 
There were 33 patients randomized to the 200-mg treat-
ment group before discontinuation of this group early in 
the course of the study. This dose, which was not included 
in the phase 2 proof-of-concept study, was added to assess 
possible incremental benefit. However, due to lower than 
expected patient enrollment, the protocol was amended to 
remove the 200-mg group.

Adverse events were consistent with the known profile of 
armodafinil, and safety data indicate that adjunctive armo-
dafinil 150 mg was generally well tolerated. The YMRS, 
C-SSRS-SLV, HARS, and ISI scores indicated that there 
was no worsening in symptoms of hypomania or mania, 
suicidal ideation/suicidal behavior, symptoms of anxiety, 
or insomnia, respectively. Discontinuation rates due to AEs 
were similar between the 150-mg armodafinil and placebo 
groups, suggesting armodafinil was well tolerated. In addi-
tion, no clinically meaningful trends were observed in mean 
changes from baseline for any vital sign variables, laboratory 
values, or body weight in the 150-mg armodafinil and pla-
cebo groups. A post hoc analysis did not find any clinically 
meaningful differences in the percentages of patients with 
≥ 7% weight gain in the 150-mg armodafinil (2% [3/186]) 
group compared with placebo (5% [9/183]); however, long-
term studies are required to better evaluate the effect of 
adjunctive armodafinil on changes in body weight in this 
patient population.

There were 2 serious hepatic AEs reported in the 200-mg 
group, of which 1 (acute hepatitis) was considered possibly 
related to study drug. In regard to potential hepatotoxicity, 

armodafinil and modafinil have been 
associated with modest elevations 
in GGT and alkaline phosphatase 
levels19,20,31,32; however, reports of clini-
cally apparent liver toxicity are lacking 
in the literature. These compounds 
have been associated with rare instances 
of serious rash, including Stevens-
Johnson syndrome, and multiorgan 
hypersensitivity reactions, which may 
be accompanied by evidence of hepatic 
involvement or injury.32,33 In this study, 
mean elevations in other liver enzymes 
were noted among patients taking 
armodafinil; however, these patients 
were also taking various other concom-
itant medications that could affect these 
values, and the mean changes were not 
considered clinically significant.

This multicenter, randomized,  
double-blind, placebo-controlled study 
to examine treatment for major depres-
sive episodes associated with bipolar I 

disorder used an adjunctive trial design that enrolled patients 
receiving diverse 1- and 2-drug maintenance therapies. Par-
ticipants were also required to prospectively cycle into a 
depressive event to demonstrate that armodafinil was func-
tioning as adjunctive therapy and to reduce the ambiguity of 
other potential reasons for treatment effect. These aspects of 
the study design differ from previous, mostly monotherapy, 
trials for major depressive episodes associated with bipolar 
I disorder.

Another important aspect of this trial design was the 
use of the IDS-C30 to assess depressive symptoms. Unlike 
other depression scales, the IDS-C30 assesses all 9 DSM-IV 
criterion domains of major depressive disorders (includ-
ing melancholic and atypical features).34 These additional 
domains were considered of possible relevance to the effects 
of armodafinil. Furthermore, this scale has been utilized in 
several studies of bipolar depression, including earlier suc-
cessful studies with modafinil and armodafinil.22,35,36 The 
psychometric properties of the IDS have been shown to be 
reliable and to correlate highly with the Hamilton Depres-
sion Rating Scale27 and the Montgomery-Asberg Depression 
Rating Scale.34

There are limitations associated with this study design that 
should be considered in context of the results. This adjunctive 
trial design included a more heterogeneous population as a 
result of the wide variety of maintenance medications. Some 
of the included maintenance medications have themselves 
demonstrated short- and long-term efficacy in the treat-
ment of bipolar depression, which may have confounded the 
results.8 In particular, the effect size in the current study was 
smaller than that reported in previous studies of adjunctive 
treatment with modafinil and armodafinil, which utilized 
greater restrictions on allowed maintenance medications.22,36 
The different effect sizes between armodafinil and modafinil 

Table 3. Tolerability Assessments at Final Visit (safety analysis set)

Measure
Placebo 
(n = 199)

Armodafinil  
150 mg 

(n = 198)

Armodafinil  
200 mg 
(n = 32)

YMRS score, mean (SD)
At final visit 2.6 (3.2) 2.4 (2.9) 3.3 (2.1)
Change from baseline −1.1 (3.4) −1.1 (3.1) −1.0 (2.4)

HARS score, mean (SD)
At final visit 8.4 (4.8) 8.6 (5.6) 9.4 (4.4)
Change from baseline −4.2 (4.7) −4.2 (5.9) −3.3 (4.3)

ISI score, mean (SD)
At final visit 9.7 (6.8) 9.1 (6.9) 10.4 (7.2)
Change from baseline −6.4 (6.9) −6.5 (7.2) −5.6 (6.3)

Sitting blood pressure, mean (SD)
Change in systolic blood pressure, mm Hg −0.1 (9.9) −0.9 (8.9) −2.6 (11.6)
Change in diastolic blood pressure, mm Hg 0.2 (8.6) 0.0 (8.3) −1.4 (7.7)

Electrocardiogram
Mean (SD) Change in heart rate, mean (SD), bpm −0.2 (11.2) −0.8 (10.9) 0.3 (9.7)
QT interval, mean (SEM), msec 0.8 (23.1) 1.2 (24.0) 0.2 (25.5)

Chemistry, mean (SD)
Change in AST, U/L −0.1 (8.5) 1.7 (13.9) 10.5 (50.0)
Change in ALT, U/L 0.8 (11.1) 1.8 (16.4) 21.0 (82.9)
Change in GGT, U/L −0.9 (18.2) 5.2 (26.5) 16.9 (54.7)
Alkaline phosphatase, U/L −1.6 (11.5) −1.3 (13.3) 5.4 (21.9)

Change in body weight, mean (SD), kg 0.2 (3.8) −0.4 (2.7) −0.1 (2.9)
Abbreviations: ALT = alanine aminotransferase, AST = aspartate aminotransferase, 

GGT = γ-glutamyl transpeptidase, HARS = Hamilton Anxiety Rating Scale, ISI = Insomnia Severity 
Index, SEM = standard error of mean, YMRS = Young Mania Rating Scale.
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may be related to differences in study designs rather than 
differences in the 2 molecular compounds. Also, the onset 
of efficacy in the current study was somewhat different from 
the previous armodafinil and modafinil studies, which noted 
a significant treatment difference as early as week 2, although 
this was not always maintained at each study visit.22,36 Again, 
this could be related to study design and assay sensitivity. On 
the other hand, a delayed onset of treatment effect may also 
suggest a different mechanism of action from that of armo-
dafinil’s wakefulness-promoting effects. Also, the absence of 
enrollment of participants taking quetiapine was a potential 
limitation in terms of generalizability, but a potential strength 
with respect to assay sensitivity. Finally, with the exception 
of the Insomnia Severity Index, all other outcome measures 
were investigator/clinician based.

In addition to the trial design, the study results should 
also be put into context with the molecular characteristics 
of armodafinil. Although armodafinil and modafinil have 
similar terminal half-lives (16.5 hours and 14.4 hours, 
respectively), the systemic exposure to armodafinil is greater, 
and the 2 compounds are not bioequivalent.37 The exact 
mechanism of action of armodafinil and modafinil is not 
yet known, although enhancement of dopaminergic activ-
ity may be 1 mechanism by which these compounds impact 
depression associated with bipolar I disorder.38 Armodafinil 
has been shown to significantly increase dopamine levels in 
the human brain,39 and both armodafinil and modafinil, in 
vitro, bind to the dopamine transporter and inhibit dopamine 
reuptake.40 Studies have shown an influence on additional 
neurotransmitters, including noradrenergic, glutamatergic, 
GABAergic, and serotoninergic pathways41,42; however, these 
compounds do not demonstrate any measurable binding 
with serotonin or norepinephrine transporters.40,43

Since completion of the present analysis, results from 2 
additional phase 3 studies44,45 of armodafinil as adjunctive 
treatment for major depressive episodes associated with 
bipolar I disorder have been reported. These studies, which 
utilized similar study designs, noted numerical but not 
statistically significant improvement in IDS-C30 scores for 
the primary end point compared with adjunctive placebo. 
Armodafinil was well tolerated in both study populations. 
Therefore, further examination of the clinical relevance of 
the present study’s findings with consideration of adjunctive 
study designs for capturing the true treatment effect may be 
warranted. 

In conclusion, compared with placebo, armodafinil 150 
mg significantly improved symptoms of a major depressive 
episode associated with bipolar I disorder when given as 
adjunctive treatment to maintenance medication as mea-
sured by IDS-C30 change from baseline to week 8, although 
the treatment effect was modest. Treatment with armodafinil 
was generally well tolerated. Further analysis is needed to 
better clarify the role of armodafinil in adjunctive treatment 
for bipolar depression.

Drug names: aripiprazole (Abilify), armodafinil (Nuvigil and others), 
fluoxetine (Prozac and others), lamotrigine (Lamictal and others), lithium 
(Lithobid and others), lurasidone (Latuda), modafinil (Provigil and 

others), olanzapine (Zyprexa and others), quetiapine (Seroquel and others), 
risperidone (Risperdal and others), valproic acid (Depakene and others), 
ziprasidone (Geodon and others).
Author affiliations: Department of Psychiatry, Case Western Reserve 
University School of Medicine, University Hospitals Case Medical Center, 
Cleveland, Ohio (Dr Calabrese); Department of Psychiatry and Psychology, 
Mayo Clinic, Rochester, Minnesota (Dr Frye); Teva Pharmaceuticals, Frazer, 
Pennsylvania (Dr Yang); and Bipolar Disorders Clinic, Stanford University 
School of Medicine, Stanford, California (Dr Ketter).
Potential conflicts of interest: Dr Calabrese has received research funding 
from the National Institutes of Health; has served as an advisor/consultant 
for Biomedical Development, Convergent Health Solutions, Dainippon 
Sumitomo, Elan, Eli Lilly, Forest, Health & Wellness Partners, Lundbeck, 
Otsuka, Scientia, Sunovion, Takeda, and Teva; and has received speaker/
honoraria from American Foundation for Suicide Prevention, AstraZeneca,  
CME Outfitters, Dainippon Sumitomo, Elan, Forest, Health & Wellness 
Partners, Lundbeck, Medwiz Healthcare, Otsuka, ProMedica, Spirant 
Communication Private, Sunovion, Takeda, Teva, University of Florida, and 
Wenckebach Instituut. Dr Frye has received research funding from Mayo 
Foundation, Myriad, National Institute of Alcohol Abuse and Alcoholism, 
National Institute of Mental Health, and Pfizer; has served as an advisor/
consultant to Janssen Global, Mitsubishi Tanabe, Myriad, Sunovion, and Teva; 
and has received travel support from CME Outfitters and GlaxoSmithKline. 
Dr Yang is employed by and has stock ownership/options in Teva.  
Dr Ketter has received research funding from Agency for Healthcare 
Research and Quality, Sunovion, and Teva; has served as an advisor/
consultant to Forest, Sunovion, and Teva; has received speaker/honoraria 
from Abbott, GlaxoSmithKline, and Otsuka; and his spouse (Nzeera Ketter, 
MD) is employed by and has stock ownership/options in Janssen and Johnson 
& Johnson.
Funding/support: This study was sponsored by Cephalon, Inc (now  
doing business as Teva Pharmaceuticals), a wholly-owned subsidiary of 
Teva Pharmaceutical Industries Ltd (Petah Tikva, Israel). Funding for the 
preparation of this article was provided by Teva Pharmaceuticals.
Role of the sponsor: Teva Pharmaceuticals provided financial and material 
support for the research and, with the assistance of study investigators, 
monitored the conduct of the study, collected data from the investigative 
centers, and analyzed the data. Teva Pharmaceuticals also consulted with 
advisors and study investigators on the study design and assisted the authors 
in the preparation and review of the manuscript.
Previous presentations: Data from this study were presented at the US 
Psychiatric and Mental Health Congress; November 8–11, 2012; San Diego, 
California ▪ the American College of Neuropsychopharmacology 51st Annual 
Meeting; December 2–6, 2012; Hollywood, Florida (Calabrese JR, et al. 
Neuropsychopharmacology 2012;38[suppl]:S332–S333) ▪ the International 
Society for Pharmacoeconomics and Outcomes Research 18th Annual 
Meeting; May 18–22, 2013 New Orleans, Louisiana ▪ the 53rd Annual 
Meeting of the New Clinical Drug Evaluation Unit; May 28–31, 2013; 
Hollywood, Florida ▪ and the 10th International Conference on Bipolar 
Disorders; June 13–16, 2013; Miami Beach, Florida (Ketter TA, et al. Bipolar 
Disord. 2013;15[suppl 1]:88).
Acknowledgments: The authors acknowledge and thank Jennifer Steeber, 
PhD, and Sarah Mizne, PharmD, employees of MedVal Scientific Information 
Services, LLC, Skillman, New Jersey, and David Christiansen, PhD, consultant 
to MedVal, for providing medical writing and editorial assistance, which 
was funded by Teva Pharmaceuticals. This article was prepared according 
to the International Society for Medical Publication Professionals’ “Good 
Publication Practice for Communicating Company-Sponsored Medical 
Research: The GPP2 Guidelines.”
Additional information: A list of the Armodafinil Treatment Trial Study 
Network investigators is provided in the supplementary material.
Supplementary material: Available at PSYCHIATRIST.COM.

REFERENCES

  1.	 Goodwin FK, Jamison KR. Suicide. In: Goodwin FK, Jamison KR, eds. 
Manic-Depressive Illness: Bipolar Disorders and Recurrent Depression. 2nd ed. 
New York, NY: Oxford University Press; 2007:247–272.

  2.	 Price AL, Marzani-Nissen GR. Bipolar disorders: a review. Am Fam Physician. 
2012;85(5):483–493. PubMed

  3.	 Judd LL, Akiskal HS, Schettler PJ, et al. The long-term natural history of the 
weekly symptomatic status of bipolar I disorder. Arch Gen Psychiatry. 
2002;59(6):530–537. doi:10.1001/archpsyc.59.6.530 PubMed

  4.	 Merikangas KR, Jin R, He JP, et al. Prevalence and correlates of bipolar 
spectrum disorder in the world mental health survey initiative. Arch Gen 
Psychiatry. 2011;68(3):241–251. doi:10.1001/archgenpsychiatry.2011.12 PubMed



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES. 1061     J Clin Psychiatry 75:10, October 2014

Calabrese et al	

  5.	 Post RM, Denicoff KD, Leverich GS, et al. Morbidity in 258 bipolar 
outpatients followed for 1 year with daily prospective ratings on the NIMH 
life chart method. J Clin Psychiatry. 2003;64(6):680–690, quiz 738–739. doi:10.4088/JCP.v64n0610 PubMed

  6.	 Calabrese JR, Hirschfeld RM, Frye MA, et al. Impact of depressive symptoms 
compared with manic symptoms in bipolar disorder: results of a US 
community-based sample. J Clin Psychiatry. 2004;65(11):1499–1504. doi:10.4088/JCP.v65n1109 PubMed

  7.	 Kessler RC, Petukhova M, Sampson NA, et al. Twelve-month and lifetime 
prevalence and lifetime morbid risk of anxiety and mood disorders in the 
United States. Int J Methods Psychiatr Res. 2012;21(3):169–184. doi:10.1002/mpr.1359 PubMed

  8.	 Fountoulakis KN, Kasper S, Andreassen O, et al. Efficacy of 
pharmacotherapy in bipolar disorder: a report by the WPA section on 
pharmacopsychiatry.  
Eur Arch Psychiatry Clin Neurosci. 2012;262(suppl 1):1–48. doi:10.1007/s00406-012-0323-x PubMed

  9.	 Calabrese JR, Keck PE Jr, Macfadden W, et al. A randomized, double-blind, 
placebo-controlled trial of quetiapine in the treatment of bipolar I or II 
depression. Am J Psychiatry. 2005;162(7):1351–1360. doi:10.1176/appi.ajp.162.7.1351 PubMed

10.	 Suppes T, Datto C, Minkwitz M, et al. Effectiveness of the extended release 
formulation of quetiapine as monotherapy for the treatment of acute bipolar 
depression. J Affect Disord. 2010;121(1–2):106–115. doi:10.1016/j.jad.2009.10.007 PubMed

11.	 Thase ME, Macfadden W, Weisler RH, et al; BOLDER II Study Group. 
Efficacy of quetiapine monotherapy in bipolar I and II depression:  
a double-blind, placebo-controlled study (the BOLDER II study).  
J Clin Psychopharmacol. 2006;26(6):600–609. doi:10.1097/01.jcp.0000248603.76231.b7 PubMed

12.	 McElroy SL, Weisler RH, Chang W, et al; EMBOLDEN II (Trial 
D1447C00134) Investigators. A double-blind, placebo-controlled study of 
quetiapine and paroxetine as monotherapy in adults with bipolar depression 
(EMBOLDEN II). J Clin Psychiatry. 2010;71(2):163–174. doi:10.4088/JCP.08m04942gre PubMed

13.	 Vieta E, Calabrese JR, Goikolea JM, et al; BOLDER Study Group. Quetiapine 
monotherapy in the treatment of patients with bipolar I or II depression and 
a rapid-cycling disease course: a randomized, double-blind, placebo-
controlled study. Bipolar Disord. 2007;9(4):413–425. doi:10.1111/j.1399-5618.2007.00479.x PubMed

14.	 Tohen M, Vieta E, Calabrese J, et al. Efficacy of olanzapine and olanzapine-
fluoxetine combination in the treatment of bipolar I depression. Arch Gen 
Psychiatry. 2003;60(11):1079–1088. doi:10.1001/archpsyc.60.11.1079 PubMed

15.	 Loebel A, Cucchiaro J, Silva R, et al. Lurasidone as adjunctive therapy with 
lithium or valproate for the treatment of bipolar I depression: a randomized, 
double-blind, placebo-controlled study. Am J Psychiatry. 
2014;171(2):169–177. doi:10.1001/archpsyc.60.11.1079 PubMed

16.	 Loebel A, Cucchiaro J, Silva R, et al. Lurasidone monotherapy in the 
treatment of bipolar I depression: a randomized, double-blind, placebo-
controlled study. Am J Psychiatry. 2014;171(2):160–168. doi:10.1001/archpsyc.60.11.1079 PubMed

17.	 Erman MK, Seiden DJ, Yang R, et al. Efficacy and tolerability of armodafinil: 
effect on clinical condition late in the shift and overall functioning of patients 
with excessive sleepiness associated with shift work disorder. J Occup Environ 
Med. 2011;53(12):1460–1465. doi:10.1097/JOM.0b013e318237a17e PubMed

18.	 Erman MK, Yang R, Seiden DJ. The effect of armodafinil on patient-reported 
functioning and quality of life in patients with excessive sleepiness associated 
with shift work disorder: a randomized, double-blind, placebo-controlled 
trial. Prim Care Companion CNS Disord. 2012;14(4). PubMed

19.	 Czeisler CA, Walsh JK, Wesnes KA, et al. Armodafinil for treatment of 
excessive sleepiness associated with shift work disorder: a randomized 
controlled study. Mayo Clin Proc. 2009;84(11):958–972. doi:10.1016/S0025-6196(11)60666-6 PubMed

20.	 Harsh JR, Hayduk R, Rosenberg R, et al. The efficacy and safety of 
armodafinil as treatment for adults with excessive sleepiness associated with 
narcolepsy. Curr Med Res Opin. 2006;22(4):761–774. doi:10.1185/030079906X100050 PubMed

21.	 Roth T, White D, Schmidt-Nowara W, et al. Effects of armodafinil in the 
treatment of residual excessive sleepiness associated with obstructive sleep 
apnea/hypopnea syndrome: a 12-week, multicenter, double-blind, 
randomized, placebo-controlled study in nCPAP-adherent adults. Clin Ther. 
2006;28(5):689–706. doi:10.1016/j.clinthera.2006.05.013 PubMed

22.	 Calabrese JR, Ketter TA, Youakim JM, et al. Adjunctive armodafinil for  
major depressive episodes associated with bipolar I disorder: a randomized, 
multicenter, double-blind, placebo-controlled, proof-of-concept study.  
J Clin Psychiatry. 2010;71(10):1363–1370. doi:10.4088/JCP.09m05900gry PubMed

23.	 First MB, Williams JBW, Spitzer RL, et al. Structured Clinical Interview for 
DSM-IV-TR Axis I Disorders, Clinical Trials Version (SCID-CT). New York, 

NY: Biometrics Research, New York State Psychiatric Institute; 2007.
24.	 Rush AJ, Trivedi MH, Ibrahim HM, et al. The 16-Item Quick Inventory of 

Depressive Symptomatology (QIDS), clinician rating (QIDS-C), and self-
report (QIDS-SR): a psychometric evaluation in patients with chronic major 
depression. Biol Psychiatry. 2003;54(5):573–583. doi:10.1016/S0006-3223(02)01866-8 PubMed

25.	 Young RC, Biggs JT, Ziegler VE, et al. A rating scale for mania: reliability, 
validity and sensitivity. Br J Psychiatry. 1978;133(5):429–435. doi:10.1192/bjp.133.5.429 PubMed

26.	 Hamilton M. The assessment of anxiety states by rating. Br J Med Psychol. 
1959;32(1):50–55. doi:10.1111/j.2044-8341.1959.tb00467.x PubMed

27.	 Rush AJ, Gullion CM, Basco MR, et al. The Inventory of Depressive 
Symptomatology (IDS): psychometric properties. Psychol Med. 
1996;26(3):477–486. doi:10.1017/S0033291700035558 PubMed

28.	 Hall RC. Global assessment of functioning: a modified scale. Psychosomatics. 
1995;36(3):267–275. doi:10.1016/S0033-3182(95)71666-8 PubMed

29.	 Columbia University Center for Suicide Risk Assessment. Columbia-Suicide 
Severity Rating Scale (C-SSRS): scales for clinical trials. http://www.cssrs.
columbia.edu/scales_cssrs.html. Accessed November 20, 2012.

30.	 Bastien CH, Vallières A, Morin CM. Validation of the Insomnia Severity Index 
as an outcome measure for insomnia research. Sleep Med. 2001;2(4):297–307. doi:10.1016/S1389-9457(00)00065-4 PubMed

31.	 Hirshkowitz M, Black JE, Wesnes K, et al. Adjunct armodafinil improves 
wakefulness and memory in obstructive sleep apnea/hypopnea syndrome. 
Respir Med. 2007;101(3):616–627. doi:10.1016/j.rmed.2006.06.007 PubMed

32.	 Provigil (modafinil) tablets [prescribing information]. Frazer, PA:  
Caphalon, Inc; 2010.

33.	 Nuvigil (armodafinil) tablets [prescribing information]. Frazer, PA:  
Cephalon, Inc; 2013.

34.	 Corruble E, Legrand JM, Duret C, et al. IDS-C and IDS-sr: psychometric 
properties in depressed in-patients. J Affect Disord. 1999;56(2–3):95–101. doi:10.1016/S0165-0327(99)00055-5 PubMed

35.	 Post RM, Altshuler LL, Leverich GS, et al. Mood switch in bipolar depression: 
comparison of adjunctive venlafaxine, bupropion and sertraline. Br J 
Psychiatry. 2006;189(2):124–131. doi:10.1192/bjp.bp.105.013045 PubMed

36.	 Frye MA, Grunze H, Suppes T, et al. A placebo-controlled evaluation of 
adjunctive modafinil in the treatment of bipolar depression. Am J Psychiatry. 
2007;164(8):1242–1249. doi:10.1176/appi.ajp.2007.06060981 PubMed

37.	 Darwish M, Kirby M, D’Andrea DM, et al. Pharmacokinetics of armodafinil 
and modafinil after single and multiple doses in patients with excessive 
sleepiness associated with treated obstructive sleep apnea: a randomized, 
open-label, crossover study. Clin Ther. 2010;32(12):2074–2087. doi:10.1016/j.clinthera.2010.11.009 PubMed

38.	 Dell’Osso B, Ketter TA, Cremaschi L, et al. Assessing the roles of stimulants/
stimulant-like drugs and dopamine-agonists in the treatment of bipolar  
depression. Curr Psychiatry Rep. 2013;15(8):378. doi:10.1007/s11920-013-0378-z PubMed

39.	 Spencer TJ, Madras BK, Bonab AA, et al. A positron emission tomography 
study examining the dopaminergic activity of armodafinil in adults using  
[11C]altropane and [11C]raclopride. Biol Psychiatry. 2010;68(10):964–970. doi:10.1016/j.biopsych.2010.08.026 PubMed

40.	 Loland CJ, Mereu M, Okunola OM, et al. R-modafinil (armodafinil): a unique 
dopamine uptake inhibitor and potential medication for psychostimulant 
abuse. Biol Psychiatry. 2012;72(5):405–413. doi:10.1016/j.biopsych.2012.03.022 PubMed

41.	 Ferraro L, Antonelli T, Beggiato S, et al. The vigilance promoting drug 
modafinil modulates serotonin transmission in the rat prefrontal cortex and 
dorsal raphe nucleus: possible relevance for its postulated antidepressant 
activity. Mini Rev Med Chem. 2013;13(4):478–492. doi:10.2174/1389557511313040002 PubMed

42.	 Madras BK, Xie Z, Lin Z, et al. Modafinil occupies dopamine and 
norepinephrine transporters in vivo and modulates the transporters and trace 
amine activity in vitro. J Pharmacol Exp Ther. 2006;319(2):561–569. doi:10.1124/jpet.106.106583 PubMed

43.	 Cao J, Prisinzano TE, Okunola OM, et al. Structure-activity relationships  
at the monoamine transporters for a novel series of modafinil  
(2-[(diphenylmethyl)sulfinyl]acetamide) analogues. ACS Med Chem Lett. 
2010;2(1):48–52. doi:10.1021/ml1002025 PubMed

44.	 Bauer M, Ketter TA, Frye MA, et al. Randomized, double-blind, placebo-
controlled trial of adjunctive armodafinil (150 mg/d) in bipolar I depression: 
safety and primary efficacy findings. 167th Annual Meeting of the American 
Psychiatric Association; May 3–7, 2014; New York, NY.

45.	 Frye MA, Ketter TA, Yang R. Efficacy and safety of armodafinil as an 
adjunctive therapy for the treatment of major depressive episodes associated 
with bipolar I disorder. 10th International Conference on Bipolar Disorders; 
June 13–16, 2013; Miami Beach, FL.

See supplementary material for this article at . 



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES. 

 

© Copyright 2014 Physicians Postgraduate Press, Inc. 

 

 
 

Supplementary Material 
 

Article Title: Efficacy and Safety of Adjunctive Armodafinil in Adults With Major Depressive Episodes 
Associated With Bipolar I Disorder: A Randomized, Double-Blind, Placebo-Controlled, 
Multicenter Trial 

Author(s): Joseph R. Calabrese, MD; Mark A. Frye, MD; Ronghua Yang, PhD; and Terence A. Ketter, 
MD; for the Armodafinil Treatment Trial Study Network 

DOI Number: 10.4088/JCP.13m08951 

 
 
 
List of Supplementary Material for the article 
 
1. eTable 1 Maintenance Medications Started Prior to Treatment (Randomized Patients) 

2. eInvestigators 
List 

Armodafinil Treatment Trial Study Network 

 
 
 
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.  
 

 



© 2014 COPYRIGHT PHYSICIANS POSTGRADUATE PRESS, INC. NOT FOR DISTRIBUTION, DISPLAY, OR COMMERCIAL PURPOSES. 

1 
 

 

Supplementary eTable 1. Maintenance Medications Started Prior to Treatment 

(Randomized Patients)  

 Number (%) of Patients 

 

Maintenance Therapy, n (%)a 

Placebo 

(n=199) 

Armodafinil  

150 mg (n=201) 

Armodafinil  

200 mg (n=33) 

Patients with 1 maintenance medication 169 (85) 174 (87) 30 (91) 

Valproic acid 47 (24) 59 (29) 5 (15) 

Lithium 31 (16) 35 (17) 11 (33) 

Lamotrigine 32 (16) 33 (16) 3 (9) 

Olanzapine 20 (10) 13 (6) 7 (21) 

Aripiprazole 19 (10) 17 (8) 3 (9) 

Risperidone 19 (10) 16 (8) 1 (3) 

Ziprasidone 1 (<1) 1 (<1) 0 (0) 

Patients with 2 maintenance medications 28 (14) 27 (13) 3 (9) 

Valproic acid + aripiprazole 5 (3) 4 (2) 0 (0) 

Lithium + lamotrigine 7 (4) 2 (<1) 0 (0) 

Lithium + risperidone 4 (2) 3 (1) 2 (6) 

Lithium + olanzapine 3 (2) 3 (1) 0 (0) 

Lithium + valproic acid 2 (1) 4 (2) 0 (0) 

Valproic acid + olanzapine 1 (<1) 4 (2) 1 (3) 

Valproic acid + risperidone 2 (1) 2 (<1) 0 (0) 

Lithium + aripiprazole 1 (<1) 2 (<1) 0 (0) 

Risperidone + lamotrigine 1 (<1) 2 (<1) 0 (0) 

Aripiprazole + lamotrigine 2 (1) 0 (0) 0 (0) 

Valproic acid + ziprasidone 0 (0) 1 (<1) 0 (0) 
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 Number (%) of Patients 

 

Maintenance Therapy, n (%)a 

Placebo 

(n=199) 

Armodafinil  

150 mg (n=201) 

Armodafinil  

200 mg (n=33) 

Patients with 3 maintenance medicationsb 2 (1) 0 (0) 0 (0) 

Valproic acid + aripiprazole + risperidone 1 (<1) 0 (0) 0 (0) 

Valproic acid + olanzapine + aripiprazole 1 (<1) 0 (0) 0 (0) 

aOf the 495 courses of maintenance medications patients started prior to treatment, 1 started 4 weeks or less before 

randomization, 28 were started more than 4 and no more than 8 weeks before randomization, 271 were started more 

than 8 weeks before randomization, and for 195, the start date was missing or partial.  

bTwo subjects took 3 maintenance medications but stopped using aripiprazole prior to randomization.
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Counseling Center, Scranton , PA; James Whalen, AccelRx Research, Lincoln, RI; David 

Flaherty, Fidelity Clinical Research Behavioral Clinical Research, Lauderhill, FL; Vishaal 

Mehra, Artemis Institute for Clinical Research, San Diego, CA; Sarah D. Atkinson, Finger Lakes 
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