Supplementary box 1 – antidepressants drugs included 
SSRIs: Citalopram, escitalopram, fluoxetine, fluvoxamine, paroxetine, sertraline;
SNRIs: Duloxetine, venlafaxine;
TCAs: Amitriptyline >= 50mg per day*, amoxapine, clomipramine, dosulepin, oral doxepin, imipramine, lofepramine, maprotiline, nortriptyline >=50mg per day*, trimipramine;
MAOIs: Isocarboxazid, phenelzine, tranylcypromine;
Atypical: Agomelatine, mianserin, mirtazapine, moclobemide, nefazodone, reboxetine, trazodone, tryptophan, vortioxetine. 
*Amitriptyline and nortriptyline were included only at the anti-depressant dose of >= 50mg per day, rather than lower hypnotic or neuralgia doses. 


Supplementary box 2 – full details of confounding variables included in our model
Demographic characteristics: In addition to the variables used for matching, we also included ethnicity. Where ethnicity was missing, we recoded this as “White”– as the CPRD population has been found to be representative of the UK population in terms of ethnicity (1,2), 93% of more individuals with missing ethnicity would be expected to be of White ethnicity. This approach is in line with other research studies using the CPRD (3).
Health characteristics: We included a range of health characteristics that may be confounders through an association with antidepressant use (either directly or indirectly through an association with depression) and mortality (either directly or indirectly through an association with poor overall physical health, or health behaviours):
The following comorbidities (as individual comorbidities) based on codes from the Elixhauser comorbidity code list (4): alcohol abuse, blood loss anaemia, cardiac arrythmia, chronic pulmonary disease, coagulopathy, deficiency anaemia (iron/B12), drug abuse, fluid and electrolyte disorders, hypertension (uncomplicated), hypertension with end organ damage, hypothyroidism, liver disease, lymphoma  (history), metastatic cancer, other neurological disorders, paralysis, peptic ulcer disease, peripheral vascular disease, psychoses, pulmonary circulation disorders, renal disease, rheumatoid arthritis and collagen diseases, solid tumor or leukaemia, valvular disease;
The most recent recorded BMI value categorised into “normal” (<25 kg/m2), “overweight” (25 to <30 kg/m2), and “obese” (30+ kg/m2); where no value for BMI was available, we estimated the value using multiple imputation; 
Smoking status categorised into “current smoker” (most recent smoking code related to current smoking within 12 months before study entry), “ex-smoker” (most recent smoking code related to historic smoking, or most recent code related to current smoking more than 12 months before study entry, or most recent code related to non-smoking with prior codes related to current or historic smoking), “non-smoker” (no codes related to smoking, or non-smoking codes only);
Type 2 diabetes duration, defined as the number of months between the first diabetes related code (this could include diagnosis, symptom, process of care, or medication) and the date of the first oral antidiabetic medication prescription;
Number of primary care contacts recorded in the 12 months prior to the study entry date – this included any face-to-face contact or phone calls. Higher numbers of primary care contacts were intended to represent worse overall physical and/or mental health. 
Medication history: We included the number of different pharmacological medications prescribed (excluding vaccinations, topical medications and supplements) in the 90 days before the study entry. It was not possible to account for markers of depression and depression severity at study entry. Therefore, to indicate previous depression at a severity requiring pharmacological treatment, we included any previous antidepressant prescription in the 12 months prior to study entry.
We did not include glycaemic control as a potential confounder, given the study inclusion criteria of starting oral antidiabetic medication (study entry) meant that all participants would be expected to have uncontrolled blood sugar levels at the time of study entry. 
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