
between studies was assessed using the I2 statistic
(Higgins et al. 2003).
For binary efficacy outcomes, random effects

(DerSimonian and Laird 1986) and fixed effect (Greenland
and Robins 1985; Mantel and Haenszel 1959) risk ratios
with 95% confidence intervals were calculated. Fixed effect
analysis assumes the included studies to be functionally
identical and the underlying treatment effect size to be the
same in all studies. Random effects analysis assumes a
range of treatment effects and incorporates inter-study
variation into the pooled estimate. Therefore, we primarily
used the random effects model for our analyses. Neverthe-
less, in order to allow an estimation of the sensitivity of
the results to the choice of method, we always present
both sets of results. In addition, it is also common to re-
port fixed effects if the statistical test for heterogeneity in-
dicates relative homogeneity.

Where possible, we intended to use intention-to-treat
(ITT) data for the primary efficacy analyses. Where ITT
data were not available, we used endpoint data for trial
completers. Data from trials including both unipolar and
bipolar participants were only included in the respective
analysis if the two diagnostic groups had been randomized
separately.

Results
Study selection
Using our search strategy, we identified 806 studies, which
were subsequently screened. As a result, 731 records were
excluded, while the remaining 75 records were assessed
for eligibility (full-text articles). For a variety of reasons, as
detailed in Figure 1, 11 studies could be included for
qualitative and quantitative analysis (Moher et al. 2009).

Figure 1 PRISMA flowchart of the inclusion procedure.
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