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Supplementary results: Tracking value of choices with longer (≥ 1 year, 1) versus shorter (< 1 year, 0) delays (Wittmann et al. 2007).

Supplementary results: Sensitivity analyses

Supplementary method: Clinical and cognitive characteristics

Depression severity was measured with the 17-item Hamilton Rating Scale for Depression (HRSD) (Hamilton 1960). Burden of physical illness was assessed with the Cumulative Illness Rating Scale adapted for Geriatrics (CIRS-G) (Miller et al. 1992). We obtained medication lists from pharmacy records. We measured pharmacotherapy exposure in the current episode of depression with the cumulative strength score from the Antidepressant Treatment History Form (Sackeim 2001), based on antidepressant trial duration, the dose, and the use of augmenting agents. In order to capture exposure to psychotropic medications not included in this score, we additionally assessed exposure to sedatives/hypnotics, anticholinergic drugs, and opioid analgesics. 
Executive function was assessed with the Executive Interview (EXIT-25) (Royall et al. 1992). Higher EXIT scores indicate poor performance. This measure has been strongly related to the inability to function independently (Royall et al. 2005). EXIT-25 items are administered in rapid succession with minimal instructions and also include well-known tests of cognitive control (number/letter sequencing, Stroop, go/no-go, Luria’s sequences), fluency, automatic behaviors, and disinhibition. Higher EXIT scores indicate dysfunction. Current global cognitive function was assessed with the Dementia Rating Scale (DRS) (Mattis 1988). Premorbid intelligence was assessed with the Wechsler Test of Adult Reading, standard score (Wechsler 2001).
In addition, several other measures were described in the main text and are briefly summarized here for convenience. Beck Lethality Scale (BLS) assessed medical seriousness of attempts (Beck et al. 1975). Beck’s Suicide Intent Scale measured the suicidal intent associated with suicide attempt (BSI (Beck et al. 1974). The SIS-planning subscale was used to assess the degree of planning of suicide attempts (Mieczkowski et al. 1993). The Impulsive/Careless Style subscale of the Social Problem-Solving Inventory (SPSI-ICS) (D’Zurilla & Nezu 1990; Gibbs et al. 2009) measured a narrow and hurried approach to social problem-solving. Barratt Impulsivity Scale-nonplanning subscale (Patton et al. 1995)
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Supplementary method: Inclusion/exclusion criteria

Our sample excluded elderly individuals with sensory disorders that precluded cognitive testing, limited English, mental retardation, delirium, neurologic disorders, bipolar disorder schizophrenia, schizoaffective disorder, exposure to electroconvulsive therapy in the previous 6 months, and circumstances precluding an fMRI assessment (e.g., claustrophobia, metal implants). In addition, we excluded participants with clinical dementia and ensured that they could engage in the task by requiring that they score at least 24 on the Mini-Mental State Examination (Folstein et al. 1975). We also assessed potential anoxic-ischemic or toxic brain injury based on the Beck Lethality Scale, medical records, and the clinical interview. A study psychiatrist (A. Y. D.) identified any attempts with a score greater than 4 on the Beck Lethality Scale and any history of systemic hypotension of longer than 5 minutes, asphyxia, or neurotoxic ingestion (3 of 13). These participants were excluded in sensitivity analyses.
Supplementary method: Correlations between executive function, self-report measure of impulsivity and attempt-related impulsivity

There was a modest, but nonsignificant, negative correlation between executive function (EXIT-25) and self-report impulsivity measure (SPSI-ICS), r(45) = -.26, p < .08, suggesting that greater executive dysfunction was associated with less careless and impulsive approach to social problem solving. All other correlations were weak and nonsignificant.
Supplementary method: Data analysis
In this section we detail the rationale behind choosing the modeling approach described in the paper, as opposed to the more conventional approach of modeling subjective value with the assumption of hyperbolic discounting. A subjective value model that assumes hyperbolic discounting describes the decay of the reward by an exponential function of D, delay, and k, the discount rate: 
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Individual differences in behavior on a delay-discounting task can, therefore, be described by adjusting a single parameter of the discount rate, or k. This modeling approach is commonly used in delay discounting experiments where trials with different delays durations are interleaved. However, subjective value depends not only on the attributes of a prospect (amount, delay), but also on a reference point established by recent history (Simon 1956; Kőszegi & Rabin 2006). The blocked design, such as used in our experiment, may therefore result in a bias from presenting prospects in a fixed ascending or descending manner. Specifically, low initial SIRs and the upward titration may result in an overall perception of prospects as improving in a 5-day block, whereas high initial SIRs and the downward titration may result in an overall perception of prospects as increasingly disappointing in a 10-year block. Additionally, subjective value signals display range adaptation, which would result in diminished sensitivity to value differences in the 10-year versus 5-day block (Cox & Kable 2014). These influences are clearly at odds with the hyperbolic model. Consequently, discounting parameters derived from a hyperbolic model will appear inconsistent across blocks. Using discounting parameters estimated block-wise instead of a global discount rate would only partially amend this situation. 

Supplementary Fig. S1 illustrates the similarity of the two regressors from a conventional value difference model (Discounted Delayed Reward – Smaller Immediate Reward, or DDR - SIR) and our approach (mean-centered SIR). Note, however, that mean-centered SIR regressor may more accurately reflect an ‘optimistic’ perception of the upward titration of SIR in 5-day delay block, or positive value, and a ‘pessimistic’ perception of the downward titration of SIR in 10-year delay block, or negative value.
Supplementary Fig. S1. Subjective value difference curves for 5-day and 10-year delay intervals, as  estimated by the conventional regressor (SIR-DDR) and our approach (mean-centered SIR). Note that mean-centered SIR regressor may more accurately reflect an ‘optimistic’ perception of the upward titration of SIR in 5-day delay block, or positive value, and a ‘pessimistic’ perception of the downward titration of SIR in 10-year delay block, or negative value.
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Supplementary Fig. S2 illustrates that participants’ block-wise hyperbolic discounting parameters are not consistent across different delay intervals, possibly because of the issues with the blocked experimental design. 
Supplementary Fig. S2. Hyperbolic discounting parameter, k, per each delay block, estimated from participants’ behavior. Note the inconsistency across blocks. 
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Behavioral data 

The estimate of the discount rate obtained in the scanner agreed reasonably well with that from Kirby’s Monetary Choice Questionnaire administered earlier (r[45] = .57, p < .01) Discount rates did not differ between groups (F[3,47] = 0.47, p  = .70). Among suicide attempters, there was a modest, nonsignificant relationship between the discount rate and attempt planning (r[11] = -.23, p = .45). Our previously reported findings in a larger sample showed that more impulsive individuals with poorly-planned attempts had the highest discount rates, whereas better planners were more patient (Dombrovski et al. 2011). In the whole sample, discount rate correlated only modestly and not significantly with the self-report measure of impulsivity (SPSI-ICS) (r[46] = 0.26, p = .07).

Supplementary results: Main effect of task
Supplementary Table S1 and Fig. S3 describe the BOLD response for the task contrast in the entire sample.
Supplementary Table S1. The BOLD Response for the Task Contrast in the Entire Sample
	Region
	MNI Coordinates
	Peak t(47)
	Cluster Size (mm3)

	[1] Left Cingulate Gyrus (BA 31)
	-2, -42, 29
	11.80
	272457

	[2] Left Medial Frontal Gyrus (BA 9/10)
	-4, 56, 17
	-7.10
	20034

	[3] Right Cuneus
	1, -83, 32
	-8.65
	10368

	[4] Right Superior Temporal Gyrus (BA 22)
	60, -15, -2
	-5.00
	4914

	[5] Right Superior Temporal Gyrus (BA 39/22)
	55, -58, 18
	-5.11
	3348

	[6] Thalamus
	0, - 27, 0
	6.03
	1539

	[7] Left Angular Gyrus (BA 39)
	-52, -72, 33
	-5.51
	1485

	[8] Right Caudate
	35, -40, 0
	-5.25
	1296

	[9] Bilateral brainstem
	-3, -33, -38
	4.72
	756

	[10] Left Superior Temporal Gyrus (BA 22)
	-47, -10, -5
	-4.96
	702

	[11] Left Superior Frontal Gyrus (BA 8)
	-22, 39, 50
	-4.64
	621


Supplementary Fig. S3. BOLD Responses to task vs. fixation at psvc < .001, pcorr < .05.
[image: image4.emf]


[11] 



[7] 



[10] 
[4] 



[5] 
[8] [6] 



[3] 



[2] 



[9] [1] 



[1] 



[1] 



[1] 
[1] 



[1] [1] 
11 



-8 



t Value 
z = 53 x = -46 x = -25 x = -4 x = 28 x = 57 



L R 










[11] 

[7] 

[10] 

[4] 

[5] 

[8]  [6] 

[3] 

[2] 

[9] 

[1] 

[1] 

[1] 

[1] 

[1] 

[1] 

[1] 

11 

-8 

t Value 

z = 53  x = -46 

x = -25 

x = -4  x = 28  x = 57 

L  R 


[image: image5.emf]


L 










L 



Supplementary Table S2 summarizes the correlates of suicide attempts and age in the responses to the task contrast.
Supplementary Table S2. Correlates of Suicide Attempts and Age in the Responses to Task

	Region
	MNI Coordinates
	Peak t(47)
	Cluster Size (mm3)

	Suicide Attempts
	
	
	

	[1] Left Middle Occipital Gyrus
	-39, -72, -14
	-4.75
	2403

	Age
	
	
	

	[1] Left Superior Temporal Gyrus [BA 22]
	-59, - 38, 20
	4.67
	1323

	[2] Right Superior Parietal Lobule [BA 5]
	21, -44, 64
	4.46
	1161

	[3] Left Superior Temporal Gyrus [BA 22]
	-65, -17, 3
	4.64
	1053

	[4] Left Declive 
	-19, -74, -22
	-4.31
	1026

	[5] Left Fusiform Gyrus
	-33, -52, -17
	-4.68
	945

	[6] Left Precentral Gyrus
	-14, -37, 73
	4.75
	891

	[7] Left Superior Temporal Gyrus [BA 39]
	-49, -58, 21
	4.45
	864

	[8] Left Inferior Occipital Gyrus [BA 19]
	-39, -81, -6
	-4.53
	702


Supplementary results: Value difference model
In the manuscript, we reported the BOLD response in the whole sample to value difference in the precuneus, using a conservative voxelwise threshold of p < .001. At the more liberal voxelwise threshold of p < .005, we also identified increased BOLD response in the right dorsolateral prefrontal cortex to the increasing value difference favoring smaller immediate reward, i.e., an opposite pattern of activity from the precuneus. This pattern is illustrated in the Supplementary Fig. S4.
Supplementary Fig. S4. BOLD response to value difference in the right dorsolateral prefrontal cortex at pvoxelwise < .005, pcorr < .05 (MNI coordinates: 38, 48, 20; cluster volume = 1593; peak t(47) = 4.09)
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No correlations of beta-coefficients extracted using the mask of this region with impulsivity measures were significant.

Using 3dRegAna, we also regressed the discount rate from the value difference map but detected no clusters at clusterwise threshold of p < .001. However, at a more liberal voxelwise threshold of p < .005 and clustersize thresholding of 8 voxels, activity can be detected in paralimbic (vmPFC, precuneus, lateral frontoparietal) and somatosensory/post-central regions. The activity in these areas was negatively associated with the discount rate, suggesting that in the more impulsive individuals, these regions respond more to the increase in the value of the delayed option. These data are available upon request.
Supplementary results: Conventional value difference model 1 of Smaller Immediate Reward (SIR) − Discounted Delayed Reward (DDR), where DDR is derived using the discount rate, k, for the whole session
In this section we report the results of a conventional value difference model, where a hypothesized value signal reflects some adjudication (in our case, a difference) between the value of the smaller immediate reward (SIR) and the subjective value of the delayed reward (the Discounted Delayed Reward [DDR]), which is a fraction of the delayed reward magnitude. The DDR in this model is derived using the discount rate estimated for the whole session. Supplementary Table S3 and Fig. S5 summarize the brain regions, which respond to this contrast. Note this map is qualitatively similar to value difference contrast reported in the manuscript, but less robust; the precuneus responds more to the increase in the subjective value of the delayed prospect.
Supplementary Table S3. BOLD response to SIR-DDR contrast
	Region
	MNI Coordinates
	Peak t(47)
	Cluster Size (mm3)

	[1] Left Precuneus (BA 7)*
	-3, -61, 32
	-5.60
	18144

	[2] Left Inferior Frontal Gyrus  (BA 47)
	-48, 44, -15
	5.67
	945


*Note that although the centroid of the BOLD response was identified in the Left Precuneus, the activation is bilateral.

Supplementary Fig. S5. BOLD Response to SIR – DDR Contrast. Activity detected at pvoxelwise < .001, pcorr < .05.
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We also tested the relationship between the neural responses to this contrast and history of suicide attempts. No clusters survived cluster-thresholding at voxelwise threshold p < .001. At a less conservative voxelwise threshold of p < .005, however, we detected a diminished response in the right middle frontal gyrus (BA 8) (31, 11, 45; cluster size 1728 mm3; peak t(44) = -4.03) (Supplementary Fig. S6).
Supplementary Fig. S6. History of suicide attempts predicted a diminished response in right middle frontal gyrus [BA 8] at voxelwise threshold p < .005.
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Supplementary results: Conventional value difference model 2 of SIR – DDR blockwise k, where DDR blockwise k is derived using block-wise discount rates, k
In this section we describe the results of the second of the conventional models of value difference, where the DDR is derived using blockwise indifference points, k. Noteworthy, its map (summarized in Supplementary Table S4 and Fig. S7) is also qualitatively similar to the other value maps.
Supplementary Table S4. BOLD Response to SIR – DDR blockwise k Contrast

	Region
	MNI Coordinates
	Peak t(47)
	Cluster Size (mm3)

	[1] Left/Right Precuneus 
	0, -61, 32
	-5.92
	204412

	[2] Left Inferior Frontal Gyrus  (BA 47)
	-48, 44, -15
	5.4
	1161


Supplementary Fig. S7. BOLD Response for  SIR – DDR blockwise k Contrast
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Beta-coefficients extracted from the two clusters (precuneus and left inferior frontal gyrus) did not correlate with the discount rate, attempt lethality, or SIS-planning (all ps > .05). Only moderate non-significant correlations could be noted between precuneus and impulsive-careless problem-solving style (r(46) = -.23, p = .121).
As before, we found that in suicide attempters, there was diminished response in dorosolateral prefrontal cortex to the increasing value difference favoring immediate prospect (Supplementary Fig. S8). In contrast to the value difference model 1, the activity was detected on the left side, however, at a lower threshold, it could be observed bilaterally (data available upon request).
Supplementary Fig. S8. History of suicide attempts predicted a diminished response in left middle frontal gyrus BA 9 (-47, 10, 34; 2052 mm3; peak t(44) = -4.42).
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We extracted beta-coefficients using the mask of this suicide-related and, in parallel to findings reported in the manuscript, found high but non-significant correlation with SIS-planning, r(11) = -.48, p = .09. When we excluded the participant with SIS-planning score of 12, this correlation was reduced: r(10) = -.16, p  = .63.
Supplementary results: Trial difficulty model 
Trial difficulty was derived using the logarithm-transformed ratio of the maximum of absolute differences between DDR (blockwise) and SIR and trial-wise absolute difference between DDR (blockwise) and SIR. The trial was considered easy if the subjective values of the two prospects were far apart (corresponding to small values of trial difficulty regressor) and difficult if the subjective values of the two prospects were close together (corresponding to large values of trial difficulty regressor). Supplementary Table S5 and Fig. S9 summarize our findings from this contrast. Note that the precuneus region responds more to the easy choices. In the manuscript, we use this finding to argue that the precuneus appears to respond more to delayed prospects increasing in subjective value, i.e., increasingly easier choices.
Supplementary Table S5. Functional MRI Activation for Trial Difficulty Contrast

	Region
	MNI Coordinates
	Peak t(47)
	Cluster Size (mm3)

	[1] Left/Right Precuneus 
	0, -70, 37
	-5.21
	3456

	[2] Right Inferior Parietal Lobule (BA 40)
	54, -44, 52
	4.89
	1728

	[3] Left/Right Medial Frontal Gyrus
	0, 25, 43
	4.89
	1323

	[4] Right Inferior Frontal Gyrus (BA 47)
	51, 16, 0
	4.40
	729


Supplementary Fig. S9. BOLD response to trial difficulty (difficult > easy).
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Supplementary results: Tracking value of choices with longer (>1 year, 1) versus shorter (≤ 1 year, 0) delays.
Supplementary Fig. S10 (Table in the manuscript) illustrates the activity in brain regions that tracked choices with longer vs. shorter delays.

Supplementary Fig. S10. Longer (> 1 year) versus shorter (≤ 1 year) delays contrast (later > sooner) positively modulated the BOLD signal in the visual (right lingual gyrus [7], right and left middle occipital gyrus [1, 8]), visual attention (left lingual gyrus [3], thalamus [6], left fusiform gyrus [4]) and motor/somatosensory (left superior parietal lobule [2], right precentral [11], left medial frontal gyrus [5]) networks. Signal was negatively modulated in the right cuneus (7). 
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Supplementary Fig. S11 illustrates a modest correlation between the activity in the right cuneus and the geometric mean of the discount rate (r[46] = 0.30, p < .05), with more diminished responses for greater discounters.
Supplementary Fig. S11. Discount rate, k, and activity in right cuneus derived from the longer (> 1 year) versus shorter delays (≤ 1 year) contrast.
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Supplementary results: Tracking value of choices with longer (≥ 1 year, 1) versus shorter (< 1 year, 0) delays (Wittmann et al. 2007).
In the manuscript we reported the contrast of longer versus shorter delays using both unbalanced data sampling contrast (which included 1-year block trials in the shorter delay condition). We have also tested the balanced data sampling contrast, described in Wittmann et al. 2007 (which included 1-year block trials in the longer delays condition). The results of this contrast are reported in Supplementary Table S6. It is important to note that the findings are generally similar across the two types of analyses.
Supplementary Table S6. BOLD response to longer (≥ 1 year) versus shorter delays (< 1 year) contrast
	Region
	MNI Coordinates
	Peak t(47)
	Cluster Size (mm3)

	[1] Left Angular Gyrus
	-31, -70, 30
	7.05
	37719

	[2] Right Middle Occipital Gyrus
	25, -88, 4
	6.40
	10422

	[3] Right Inferior Frontal Gyrus (BA 44)
	46, 16, 18
	5.65
	7668

	[4] Left Superior Frontal Gyrus (BA 8)

[5] Right Precuneus (BA 7)

[6] Left Cuneus (BA 19)

[7] Left Inferior Frontal Gyrus (BA 9)

[8] Left Precentral Gyrus (BA 6)

[9] Right Superior Frontal Gyrus (BA 8)

[10] Right Thalamus

[11] Right Precentral Gyrus

[12] Left Declive [BA 37]

[13] Left Middle Occipital Gyrus [BA 19]

[14] Right Precuneus [BA 19]

[15] Right Declive

[16] Right Lentiform Nucleus

[17] Right Declive of Vermis
	-3, 13, 55

29, -59, 53

0, - 85, 33

-47, 7, 34

-40, -16, 65

26, 17, 54

7, -14, 7

40, -7, 61

-37, -63, -19

-48, -59, -6

31, -72, 31

26, -61, -28

19, 0, 2

2, -73, -17
	6.14

4.80

-6.39

5.90

6.28

4.59

4.53

5.32

5.27

4.69

4.78

4.83

4.53

4.21
	5562

4509

3753

3159

2241

1917

1863

1242

1026

891

783

648

621

594


History of suicide attempts was associated with the deactivation of the left middle occipital gyrus (BA 19; MNI coordinates: - 42, -71, -14; cluster volume: 1809; t[44] = -4.79) and greater activity of the right middle temporal gyrus (MNI coordinates: - 37, -54, 8; cluster volume: 1053; t[44] =4.98). Note that the deactivation of the left parahippocampal gyrus, reported in the manuscript, was observed for this contrast at pvoxelwise < .001, but did not pass clusterwise thresholding in the current cluster. 
Supplementary results: Sensitivity analyses
We extracted region of interest (ROI) beta weights from our map of value difference signals. The region mask (left dorsolateral prefrontal cortex [dlPFC]) indexed correlates with suicide and was derived from the 3dRegAna analyses with predictors of depression and history of suicide attempts. Consistent with the 3dRegAna analyses, there were significant differences in BOLD signal in this region due to group membership (F(2, 45) = 10.44, p < .01, ηp2 = .32). These effects were robust to possible brain damage from suicide attempts, burden of physical illness, depression severity, co-occurring substance abuse and anxiety disorders, exposure to antidepressants, opioids and sedatives, lifetime exposure to electroconvulsive therapy, global cognitive functioning, variability in premorbid intelligence, and sex. No covariates were significant (Supplementary Table S7). 
Group differences were also robust to exclusion of 3 participants with possible brain damage (1 individual with confirmed brain damage and 2 individuals for whom brain damage could not be ruled out): F(2, 43) = 7.51, p < .01, ηp2 = .26. In addition, the exclusion of eight participants who performed in the dementia range ( < 132) did not alter the effect of group differences (F(2, 37) = 8.09, p < .01, ηp2 = .30).

Similarly, we extracted ROIs beta weights from the map of longer versus shorter delays, using the two region masks (BA 35 and BA 37), derived from the 3dRegAna analyses with predictors of depression and history of suicide attempts. Consistent with the 3dRegAna analyses, there were significant differences between groups in BOLD signal in both of these regions (FBA 35 (2, 45) = 12.97, p < .01, ηp2 = .36; FBA 37 (2, 45) = 19.87, p < .01, ηp2 = .46). These regions responded lowest in suicide attempters compared to other groups. These effects were also robust to possible brain damage from suicide attempts, burden of physical illness, depression severity, co-occurring substance abuse and anxiety disorders, exposure to antidepressants, opioids and sedatives, lifetime exposure to electroconvulsive therapy, global cognitive functioning, variability in premorbid intelligence, and sex. No covariates were significant (Supplementary Tables S8 and S9). 

Group differences were also robust to exclusion of 3 participants with possible brain damage (1 individual with confirmed brain damage and 2 individuals for whom brain damage could not be ruled out): FBA 35(2, 43) = 11.76, p < .01, ηp2 = .35, FBA 37(2, 43) = 18.56, p < .01, ηp2 = .46. In addition, the exclusion of eight participants who performed in the dementia range ( < 132) did not alter the effect of group differences (FBA 35 (2, 37) = 7.35, p < .01, ηp2 = .28 and FBA 37(2, 37) = 13.41, p < .01, ηp2 = .42).

Supplementary Table S7. Effects of group membership with potential confounders on the responses in dlPFC.

	
	Covariate
	Group membership

	Age
	F(1, 44) = 0.04, p = .85, ηp2 = .00
	F(2, 44) = 9.95, p < .01, ηp2 = .31

	Sex
	F(1, 44) = 0.37, p = .54, ηp2 = .01
	F(2, 44) = 10.16, p < .01, ηp2 = .32

	Burden of physical illness (CIRS-G)
	F(1, 44) = 0.00, p = .98, ηp2 = .00
	F(2, 44) = 10.08, p < .01, ηp2 = .31

	Global cognitive functioning (DRS)
	F(1, 43) = 0.58, p = .45, ηp2 = .01
	F(2, 43) = 10.77, p < .01, ηp2 = .33

	Executive functioning (EXIT-25)
	F(1, 43) = 0.97, p = .33, ηp2 = .02
	F(2, 43) = 10.65, p < .01, ηp2 = .33

	Premorbid intelligence (WTAR)
	F(1, 40) = 0.96, p = .33, ηp2 = .02
	F(2, 40) = 8.28, p < .01, ηp2 = .29

	Depression severity (HRSD)
	F(1, 44) = 0.26, p = .61, ηp2 = .01
	F(2, 44) = 9.81, p < .01, ηp2 = .31

	Opioid exposure
	F(1, 44) = 1.42, p = .24, ηp2 = .03
	F(2, 44) = 10.41, p < .01, ηp2 = .32

	Anticholinergic exposure
	F(1, 44) = 0.31, p = .58, ηp2 = .01
	F(2, 44) = 10.40, p < .01, ηp2 = .32

	Sedative exposure
	F(1, 44) = 0.25, p = .62, ηp2 = .05
	F(2, 44) = 8.63, p < .01, ηp2 = .28

	Lifetime history of substance abuse*
	F(1, 23) = 0.01, p = .91, ηp2 = .00
	F(1, 23) = 28.06, p < .01, ηp2 = .55

	Anxiety disorders*
	F(1, 23) = 0.29, p = .59, ηp2 = .01
	F(1, 23) = 30.02, p < .01, ηp2 = .57

	Anti-depressant exposure*
	F(1, 16) = 0.26, p = .62, ηp2 = .02
	F(1, 16) = 14.62, p < .01, ηp2 = .48

	Lifetime exposure to electroconvulsive therapy*
	F(1, 23) = 1.07, p = .31, ηp2 = .04
	F(1, 23) = 28.11, p < .01, ηp2 = .55


* These variables can only be assessed for the two groups of depressed participants, i.e., depressed non-suicidal and suicide attempters.
Supplementary Table S8. Effects of group membership with potential confounders on the responses in left parahippocampal gyrus (BA 35).

	
	Covariate
	Group membership

	Age
	F(1, 44) = 1.44, p = .24, ηp2 = .03
	F(2, 44) = 13.66, p < .01, ηp2 = .38

	Sex
	F(1, 44) = 0.36, p = .55, ηp2 = .01
	F(2, 44) = 10.74, p < .01, ηp2 = .33

	Burden of physical illness (CIRS-G)
	F(1, 44) = 0.34, p = .56, ηp2 = .01
	F(2, 44) = 12.80, p < .01, ηp2 = .37

	Global cognitive functioning (DRS)
	F(1, 43) = 0.38, p = .54, ηp2 = .01
	F(2, 43) = 12.56, p < .01, ηp2 = .37

	Executive functioning (EXIT-25)
	F(1, 43) = 0.00, p = .95, ηp2 = .00
	F(2, 43) = 10.79, p < .01, ηp2 = .33

	Premorbid intelligence (WTAR)
	F(1, 40) = 1.44, p = .24, ηp2 = .04
	F(2, 40) = 9.99, p < .01, ηp2 = .33

	Depression severity (HRSD)
	F(1, 44) = 0.00, p = .99, ηp2 = .00
	F(2, 44) = 12.39, p < .01, ηp2 = .36

	Opioid exposure
	F(1, 44) = 1.52, p = .22, ηp2 = .03
	F(2, 44) = 12.99, p < .01, ηp2 = .37

	Anticholinergic exposure
	F(1, 44) = 2.20, p = .15, ηp2 = .05
	F(2, 44) = 13.77, p < .01, ηp2 = .39

	Sedative exposure
	F(1, 44) = 0.95, p = .34, ηp2 = .02
	F(2, 44) = 10.42, p < .01, ηp2 = .32

	Lifetime history of substance abuse*
	F(1, 23) = 1.02, p = .32, ηp2 = .04
	F(1, 23) = 22.49, p < .01, ηp2 = .49

	Anxiety disorders*
	F(1, 23) = 0.94, p = .34, ηp2 = .04
	F(1, 23) = 20.54, p < .01, ηp2 = .47

	Anti-depressant exposure*
	F(1, 16) = 0.37, p = .55, ηp2 = .02
	F(1, 16) = 6.84, p < .01, ηp2 = .30

	Lifetime exposure to electroconvulsive therapy*
	F(1, 23) = 3.28, p = .08, ηp2 = .13
	F(1, 23) = 20.15, p < .01, ηp2 = .47


* These variables can only be assessed for the two groups of depressed participants, i.e., depressed non-suicidal and suicide attempters.

Supplementary Table S9. Effects of group membership with potential confounders on the responses in left middle occipital gyrus (BA 37).

	
	Covariate
	Group membership

	Age
	F(1, 44) = 0.33, p = .57, ηp2 = .01
	F(2, 44) = 18.83, p < .01, ηp2 = .46

	Sex
	F(1, 44) = 0.38, p = .54, ηp2 = .01
	F(2, 44) = 18.90, p < .01, ηp2 = .46

	Burden of physical illness (CIRS-G)
	F(1, 44) = 0.04, p = .84, ηp2 = .01
	F(2, 44) = 18.54, p < .01, ηp2 =.46

	Global cognitive functioning (DRS)
	F(1, 43) = 4.07, p = .05, ηp2 = .09
	F(2, 43) = 22.75, p < .01, ηp2 =.51

	Executive functioning (EXIT-25)
	F(1, 43) = 0.05, p = .83, ηp2 = .00
	F(2, 43) = 16.92, p < .01, ηp2 =.44

	Premorbid intelligence (WTAR)
	F(1, 40) = 0.34, p = .56, ηp2 = .01
	F(2, 40) = 22.30, p < .01, ηp2 =.53

	Depression severity (HRSD)
	F(1, 44) = 0.03, p = .87, ηp2 = .00
	F(2, 44) = 18.55, p < .01, ηp2 =.46

	Opioid exposure
	F(1, 44) = 0.02, p = .88, ηp2 = .00
	F(2, 44) = 19.45, p < .01, ηp2 =.47

	Anticholinergic exposure
	F(1, 44) = 0.36, p = .55, ηp2 = .01
	F(2, 44) = 19.74, p < .01, ηp2 =.47

	Sedative exposure
	F(1, 44) = 0.32, p = .57, ηp2 = .01
	F(2, 44) = 18.48, p < .01, ηp2 =.46

	Lifetime history of substance abuse*
	F(1, 23) = 1.49, p = .24, ηp2 = .06
	F(1, 23) = 35.16, p < .01, ηp2 =.61

	Anxiety disorders*
	F(1, 23) = 0.05, p = .82, ηp2 = .00
	F(1, 23) = 31.31, p < .01, ηp2 =.58

	Anti-depressant exposure*
	F(1, 16) = 0.55, p = .47, ηp2 = .03
	F(1, 16) = 23.31, p < .01, ηp2 =.59

	Lifetime exposure to electroconvulsive therapy*
	F(1, 23) = 0.33, p = .57, ηp2 = .01
	F(1, 23) = 32.31, p < .01, ηp2 =.58


* These variables can only be assessed for the two groups of depressed participants, i.e., depressed non-suicidal and suicide attempters.
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